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DEDICATION 
 

To my lifelong mentors Primo Levi and Franco Paparo  

 
When the broken window was repaired and the stove began to spread its heat, 

something seemed to relax in everyone and at that moment Towarowski (a Franco-Pole 

of twenty-three) proposed to the others that each of them offer a slice of bread to us three 

who had been working. And so it was agreed.  

 

 Only a day before a similar event would have been inconceivable. The law of the 

Lager said: “eat your own bread, and, if you can, that of your neighbor” and left no 

room for gratitude. It really meant that the Lager was dead.  

 

 It was the first human gesture that occurred among us. I believe that that moment 

can be dated as the beginning of a change by which we who had not died slowly changed 

from Haftling to men again.”  

Primo Levi: “Survival in Auschwitz” Collier Books, 1961, p. 145. 

 

Since the central experiences of psychologically traumatized patients are 

disempowerment and disconnection, the healing must be based on giving some power to 

the patient and factor in some connection first of all with the person of the therapist, who 

has to be able to listen empathically, since healing cannot occur in isolation and can take 

place only in the context of relationships. 

Franco Paparo, 2010  
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Prologue 

 

This textbook is the first of its kind to address in a systematic and holistic way the 

recovery of traumatized people and communities worldwide. It grew out of an historic 

meeting of the world’s Ministers of Health in Rome in 2004 (called Project 1 Billion for 

the number of people affected by violence) to establish and disseminate the first Global 

Mental Health Action Plan. The chapters in this book are organized around the eight 

dimensions of the Global Mental Health Action Plan. They are written by the 

international community’s leading experts in policy, health, mental health, economic 

development, human rights and humanitarian assistance. The chapters contain state-of-

the-art knowledge based upon science and culture that have been written to be used at the 

field and clinic level. It is the deep belief of the book’s contributors that through 

humanism, science and innovation we have the power to heal a violent world. 
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Introduction 
Richard F. Mollica, MD, MAR 
 
 
 
I. OVERVIEW 

The world is prone to catastrophes caused by human beings and by nature. In some cases, as 

in the recent disaster in Haiti, both forces are at play as a poor country with a long history of 

violence and corruption deals with a devastating earthquake that killed over 300,000 of its 

citizens. In my work with survivors and communities affected by trauma and violence over 

the past 30 years in countries as culturally diverse as Cambodia and Bosnia and Herzegovina, 

I have seen certain patterns of humanitarian response emerge with each and every catastrophe 

in societies at every level of economic development. The patterns of aid in our current and 

last century set the stage for the prolongation of human suffering for decades and maybe even 

the lifetime of a traumatized person and his/her community. Unfortunately, these responses 

have not taken advantage of the accumulating scientific knowledge1 derived from decades of 

field work caring for traumatized persons,  including survivors of torture and political 

violence.  This book presents a radically new model of care based on these experiences. The 

major aim of this volume is to aid the work of those struggling daily at the local level to 

restore the health and well-being of the millions of people whose lives are disrupted each 

year.  

 

This book is informed by an appreciation of the new social realities caused by mass trauma. 

Mass violence and disaster create a new historical space where actions and behaviours that 

once seemed incomprehensible in daily life emerge as normal. In Bosnia and Herzegovina 

during the war, for example, a neighbour killing the children of their neighbours was 

common and accepted. Everything human beings believed in is turned upside-down so that 

“unjust” actions become “just” actions such as the epidemic of rape that often are perpetrated 

by fellow survivors as well as by their so-called protectors. And all are affected by the trauma 

whether they are harmed directly by it or come from the outside to help. There are no 

medications or safety precautions that can protect the doctor and the patient from the 

overwhelming emotional distress of human tragedy on a large scale. General awareness of 
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the powerful forces operating in this new historical environment is limited and often non-

existent among policy planners, humanitarian aid workers, and the survivors themselves. 

This has led to the lack of a coherent humanistic and scientific plan of action. 

 

The historical transformations associated with mass violence and disaster can be readily seen 

in each of the following 3 dimensions of the health and mental health care of traumatized 

populations: (1) political care, (2) clinical care, (3) evaluation of results. 

 

(1) Political Care 

Political care, i.e., those policies and procedures aimed at assisting a traumatized population 

at the macro-level of social organization in post-disaster and mass-violence situations is 

usually chaotic, disorganized and culturally inappropriate. A systemic approach to the health 

and well-being of traumatized persons does not exist.  

 

The recent earthquake in Haiti has led to a mental health response that is a repetition of the 

confusion and neglect of basic mental health issues that I witnessed first-hand in many other 

trauma settings.2  

 

An editorial on Haiti in the International Herald Tribune2 captured in a nutshell the political 

dysfunction that can accompany a major disaster: 

 

The little country is swarming with well-intentioned organizations, each trying to 

do their little bit of help. One group is trying to distribute thousands of flashlights to 

women and girls. It’s a kind and practical gesture, but what they really need are 

shelters from sexual violence, and adequate policing. 

 

The editorial brought back to me memories of the abuses of the hundreds of thousands of 

Cambodians who escaped the Pol Pot genocide only to be rounded up by Thai authorities and 

sequestered in abysmal refugee camps for over a decade.3  I ventured into these UN-run 

camps in September 1988 and conducted along with Russell Jalbert, the first mental health 

evaluation of a refugee population. This study of the largest Cambodian refugee camp on the 



15 
 

Thai border called Site 2 with a population of 170,000 men, woman and children echoes the 

current situation in Haiti. Here is a quote from the original 1989 Site 2 Report on sexual 

violence and rape trauma:  

 

Although the specific prevalence of rape trauma is unknown in Site Two and among 

resettled Khmer, the Khmer community has suffered a degree of sexual violence 

unprecedented in modern Khmer history. All respondents indicated that rape and 

sexual violence were commonly practiced under the Khmer Rouge, frequently occurred 

during the escape experience into Thailand, and now constitute a significant problem 

in Site Two. However, few Khmer women will admit their situation or seek 

psychological assistance. A recent study documents the many cultural factors that 

affect the diagnosis and treatment of sexual violence in Indochinese refugee women4. 

The 3% of cases of rape trauma reported by the United Nations Border Relief 

Organization (UNBRO) that is responsible for running the camp, and the almost total 

lack of identification and reporting of sexual violence by Khmer People’s Depression 

Relief Unit (KPDR) and the health care facilities are consistent with a well-known 

clinical caveat – “Khmer women suffer sexual violence in silence.” However, many 

victims express their psychological distress in disguised forms. Frequently, they come 

to health care facilities seeking an abortion or after unsuccessfully attempting a self-

administered abortion of a pregnancy resulting from rape. Many will have post-partum 

gynaecological and psychological complaint. Other present with suicidal gestures and 

offer insignificant reasons as the cause. The younger age group (Khmer women 

between 15-25 is the most vulnerable to sexual abuse; the trivial reasons given by the 

40 consecutive suicide attempts admitted by the American Rescue Committee (ARC) 

hospital suggest that many are victims of sexual violence. In addition, ARC staff 

indicated that most of these women would attempt to quickly leave the hospital while 

rejecting additional help in order to avoid their names being recognized by the Khmer 

medical staff and the community. This rapid “flight into health,” “denial of cause” and 

“help-rejecting” attitude is consistent with the health seeking behaviour of sexually 

abused Khmer women.  
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It is unconscionable that twenty years after Site 2, extensive sexual violence is allowed to 

occur in Haiti under the watch of international care givers including the UN. The Haitian 

situation was predictable and completely preventable.4 . 

 

The international community for over 30 years has maintained at the top policy level a 

politically expedient myth in regard to the mental health resiliency of traumatized persons. I 

have described this myth as “the rubber-band phenomena of trauma.” If you take a rubber 

band and stretch it, it will snap back to normal. The international community of policy 

makers in dealing with disasters and mass violence has this philosophy; i.e. “If you subject 

human beings to extreme violence, they will bounce back to normal once the disaster and/or 

conflict has remitted.” Although the self-healing capacity of traumatized persons and 

communities is extraordinary,5 this capacity needs considerable political, economic and 

socio-cultural support in order to grow and sustain itself. Unfortunately, the mental health of 

traumatized persons is the only area of health care where policy planners actually inoculate 

survivors with mental illness by promoting policies that lead to extensive human rights 

violations (e.g. rape), economic dependency (lack of job creation), and forced dependency, 

including the lack of financial and school opportunities for adults and teenagers, respectively, 

to achieve self-sufficiency and an education.6 

 

(2) Clinical Care 

Humanitarian aid workers like their policy counterparts who enter into the new historical 

space created by violence and disaster are usually unaware of the changing landscape they 

are entering. Most come innocently to give assistance to the survivors, some come to exploit 

these people for money, power and fame; still others come to seek excitement and exoticism 

in a world that is “dangerous” and “strange.” A new phenomenon is slowly being recognized 

named by Italian doctors after the L’Aquila earthquake on April 6, 2009, “suffocation by 

compassion.”7 

 

In Italy, thousands of helpers rushed into L’Aquila with good intentions to aid the victims. 

Clowns were even mobilized to help children “laugh” and “have some fun” after losing their 

home and school, as well as experiencing the death or injury of family members and 
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classmates.8  In Haiti, as in L’Aquila, celebrities, missionaries and a myriad of helpers 

flooded in. The International Herald Tribune reported that “You had missionary doctors 

parachuting in doing amputations rather than setting or treating wounds because they knew 

their charter jet was leaving in two days and they would not be able to do the follow-up.”9  

 

It is common now for hordes of humanitarian aid workers mostly from Western countries 

outside of the devastated country to flood in during the emergency phase of a 

disaster/conflict. Without a doubt emergency relief needed to find the missing and bury the 

dead, guarantee traumatized populations basic protection and safety, and provide them their 

material needs for survival such as food, water and shelter, and offer medical care to the 

injured is essential. But unfortunately, these life-saving attempts to relieve the physical and 

emotional suffering of traumatized persons have also become linked to intrusive practices 

that invade the privacy and undermine the dignity of survivors. Western aid workers can 

unintentionally break cultural taboos as they aggressively “pry” into the lives of survivors in 

order to help relieve their suffering. And survivors because of their vulnerability often cannot 

resist this type of assistance. Since the 9/11 attacks on the Twin Towers unproven 

psychological techniques foreign to most non-Western societies are being unleashed on 

survivors including Testimony Therapy, Narrative Therapy, Exposure Therapy, Eye 

Movement Desensitization and Reprocessing (EMDR), a myriad of expressive therapies10 

and foreign religious beliefs and practices. 

 

Most importantly, the western concept of empathy, i.e. “putting yourself in the shoes of the 

other person” is being aggressively applied to traumatized persons. This model of empathy 

may actually be experienced by survivors as an act of interpersonal violation of their personal 

space at the time of great personal sadness and vulnerability. It is my experience caring for 

over 10,000 torture survivors in diverse cultural settings, that in fact, few traumatized persons 

want other people putting their feet in their shoes. In addition, this tendency to overwhelm 

traumatized people with compassion may be emotionally harmful as well as foster 

helplessness and dependency on the aid worker and his/her agency.  

 

It has been demonstrated that empathy is maximized in situations where the helper can 



18 
 

imagine the other separately from themselves instead of imagining the self as the other.11, 12 

Empathy has been found to be higher in the former situation and results in less distress than 

in the latter situation. Two independent autonomous individuals working together in 

partnerships leads to maximum healing and benefit. This important lesson needs to be 

learned by all humanitarian aid workers.  

 

(3) Evaluation 

“Good people can do bad things” and “good intentions can lead to bad results.” In spite of 

many recent disasters and trauma scenarios in places such as Darfur, Southeast Sudan, 

Liberia, Democratic Republic of the Congo, Haiti, Kosovo, Bosnia and Herzegovina, hardly 

any data have been collected on the physical and mental health outcomes of humanitarian 

relief efforts. The urgent nature of each crisis has created a universally accepted belief among 

policy planners and field workers that research is not essential, and is in essence a luxury.13 

Unfortunately, these widely held negative attitudes toward research extend to the evaluation 

of policies and project outcomes. Despite the expenditure of billions of dollars in 

humanitarian aid, the relative cultural and programmatic effectiveness of most projects is 

unknown. Our Harvard team and many other international groups are trying to transform this 

situation, partly through this book. 

 

Our priorities include: 

(1) Establishing a new model for a rational and systematic scientific approach to health 

and mental health care of traumatized population; 

(2) Elaborating culturally valid and scientifically proven and/or promising policies and 

practices; 

(3) Working with policies and practices that are practical and feasible at the field level; 

(4) Emphasizing the need to evaluate the outcomes of all policies and activities.  

 

We hope that humanitarian aid workers and policy planners can enter into a full partnership 

with survivors and their communities. It has been our experience that only a true partnership 

can help restore the health, well-being and human dignity heavily damaged by violence and 

associated with profound human suffering.  
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II. MAGNITUDE OF THE PROBLEM 

It has taken scientists over three decades to demonstrate the high levels of emotional damage 

associated with mass violence and disasters.14 

 

It is estimated that more than one billion people have been affected by extreme violence, 

embodied in the experience of war, ethnic conflict, torture and terrorism. Conflict has led to 

the forced displacement of approximately 25 million persons, accounting for the 

homelessness of 1 out of every 400 worldwide15. Recent statistics from the World Health 

Organization (WHO) reveal that 450 million persons suffer from some form of mental or 

brain disorder, including alcohol and substance abuse; this means that one in four families 

has at least one member who is affected. One hundred and twenty one million suffer from 

depression. Projections for the future, emerging from the Global Burden of Disease Study16 

reveal the growing toll of mental illness, with the rate of mental and brain disorders expected 

to rise by 15 per cent between 1990 and 2020. The Global Burden of Disease Study did not 

include many post-conflict nations; it has been estimated that their inclusion would result in 

statistical findings two to four times greater than those mentioned above. A meta-analysis of 

181 research surveys from 1980 to 2009 of 81,866 refugees and other survivors of extreme 

violence in 40 countries, for example, reveal an overall mental health impact of 30.6% and 

30.8% for PTSD and depression, respectively.17 Overall, for those global communities 

directly affected by violence, the mental health impact is significantly greater than the rates 

found in non-traumatized communities of 3.5% and 7% for PTSD and depression, 

respectively.1 

 

The scope and scale of the mental health impact of violence is suggested in Figure 1 based 

upon a summary of major community-based studies of traumatized population.15 
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Figure 1. 

 
 
One of the prejudices of policy planners toward mental health is partially explained by their 

viewing of mental health interventions as a form of psychiatry directed only at the less than 

5% in any society with serious chronic mental illness such as schizophrenia. As Figure 1 

reveals, mental health is not only a clinical problem but is also related to social capital, 

human rights and economic development. 

 

The cultural and social annihilation, which is at the core of extreme violence, has an 

enormous impact on physical and mental health.5 The economic destruction that comes with 

violence involves the physical destruction of businesses and hospitals, and the displacement 

of populations to camps where work opportunities are limited. The inability of traumatized 

populations to be economically self-sufficient has a major negative effect on their 

psychological well-being. Social capital, the “features of social organization, such as trust, 

norms (or reciprocity), and networks (of civil engagement), that can improve the efficiency 
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of society by facilitating coordinated actions”18 are greatly damaged. Restoring social capital, 

reducing hatred and revenge are at the core of post-conflict reconciliation. A World Bank 

report19 states: “the easy part of any Bank operation is reconstructing the bricks and mortar; 

the hard – but more essential – part is restoring the institutional societal bases of post-conflict 

society.” Coletta and Cullen20 have put forth case studies illustrating how the rebuilding of 

social capital can provide a framework for recovery and economic development.21  

 

Healing those citizens damaged by violence should become a priority of the Ministries of 

Health of post-conflict countries. The special medical and psychiatric needs of vulnerable 

groups such as rape victims have to be adequately addressed. Ongoing violence must be 

curtailed22 not only for human rights reasons but also because a dose-effect relationship has 

been consistently found to exist between cumulative trauma and psychiatric morbidity;23 i.e., 

the more trauma events, the greater the risk for damage to health, social and physical 

functioning, including poor school (children) and job (adults) performance. Since trauma-

related mental health problems are a cause and an outcome of medical disorders, major health 

problems such as hypertension, diabetes, cardiovascular disease and HIV/AIDS must be 

concurrently identified and treated.24,25 Emotional distress, therefore, combined with 

impairment in social or physical functioning, should be sufficient to make someone eligible 

for clinical care.  In resource-poor environments characterized by high levels of emotional 

distress, thresholds must be set for defining those individuals in need of health and mental 

health services. Input from the local community is necessary for determining the cultural 

norms needed for establishing these clinical standards.  

 

Within most post-conflict countries, mental health policy is essentially non-existent. At this 

time, there is no systematic global and collaborative approach to the mental health and 

physical healing of traumatized groups. Mental health projects are most often brought in by 

NGOs outside the affected region and are not integrated into an overall strategic plan. These 

efforts in many cases fail to include important members of the healing system within the 

society. Our three decades of work at the Harvard Program in Refugee Trauma (HPRT) has 

been based on a different approach, one that has been applied in traumatized nations such as 

Peru, Cambodia, and Bosnia and Herzegovina. HPRT has successfully worked to mobilize 
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the local indigenous healing system including the countries traditional healers, religious 

practitioners (e.g., Buddhist monks and imams), the primary health care system, and national 

universities.26 These experiences have helped to inform this book. 

 

III. PROJECT 1 BILLION 

A systematic mental health model for the care and recovery of traumatized persons, their 

local communities and ultimately their societies is on the near horizon. There is evidence that 

mental health projects can be integrated into economic development and human rights 

projects such as Truth Commissions.27 Low-cost clinical practices that are effective in 

culturally diverse populations worldwide are emerging.26 The WHO emphasis on the 

importance of integrating mental health into the emerging primary health care system in 

developing nations, including post-conflict countries, is gaining traction. Each of these is a 

cornerstone for building effective and sustainable service design and delivery. Most 

important, however, policy planners and health care practitioners within traumatized 

countries themselves need to become intimately involved in the development of local 

solutions. HPRT, with the support of the Fulbright New Century Scholar Program and the 

World Bank, undertook Project 1 Billion28 in order to achieve this critical contribution. 

 

In Rome in December 2004 for the first time in history, 35 Ministers of Health (Table 1) 

from post-conflict countries assembled to endorse an evidence-based, scientific action plan 

for the mental health recovery of those affected by mass violence.  

 

The undertaking was an outgrowth of a meeting held in Sarajevo in September 2002, hosted 

by HPRT, the US Fulbright Commission and the Ministry of Health of Bosnia and 

Herzegovina, and attended by ministry officials from numerous post-conflict countries, 

including Cambodia, Indonesia, Peru, Rwanda and Uganda, as well as scholars, scientists, 

international policy makers and representatives from WHO, the World Bank, the UN 

Children’s Fund, The Vatican and the Ministries of Foreign Affairs of the United States, 

Japan and Italy. 
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The primary objective of The Project 1 Billion Global Mental Health Action Plan (GMH 

Action Plan) is to address the domains of human suffering associated with physical and 

mental health from the perspective of the patient, community, and provider.  

 

For years, social scientists have emphasized the “macro” areas of psychosocial 

interventions such as housing, jobs and education in contrast to direct clinical care. As 

witnessed in Rome, the old debate between “psychosocial” interventions and 

“psychiatric” services has been replaced by an integrated approach at the policy level 
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beginning in the Ministries of Health. HPRT has produced a three-country case study 

which illustrates the degree of successful implementation of an integrated approach to 

mental health policy and care in Cambodia, Bosnia and Herzegovina and Uganda.29-31  

 

IV.  PROJECT 1 BILLION – GLOBAL MENTAL HEALTH ACTION PLAN 

The Project 1 Billion’s GMH Action Plan that emerged out of the work of the assembled 

Ministers of Health is the first plan of its kind to fully address the major mental health 

dimensions of post-conflict recovery. This new framework is summarized and briefly 

reviewed in Figure 2 (see full GMH Action Plan in the Appendix).  

 

Figure 2. 

 
A. Mental Health Policy and Legislation emphasizes the importance of working with 

allied Ministries and practitioners whose primary focus may not be health, but 

education, labor, economic development, social welfare, social justice, and finance.   
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B. Financing: Without adequate funding and financial support, no health or mental 

health action plan can be successful.  To date, no major international donor, UN 

agency, or national government has established a clear set of guidelines for obtaining 

the financial resources for establishing and sustaining culturally effective mental 

health activities.  

 
C. Science-Based Mental Health Services focuses on culturally effective and evidence-

based mental health (EBM)32-34 services for adults, children and adolescents, 

including the needs of special population such as sexually abused women, torture 

survivors and orphans.35 

D. Building an Ongoing Program of Mental Health Education is important to prevent the 

collapse of local and national mental health activities. 

E. Coordination of Mental Health Activities aims at the effective collaboration of large 

and small organizations involved in mental health care at the field and policy level. 

F. Mental Health Linkages to Economic Development has an important role in job 

development, “micro-enterprise” and vocational training and community service for 

adolescents in overall mental health recovery. 

G. Mental Health Linkages to Human Rights is an essential component of all 

health/mental health care based upon the UN Declaration of Human Rights and other 

international covenants. 

H. Research, Evaluation and Ethics is critical to the development of EBM and culturally 

effective policies and clinical activities. A special focus is on elucidating the 

responsible conduct necessary for conducting research among vulnerable populations 

such as refugees and civilians affected by conflict and natural disasters.13  
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V. PRACTICAL APPLICATIONS: CASE STUDIES USING THE EIGHT 

DIMESNTIONS OF THE GMH ACTION PLAN 

The chapters in this book present reflections on policies and provide practical 

recommendations to planners and health/mental health practitioners and human rights 

workers at the field level. Here are two examples of how a proposed mental health policy 

and a clinical case respectively can be analyzed using the eight dimensions of the Global 

Mental Health Action Plan.  

 

Table 2 shows the steps that can be followed in using the MGH Action Plan structure in 

analyzing a clinical case or policy. This “rubric” has been successfully used in HPRT’s 

global training of 200 health/mental health practitioners working in over 70 countries.36 

While each of the chapters in the book cannot provide answers to all of the clinical and 

policy problems addressed in post-conflict recovery, the chapters can provide a baseline of 

evidence-based mental health to help serve as a starting point and a “guide.” 

 

Steps 1 through 4 flow logically. A strength (S) and barrier (B) analysis has been added to 

step 3 in order to have a realistic assessment of a plan of action and not an idealized one 

that will never achieve fruition because of existing barriers that need to be overcome.  
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A. Case Study of Implementing the Action Plan: Liberia 

The former Liberian Minister of health who had attended Project 1 Billion and helped 

draft the GMH Action Plan recommended to the current Minister of Health in 2008 that 

HPRT along with local NGO health practitioners WHO and other international 

consultants draft the first national mental health policy for Liberia. This draft was 

completed by June 1, 2009. The formulation of each major area of mental health policy 

followed the 8 dimensions of the GMH Action Plan including policies related to the 

mental health needs of adults, children, teenagers and several vulnerable groups such as 

sexually abused women. This draft was approved by the Liberian Legislature in summer 

2009.37  

 

One major policy area was the development of mental health services in primary care in 

Liberia.  
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1. Step (1): A high prevalence of mental health problems exist in Liberia. It is one of the 

world’s poorest countries coming out of 20 years of mass violence and conflict. The 

country’s population is 3.49 million; 63.6% of the population lives below the poverty 

line. The unemployment rate is 85%, 40% and 43% of respondents 18 years of age and 

older met the criteria for depression and PTSD [10] Recent UN data suggest that 77% of 

Liberian women are victims of some form of sexual abuse. 

 

2. Step (2): The Liberian government would like to set-up a mental health program in 

primary health care. 

 

3. Step (3): Mental Health in Primary Health Care 

a. Policy and Legislation: The new National Mental Health Policy establishes 

mental health in primary health care as a priority. 

(B) Will the Liberian government be able to formalize a strategic plan of 

action to implement this goal? 

(S) Policy/ Legislation exists. 

 

b. Financing: There currently exists no money to finance the primary health care 

system. This will have to come from international donors. 

(B) Currently the country is too poor to pay for health and mental health 

services. 

(S) Extensive financial commitment by international donors exist in Liberia. 

 

c. Evidence-Culture Based Services: Liberia has interest in “State of the Art” mental 

health care in the new primary health system. 

(B) Only one psychiatrist in Liberia; mental health care currently provided by 

traditional healers and international NGOs. 

(S) Liberian Government committed to establishing a mental health “Center 

of Excellence” in Liberia capable of establishing and implementing 

international standards of mental health care. 
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d.  Multi-Disciplinary Education: The Liberian Ministry of Health and Social 

Welfare (MOSHW) due to its lack of psychiatrists and few primary care 

physicians must rely upon other medical and mental health specialties. The 

primary health care clinics and health centers will have to utilize trained social 

workers and a new class of trained community health workers and volunteers 

(CHWs). 

(B) The Liberian Medical School only graduates 2-3 MDs per year. Not one 

is a psychiatrist. There is some real resistance by the Liberian MOHSW to the 

training of non-degree CHWs. 

(S) Excellent opportunity to develop a community mental health model that 

employs local human resources and is not dominated by a narrow psychiatric 

model. 

 

e. Role of International Agencies: The health sector and related mental health 

activities are still dominated by international NGOs with the MOHSW having 

little control and/or management over their activities. MOHSW’s management 

and guidance of local and national currently integrated NGO’s will need to be 

strengthened.  

(B) MOHSW may not be competent and/or fiscally able to organize NGOs 

into a comprehensive system of mental health care in primary health care. 

(S) NGOs bring much needed resources, energy and passion to their mental 

health work. 

 

f. Linkage to economic development: Any concept of linkage health to economic 

development is non-existent at this time, in spite of high rates of unemployment 

and poverty. 

(B) A major conceptual lack in approach and findings by the international 

community and Liberian Government. 

(S) A complete gap that’s needs to be filled with innovative planning and 

programs. 
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g. Linkage to Human Rights: A strength of this government is its strong human 

rights focus, especially on reducing sexual and gender-based violence (SGBV). 

Mental health workers in primary health care will be readily able to link 

community-based human rights groups. 

(B) SGBV is still very common. 

(S) The legal system is being empowered by the government to bring 

criminal cases against perpetrators of SGBU for the first time. The UN Truth 

Commission is also prosecuting the former President of Liberia, Charles 

Taylor, in Sierra Leone, for “Crimes Against Humanity.” 

 

h. Research and Evaluation: MOHSW in collaboration with its international 

partners is seeking to secure necessary funding for the undertaking of research 

relevant to mental health in Liberia. 

 

Relevant procedures for obtaining clearance for the conduct of research has been set 

to conform to the guidelines and procedures established by the MOHSW consistent 

with international standards. Relevant Review boards are being formulated and 

instituted as part of the clearance procedure. Notwithstanding the constraints in a 

developing country, in a population with low levels of literacy and education, the 

quality of informed consent is considered critical by MOHSW for establishing 

acceptable standards for public health research. Research must comply with the 

standards outlined in the Belmont report, adopted worldwide, for the ethical conduct 

of research.  

 

Research in the first stage of primary health care development needs to focus on 

developing standardized, valid program evaluation tools and technologies, so that 

each health clinic, health center and county hospital can monitor its efficiency and 

outcomes. Once this has been achieved, randomized trials can establish the relative 

cots and clinical effectiveness of various treatments including indigenous and 

community traditional healing. 

(B) No local evaluation and research scientists capable of doing this work. 
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(S) MOHSW and the international community are placing a priority on establishing 

evidence and culture-based services. 

 

4. Step (4): The development of mental health in primary health, a priority of the 

Liberian government, is definitely achievable. 

 

The mission of the MOHSW is to reform the health sector so that all Liberians can eventually 

receive high quality, culturally valid health care. The MOHSW has given priority to a 

community-based system of care with local health clinics and health centers tied to county 

hospitals and tertiary facilities. 

 

The small existing clinics, which have no inpatient beds, are the front lines of health activity 

in local areas. The health centers, which are simple health facilities with a maximum of 5 

beds, provide basic preventative and curative care. County hospitals, which have up to forty 

beds, provide preventive and curative services; this includes common surgical procedures 

and basic intensive care. The John Fitzgerald Kennedy Medical Center (JFK) provides 

tertiary care. There are currently 286 clinics, 50 health centers and 18 hospitals in Liberia. 

According to the MOSHW, 472 clinics, 54 health centers, and 29 hospitals are needed, at a 

minimum, to make medical care available and accessible throughout the country. 

 

Based upon HPRT’s GMH Action Plan analysis the Liberian MOHSW will build upon its 

current basic package of health and social welfare policies for Liberia. In this package the 

planned minimum staffing for clinics and health centers is presented in Table 3 along with 

the new staffed advised by HPRT in the new mental health policy. HPRT recommended to 

MOHSW that two social workers, two community health workers (CHWs) and a limited 

number of community health volunteers be trained in culture-evidence based mental health 

and placed in each primary health care clinic over time (Table 3). These newly established 

mental health positions will need ongoing supervision and support using new technologies 

such as cell phones that are widely available in Africa. 
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(   ) = mental health staff to be added through new legislation 

 

Ultimately, all mental health work at the health centers and clinics will need to be linked to 

a Center of Expertise maybe at the MOHSW or the medical school for ongoing 

supervision, evaluation and feedback. Being locally situated the new mental health team in 

primary health care will be able to easily work with local existing development and human 

rights groups, and eventually link itself to development projects. 

  

During its site visit, HPRT was confronted with the overwhelming poverty and related 

mental health problems of this country as well as the dedication of the Liberian MOHSW 

and local NGOs to make a major difference in the lives of citizens highly damaged 
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physically and psychologically by the war. Hopefully, the Global Mental Health Action 

Plan will play a role in a realistic approach to developing a way forward in the beginning 

of a mental health program within Liberia’s emerging primary health care system. 

 

The readers of this book can follow this method and use the multi-disciplinary chapters on 

each of the eight Action Plan dimensions as a guide. Of course a book of this nature relies 

on the clinical experience, the creativity, local and cultural knowledge of the reader to 

make sustainable and cultural effective mental health care planning and programs. 

  

B. Case No. 2: The Clinical Care of Emma Yule 

The Global Mental Health Action Plan has been field tested as an effective model not only 

for policy makers development and human rights practitioners but also as a guide to the 

clinical care of traumatized persons. The following clinical case presentation illustrates how 

the Action Plan can help improve clinical care. Step 1 follows the basic clinical format for 

presenting a clinical case study and includes the chief complaint, and a description of the pain 

and suffering of the patient. The presentation of information in this step can be readily 

adapted to the clinical presentation models of health and mental health professions including 

psychiatry, clinical psychology and social. Step 2 is the same as for the policy planner (Table 

2) but is replaced by the clinical assessment of the case. Step 3 and 4 remains the same as 

shown in Table 2. These two additional steps are the real innovation to the clinician's 

understanding of the care of traumatized persons in post-conflict societies. 

 

The patient presented in this case is derived from an actual HPRT clinical case study. The 

name is fictional and the background altered so the patient cannot be identified.  

 

Ms. Emma Yule 

Ms. Yule is a 35-year-old divorced Cambodian woman, mother of five children ages 18, 11, 

10, 5 and 3. She presented to our clinic in Boston in acute distress because her four younger 

children have been taken away from her by the Department of Social Services (DSS). DSS 

was called in by the police after they found Ms. Yule severely intoxicated along with her 

Laotian boyfriend, father of the two youngest children. All four children were placed in foster 
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care. The oldest child has been institutionalized since childhood due to severe mental 

retardation.  

 

1. Step (1) 

a. Chief Complaint 

Ms. Yule enters the clinic stating she is “suicidal” because she lost her children and is also 

financially destitute since DSS has taken away from her all state provided child support 

leaving her with no income. In addition, her ex-husband is threatening to expel her from the 

apartment she is living in. Although she bought and paid for it, the apartment is legally in 

the name of her ex-husband. He now wants to sell the apartment and keep 100% of the 

profit from it. Ms. Yule is also charged by DSS with beating her 11-year-old son, while 

intoxicated, with touching her 10-year-old's private parts. 

 

b. Phenomenology of the Suffering and Pain: 

Ms. Yule is extremely distraught and feels hopeless about her situation. She is in mortal 

fear that she will permanently lose her children. Her two younger kids from her Laotian 

boyfriend have been placed in foster care with his relatives. Her two older children have 

been placed by DSS in the ex-husband’s home, adding to her humiliation. In the course of 

the evaluation, she reveals that she has been in abusive relationships with both men. Her 

first husband was verbally abusive and left her for another woman after having an affair. 

Her boyfriend has slapped and hit her when they are drinking together. She describes being 

in heavy drinking and gambling sessions with her boyfriend, especially when his male 

friends have been over.  

  

Many of her family members died under the Pol Pot regime between 1975 and 1979. Her 

mother and father, as well as a brother and sister, are still living and live in housing near her. 

Both siblings drink and she says her parents are depressed because of the Pol Pot losses. She 

tells a tragic tale of her older sister committing suicide after being raped by her boyfriend 

immediately after the family arrived in the USA. She says she and her parents are sad on a 

daily basis about this tragic death.  
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Ms. Yule feels that no one loves her, especially her parents, who have spent many years 

comparing her unfavorably to her “beautiful” older sister. Her parents say she is a “bad girl” 

and a “loser.” Although she is deeply attached to her kids, it is unclear why she routinely 

exposes them to neglect secondary to her drinking bouts.   

 

 

2. Step (2): Clinical Assessment 

Ms. Yule scored low on the Harvard Trauma Questionnaire (HTQ), which screens for the 

presence of posttraumatic stress disorder (PTSD). In contrast, she scored over 1.75 (i.e., 

checklist positive) on the Hopkins Symptom Checklist - 25 (HSCL-25), which assesses 

depressive symptoms. Her mental status exam revealed a demoralized 35-year-old woman 

with no plans and a prior history of intentions to kill herself – someone who feels she has 

reached rock bottom. She has poor sleep and appetite, but no nightmares; she meets the 

DSM-IV criteria for major depression and for alcohol substance dependence without 

physiological dependence.  

  

Using a bio-psycho-social and spiritual model of diagnosis, we came up with this initial 

assessment:38 

a. Bio: Ms. Yule meets the diagnostic criteria for depression and alcohol 

dependence 

b. Psycho: Ms. Yule has a major psychological issue with selecting abusive men 

and being chronically involved in destructive personal and sexual relationships 

(i.e. sexual history not clear) 

c. Social: She has experienced domestic violence, self-destructive behavior and 

child neglect. Her children are in DSS custody. 

d. Spiritual: Ms. Yule suffered great family losses as a child under the Pol Pot 

regime; she also feels some guilt about the suicide of her sister. The latter remains 

a daily pre-occupation for her although she is not able to fully articulate how and 

or why. She is a Buddhist with very good moral values, but does not know how 

to live a “good” life. She does not go to the temple.  
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3. Step (3): The Clinical Care of Ms. Yule 

a. Policy and Legislation 

Ms. Yule is caught in a major legal situation since her children were taken 

away from her by the Commonwealth of Massachusetts Department of Social 

Services (DSS). Ms. Yule and her treatment are being monitored closely by 

DSS. It is also possible that DSS will bring legal charges against her for 

allegedly beating her 11-year-old and sexually abusing her 10 year old. 

(B) DSS can be prejudicial and insensitive to non-English minorities. In this 

case, Ms. Yule had a Cambodian American case worker who in fact was 

extremely critical toward the patient because she believed Ms. Yule had 

disgraced her own culture. 

(S) DSS has the moral and legal authority to guarantee the safety and security of 

all children living in the state. Ms. Yule needs to prove to DSS that she can 

provide safe living conditions for her children free of domestic violence. 

b. Financing 

  This patient has access to free medical, social work, and psychiatric care at the 

health center. AA and domestic violence services are also free. 

(B) Cultural minorities from poor families in Massachusetts have no access to 

legal services since these patients cannot afford to hire a private attorney. 

(S) Community Health Centers throughout the US are partially funded by the 

US Federal Government and the State to provide free access to health and 

mental health care to poor patients and patients from disenfranchised minority 

groups. 

c. Evidence-and Culture-Based Services 

Extensive scientific knowledge exists on evidence-based care of non-English 

patients suffering from major depression and PTSD.  

(B) Specialized services for non-English speaking patients in need of AA and 

domestic violence groups usually do not exist. In Ms. Yule's case the AA 

group was available because she had some understanding of English; a 

specialized Asian Task Force was available to her for the amelioration of the 

domestic violence situation. 
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(S) The efficacy of AA has been proven as a major treatment approach toward 

alcohol addiction; domestic violence studies also indicate the efficacy of 

groups and special programs in the care of women exposed to domestic 

violence. 

d. Multidisciplinary Education 

Ms. Yule will be treated in a clinic with a Cambodian primary care doctor and 

a psychiatrist/mental health team experienced with the care of Cambodian 

patients in their native language. The cultural competence of her treatment 

team is high. 

(B) Many primary health care facilities do not have the knowledge, and/or 

skills, and the staff to care for mentally ill patients from non-English speaking 

culturally diverse communities. This is also the case for patients who have 

been tortured or have suffered extreme violence. (S) Mental health and health 

care practitioners trained in the medical worldview and health seeking 

behavior of culturally diverse patients can maximize medical and psychiatric 

outcomes. This includes the skills to treat patients who have experience 

extreme violence and torture such as Ms. Yule under the Pol Pot regime 

(1975-1979) in Cambodia. 

e. Role of International Agencies 

This dimension in the US domestically focuses on the cooperation of local 

state and community based agencies. Ms. Yule has a Cambodian case worker 

who is trained to work with all the agencies involved in Ms. Yule's treatment. 

In Ms. Yule's specific case, there are many agencies to coordinate, including: 

the psychiatrist/ Cambodian mental health team and the primary care 

physician at the health center; DSS; private legal services; court system; AA; 

Asian Task Force.  

(B) Few clinics have trained case managers from the local community on staff 

able to coordinate a complex array of agencies and practitioners involved in a 

patient's care. 
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(S) A trained Cambodian case worker on staff at the clinic will be able to 

work with Ms. Yule's psychiatrist and Cambodian mental health worker to 

coordinate all aspects of the patient's treatment. 

f. Linkage to Economic Development 

Ms. Yule lives in a town with a long-standing history of economic depression 

and few jobs. Ms. Yule was not working, relying on child support and welfare 

form the state since four of her children were under 18 years of age. Once 

DCC removed the children from the home, she lost all of her income. 

(B) Few jobs are available to a non-English speaking single mother in an 

economically depressed urban town. 

(S) If Ms. Yule can find a job through the clinic’s assistance in a factory. 

Almost immediately she will be able to support herself as well as hire a 

private lawyer. 

g. Linkage to Human Rights 

Ms. Yule has suffered from a number of human rights violations including the 

loss of family members (her parents survived), flight into a refugee camp, and 

migration to the US. In addition, her sister's boyfriend was never convicted of 

raping her sister, which led to the latter’s suicide. 

 (B) Few health care centers have the skills and/or knowledge to address the 

human rights violation suffered by their patients. 

(S) Human rights awareness has grown significantly in medical centers in the 

US and globally due to the scientific and advocacy work of HPRT, Amnesty 

International (AI), the Danish Rehabilitation Center for Survivors of Torture 

(RCT) and many others over the past 30 years. 

h. Research and Evaluation 

Ms. Yule is in treatment in an HPRT clinic which uses culturally validated 

standardized instruments in Khmer to monitor the patient's clinical progress over 

time. 

(B) Culturally validated instruments for measuring mental health outcomes of 

patients who have been exposed to mass violence such as the HTQ an HSCL-25 
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exist in a limited number of languages. Clinical outcomes are rarely monitored 

over time. 

(S) The routine use of evaluation techniques and scientifically and culturally 

validated instruments can lead to significant improvement in patient care. 

 

4. Step (4): Evidence and Culture-Based Treatment of Ms. Emma Yule. 

This clinical exercise reveals the complexity of Ms. Yule's clinical case. A 

comprehensive treatment plan now emerges: 

a. Bio – Ms. Yule will be sent for a complete and thorough medical examination. 

She will start on anti-depressants. 

b. Psycho – She will be encouraged to seek treatment at an Alcohol Anonymous 

(AA) group for Asians. She has agreed to attend a weekly domestic violence 

support group in addition to weekly psychotherapy with her psychiatrist. 

c. Social – Her psychiatrist and case worker team will coordinate all activities 

related to DSS and the legal court system which is beyond her 

comprehension.  She will look for and start a full time job. Ms. Yule has 

agreed to meet with her children in foster care on a weekly basis. Ms. Yule 

will address her domestic violence problems at a psychological and social 

level in therapy. 

d. Spiritual – She will be able to slowly examine the meaning and impact of her 

Pol Pot trauma and her sister’s suicide on many of her self-destructive 

attitudes and behavior.  

 

This use of the Global Mental Health Action Plan reveals the overall strengths of a 

comprehensive analysis of a traumatized patient. It has been our experience that clinicians, 

although initially wary of the usefulness of a new approach, find this exercise an entirely new 

way of caring for traumatized patients. As with policy planners, each chapter in the book 

provides a general discussion of effective approaches and interventions that are practical and 

can be adapted in different cultural settings. 
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VI. BOOK OF BEST PRACTICES 

Massive trauma seriously transforms everyday life taking the afflicted into a new 

historical space that transforms all social and personal relationships. In light of the 

enormous emotional damage caused by violence, it is easy to understand why 

international policy makers embrace a neglectful “rubber-band” philosophy of resiliency 

and why many humanitarian aid agencies in contrast rush in to overwhelm survivors with 

their compassion. In each of these reactions, a rational systematic scientific approach that 

cautiously enters a foreign culture in order to achieve through partnership a shared vision 

of recovery is sidelined. In current scenarios, answers to the question, “who benefits” like 

in Haiti may lead to some disturbing answers.39 The Ministers of Health, who mostly 

represented impoverished governments, took an historic first step in Rome in December 

2004 in establishing a concrete plan for the recovery of traumatized citizens worldwide. 

At this meeting, the Ministries also asked HPRT to establish a global certificate training 

program and a Book of Best Practices. These Ministers while recognizing that mental 

health problems were of major concern in their respective societies, did not know how to 

approach the solution to their numerous mental health problems such as those associated 

with sexual abuse, child soldiers, displaced children and teenagers, and the grief 

secondary to the disappearance and death of children and other relatives due to war, 

conflict and concentration–type experiences. This book, the first comprehensive global 

mental health textbook for traumatized populations and individuals, has been developed 

to fill this need. 

 

In the book each of the eight dimensions of the Global Mental Health Action Plan is 

addressed by a minimum of two experts. The chapters are not intended to stand alone but 

are part of an integrated approach to trauma and recovery.33 It is one of the jobs of this 

book to break down the silos that often define health/mental health activities. For 

example, it is not uncommon for the health/mental health participants in HPRT’s global 

certificate training courses36 to have limited knowledge and experience using each of the 

eight dimensions of the Global Mental Health Action Plan. Clinical practitioners, for 

example, reveal almost a complete lack of knowledge of financing and linkage to 

economic development in contrast to a strong baseline knowledge of science–based 
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mental health care; mental health policy planners and human rights workers, in contrast, 

have little knowledge of clinical areas of expertise but are competent in the areas of 

policy, legislation and financing. It is expected that this book will correct this 

fragmentation of critical expertise by serving as a primary resource to local health/mental 

health practitioners, planners and human rights workers worldwide. 

 

This book also embraces a broader definition of health, where mental health becomes a 

key component of health and health services. The WHO definition of health is: “Health 

is a state of complete physical, mental and social well-being and not merely the absence 

of disease or infirmity.’’ Unfortunately, in modern industrialized societies emphasis has 

been placed on physical and disease. The broad scope and scale of mental health’s role in 

the recovery of traumatized people is not fully acknowledged by modern medicine 

because of its search for the “silver bullet.” At the heart of this search for a magical 

potion that heals incurable diseases is the continued medical preference of a Manichean 

split between the body and the mind – as well as an ideology driven by professional and 

commercial interests that do not do justice to the holistic models of today’s 

neurosciences.40  International policy planners and donors are still longing for the mental 

health silver bullet, i.e. a simple remedy to end depression, family conflict, fear of 

government, demoralization and revenge. In this book, however, whenever health is 

mentioned, mental health and spirituality are also intended. The bio-psycho-social-

spiritual model of Engel drafted decades ago still remains a gold standard for planners 

and health care practitioners toward caring for all patients.41  

 

Refugees, internally displaced persons, and many traumatized indigenous groups often 

live in chronically violent scenarios that remain after an eruption in civil war and ethnic 

strife is over. Porter and Haslam show in their large-scale meta-analysis of 22,221 

refugees and 95,037 controls from 30 countries that the return of traumatized persons to 

an ongoing conflict has a major negative mental health impact.42  The mental health 

issues of traumatized populations are population-wide issues affecting almost all citizens 

and are not limited to the care of seriously mentally ill. (Of course, the care of the 

seriously mentally ill should not be marginalized; it is an ethical priority of all nations, 
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especially those where the chronically mentally ill can be easily neglected and abused.) 

Project 1 Billion’s new multi-dimensional definition of mental health in contrast to the 

traditional one is dynamic and well suited to people who have suffered and continue to 

suffer from political, economic, and cultural oppression. Chetna, a group working on 

human rights for women in Gujarat, India, strongly emphasizes that human beings cannot 

be “mentally and physically healthy” if they are suffering daily from human rights 

violations. 

 

 “Health is a personal and social state of balance and well-being in which people feel 

strong, active, wise and worthwhile; where their diverse capacities and rhythms are 

valued; where they may decide and choose to express themselves, and move about 

freely.” 

 

Our textbook strongly supports this idea of restoring all traumatized people and 

communities to a healthy mental health status, even healthier than before. 
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PROJECT 1 BILLION OVERVIEW 

 
The social and human costs of mass violence are staggering.  More than 1 billion persons 
in over 47 countries today have been affected by mass violence, embodied in the 
experience of war, ethnic conflict, torture and terrorism.  The last century has been 
described as the “refugee century,” with international targeting of civilians and human 
suffering showing no signs of abating in the 21st century.   
 
Recent scientific studies have revealed the enormous mental health impact of human 
aggression on the health status and daily functioning of traumatized populations.  
However, for most nations affected by mass violence, mental health policy is essentially 
non-existent; there is no standardized global approach to the mental and physical healing 
of traumatized populations.  Fortunately, modern science has demonstrated the capacity 
of local primary health care systems, traditional healers, and national and international 
non-governmental organizations (NGOs) to play a major role in reducing the suffering 
and disability associated with mass violence. Mental health policies in post-conflict 
settings are now capable of helping to create the proper environment for socio-cultural 
and economic development, as well as reconciliation.   
 
Project 1 Billion is an historic initiative that began when seven Ministries of Health from 
Afghanistan, Bosnia, Cambodia, Indonesia, Peru, Rwanda, and Uganda met with over 18 
country representatives and major UN Agencies (e.g. World Health Organization –WHO-
and United Nations Children Fund –UNICEF-) and donors in Sarajevo, Bosnia and 
Herzegovina, in September 2002. At the Sarajevo meeting, Project 1 Billion was 
formulated and the Rome working group of all post-conflict Ministries of Health was 
planned as the critical next step. An Action Plan and science-based Book of Best 
Practices were proposed.  The Rome conference in December 2004 was envisioned as a 
halfway point toward the implementation of a global mental health Action Plan that is 
science-based, culturally adaptable to different settings and cost efficient.   
 
At this meeting, the Ministries of Health and participant international policy planners and 
donors will be able to recommend strategies for the implementation, dissemination and 
funding of the Action Plan.  Methods of monitoring and evaluating short and long-term 
mental health outcomes will also be included in the Project. 
 

PROJECT 1 BILLION MISSION STATEMENT 
 
The overall mission of Project 1 Billion is for the Ministries of Health from the world’s 
post-conflict nations to: 
 

I. Review a science-based Action Plan for implementing and financing 
scientific, culturally effective and sustainable mental health programs in post-
conflict countries. 
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II. Disseminate a Book of Best Practices prepared by leading international 
experts from developed and developing countries, capable of helping post-
conflict nations achieve significant mental health outcomes.   

 
III. Generate a mental health research agenda for evaluating the effectiveness of 

the Action Plan and for providing empirical evidence for individual and social 
recovery. 

 
IV. Establish an international dialogue and network of global cooperation between 

Ministries of Health, UN Agencies, governments, non-governmental 
organizations and major international donors on mental health policies and 
programs. 

 
 
 

PROJECT 1 BILLION MENTAL HEALTH ACTION PLAN 
 
The following document provides Ministers of Health from post-conflict countries with a 
scientific, culturally effective and sustainable mental health action plan for caring for 
survivors of mass violence and traumatized populations.   
 
 
1.  MENTAL HEALTH POLICY AND LEGISLATION 
 
The Ministries of Health (MOHs) in post-conflict countries are in an ideal situation to 
take on the responsibility for the design and implementation of a science-based national 
mental health recovery plan that is culturally effective at the local level.  While the health 
and well being of all citizens should be a national state goal, the MOHs, along with their 
allied Ministries such as education, labor, economic development, justice and finance, are 
properly situated to assess and assure access to mental health care, and to provide 
science-based interventions and mental health-related public health information to the 
general population.   
 
The MOHs should also be responsible for the coordination of all mental health activities 
by local and international non-governmental organizations (NGOs), UN agencies, and 
international donors. MOHs can also develop and monitor a simple, scientifically valid 
and reliable national mental health data system capable of informing national public 
health policy.  This requires that the MOH, as the lead agency in mental health recovery, 
has a national mental health action plan that can be fully supported and financed by the 
national government through mental health policy and legislation.   
 
1.1 
MOHs must work closely with national legislative and political authorities to ensure that 
a mental health policy agenda and action plan exists, aimed at national and local post-
conflict recovery.   
 



48 
 

1.2 
Establish a reasonable timetable (e.g. five years) and terms of reference at the onset of the 
mental health action plan for the legislative next step that will follow the completion of 
the initial action plan.  A national mental health policy that includes an action plan is the 
first step toward establishing mental health legislation through the country’s 
parliamentary and legislative structures.  
 
1.3 
At the beginning of the mental health recovery phase, conduct a survey of national and 
local resources, including institutions and practitioners capable of delivering a culturally 
effective and scientific mental health response.   
 
1.4 
Convene a series of meetings with key stakeholders and relevant experts to define the 
mental health needs of the general public and the training needs of national and local 
institutions and practitioners.   
 
1.5 
Establish a simple database and data collection system for monitoring relevant mental 
health indices for adults, adolescents and children in order to establish the mental health 
status of the general population at any given time, and the changes in this status related to 
the relative effectiveness of mental health policy.   
 
1.6 
Guarantee national commitment of funding to assure a basic level of mental health care 
and prevention.  
 
1.7 
Impose requirements that all government health care projects and all international public 
health programs (e.g. HIV/AIDS or landmines) have a mandatory mental health 
component.   
 
2.  FINANCING OF MENTAL HEALTH RECOVERY 
 
Without adequate funding and financial support, no health or mental health action plan 
can be successful.  To date, no major international donor, UN agency, or national 
government has established a clear set of guidelines for obtaining the financial resources 
for establishing and sustaining culturally effective mental health activities over time.  It is 
the usual case that immediately after the close of a conflict, there is a large influx of 
international support for health, and sometimes mental health activities.  After this initial 
build-up of mental health resources, financial support is withdrawn leading to the 
collapse of the promising but embryonic mental health initiative.  In spite of the fact that 
initial donor support is short-lived, mental health problems not only do not subside, but 
usually grow in size and effect as the recovery phase encounters inevitable political and 
economic problems.  At the outset of any international mental health intervention, MOHs 
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should decide who is going to pay for mental health services and prevention, and the 
relative percentage of financial support by international donors and the national 
government that will sustain a mental health action plan over time.   
 
2.1 
During the acute emergency phase, international donors need to be asked to support 
necessary mental health care, allocate resources to mental health programs, and begin 
work on helping MOHs develop a financing system to maintain and expand mental health 
services during the recovery phase. 
 
 
2.2 
Establish the unit costs for mental health services within the country’s indigenous healing 
system in all relevant settings, such as community-based treatment facilities and 
hospitals.  The indigenous healing system includes primary health care, the traditional 
healing system (i.e. religious and folk healers), family members, school-based counseling 
programs, and local and international NGOs.   
 
2.3 
Develop the mechanisms for long term financing and cost reimbursement, including 
contributions from international donors, the national social fund, patient fees, linkages to 
private business (e.g. using private enterprise to support mental health services) and 
voluntary/charitable contributions.   
 
2.4 
Establish a sustainable mental health financial plan and budget that coordinate the 
financial resources of all contributors, including NGOs. A reasonable cost provides 
decent minimum standards and is cost-efficient (primarily using local labor and 
institutions whenever possible).   
 
 
2.5 
Establish a symbolic minimum payment by patients and clients, which can be a very 
small fee, a donation of voluntary labor, or both.  Mental health consumers are often the 
poorest segment of post-conflict societies and can rarely make a substantial financial 
payment to support their mental health care.  It is, however, essential that mental health 
patients/clients feel they are making at minimum a symbolic contribution to the mental 
health system.  This must be done in a culturally appropriate way that does not place 
additional financial burden on the patient/client, but emphasizes the important value 
placed upon on their “support” of their mental health practitioners and institutions. 
 
3.  SCIENCE-BASED MENTAL HEALTH SERVICES 
 
Recent scientific studies have revealed the high prevalence of serious mental health 
disorders, such as depression and posttraumatic stress disorder (PTSD), in post-conflict 
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societies.  Vulnerable groups such as sexually abused survivors, prisoners of war 
(POWs), families whose children and family members have disappeared or have been 
murdered, refugees and internally displaced persons (IDPs) are at particularly high risk 
for psychological and social problems.  The mental health effects of conflict and other 
forms of extreme violence due to human aggression can be chronic and socially and 
economically disabling.  If untreated, mental health problems can also develop into 
serious health problems, including hypertension, cardiovascular disease, diabetes and 
cancer.  Therefore, valid and reliable measures of emotional distress and psychosocial 
disabilities must be integrated into early screening identification and treatment.   
 
The utilization by MOHs of scientifically validated mental health services has a number 
of major dimensions that include:  

(1) Establishing mental health services in the indigenous healing system based 
upon available scientific information.  This information is readily 
available to MOHs through international agencies such as WHO, scientific 
publications and local/international universities and medical schools.  
Public health experts, scientists, researchers and scholars exist in all 
societies.   

(2) While a hierarchy of scientific evidence exists with randomized clinical 
trials and longitudinal studies as the leading gold standards, few of these 
types of studies have been conducted in post-conflict societies and 
complex humanitarian emergencies.  Data does exist from related areas 
(e.g. primary care medicine in developing countries) and from qualitative 
and ethnographic research in conflict situations.  Available research can 
help MOHs develop a scientific approach to mental health services, and 
new research can further facilitate this process.   

(3) All practitioners and practices of the indigenous healing system (primary 
health care, traditional healing, school-based counseling and NGOs) must 
be scientifically evaluated for effectiveness and outcome.  Mental health 
activities should never be assumed to be universally helpful or benign; 
some practices can produce negative outcomes on traumatized persons. 

(4) Children and adolescents must be provided with science-based mental 
health services.  This requires special attention to their developmental 
stage, family environment, and the unique community settings for their 
mental health care, such as schools, nurseries and day care programs. 

(5) All mental health services must be culturally appropriate.  This means that 
mental health providers must primarily come from the patient/client’s 
cultural background, diagnosis and treatment is embedded within the local 
culture, and that all levels of administration and planning from MOHs to 
local practitioners be sensitive to issues of gender, race, ethnicity and 
social class. 

 
3.1 
Support the formulation of a national set of science-based principles and best practices 
that are culturally relevant and feasible for all mental health interventions within the local 
post-conflict environment.   
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3.2 
Implement these scientific principles and best practices widely at national and local 
levels.  This should begin with the scientific training of practitioners within the existing 
indigenous healing system–that is, primary care practitioners, traditional healers, family 
members, school counselors, local and international NGOs.   
 
3.3 
Encourage the support of future research activities that can provide new scientific 
information and improve best practices. 
  
3.4 
Link all specialized mental health institutions and practitioners to the community-based 
indigenous healing system. The psychiatrists that exist can maximize their impact by 
providing consultation-liaisons, technical supervision, and training and evaluation 
support to the existing indigenous healing system.  
 
3.5 
Design, implement and link school-based mental health programs (e.g. orphans, child 
soldiers) to the country’s indigenous healing system. 
 
3.6 
Monitor and evaluate all mental health services, including those provided by international 
NGOs, for their cultural competence, effectiveness, efficiency and ethical standards.  
This can be achieved by establishing a simple set of evaluation criteria that can be used 
on a routine basis for monitoring and evaluation.     

 
3.7 
All international donors and policy-makers, such as UN agencies, must actively support 
and allocate resources for monitoring and evaluating the effectiveness of mental health 
interventions. Research funding must also be allocated for mental health research in post-
conflict countries to generate new knowledge on prevention, diagnosis and treatment. 
 
3.8 
Recruit local universities and scientists for mental health training, evaluation and 
research.  The current trend, where national universities and scientific centers are usually 
absent from local mental health activities, should be reversed.   
 
 
4. BUILDING AN ONGOING PROGRAM OF MENTAL HEALTH 
EDUCATION 
 
As a mental health capacity is being built in a post-conflict society, an essential element 
of maintaining culturally valid, effective, and cost-efficient services and activities will be 
the development of a standardized program of mental health education. Few countries 
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affected by violence are prepared to care for the large numbers of citizens, refugees and 
internally displaced persons affected physically and mentally by conflict.  In many cases, 
health practitioners have been killed or driven out of the country, and hospitals and 
clinics have been damaged and destroyed.  Building up the mental health capacity of the 
existing indigenous healing system is the first priority. Maintaining over time the 
knowledge and skills of practitioners through a system of continuing mental health 
education is the second priority.  Without continuing education the initial mental health 
efforts of a national mental health action plan will collapse. Ongoing or continuing 
mental health education must be multi-disciplinary and multi-sectoral in order to meet the 
training needs of all practitioners and institutions needed to achieve a successful mental 
health action plan.  National training programs can guarantee recognition of local social 
and cultural norms and be based upon available scientific evidence.  National training 
standards can raise the educational bar for all providers, including national, local and 
international agents.   

 
An ongoing system of mental health education has the benefit of providing new 

and current scientific knowledge and practices.  It can also provide a setting for the 
discussion of ethical problems, an opportunity for mental health practitioners to engage in 
self-care, and a continuous network of technical and moral support. 
 
4.1   
 Call together a national meeting of all key stakeholders from the indigenous 
healing communities, community-based programs (i.e. schools, police) and international 
and local NGOs to establish continuing mental health educational goals, content and 
means of implementation. 

 
 
4.2 
Provide ongoing mental health training programs at three levels: 

(1) Laypersons, including family members and survivors; 
(2) Non-degree training for persons who already hold degrees; 
(3) Specialized Masters degree training in the health and mental health care of 

survivors of mass violence.   
 
4.3 
Develop new mental health curricula to be introduced into health professional schools, 
schools of social work, pastoral care, public health and administration, economic 
development and human rights.   
 
4.4 
Provide incentives for ongoing continuing mental health education, including nationally 
recognized certificates of course completion, academic credit and financial bonuses to 
those who have completed a program of continuing mental health education.   
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4.5 
Provide opportunities for national and international fellowships (e.g. the Fulbright 
Program) to experts, scholars and practitioners working in this area. 
 
4.6 
Evaluate and control ongoing continuing mental health education at all three levels for 
scientific quality, cultural validity, efficacy, and long-term national impact.  After 
administering testing, the Ministry of Health should offer a final certificate indicating that 
a high standard of knowledge and skills has been achieved.   
 
4.7 
Evaluate all training activities by international and local NGOs for science-based 
practices, cultural competence, ethics and cost-effectiveness  
 
 
5.  COORDINATION OF INTERNATIONAL AGENCIES 
 
The coordination of health and mental health activities in post-conflict countries is often 
characterized by anarchy.  After an initial input of international agents and resources 
during the emergency phase, the recovery phase can lapse into an overall lack of 
governance of public health activities.  Ministries of Health often have neither the human 
and economic resources, nor the mandate, to develop, organize and implement a national 
system of mental health care. International and national efforts are often uncoordinated, 
leading to duplication and the development of parallel systems that can undermine the 
existing indigenous healing system and prevent the building up of local capacity. The 
implementation of unscientific, non-culturally competent services and programs, and the 
failure to efficiently use even limited existing resources, are always a threat. 
The shift from an acute complex humanitarian emergency to post-conflict recovery will 
demand a shift in responsibility for mental health from the UN, International Federation 
of the Red Cross and Red Crescent, International Organization for Migration (IOM), and 
other international actors, to the MOHs. 

 
5.1 
Identify and organize all international, national and local agencies, donors and 
practitioners dealing with the mental health recovery of citizens affected by mass 
violence into a national working group. 
 
5.2 
Establish the role of WHO, UNICEF, United Nations Development Program (UNDP), 
other UN Agencies, IOM, and international actors in the implementation of mental health 
activities during the post-conflict phase.  
 
5.3 
Integrate mental health activities into health reforms financed by the World Bank and 
other major international development organizations. 
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5.4 
Request international support to train MOH administrators in the efficient management of 
all mental health programs.  

 
5.5  
Encourage and organize scientific cooperation between international and national experts 
interested in mental health.  This includes international and national exchanges of 
scholars between universities, joint research activities, and participation in scientific 
meetings and congresses.   
 
 
6. MENTAL HEALTH LINKAGES TO ECONOMIC DEVELOPMENT 

 
The mental health consequences of mass violence are no longer invisible.  The Global 
Burden of Disease (GBD) study was the first major scientific overview to establish the 
economic and development costs of depression. The global costs of depression across 
nations was ranked fourth in 1990, preceded only by lower respiratory infection (ranked 
first), diarrheal diseases (ranked second), and prenatal diseases (ranked third).  GBD data 
anticipate that by 2020, depression will move globally to rank second, and the disease 
burden caused by war will be ranked seventh.   
 
While the impact of depression on economic behavior in post-conflict societies needs 
further clarification, high levels of hopelessness and despair, in some cases affecting 
more than 40 percent of citizens living in local towns and villages, is having a major 
negative effect on social and economic development. 
 
In non-traumatized industrialized countries, the impact of mental illness on the labor 
market, measured in terms of job performance and productivity, has been well 
established.  This research needs to be replicated in post-conflict societies. Preliminary 
evidence suggests, however, that to date there are significant economic costs of mental 
illness among highly traumatized civilian populations in the following areas: 

• Days of work lost (per week) 
• Quality of job performance 
• Ability to plan for economic activities (e.g. farming) 
• Increase in domestic violence 
• Increase in high-risk behavior and its consequences (e.g. unsafe sex and 

HIV/AIDS) 
• Increase in diabetes, cardiovascular disease, and stroke 
• Premature death among the elderly 
• Negative impact on social capital, neighborliness 
• Higher suicide rates 
• Poor school performance by children and adolescents 
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It is now urgent that governments in post-conflict societies focus policies and programs 
on the linkages between mental health and economic development, while research is 
further clarifying this relationship. 
 
 
6.1  
Integrate governmental and non-governmental activities between the mental health sector 
and the labor and social welfare sectors.  This includes the coordination of mental health 
activities with the Ministries of Labor, Education and Social Welfare. 
 
6.2 
Promote as a major aspect of the government’s mental health activities, job production, 
job training, vocational training and the development of economic productivity in the 
formal and informal work sector.  Similarly, technical and vocational training must be 
made available to school-aged children and adolescents. 
 
6.3 
Design, implement and link micro-enterprise activities to the country’s indigenous 
healing system. 
 
6.4 
Establish indicators to monitor and evaluate the impact of economic and social 
development on the mental health status of the general population. 
 
 
7. MENTAL HEALTH LINKAGES TO HUMAN RIGHTS 
 
Linkage of a mental health framework to human rights is essential. Torture and other 
forms of human rights violations have a major mental health impact on affected persons, 
often leading to serious mental illness, including depression, post traumatic stress 
disorder, chronic alcoholism and drug addiction, and psychosis.  The emotional 
development of children and adolescents can be seriously arrested.  Survivors of rape and 
other “crimes against humanity,” including the massacre and disappearance of victims, 
have serious mental health implications and demand special treatment approaches.  
Human rights abuses are also associated with major debilitating and life-threatening 
illnesses, such as HIV/AIDS and Hepatitis B, as well as physical damage caused by 
landmines and other war-related injuries.  While human rights abuses cause physical and 
mental illness, the recovery from these illnesses can improve social capital, increase trust 
among neighbors and reduce hatred and acts of revenge.  Strong scientific evidence 
suggests that the inter-generational transmission of emotional distress can also be 
reduced, preventing future cycles of mass violence in the next generation.   

 
A human rights priority of post-conflict societies is to promote the health and healing of 
traumatized people. This mental health action plan recognizes the need for traumatized 
persons and communities to receive basic mental health care and is consistent with the 
UN Declaration of Human Rights Article 25 Item 1: 
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Article 25. 
(1) Everyone has the right to a standard of living adequate for the health and well-being 
of himself and of his family, including food, clothing, housing and medical care and 
necessary social services, and the right to security in the event of unemployment, 
sickness, disability, widowhood, old age or other lack of livelihood in circumstances 
beyond his control. 
 
The international community and national MOHs should be prepared to address the 
chronic, debilitating suffering associated with violence and the strong social benefits that 
occur by healing this suffering. Once individuals impacted by violence are treated, 
society as a whole will have a greater opportunity to achieve collective healing, including 
social justice, reconciliation, and the prevention of future human rights violations. 
 
7.1 
Integrate governmental, United Nations and non-governmental activities in human rights 
with the health and mental health sectors.  Promote mental health care as a component of 
all human rights projects. 

 
7.2 
Promote a human rights component including concern for the development of social 
capital, trust and ethnic reconciliation as a major aspect of all mental health activities. 
 
 
7.3 
Emphasize basic informed consent and local community participation in all mental health 
activities. 
 
7.4 
Protect all health and mental health practitioners and their patients/clients from violence; 
guarantee that no health care practitioner, program or institution engages in violent acts, 
including torture and other forms of human rights violations. 
 
7.5 
Avoid the warehousing, neglect and abuse of the seriously mentally ill in mental hospitals 
by shifting these patients to treatment in the community in concordance with WHO 
guidelines and policies. 
 

 
8. MENTAL HEALTH EVALUATION, RESEARCH AND ETHICS 
 
All Mental Health policies and activities must be subject to evaluation. Evaluation is 
simply defined as the systematic use of measurements and comparisons to determine the 
value or success of a course of action. It is unfortunate that to date few mental health 
projects in conflict and post-conflict settings have assessed their relative overall success. 
It is important to continuously monitor project outcomes over time in order to improve 
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specific mental health strategies and activities. This Results-Oriented Approach 
(ROA), if universally applied can at minimum guarantee that no persons and/or 
communities are harmed and at maximum establish a global set of “best practices’ that 
can be culturally adapted and modified in various post-conflict settings throughout the 
world. 
 
Research has often been considered by field workers and donors a luxury, needless, and 
an interference with humanitarian aid, and possibly an unethical practice in conflict and 
post-conflict settings. Research is the diligent and systematic inquiry or investigation into 
a subject in order to discover or revise facts, theories or applications. At the core of all 
research activities is the empirical testing through scientifically established methods of 
core hypotheses. Assessment of research results can lead to the utilization of sustainable 
evidence and culturally based practices. Research studies can also address the effects of 
health and mental health policies including those related to human rights and social, 
cultural and economic development. While some knowledge exists for mental health 
interventions in conflict and post-conflict settings, little is known about the prevention of 
violence. Therefore, the urgent humanitarian needs of traumatized populations should not 
totally override the scientific need for investigation of basic research questions related to 
all aspects of the health and mental health care of these populations. Otherwise the 
international community, post-conflict governments and local communities may remain 
wedded to many mental health policies that are wasteful of money, ineffective, and quite 
possibly harmful to those served. Similar to the goals of evaluation, research must be 
oriented to helping post-conflict societies achieve the maximum impact from all mental 
health policies and activities.  
Over the past three decades, research studies of traumatized populations have primarily 
focused on the mental health sequelae of mass violence with a specific emphasis on 
measuring the nature and health/mental health effects of trauma events including torture. 
It is recommended that evaluation and research activities be expanded to include all 
aspects of the 8 dimensions of this Global Mental Health Action Plan. For example, a 
critical need exists to establish the impact of mental health on development in post-
conflict countries (Dimension 6) and the therapeutic power of Truth Commissions 
(Dimension 7) on those individuals and communities affected by human rights violations. 

Widely accepted forms of ethical principles and practices must govern evaluation and 
research. These principles and practices have been established in the Belmont Report, 
“Ethical Principles and Guidelines for the Protection of Human Subjects of Research” 
released by the National Commission for the Protection of Human Subjects of Biomedical 
and Behavioral Research. Special Protection must be given to traumatized populations 
because of their vulnerability due to their exposure (and maybe continued exposure) to 
lack of safety, a humanitarian crisis, and personal and community violence including 
torture. The protection in research of traumatized communities and individuals include: 

 Proper timing of the research study so that it does not interfere with humanitarian 
assistance; 

 Guarantees that research subjects will not suffer from retribution and retaliation; 
 Sensitivity to the socio-political, economic and cultural nuances of informed 

consent; 
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 Maximizing the benefits accrued from the research to participants and their 
communities.  

8.1 

Develop and implement an evaluation protocol and ongoing monitoring process for all 
mental health policies and activities. Evaluations need to use culturally validated 
instruments and a pre-test (i.e. before intervention) and post-test (i.e. after intervention) 
model. A comparable control group not exposed to the intervention for comparison is 
ideal to determine intervention results. 
 
8.2 

Expand the evaluation to include not only an assessment of mental health symptom 
reduction but also an assessment of socio-economic and psychosocial outcomes such as 
school performance, work, family support, social capital, and engagement in human 
rights. 
 
8.3 

Use ongoing evaluation results to improve the intervention.  
 
 
8.4 

Disseminate final evaluation results to all key stake holders, including subjects and staff, 
local communities, participating agencies and donors. 
 
8.5 

A number of research conditions need to be met including before and during the research: 
• Testable hypothesis that can maximize benefit to the traumatized community and 

their providers; 
• Rigorous scientific and culturally valid methods; 
• Assessment of the risks and benefits to the community to be studied; 
• Competent training of research assistants and staff; 
• Culturally valid informed consent process; 
• Justification of the use of vulnerable groups (e.g. rape survivors); 
• Community support; 
• Dissemination of results to research participants and their communities. 

 
8.6 
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Ethical review and approval of all research by the researchers’ home institutions, country 
where research is being conducted, and/or UN agencies administratively responsible for 
research subjects. 
 
8.7 

Establishment of an ad-hoc Ethics Committee which can review in a timely fashion all 
major ethical problems emerging during the research that may not be clearly covered by 
existing instruments (e.g. the Belmont Report). 

 
PROJECT 1 BILLION SCIENTIFIC COMMITTEE 

 
The Action Plan presented in this document was prepared by the international scientific 
committee of Project 1 Billion and informed by the Book of Best Practices: Trauma and 
the Role of Mental Health in Post-Conflict Recovery. 
 
 
President: Professor Richard F. Mollica (USA) 
Vice Presidents: Dr. Ranieri Guerra (Italy) 
  Professor Yasushi Kikuchi (Japan) 
  Mons. Guerino di Tora (Italy) 
Committee:   Professor Massimo Ammaniti (Italy) 

         Dr. Micaela Iovine (USA) 
          Dr. Aida Kaptenovic (Bosnia and Herzegovina) 

                      Professor Kyoko Kikuchi (Japan) 
                      James Lavelle (USA) 
                     Dr. Natale Losi (Italy) 
          Dr. Marco Mazzetti (Italy) 
                      Professor Giovanni Muscettola (Italy) 
          Professor Seggane Musisi (Uganda) 

        Dr. Bakir Nakas (Bosnia and Herzegovina) 
         Dr. Renos Papadopoulos (United Kingdom) 
          Professor Franco Paparo (Italy) 

           Professor Pratiwi Sudarmono (Indonesia) 
                      Professor Borisz Szegal (Hungary) 
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Section I: Mental Health Policy and 
Legislation 

  
 
 

 
 
 
“The Ministries of Health (MOHs) in post-conflict countries are in an 
ideal situation to take on the responsibility for the design and 
implementation of a science-based national mental health recovery plan 
that is culturally effective at the local level.  While the health and well 
being of all citizens should be a national state goal, the MOHs, along with 
their allied Ministries such as education, labor, economic development, 
justice and finance, are properly situated to assess and assure access to 
mental health care, and to provide science-based interventions and mental 
health-related public health information to the general population. 
 
The MOHs should also be responsible for the coordination of all mental 
health activities by local and international non-governmental 
organizations (NGOs), UN agencies, and international donors. MOHs can 
also develop and monitor a simple, scientifically valid and reliable 
national mental health data system capable of informing national public 
health policy. This requires that the MOH, as the lead agency in mental 
health recovery, has a national mental health action plan that can be fully 
supported and financed by the national government through mental health 
policy and legislation”. 

(Global Mental Health Action Plan) 
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The Project One Billion Global Mental Health Survey 
Luca Rosi, MC, MPH 
Ed K.S. Wang, PsyD 
 
 
 
Project One Billion produced a Global Mental Health Action Plan to provide a 

comprehensive policy, system and service approach for post-conflict recovery.  The 

science-based Global Mental Health Action Plan follows the WHO’s outline of key 

needs and rationales for building community-based mental health systems and services1 

and further addresses the mental and physical healing needs of survivors of mass violence 

and traumatized populations in post-conflict nations.2 The challenge of mental health 

recovery for physical and mental disability, loss of social capital and diminished 

economic productivity of individuals and communities associated with mass violence is 

complex, too intractable and defies easy solutions.  Acknowledging this reality, the 

Action Plan provides a comprehensive, integrated and culturally adaptive roadmap for 

self-assessment, planning, development and implementation of sustainable mental health 

programs in post-conflict countries.3  

 

The Action Plan consists of eight Domains that include: 1) Mental Health Policy and 

Legislation, 2) Financing Mental Health Recovery, 3) Science-Based Mental Health 

Services, 4) Building an Ongoing Program of Mental Health Education, 5) Coordination of 

International Agencies, 6) Mental Health Linkages to Economic Development, 7) Mental 

Health Linkages to Human Rights, and 8) Research, Evaluation & Ethics.   

 

The Mental Health Survey was created utilizing the eight domains for the purpose of self-

assessment of policy, systems and services for (1) persons with serious mental illness; (2) 

the general population affected by mass violence and vulnerable groups.  The survey, 

which was introduced at the Project One Billion International Congress of Ministers of 

Health for Mental Health and Post-Conflict Recovery, December 2004, in Rome, was 

disseminated to all participating Ministries of Health (N= 31).4  The survey was sent 

electronically to the mental health technical advisors within the Ministries of Health of 

these participating countries.  Surveying took place in 2005-2006; 17 out of 31 countries 
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completed this survey.  Data was organized and analyzed by Dr. Adele Minutillo of the 

Istituto Superiore Di Sanita, Italy.   

 
Project One Billion organizers realized that it would be extremely difficult to have all 

attending Ministries of Health complete the survey because of similar barriers that were 

encountered in organizing this historic meetings including: 

1. Ministries of Health have limited financial and human resources post-conflict; 

2. Health and mental health care capacity building priorities that places data 

collection and monitoring at a lower priority than service delivery. 

 

The fact that a little more than 50% of the attending Ministries of Health responded to the 

survey was encouraging. The WHO Atlas has already made a significant contribution to 

revealing the status of mental health policy for persons with serious mental illness1. Our 

survey’s goal was for the first time to focus on post-conflict countries alone in order to 

determine whether even the most basic mental health policy existed in post-conflict 

societies for their traumatized populations. Although the survey response is limited (17 

out of 31), some findings are so dramatic they cannot be ignored by international mental 

health policy makers. In addition, the Global Mental Health Action Plan was being tested 

as a possible useful framework for assessing the overall mental health context in 

individual countries and the group of post-conflict countries as a whole. It is anticipated 

that this pilot survey will stimulate in-country analyses of mental health policy and 

international mental health trends by local ministries and the prominent international 

policy players such as WHO and World Bank, respectively.  

 

Countries That Participated in the Global Mental Health Survey1, 5, 6  

Armenia 

The Republic of Armenia is a landlocked mountainous country in Eurasia between the 

Black Sea and the Caspian Sea, located in the Southern Caucasus. It shares borders with 

Turkey to the west, Georgia to the north, Azerbaijan to the east, and Iran and Azerbaijan to 

the south. It has a population of 3,215,800 and is the second most densely populated of the 
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former Soviet republics. Average life expectancy at birth is 71.84 years. The nominal 

GDP1

 

 per capita is 1,889 US$. The proportion of health budget to GDP is 7. 9%.  

Bosnia Herzegovina 

Bosnia and Herzegovina is a country on the Balkan peninsula of Southern Europe. 

Bordered by Croatia to the north, west and south, Serbia to the east, and Montenegro to the 

south, Bosnia and Herzegovina is mostly landlocked, except for a small piece of the 

Adriatic Sea coastline. Its population is estimated to be 3.9 million people. Average life 

expectancy at birth is 78 years. The nominal GDP per capita is 2,533 US$. The proportion 

of health budget to GDP is 7.6%.   

 

Cambodia 

The Kingdom of Cambodia is a country in Southeast Asia which borders Thailand to its 

west and northwest, Laos to its northeast, and Vietnam to its east and southeast. In the 

south it faces the Gulf of Thailand. The population is over 13 million people. Average life 

expectancy at birth is 59.29 years. The nominal GDP per capita is 503 US$. The proportion 

of health budget to GDP is 7.2%.  

 

Croatia 

The Republic of Croatia is a country at the crossroads of the Mediterranean and Central 

Europe which shares land borders with Slovenia and Hungary on the north, Serbia on the 

east, Bosnia and Herzegovina on the south and east, and Montenegro on the south, as well 

as a sea border with Italy to the west.  Its population is estimated to be 4.5 million people. 

Average life expectancy at birth is 74.68 years. The nominal GDP per capita is 9,558 US$. 

The proportion of health budget to GDP is 8.1%.  

 

East Timor 

The Democratic Republic of Timor-Leste is a country in Southeast Asia. It comprises the 

eastern half of the island of Timor, the nearby islands of Atauro and Jaco, and Oecussi-

                                                
1 The nominal GDP - Gross Domestic Product indicator per capita represents the value of all final goods 
and services produced within a nation in a given year, divided by the average population for the same year 
and it is not considering the (PPP - purchasing power parity indicator). 

http://en.wikipedia.org/wiki/Croatia�
http://en.wikipedia.org/wiki/Serbia�
http://en.wikipedia.org/wiki/Montenegro�
http://en.wikipedia.org/wiki/Landlocked#Nearly_landlocked�
http://en.wikipedia.org/wiki/Adriatic_Sea�
http://en.wikipedia.org/wiki/Thailand�
http://en.wikipedia.org/wiki/Laos�
http://en.wikipedia.org/wiki/Vietnam�
http://en.wikipedia.org/wiki/Gulf_of_Thailand�


64 
 

Ambeno, an exclave on the northwestern side of the island, within Indonesian West Timor. 

The population of East Timor is about one million. It has grown considerably recently 

because of a high birth rate, but also because of the return of refugees. Average life 

expectancy at birth is 66.26 years. The nominal GDP per capita is 345 US$. The proportion 

of health budget to GDP is not available.  

 

Ethiopia 

The Federal Democratic Republic of Ethiopia is situated in the Horn of Africa. It is 

bordered by Eritrea to the north, Sudan to the west, Kenya to the south, Djibouti to the 

northeast, and Somalia to the east. It is one of the oldest nations in the world and the 

second-most populous nation in Africa: its population has grown dramatically in the last 

several decades, from 33.5 million in 1983 to 75.1 million in 2006. Average life 

expectancy at birth is 49.03 years. The nominal GDP per capita is 90 US$. The proportion 

of Health budget to GDP is 3.8%. 

 
Haiti 

The Republic of Haiti is located on the Caribbean island of Hispaniola, which it shares with 

the Dominican Republic. The population is about 8 million people. Average life 

expectancy at birth is 52.23 years. The nominal GDP per capita is 528 US$. The proportion 

of health budget to GDP is 4.6%.  

 

Indonesia 

The Republic of Indonesia is a nation in Southeast Asia. Comprising 17,500 islands, it is 

the world's largest archipelagic state. The country shares land borders with Papua New 

Guinea, East Timor and Malaysia. Other neighboring countries include Singapore, the 

Philippines, Australia, and the Indian territory of the Andaman and Nicobar Islands. 

Indonesia is a republic, with an elected parliament and president. The nation's capital city is 

Jakarta. With a population of over 200 million, it is the world's fourth most populous 

country and the most populous Muslim-majority nation, although officially it is not an 

Islamic state. Average life expectancy at birth is 69.87 years. The nominal GDP per capita 

is 1,345 US$. The proportion of health budget to GDP is 1.7%.  

http://en.wikipedia.org/wiki/Caribbean�
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Lebanon 

The Lebanese Republic is a small, largely mountainous country in the Middle East, located 

at the eastern edge of the Mediterranean Sea. It is bordered by Syria to the north and east, 

and Israel to the south. No official census has been taken since 1932 but a population of 

about 4 million people can be estimated. Average life expectancy at birth is 72.88 years. 

The nominal GDP per capita is 6,110 US$. The proportion of health budget to GDP is 

10.1%.  

 

Montenegro 

The Republic of Montenegro is a country located in Southeastern Europe. It has a coast on 

the Adriatic Sea to the south, and borders Croatia on the west, Bosnia and Herzegovina on 

the northwest, Serbia on the northeast and Albania on the southeast. Montenegro has over 

650,000 citizens. Average life expectancy at birth is not available. The nominal GDP per 

capita is 1,535 US$. The proportion of health budget to GDP is not available. 

 
Nepal 

The State of Nepal is a landlocked Himalayan country in South Asia. It is bordered by 

China (Tibet) to the north and by India to the south, east and west. It has a total population 

of about 28 million people. Average life expectancy at birth is 60.18 years. The nominal 

GDP per capita is 339 US$. The proportion of health budget to GDP is not available.  

 
Peru 

The Republic of Peru is a country in western South America. It is bordered on the north by 

Ecuador and Colombia, on the east by Brazil, on the southeast by Bolivia, on the south by 

Chile, and on the west by the Pacific Ocean. With about 28 million inhabitants, Peru is 

currently the fourth most populous country in South America. Average life expectancy at 

birth is 69.84 years. The nominal GDP per capita is 3,374 US$. The proportion of health 

budget to GDP is 5. 6%.  
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Philippines 

The Republic of the Philippines is an island nation located in Southeast Asia which 

comprises over 7.000 islands in the western Pacific Ocean. The population is 

approximately 90 million people. Average life expectancy at birth is 70.21 years. The 

nominal GDP per capita is 1,168 US$. The proportion of health budget to GDP is 3.4%. 

 

Rwanda 

The Republic of Rwanda is a small landlocked country in the Great Lakes region of east-

central Africa. It is bordered by Uganda, Burundi, the Democratic Republic of the Congo 

and Tanzania. The population is approximately 9 million people. Average life expectancy 

at birth is 47.30 years. The nominal GDP per capita is 261 US$. The proportion of health 

budget to GDP is 4.3%. 

 

South Africa 

The Republic of South Africa is a country located at the southern tip of the African 

continent that borders Namibia, Botswana, Zimbabwe, Mozambique, Swaziland, and 

Lesotho, an independent enclave surrounded by South African territory. The population is 

approximately 50 million people. Average life expectancy at birth is 42.73 years. The 

nominal GDP per capita is 5,384 US$. The proportion of health budget to GDP is 7.1%. 

 

Tajikistan 

The Republic of Tajikistan is a mountainous landlocked country in Central Asia. 

Afghanistan borders to the south, Uzbekistan to the west, Kyrgyzstan to the north, and 

China to the east. Tajikistan has a population of over 7,320,000. Average life expectancy at 

birth is 64.94 years. The nominal GDP per capita is 441 US$. The proportion of health 

budget to GDP is 7.6%.  

 

Uganda 

The Republic of Uganda is a landlocked country in East Africa, bordered on the east by 

Kenya, the north by Sudan, on the west by the Democratic Republic of Congo, on the 

southwest by Rwanda, and on the south by Tanzania. The southern part of the country 

http://en.wikipedia.org/wiki/Island_nation�
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http://en.wikipedia.org/wiki/Pacific_Ocean�
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includes a substantial portion of Lake Victoria, within which it shares borders with Kenya 

and Tanzania. The population is about 28 million people.2

 

 Average life expectancy at birth 

is 52.67 years. The nominal GDP per capita is 1,900 US$. The proportion of health budget 

to GDP is 4.1%. 

Survey Context 

It is essential to step back from the survey results in order to embed the findings within a 

meaningful context for interpreting their importance and relevancy.  Key points to be 

considered in assessing the survey findings include: 1) challenges in conducting the survey; 

2) complexity of recovery and the need for capacity building; 3) challenges to creating an 

integrated system of care and system and leadership development; 4) importance of the 

primary health care sector, 5) adequate and sustainable financing; 6) cultural and linguistic 

competence; 7) developing a workforce.  

 

1. Challenges in Conducting the Survey 

The survey is designed to provide an overview of the 8 Domains operating in post-conflict 

countries.  The collection of survey information by the Ministries of Health does require 

information from multiple agencies that include non-governmental organizations (NGOs), 

United Nation subsidiaries, and international donors operating in their countries.  This data 

collection requires coordination among all involved parties.  The commitment of Ministers 

of Health and the collaboration with other Ministries are the most ideal in implementing 

this task.  This often was not the case, as the identified ministry official responsible for the 

survey had to implement their data collection the best way they could. Missing data in 

reporting countries proved to be a challenge in completing the self assessment. 

 

2. Complexity of Recovery and the Need of Capacity Building  

The content of the Mental Health Survey reflected the complexity of implementing and 

coordinating recovery at the policy, system and service level.  For many countries, their 

mental health systems are still at the embryonic stage which makes reporting basic mental 

                                                
2 Estimates for Uganda explicitly take into account the effects of excess mortality due to AIDS; this can 
result in lower life expectancy, higher infant mortality and death rates, lower population and growth rates 
and changes in the distribution of population by age and sex than would otherwise be expected 
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health and service information very difficult. The survey for some countries was the 

starting point for mental health planning.  Some countries acknowledged the need for 

mental health capacity building, ongoing consultation and technical assistance to local 

leaders, and sustainable financing in order to move from being a country of aid receivers to 

being equal partners in developing a financially secure system of mental health care.    

 

3. Integrated System of Care and Leadership Development 

The vision of change embedded within Project One Billion’s Action Plan calls for the 

integration and coordination of multiple systems to “repair the physical and mental 

disability, loss of social capital and diminished economic productivity of an individual and 

community associated with mass violence”.3  This proposed holistic system of integrated 

care framework is not easy to achieve.  It requires great cooperation among the 

government’s Ministries of Health, Labor, Education, and Social Welfare and the 

willingness of each entity to share a common goal while pooling resources towards mental 

in spite of other competing needs and demands.  

 

This vision assumes individual and institutionalized leadership in coordinating, monitoring 

and evaluating the design and implementation of a national mental health recovery Action 

Plan that is scientific, accountable and cost effective.  While the Ministry of Health is at the 

centerpiece of systems development, other systems such as labor and justice, as well as 

education, are critical. The results of the Global Mental Health Survey supported this 

challenge.  

 

4. The Important Role of Primary Health Care 

The role of primary health care is essential not only to address hypertension, cardiovascular 

disease, diabetes and cancer associated with mental health problems but also mental illness 

that is a direct result of trauma and mass violence.  Valid and reliable assessment of 

emotional distress and psychosocial disabilities must be integrated into early screening 

identification and treatment at the front door level service delivery which is primary health 

care and public health policy. As WHO has mandated, primary care practitioners have a 
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monumental role in providing basic mental health services to persons with serious mental 

illness, and general populations affected by mass violence and vulnerable groups.1, 7 

 

 

5. Adequate and Sustainable Financing 

The capacity building in assessing, planning, implementing, monitoring and evaluating the 

design and implementation of a national mental health recovery Action Plan, leadership 

development, building a workforce that is equipped with the skills and knowledge of 

implementing and practicing culture and evidence-based mental health within the 

integrated system of care, requires adequate financing during the post conflict phase.   Such 

financial commitment from internal and external sources must be adequate and sustainable 

and extend for years in order to achieve recovery.   

 

6. Cultural and Linguistic Competence 

 A system of care must mirror the social, cultural, economic, linguistic and historic fabric 

of the community in its design.  Culturally and linguistically competent care is a core 

principle of any system of health care8.  The Global Mental Health Survey is designed to 

maximize its reliability and usefulness in different cultural settings and societies.  A 

glossary of terms is used so that questions can be answered uniformly without 

misinterpretation.  Even though the survey provides definitions of terms and inquires about 

mental health care, Western concepts of mental health and primary health care 

predominate, so the extent, nature, and success of non-Western healing systems and 

practitioners are unknown.  The latter was beyond the scope of the survey. 

 

7. Developing a Workforce 

Even with adequate and sustainable health care financing, policy and legislation to support 

systems and services, a workforce that is equipped with the skills and knowledge of 

implementing and practicing culture and evidence-based mental health is a critical factor in 

successful implementation.  Many countries affected by violence have a diminished 

workforce as a result of health practitioners and technical people having been killed and 

driven out of the country.  The survey is designed to seek information about this critical 
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factor by estimating the number of health and mental health practitioners, traditional 

healers and psychosocial workers who are involved in the healing of survivors of mass 

violence.  The level of mental health education and ongoing training that they need to have 

in order to perform their work for the traumatized populations is also part of the measure. 

 

Building the mental health capacity of the workforce, maintaining knowledge and skills of 

practitioners over time must be accomplished through a system of continuing mental health 

education, advanced training and degrees.  Mental health curricula are introduced into 

multi-disciplinary and multi-sectoral programs that meet the needs of all practitioners and 

institutions are critical in supporting mental health recovery.  Training programs must not 

only be grounded in scientific evidence but must also incorporate social and cultural norms, 

explanation, and help seeking behaviors to be truly effective. 
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Survey Results:  
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Mental Health Policy and Legislation 

Out of the 17 countries responding to the Mental Health Survey, 12 countries reported that 

they have a national mental health policy (see Table 1).  The national policy is defined as a 

specifically written document of the government or Ministry of Health containing the goals 
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for improving the mental health condition of the country.  These goals include but are not 

limited to advocacy, prevention, treatment, rehabilitation and promotion of mental health.  

The survey did not ask what these goals are, how they are prioritized or what specific 

actions are for attaining them.  Furthermore, countries that have established national mental 

health policies were asked whether any policies focused on populations affected by mass 

violence and serious mental illness (See Table 2 & 3).  Ten countries answered yes to 

policy on serious mental illness and seven to mass violence.  Some of those policies 

targeted vulnerable groups such as refugees, internally displaced persons, rape victims, 

orphans, child soldiers, war veterans, prisoners of war and landmine victims.   

 

Nine countries reported they have national legislation that protect the basic human and civil 

rights of people with mental disorders and describe treatment facilities, personnel, 

professional training and service structures (See Table 1). Mental health legislation also 

includes the regulation of civil commitment of persons with mental illness for psychiatric 

hospitalization and to protect the patient’s right and protection of property.  In addition for 

those countries that passed their national mental health legislations, the survey also found 

that 8 countries had specific legislation that focused on persons with serious mental illness, 

two had legislation on general populations affected by mass violence, and other vulnerable 

groups (See Table 2 & 3).  Overall there are 8 countries reported that they have both 

national policy and legislation to support their mental health agenda.  Some have specific 

policies and legislation on addressing the mental health needs of general survivors of mass 

violence and vulnerable populations in their post conflict societies.   

 

Financing and Budget for Mental Health Care 

Without adequate and sustainable financing, no health or mental health policy and 

legislation can be operationalized.  During the acute emergency phase, international donors 

need to be asked to support necessary health care and allocate resources to mental health 

programs.  The international donors and Ministry of Health need to develop a joint 

financing system on annual mental health spending.  The financing goal is to establish a 

sustainable mental health financial plan and budget that coordinates the financial resources 

of all contributors in order to maintain and expand services during the recovery phase.  The 
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survey attempted to gather specific dollar commitment of international donors and local 

government spending on persons with serious mental illness, general population affected 

by mass violence and vulnerable groups.  

 

Fourteen countries were able to report at least one year of their national budget for health 

care between 2002 and 2004.  The survey also requested information on mental health 

budget which is defined as a regular source of money, available in the national budget, 

allocated for actions directed towards the achievement of mental health objectives.  Among 

all the reporting countries, 8 provided specific dollars for mental health care for at least one 

year of their mental health budget (See Table 1).  It is possible that mental health budget is 

not separated out from the overall health budget or from other governmental agency 

budgets for some.  The survey also found that 6 countries had specific budget that focused 

on persons with serious mental illness, four had budget on general populations affected by 

mass violence, and other vulnerable groups (See Table 2 & 3).   

 

One of the critical questions in the financing of care is the sustainability of funding.  What 

would happen to these mental health programs for persons with serious mental illness, 

general population affected by mass violence and vulnerable groups, if international donors 

withdrew their support?  Six countries reported that their countries would support these 

programs at reduced levels by adding money to the total health care budget.  It suggested 

that once the governments see what these programs can do in their post conflict society, 

many of them are committed to continue rather than totally eliminate them. The survey 

results suggested that demonstrated program and client outcomes are a critical factor for 

financial sustainability and program continuation.  

 

It is important to learn from the success of these countries to determine what is needed to 

establish clear guidelines for obtaining the financial resources for establishing and 

sustaining culturally effective mental health activities over time. The goal is to avoid the 

initial build-up of mental health resources and financial support only to have them later 

withdrawn by international donors which leads to the collapse of the promising but 

embryonic mental health initiatives.  Mental health problems not only do not decrease but 
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usually grow in size as the recovery phase encounters inevitable political and economic 

problems.  

 

Eight countries reported that their mental health care is financed either through general 

taxation or through taxes earmarked specifically for mental health services and 

international grants and contributions.  Consumers’ out of pocket expense is also common 

among these countries.  Only a few countries have private insurance for mental health 

services in which a health care consumer pays a premium for mental health care.  Countries 

that generate revenue from taxation develop the mechanism of long term financing of 

mental health care. 

 

Science Based Mental Health Services 

In a survey of this type, it is impossible to determine the quality and effectiveness of culture 

and evidence-based mental health services. Only very broad indicators of the mental health 

service delivery system can be obtained for each post-conflict country respondent. 

 

1. Therapeutic Drugs 

Out of the 17 countries responding to the Mental Health Survey, 14 reported that they have 

a therapeutic drug policy endorsed by the Minister of Health or the Cabinet, to ensure 

accessibility and availability of essential therapeutic drugs (See Table 1).  The policy 

contains measures for regulating the selection, purchase, procurement, distribution and use 

of essential and appropriate drugs, including those for mental and neurological disorders.  It 

can also specify the number and types of drugs to be made available to health workers at 

each level of the health service according to the functions of the workers and the conditions 

they are required to treat.  Under the national policy, drugs may be supplied free of charge 

to all persons or selected groups. 

 

Sixteen of the countries reported they have an essential list of drugs. The essential list is the 

officially approved list of essential drugs that the country has adopted and usually adapted 

from the World Health Organization’s Model List of Essential Drugs. All of them reported 

that psychiatric drugs are on the essential list of drugs.  Only two-thirds of these countries, 
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however, reported that 8 psychotropic medications are “always to usually” available to all 

primary health care centers: Carbamazepine, Phenobarbital, Phenytoin, Amitriptyline, 

Choropromazine, Diazepam, Fluphenazine and Haloperidol.  One-third of the countries 

reported 7 psychotropic drugs are “Not usually or never available”. They are Ethosuximide, 

Lithium, Sodium Valproate, Biperiden, Carbidopa, Levodopa and Benztropine.    

 

Reasons for psychiatric drugs not being available for distribution through primary care are: 

some drugs are too expensive and there is not an adequate supply, primary health care 

center budget is for physical health and not mental health, the distribution system is unable 

to deliver when and where the drugs are needed, drugs are available to psychiatric facilities 

and practitioners only, limitations according to the scope of practice in prescribing and 

dispensing psychiatric medications to patients, and general practitioners are not trained to 

treat vulnerable populations with psychiatric drugs. 

 

2. Mental Health Practitioners 

Figure 1 reveals the summary results of the survey for the 17 post-conflict countries for the 

mental health professionals working in their countries. 

 

Few countries affected by mass violence are prepared to care for the large number of 

citizens, refugees and internally displaced persons affected physically and mentally by 

conflict.  Building the mental health workforce capacity to address the high prevalence of 

serious health and mental disorders, such as major depression and PTSD, in post-conflict 

societies is a major challenge.  The survey provided an overview of the workforce by 

mental health disciplines including psychiatrists, psychiatric nurses, neurologists, 

neurosurgeons, psychologists, social workers, school counselors and traditional healers.  

Psychosocial workers working for United Nations Organizations, international and local 

Non-Governmental Organizations who are involved in mental health activities were also 

part of the workforce survey.  In addition, primary health care practitioners who are the 

front to overall health care, including primary care physicians, physician assistants, nurses, 

nurse assistants, and health extenders, who also provide basic mental health care were also 

surveyed.  The results showed that most professional disciplines exist with variation of 
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 numbers from country to country.  An anecdotal trend, however, emerged.  In general, few 

trained psychiatrists are available, especially in the most traumatized countries (e.g., 

Rwanda).  Government-sponsored mental health counselors, school psychologists, and 

social workers are rare, and the primary health care practitioners have little—if any—

mental health training. A further in-depth survey of each discipline per 100,000 people 

would provide a better estimate of the needs of workforce development. 
 

3. Specialized Facilities for the Treatment of Survivors of Mass Violence 

Seven countries reported that they have specialized facilities for the treatment of survivors 

of mass violence and in two countries these facilities are associated with their national 

universities (See Table 1).  These facilities employ mental health practitioners, who have 

expertise in working with general populations affected by mass violence or vulnerable 

groups including women and children, torture survivors, victims of trafficking and 

landmine victims.      
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Mental Health Training 

Maintaining the knowledge and skills of practitioners over time through a system of 

continuing mental health education is as important as increasing the workforce.  Ongoing 

mental health education must be a focus in primary health care.  Mental health is part of the 

overall health and consideration of related disease where mental health factors also play a 

major role. The implementation of scientific knowledge and practices should be the core of 

training of practitioners within the existing indigenous healing system; that is, primary care 

practitioners, traditional healers, family members, school counselors, local and 

international Non-Governmental Organizations.  The goal of training is to establish a 

national set of science-based principles and best practices that are culturally relevant and 

practical for all mental health intervention within the local post conflict environment. 

 

Eight countries reported that their continuing medical education offers mental health 

training courses for primary care physicians, nurses, psychiatrists, psychologists and social 

workers (See Table 1).  Only two countries offer the courses to all professional disciplines.  

Eight countries reported that the course content has a focus on persons with serious mental 

illness and five reported that the content also has a focus on mass violence and vulnerable 

groups (See Table 2 & 3).  Major reasons for those reporting that they have no continuing 

medical education are the lack of legislation, financial resources and no curricula available. 

 

Two countries reported that they have post graduate courses leading to advanced degrees 

that focus on general populations affected by mass violence.  Six countries reported that 

they have integrated courses on mental health care of general populations affected by mass 

violence into the basic medical school education.  Six countries indicated that they have 

incorporated into their psychiatry residency and specialty training and five have 

incorporated into primary care or family medicine, obstetrics/gynecology or pediatrics.   

 

There are six countries reported brief mental health training courses that last for a few days 

to three months to improve mental health care for the general population affected by mass 

violence.  These training courses are funded by their own government and external 

contributors.  Six of those countries that have brief mental health training also reported they 
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have long term training that last for more than three months.  Many national universities, 

schools of public health or medical schools participate in both the brief and long term 

training.   

 

The level of commitment of the Ministry of Health appears to be a critical factor in 

evaluating the ongoing commitment of mental health education to its highest standard of 

scientific knowledge, cultural validity, efficacy and long term national impact. The survey 

asked countries about the level of interest in their Ministry of Health to support national 

mental health training for the mental health care of general populations affected by mass 

violence. There is widespread interest in supporting national Continuing Medical Education 

programs, master’s and Ph.D. degrees in mental health, medical school courses, public 

health, residency in psychiatry and primary care. Nine countries responded that they have 

distance learning through their teleconferencing capacity and almost all are wired for the 

internet. 

 

International Cooperation and Coordination 

The shift from an acute humanitarian emergency to a post conflict recovery phase demands 

a shift of responsibility for mental health from international donors to the national 

government.  International support is therefore critical to helping Ministries of Health build 

up their mental health capacity during the humanitarian phase.  The coordination of health 

and mental health activities in post-conflict countries is extremely challenging.  After an 

initial input of international agents and resources during the emergency phase, the recovery 

phase can lapse into an overall lack of governance and oversight.  The Ministry of Health 

often does not have the capacity or mandate to plan, develop and implement a national 

mental health recovery agenda.  International and national efforts can be uncoordinated, 

potentially developing parallel systems that undermine a system recovery.   

 

Six countries have developed a mental health coordinating committee for mental health that 

brings together all key stakeholders, such as Ministry of Health, local and international 

Non-Governmental Organizations, World Health Organization, universities, primary care 

providers and major donors (See Table 1).  3 countries responded that an international 
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agency or Non-Governmental Organizations can start a mental health project for general 

populations affected by mass violence without the approval of the Minister of Health or 

any other government authority. It is important to identify and organize all international, 

national and local agencies, donors and practitioners dealing with mental health recovery of 

general populations affected by mass violence into a national steering working and 

monitoring group.   

 

Seven countries reported specialized mental health projects for the general population 

affected by mass violence.  These projects were funded by international agencies like 

United Nations, Japanese International Cooperation Agency, United States Agency for 

International Development, Australian Agency for International Development, European 

Union Development Agency, International Organization for Migration, private and foreign 

government donors.  

 

Economic Development 

The mental health consequences of mass violence are not invisible. The Global Burden of 

Disease study was the first major scientific overview to establish the economic and 

development costs of depression.9 While the impact of depression on the economy in post-

conflict societies needs further investigation, major depression and anxiety, high levels of 

hopelessness and helplessness, despair and social isolation affecting many citizens, is 

having a major negative effect on the country’s social and economic development.  When 

individuals are given the necessary services to support economic and social recovery, their 

mental health status improves and productivity increases. 

 

Four Ministries of Health have sponsored projects designed to simultaneously improve 

mental health and promote economic development (See Table 1).  Eight different countries 

reported collaborative efforts among their Ministry of Education or Ministry of Labor or 

Ministry of Social Welfare with their own Ministry of Health to improve mental health, 

social services, and educational opportunities.  These collaborations and integrated 

governmental activities promote individual social capital, vocational training and 

opportunities, work productivity and overall economic development of the country.   
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Human Rights 

Torture and other forms of human rights violations have a major mental health impact on 

affected persons, often leading to serious mental and physical illness.  The emotional and 

psychological development of children and adolescents can be seriously arrested.  Unaware 

and untreated, the long term global burden of disease is significant for post-conflict 

countries.  A human rights priority is to promote the health and healing of traumatized 

populations.  Linkage of mental health recovery and human rights is essential. In order for 

the Ministry of Health to address the chronic, debilitating suffering associated with 

violence and social and economic benefits of healing, public health campaigns on health 

and mental health and reconciliation and redevelopment of trust and cooperation are 

crucial.  Once the public is aware and individuals in need are treated, a society as a whole 

can then achieve collective healing, including social justice, reconciliation and the 

prevention of future human rights violations and recovery. 

 

Eleven Ministries of Health used mass media for public health campaigns about the mental 

health care of general populations affected by mass violence and vulnerable people (See 

Table 1). Thirteen Ministries of Health used mass media that include television, radio and 

newspaper for public health campaigns to promote better physical health or healthy living 

and lifestyles. Eight Ministries of Health used mass media for public health campaigns 

about reconciliation and how to increase trust and cooperation among neighbors and local 

communities.  

 

Research and Evaluation 

Eleven countries reported they have some systematic ways to collect data for better 

understanding of the mental health needs of the population (See Table 1).  They utilized 

multiple approaches to gather information.  All of them used annual hospital reports.  Eight 

countries gathered data from doctor’s offices and health care centers.  Eight countries 

sought data from incident reporting from hospitals, doctors’ offices and health centers. Six 

countries reviewed patient records and five gathered data through population sampling or 

specific surveying of vulnerable groups. All of them, including those who do not 
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systematically collect data, see benefit in how data can be useful for advocacy, planning, 

monitoring and evaluation of services.   

 

Summary 

Figure 2 (page 84) reveals the summary results of the survey for the 17 post-conflict 

countries as a whole for the 8 domains of the Global Mental Health Action Plan.  

 

This pilot survey, although limited in size since only 17 post-conflict countries responded, 

reveals a number of interesting findings for individual countries and the group as a whole. 

In interpreting the survey results, little can be generalized to all post-conflict countries as a 

whole. Yet, the pattern of responses in this sample may be representative of more universal 

trends. This survey is the first step in a larger more inclusive survey which can definitely 

elucidate the status of mental health and post-conflict recovery at this time.  

 

Many low income or low to middle income countries do not have sufficient mechanisms 

through which they are able to design and appropriate their mental health resources 

effectively.7,10  Consistent with this claim, the Global Mental Health Survey reveals the 

general overall absence of policy and legislation on mental health services, targeted at a 

traumatized general population.  It is not surprising, therefore, that the paucity of public 

resources already allocated towards general mental health care reduces the likelihood that 

the mental health care of victims of mass violence in many post-conflict countries will be 

systematically addressed.   

 

One of the major reasons for the lack of mental health financing reported by more than half 

of the surveyed countries is that they have inadequate tax revenue as a result of informal 

employment practice, poor tax compliance and collection.  Many countries also rely on 

individual out-of-pocket payments as another source of financing for mental health care.  

Unfortunately this approach, even without stigma, deters many who simply cannot afford 

it.  Without adequate tax revenue to finance, most health and mental healthcare services are 

not available and sustainable.  According to the Lancet’s Global Mental Health Group, the 

amount needed to provide services on the necessary scale would be US $2 per person per 
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year in low income countries and $3-4 in lower middle income countries. The group stated 

that the estimated cost is “modest compared with the requirements for scaling-up of 

services for other major contributors to the global burden of disease.”11   

 
Figure 2. Project One Billion Survey Results 

 
 

Few countries affected by mass violence are prepared to care for the large number of 

citizens, refugees and internally displaced persons affected physically and mentally by 

conflict.  There is simply not enough trained workforce to provide care.  In many cases, 

health practitioners have been killed or driven out of the country.  Scarcity of human 

resources is further compounded by large scale migration of mental health professionals to 

countries of higher income.12  Even though all countries reported a mental health workforce 

across disciplines but even for psychiatry, psychology and psychiatric nursing, the number 

in each discipline is very small.  In many countries, social workers and counselors are 

almost non-existent.  Primary health care practitioners, traditional healers and psychosocial 
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workers who make up the other critical workforce spectrum need mental health training 

and ongoing support from mental health professionals.  Only about one–third of the 

countries reported that they have a continuing mental health education system to address 

the clinical knowledge and skills needed to care for the psychological sequelae of mass 

violence.   Maintaining knowledge and skills of practitioners over time is as important as 

increasing the much needed workforce.    

 

Without ongoing international cooperation, it is very difficult to develop a sustainable 

mental health care system in post conflict countries.  Only one third of the countries have 

developed some form of mental health coordinating committee to perform the critical role 

that brings together the receiving government agencies, international agencies and donors 

to shift from humanitarian emergency to the recovery phase.  Such collective leadership is 

particularly needed in the planning, developing, implementing, monitoring and evaluating a 

cost effective and evidence base practice to meet the mental health care needs of post 

conflict recovery. 

A human rights priority of post-conflict societies is to promote the health and healing of 

traumatized people.  Almost two-thirds of the Ministry of Health uses mass media for their 

public campaigns on health and mental health care of general populations affected by mass 

violence.  With policy and legislation development and sustainable financing, the 

integration of mental health as part of the overall health care can be realized.  Many 

surveyed countries have a national public health budget that includes some mental health 

initiatives but do not have a separate budget for mental health. The goal is to establish a 

coordinated public health care system that ensures mental health care parity with a specific 

budget commitment for bio-psychosocial healing of traumatized populations.  Even though 

only a few reported collaborations among ministries in their countries to promote economic 

and social rehabilitation, all post conflict countries can learn from these best practice 

models to promote the bio-psychosocial healing for traumatized populations. 

 

The results of the survey summarized in Figure 2 reveals for the 17 post-conflict countries 

an overall Global Mental Health Action Plan that is in its most embryonic stages of 

development for these countries. It is clear from the general lack of positive survey results 
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that mental health policy and legislation is essential at this time for the financing and 

development of an overall strategic plan for an integrated system of culturally and 

scientifically valid mental health care that meets the needs of large numbers of traumatized 

citizens. The Ministers of Health in Rome who embraced the Global Mental Health Action 

Plan in 2004 need to commit to implementation and financing of an effective mental health 

system of care. 

 

Reflection on the survey findings for individual countries (Table 1, 2 & 3), not surprisingly, 

reveals that those countries who have the poorest GNP and are without any mental health 

policy for traumatized persons have the greatest lack of resources in each of the 8 Action 

Plan domains (e.g. Haiti). This reality must be considered efforts made by international 

development agencies to develop a feasible and effective mental health policy and action 

plan at the beginning of reconstruction activities in those countries at risk for an inadequate 

mental health response. 

Conclusion 

This survey, although limited as to its generalizability because only half of the Ministries 

responded, does suggest that in the post-conflict phase of development the health and 

mental health care of the traumatized populations is extremely limited and in some 

reporting countries non-existent. It is not surprising that preparations for future conflicts 

and disasters as witnessed now in Haiti do not exist. The assembled Ministers in Rome 

urgently asked for the build up of local mental health capacity and for the widespread 

implementation of the GMH Action Plan along with this book of best practices.  

 

The focus on human rights by international donors is commendable and needs to be 

strongly encouraged; but the contrasting lack of emphasis on the linkage of mental health 

to social and economic development and the lack of financing of the latter by the MOHs 

and international donors is a major drawback to current community projects, and quite 

possibly better outcomes.  

 

Nevertheless, the Mental Health Survey did demonstrate that there are pockets of 

excellence in various post conflict countries addressing the mental and physical healing 
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needs of survivors of mass violence and traumatized populations.  Bosnia and Herzegovina, 

for example, has been widely acclaimed for its development of mental health services in 

the primary health care sector13 for traumatized patients. It would be critical as a next step 

for the collection and global dissemination of case studies in post-conflict countries that 

reveal successful mental health outcomes. The lessons learned from the Mental Health 

Survey grounded in the Global Mental Health Action Plan emphasize the vital nature of the 

interconnected and interdependent relationships between and amongst all eight Action Plan 

Domains.  These Domains solicit not only the important content knowledge of what it takes 

to develop a mental health recovery plan, but also the beginning process knowledge of how 

to get there.  A future oriented Ministry of Health could use the Mental Health Survey to 

fill in the current successes as well as reveal the gaps that need to be filled in order to 

achieve an integrated system of mental health care for the country’s general population. 
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Mental Health Policy and Legislation 
Beverly Raphael, AM, MBBS, MD, FRANZCP, FRCPsych, FASSA 

 

 

Mental health policy and legislation has been widely developed over the past half century 

for mainstream populations suffering from a wide spectrum of diagnosable psychiatric 

disorders (e.g. schizophrenia and depression) primarily in modern industrialized nations. 

The “mentally ill” in many societies have gained the attention of policy makers and 

legislators. But in recent years, the mental health impact of mass violence related to war, 

and ethnic conflict has affected entire populations. In the post-conflict society, no longer 

can those affected by trauma related mental illnesses be ignored because of the large 

numbers of civilians affected and the wide-spread of mental health on work, socio-cultural, 

and economic development and social capital.1 This chapter will review mainstream 

traditional advances in mental health policy and legislation with a special emphasis on the 

emerging legislation and health policy reform needed in post-conflict countries. 

 

“Policy” implies the requirements of governments that frame the shape and nature of 

services that are to be delivered to address the extent, settings and forms of care that will be 

provided to deal with the conditions affecting the populations served.  Policy frameworks 

identify priority conditions, populations and, to varying degrees, desired outcomes.  

Inherent in any such requirements will be the sources of funding, the human service 

providers with the necessary expertise, and the infrastructures and logistics necessary to 

deliver such services, through both publicly funded and private sectors.  Policy 

requirements may be more predominant for public sector, government funded services.  

Various policy frameworks have been developed for mental health, many reflecting themes 

such as those identified by the World Health Organization.2 The WHO guidance package 

emphasizes key elements such as recognition of the burden of mental disorders; reform 

trends and development of understanding in the field; mental health policy, and financing; 

legislation and human rights; advocacy; quality improvement; organization of services; and 

planning and budgeting to deliver such services. The WHO, in its Atlas, has reviewed the 
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presence or absence of mental health policies in world’s nations, building upon an earlier 

review in 2001.3   

 

I. The WHO Approach to Policy 

 

According to WHO, mental health policy is a specifically written document of the 

Government or usually its Ministry of Health.  It contains the goals for improving the 

mental health situation of the country, and identifies both priorities and the ways in which 

they should be achieved (p10).3 

 

It is recognized that for such a policy to exist, and to be effective, there is the need for 

political commitment to such processes and ongoing advocacy at both national and local 

levels.  High levels of ignorance, stigma and myth surrounding psychiatric disorders has 

meant that these conditions were for many years poorly understood and treatments 

inadequate.  The science and understanding of major illnesses such as the psychoses, 

schizophrenia, bipolar disorder and the higher prevalence conditions such as anxiety and 

depressive disorders have grown dramatically, but the degree to which this knowledge 

informs the frameworks of service delivery is variable.  The extent of such disorders has 

been increasingly acknowledged and validated by epidemiological studies across national 

and cultural boundaries.4  A hallmark report on the Global Burden of Disease indicated for 

the first time the human and economic costs of mental health conditions in comparison 

with other major physical illnesses and thus added a further imperative to addressing these 

disorders.5 

 

Mental Health Policy should be based on the scientific knowledge about incidence and 

prevalence of disorders across the span of human development from infancy to old age, i.e. 

the epidemiology of mental disorders including substance use disorders.  The scientific 

knowledge about their aetiology, including social determinants, biological and 

psychological variables, should inform the response to them, as should knowledge about 

effective treatments.  Evidence-based or informed interventions are central to effective 
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mental health care provision.  Mental Health surveys across nations, as in the WHO Mental 

Health Survey processes contribute to this knowledge.3, 6 

 

Complexity 

Complexity is relevant in all areas of mental health and policy implementation.  This is 

apparent in the different diagnostic systems of ICD10 and DSMIV, which have come 

closer together but represent the challenge to understanding the nature of disorders.  

Comorbidity is frequent, with many of those affected experiencing multiple mental 

disorders or mental and physical disorders.  Complexity of needs, areas of functional 

impairment, treatment requirements, and, most importantly, systems of care and access to 

these, add to the diverse pictures in different jurisdictions.  Complexity of service systems 

and models of care constitute a further influence. 

 

Substance Abuse  

Substance abuse is one area where complexity is highlighted because of co-existing mental 

health problems, serious health issue (ie: HIV/AIDS) and other human and economic costs 

(ie: criminality and violence).  Substance abuse may be managed within the mental health 

system or separately.  Differing structures and cultures of care provision may be reflected 

in systems of service delivery, for example, with requirements for self-motivation and 

compliance with abstinence, versus compulsion for care and compliance with drug regimes 

(medication use).  The treatment of associated physical health problems, including organic 

states, neurological disorders, or liver disease, further complicates the picture. 

 

Service Model: Population Mental Health 

There are major issues in selection of a mental health service model: for instance, such as 

the one for the general population or one that focused on special groups.  Most mental 

health services have a strong focus on adult disorders, psychoses and depression.  Yes, 

there is increasing evidence of the continuity of risk factors and disorders from childhood 

through to adult life.7  It may not be useful to see children and older people as special 

populations, but it is better policy approach to take a population approach that focuses on a 

span across the life cycle from birth (or perinatal) to old age. A spectrum approach to 
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interventions may also include mental health promotion, prevention, early intervention, 

treatment, rehabilitation and continuing care.8 

 

Primary Care and Mental Health Needs 

The primary health care setting has been a WHO mental health policy priority.  In a 

majority of countries, whether through services provided by doctors such as general 

practitioners, community nurses, or through traditional healers or other broadly based 

workers, mental health care is delivered firstly, and most frequently, in primary health care 

settings.  But mental health specialists such as psychiatrists, mental health nurses, 

psychologists and allied mental health practitioners have consistently cared for those at 

highest risk and with the greatest mental health needs.  While the contributions of primary 

care workers are central to effective mental health care provision, they may be largely 

ignored.  It is critical that modern-day mental health policy encompasses the holistic 

approach to health and mental health in primary care, which is a core theme in cultural 

settings, and for indigenous groups.  This emphasis, consequentially, reflects a general 

health care focus where other mental health professionals contribute to primary care and 

primary care practitioners are trained to effectively deliver mental health treatment as well. 

 

Cultural and Social Themes 

Stigma and discrimination, fears of violence, and reliance on spiritual interpretations and 

mystical treatments, must be considered by all mental health policy.  Cultural and social 

factors influence perceptions, understanding of, and response to, all types of health 

problems.  They are more pronounced with psychotic illnesses where there may be 

complex interpretations of hallucinations and delusional aspects as well as complex 

interpretations of any abnormalities of behavior.  There has been an increasing recognition 

of: cultural themes in assessing and responding to mental problems and disorders; the need 

for cultural competence in addressing a person’s needs; resources for cultural consultancy 

and interpretation including language / interpreter services; the need to understand one’s 

own culture so as to avoid superimposing models derived from it into such settings, 

frequently Western derived models.4  These issues are particularly relevant in multicultural 

societies and with displaced and minority populations such as refugees. 
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Interventions Aimed at Preventing Disorders  

These interventions are often neglected by policy makers. The social determinants of 

mental illness need to be understood, and equity, social inclusion, need to be taken into 

account in the broad contexts of addressing the nature and extent of mental health problems 

and mental disorders.  Sadly for many countries, the resources and stability to provide good 

health and mental health policy and treatment programs may be inadequate.  In such 

circumstances, those with profound mental illnesses such as untreated and unremitting 

psychoses may simply be contained, left to their own and their families’ resources, indeed 

abandoned, or incarcerated in abysmal mental hospitals and prisons.  Where policies and 

programs exist, but resources are limited, care is often provided only minimally to those 

most severely disturbed, and not for those more common and also disabling conditions 

such as depression, anxiety and substance-use disorders.  For most nations, prevention of 

mental illness is challenge that few are ready to meet.   

 

Non-Governmental Agencies (NGOs) 

These groups frequently evolve from the community where those affected or their 

representatives join together for mutual support, advocacy, information that can help and 

may ultimately move into more direct forms of service delivery.  How these developments 

contribute in positive ways is exemplified by supported accommodation programs, carers’ 

initiatives, and advocacy for those with specific disorders, such as schizophrenia.  These 

agencies may effectively fill many of the gaps in service delivery as well as other non-

specialised care needs.  They may contribute to government-driven initiatives or policy or 

may be competitive, recommending alternative treatments, and avoiding commitment to 

agreed policy directions. 

 

In general, these movements are the vehicles through which consumer and carer 

representatives act to influence government policy by increasingly demanding appropriate 

care and resources for those affected by mental illnesses, and their families and carers.  

They may have a range of sources of funding, but are frequently dependent on government 

sources, which may in turn influence their structure and function.  Some may be generic, 
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for mental health more broadly, others for specific conditions.  They frequently provide 

powerful advocacy, challenging governments to increase their commitment to mental 

health services.  NGOs may be the primary agencies of support and even services delivery, 

where services levels are absent or inadequate, as for example, in conflict-affected, poor 

nations. 

 

II. Legislation 

 

Mental health legislation arises in association with mental health policy and complements 

the need to treat and provide a living environment for the mentally ill person that is safe 

and therapeutic. 

 

There are a number of legislative instruments relevant to mental health.  For instance, 

instruments to support policy and its implementation may be tied to funding agreements 

and performance measures for the implementation of service systems.  However, Mental 

Health Legislation per se most usually involves instruments to contain people against their 

will, and to deliver to these citizens specific treatments for their care.  The latter legislation 

usually takes the form of “Mental Health Acts,” even though those to whom they are 

applied suffer from severe mental illnesses and are too disturbed to freely comply with the 

law.  Such legislation is theoretically enacted to protect the people affected who are seen by 

the government as being at risk to themselves, or possibly to protect others in the 

community, because of the risk such persons are believed to pose to them.  The WHO 

(p18) reports that such legislation is necessary because it aims “to protect the basic human 

and civil rights of people with mental disorders.”3 

 

A recent volume reviewed Mental Health Policy and Human Rights.9  As these authors 

indicate “it is by no means a straightforward matter to respond effectively to the problem of 

human rights in mental health policy and practice” (p183).  They also note that while much 

recent policy has emphasized de-institutionalization and community based care, there are 

issues such as the readiness of communities to support mentally ill people living in larger 

numbers amongst them; to the “falling through the cracks” of mentally ill people in the 
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community into homelessness or imprisonment with further social damage; to the political 

use of psychiatry.  An extra challenge in terms of legislation is that of the enforcement of 

treatment for some, and the needs and rights to treatment that are not met for others. 

 

As well as restraint and compulsory treatment, the WHO Atlas report also includes 

legislative requirements for disability benefits, to support people who cannot work because 

of their impairment related to a psychiatric condition. Privacy, anti-discrimination and 

other laws may also be developed, but are not usually specific to mental health.  Either 

within Mental Health Legislation for this purpose, or in some instances in other 

frameworks, is the consideration of whether a person is legally “guilty” of a criminal act, 

for instance homicide, and did not know, because of his or her mental illness, the nature of 

his or her act or that it was wrong. 

 

The WHO Atlas has reported on the review of many of these themes globally, across WHO 

regions, in terms of countries grouped by income from low to high, and for individual 

countries.3  It thus provides an invaluable resource when examining mental health policy 

and legislation globally, and the implications of this for mental health care.   

 

This evolving picture attests to the multiple facets of mental health policies and programs 

across the world.  Much has been developed or consolidated since 1990, in formal terms, 

although systems of care have been present across history, with very variable recognition of 

the needs and rights of those most severely affected. However, they do not necessarily 

include those affected by other potentially traumatic experiences including warfare, 

conflict, domestic violence, crime and assault, the abuse of children and the internally 

displaced, and those living in survival existence settings. 

 

This audit also reported the low levels of specialized mental health program commitment to 

children, particularly in lower income countries where the proportion of children in the 

population is usually much higher. 
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III.   Mental Health Policy for Traumatized Populations 

 

On the basis of epidemiology, trauma-related syndromes require recognition in mental 

health policy, but this has only relatively recently and variably been accepted as an area to 

be addressed.  Initially, Post Traumatic Stress Disorder (PTSD) was recognized in Veterans 

Health Care systems, and accepted as a potential outcome of war for defense/military 

personnel and as a consequence of their war-related roles.  The national co morbidity 

studies10 and other epidemiological work showed the prevalence of PTSD in general 

populations related to other traumatic exposures, such as rape for women and combat for 

men.11  Data has indicated the frequency of stressors related to violence.12, 13  Reports show 

that there were more than 25 armed conflicts occurring across the world, with potential 

mental health impacts.14 

 

Critical to any planning for dealing with the mental health implications of trauma in 

conflict-affected communities is the mass nature of such trauma, both over time, with trans-

generational implications, and across communities and with multiple traumatic experiences 

and losses, including massive personal and resource losses.  Individual models of 

psychological trauma may not apply, and concepts of collective trauma are more 

applicable15 just as are models sensitive to differing cultural interpretations in such settings 

(e.g. Silove, 2000).  Models for mental health policies and programs to deal with this 

trauma need to be attuned to these issues, and require much further development, taking 

into account some of the same issues outlined below. 

 

The Gap in Policy and Legislation  

Of the 10 leading causes of disability world wide, 5 are major psychiatric disorders.5  

While many of the common disorders may have been precipitated by, or even resulted 

from, traumatic environmental exposures, the focus of treatments in most countries is on 

the major psychoses, substance use disorders and, to a lesser degree, depression.  As 

indicated in the WHO report, many low income countries including those likely to be 

affected by trauma, conflict and disaster, struggle to meet the most basic requirements for 

mental health policy, programs and funding.  It is of interest to note that the audit presented 
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in this WHO Atlas also reported on whether special mental health programs existed for 

minority populations (16.5%), refugees (26.2%), disaster affected populations (37.7%) and 

indigenous populations (14.8%) respectively of countries across the world.  It might be 

suggested that these populations in some ways represent those likely to have experienced 

higher rates of psychological traumatisation.   

 

There are likely to be further cycles of disadvantage when economies are destroyed by 

conflict or war; when populations are so demoralized and traumatized that they cannot 

benefit adequately from the aid provided to assist their recovery.16  Even in high income 

countries, there may be few publicly funded programs for those traumatized unless there 

are veterans' or crime victims' initiatives.   Specialized refugee programs have developed in 

many settings in higher income countries, and build on a body of scientific understanding 

that can assist with such complex trauma and displacement.  The evidence base for dealing 

with trauma syndromes is developing, for instance in national guidelines for Post 

Traumatic Stress Disorder [NICE (UK), NCPTSD (USA), ACPTMH (Australia)].  

However, whether the “diagnosis” and form of such syndromes which have been 

developed in western countries are appropriate models for different cultures, and 

circumstances of ongoing threat and deprivation, remains to be established.  Silove has 

emphasized the basic domains of: attachment; safety/security; identity and role; justice and 

human rights violations; existential meanings.17  While he suggests therapeutic options that 

may be of value using this model, this is yet to be established.  Traditional healers in 

primary care settings may provide spiritually based programs attuned to needs related to 

trauma, but even in such contexts, if there is ongoing threat to survival and extended 

resource depletion, it may be difficult to implement high quality evidence-based programs. 

  

Integrating Multiple Systems of Care 

Multiple systems are involved in response, both in countries in which affected populations 

reside or to which they become displaced.  Where aid is provided through international 

agencies such as the World Health Organization, United Nations, Red Cross and Red 

Crescent Societies, and by the vast numbers of agencies that may converge, with goodwill, 

there may be varying cultural sensitivity and intervention effectiveness in the event of such 
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an emergency, as indicated for example after the South East Asian Tsunami.  Internally 

there may be variable awareness and priority given to the mental health aspects of 

response, and to the management of psychological trauma in the recovery context.  As 

noted in many reports18 multiple political, military and other organizations may be 

operating, displaced populations may have little shelter or adequate food and water so that 

understanding of trauma syndromes and response to assist in the face of these survival 

issues may be extremely difficult.  Programs of recovery developed and lead by local 

communities have the best chance of supporting the mental health elements needed to deal 

with trauma impacts.  Such initiatives may be facilitated by expertise provided through 

national and international partnerships that are shaped to local cultures and settings. 

 

Responding to Need 

Programs and Settings need to be responsive to need.  The mental health needs of 

traumatized children are usually poorly recognized, even though some guidelines have 

been developed; for instance, Protecting Children in Disaster.19  Working for policy and 

program development through institutions such as schools has been shown to be effective 

both in the normalizing effects of return to regular schooling and the opportunities for 

specific programs for children, young people and their families to be implemented through 

school communities.  This may also happen through workplaces, but the critical role of 

schools as a focus for families, and programs built into these supportive learning 

environments, as well as local communities, can provide grass roots and widely dispersed 

benefits.  Another model such as that of Gupta shows how training of local “trauma 

counselors” could be used to assist children who have suffered profoundly with trauma, 

injury, and the deaths and losses of other family members.20  Child soldiers, and children 

taken for forced labor or as sexual slaves, may require prolonged and careful mental health 

care to promote their capacity to benefit from new and hopeful opportunities where these 

are provided subsequently.18, 21 

 

Vulnerable Groups 

Women may be specifically vulnerable with rape, ethnic cleansing, forced pregnancies and 

the separation from husbands or their deaths.  They may be traumatized, responsible alone 



99 
 

for the care and protection of their children in circumstances threatening their ongoing 

survival.  The catastrophic experience and ongoing traumatization of women in such 

settings may lead to complex PTSD with associated disability and profound demoralization 

with loss of valued identity as a woman.  Specific programs to address this are poorly 

tested, and unlikely to be effective until some sense of hope, security and future 

opportunity becomes a trusted possibility, for example, in a supportive country of refuge.22  

It should be acknowledged that such women will endure, for their children, because there is 

“no choice”, and they suffer silently, with few services available to assist their recovery. 

 

Science-Based Policy 

Scientific data to inform mental health policy for such traumatized populations requires 

further development world wide.  As noted in the WHO report, epidemiological studies, 

systems for information gathering are likely to be limited in low income countries and 

many post-conflict countries.  A growing number of studies highlight the extent of trauma 

related morbidity (e.g., de Jong, 2002) which is added to other conditions such as 

depression and psychoses.18  Such information would ideally provide the baseline against 

which program effectiveness might be measured, and recovery judged.  A useful review by 

Kessler spells out the burden for individual and society associated with post traumatic 

stress disorder.23  Kessler showed that PTSD was a common condition in the general 

population, and at higher rates in many traumatized groups.  It was frequently prolonged in 

duration, lasting many years and associated with multiple trauma experiences.  In US 

populations, the impairment associated with it was at least equivalent to that of other 

severely impairing mental disorders.  He reported that the available evidence suggested that 

the prevalence of PTSD and adverse emotional and psychological consequences associated 

with it are much greater in those countries with conflict, war and political, racial and ethnic 

violence.  The implications of such trauma and associated loss and grief are enormous for 

such nations, potentially leading to ongoing impacts on subsequent generations as well.  

These findings highlight the need for early and effective treatments, or ideally prevention.  

While the evidence base to support these is growing, their effective implementation with 

the scale of traumatization in such ongoing situations is an enormous challenge. 
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Resilience and Well-Being 

Resilience of individuals and societies is an increasing focus.  At a societal level, it is likely 

to be linked to concepts such as social capital, social connectedness and resources.  

However, societies suffer collective trauma, damaging individuals, families and the social 

fabric over time.15  Even in the face of enormous, damaging conflicts, war and disasters, 

individuals and their communities frequently manifest hope, fighting spirit and 

determination.  There is increasing emphasis on promoting and supporting resilience in 

conflict-affected communities, building on the recognition of the role in disaster recovery.24  

Mental health policy and programs to support recovery in conflict afflicted settings need to 

also address this theme.  Core elements, or “adaptive” capacities of community resilience 

have been recently reviewed by Norris et al.25  These authors emphasize the process nature 

of such capacities, identifying 4 main domains: Resources & development; social capital; 

social connectiveness; information and communication.  These may be difficult in war- or 

violence-ravaged nations, although there is, despite such massive trauma effects, evidence 

that resilience is an important force for recovery and renewal. 

 

Building capacity is the critical challenge for post-conflict-affected countries.  This requires 

the return of social structures to their functioning, some level of security and safety and 

assured basic resources of food, water and shelter, and the renewal of services, particularly 

health services.  In such context, mental health services represent a core and basic element 

amongst the human rights that are restored, at least in part.  As much health care will be 

delivered through primary care, capacity for mental health care provision will need to be 

embedded in the range of community frontline services of this kind.  The trauma and loss 

elements need to be built into the mental health care template so that these issues can be 

dealt with in primary care settings, through community nurses, centres, outreach, doctors, 

healers and non-government agencies; through schools, child care, health care, workplaces.  

The promotion of resilience and addressing the trauma agenda are critical elements of 

community renewal and recovery.  Building a strategic framework to deal with this trauma 

and loss needs to build on mental health policy in a way which includes such themes; 

which uses community strengths to deal with the trauma related damage, even if there are 

some continuing stressor exposures, and develops societal capacity to prevent and 
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minimize trauma impacts.  This is a particular challenge because many of the therapeutic 

models have been developed on one-to-one or, less frequently, group counseling models of 

cognitive behavior therapy, which may be difficult to adapt to the depth and extent of 

trauma needs and cultural settings.  Furthermore, education and training to address these 

and other mental health needs will require expertise in content, skills and educational 

processes to build such capacity.  Additionally, there is the issue of the preparedness of 

governments, non-government agencies and those offering assistance to provide what 

communities consider useful, culturally appropriate and as relevant to their needs. 

 

 

IV. Mental Health Policy for Disaster Relief and Complex Emergencies 

 

Mental Health Policy for Disaster Relief 

A Mental Health Policy Template for Disaster response has been developed by the World 

Health Organization website to support countries responding to such emergencies.  It is 

entitled the WHO AIMS-E: Assessment Instrument for Mental Health Systems – 

Emergencies.  This is a valuable set of guiding principles, which deals with disaster 

preparedness, disaster planning, which is developed to respond to the role of primary 

health care, human resources, public education and links to other sectors, such as 

housing, financial support, and resources for survivors; collaborations with other health 

and non-health agencies involved and promotion and prevention activities in schools. 

Monitoring and research is also emphasized 

 

The WHO Sphere project complements WHO- AIMS-E.  To quote “Sphere is based on 

two core principles: first, that all possible steps should be taken to alleviate human 

suffering arising out of calamity and conflict; and, second, that those affected by disaster 

have “a right to life with dignity and therefore a right to assistance”.26  It is linked to the 

work of humanitarian NGOs and identifies 5 key aid sectors: water supply and sanitation; 

nutrition; food; shelter; and health services.  Sphere set out minimum standards in health 

and standard 3 deals with mental and social aspects of health.  As they suggest: “The 

horrors, losses, uncertainties and other stressors associated with disasters can place 
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people at increased risk of serious psychiatric, psychological and social problems” 

(p285).  The key social intervention indicators include: provision of ongoing reliable 

information; maintain or restore social, cultural and religious events, including grieving 

and funeral rituals; return of children and adolescents to normal schooling and 

recreational activities; adolescents and adults to participate in purposeful activities, 

including relief; isolated persons to be supported to join social networks; reunion of 

families, and shelter together as families and communities; communities to be consulted 

re aid determination, location and processes. 

 

Sphere goes on to describe key psychological and psychiatric intervention indicators: 

those with acute mental distress related to traumatic exposures should receive 

psychological first aid; essential psychiatric medication should be available for provision 

through primary care for those with urgent psychiatric complaints, and those with pre-

existing disorders should continue to receive treatment. 

 

Mental Health Policy for Complex Emergencies 

Where disaster trauma circumstances are protracted, as in complex emergencies, mental 

health policy and programs can be based upon a scientific and culture-based action plan. 

Mollica and his colleagues have made this achievement. 

 

Mollica et al in an important analysis of this area, highlight the extent of mental health 

trauma-related morbidity on those countries and communities subject to such complex 

emergencies.27  These are defined as “a social catastrophe” (p2058) in which there is 

“destruction of the affected populations”, political, economic, socio-cultural and health care 

infra-structures.  This is more than conflict: it is a collapse of systems, frequently with 

profound internal displacement or refugee numbers.  Trauma and depression syndromes are 

extensive, prevalent and prolonged in populations so affected.  Traumatic exposures, 

particularly violence, are likely to be ongoing, with a lack of resource, economic, social and 

health care to aid recovery.  Children and adolescents are particularly vulnerable.  These 

authors propose a mental health action plan to address the needs of such populations.  This 

involves the following strategies:  
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1. Co-ordination of mental health should be strong and centralized from the 

beginning of the emergency so that mental health programs can be organized, 

supervised and focused to priority needs. 

2. Assessment and monitoring should encompass risk and resilience of the 

population, and focus resources to meet the needs of vulnerable groups.  Change 

in baseline status over time should be evaluated. 

3. Early Intervention programs should involve psychological first aid and triage of 

the most seriously ill and affected to available psychiatric treatment, while 

mobilizing community resilience and return to functioning, for instance, work, 

schools. 

4. A mental health care system that can function at local levels should be established 

through collaboration and consultation with local primary health care workers, 

traditional healers and relief workers.  Group programs, traditional medicine, and 

psychosocial interventions building support and social capital, education and 

hopeful approaches can assist.  While CBT (exposure trauma focused cognitive 

behavior therapy) has been established for individual management, in Western 

studies, taking a culturally-sensitive approach is likely to be valuable.17  

5. Training and education for all providers are important in building understanding 

and skills to deal with trauma-related pathologies.  

6. Cultural competence, sensitivity to cultural needs, and understanding are 

important, as is language for communication. 

7. Community Participation and ethics should be addressed 

8. Prevention of burnout and negative mental health consequence for providers is 

critical, and resilience, self-care and intervention strategies. 

9. Outcome monitoring, research and evaluation should be put in place to build 

knowledge and resources for the future. 

 

Such initiatives should be understood in the broader context of development, and 

preparedness and planning initiatives for emergencies more broadly, including infectious 

disease (e.g. pandemic influenza) or terrorism emergencies and the aftermaths of such.  

WHO reports recently28 a six-year strategy for health sector and community capacity 
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development to meet such needs.  It has also more recently developed guidelines to assist 

Humanitarian Aid workers with the stressors to which they may be exposed in such 

circumstances.29  Such preparedness can build health and mental health service capacity 

more definitively. 

 

Project 1 Billion’s Global Mental Health Action Plan 

The eight components of the Global Mental Health Action Plan can serve as a guide for 

implementing policy and legislation. Embedded within mental health policy in post-conflict 

societies are cultural sensitivity and appropriateness, feasibility, and sustainability of the 

policy. Following each and every policy through decision, an exercise of working through 

the eight components of the Global Mental Health Action Plan for that policy will 

determine its overall possibility of success. The field worker should consider the following 

in contributing to policy and legislation of a post-conflict country in each of the eight areas 

of the Global Mental Health Action Plan. 

 

1. Policy and Legislation 

It must be recognized that in situations of crisis, disaster, conflict or complex emergencies, 

those in authority may not see mental health as a priority, particularly if trauma syndromes 

are not understood.  Identifying and addressing the needs of specific vulnerable groups, for 

example, children and their families, may be more acceptable.  NGOs with diverse 

contributions may confuse the picture as they may also believe they are better suited to 

provide mental health interventions than the government, sometimes using superseded or 

culturally-inappropriate strategies, or from a strong religious basis which may be seen as 

proselytizing by the recipients, rather than care.  All key stakeholders can play a role in 

mental health policy and implementation as good as these programs are “doing no harm.” 

 

To be in the position to recommend policy development – its shape, the extent of what it is 

to cover, and what extra components are needed, requires the following. 

(1)  Knowledge of policy structure, governance (i.e. who is in charge and 

responsible); policy aims, programs that currently are available, funding basis, 

workforce availability and skills, other resources, primary care systems, and non-
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government agency roles.  Know where are the “gaps” in service provision, as 

there are in many settings, and how these gaps impact the care of priority 

populations such as children. 

(2) Community advocacy is important, especially in democracies where advocacy is 

seen as influencing voting.  Working with local and international NGOs and the 

local community to approach government to push mental health policy and 

legislation.  

(3) Be clear about the resources you bring to being successful at creating mental 

health policy such as your: 

• Credentials and what they can offer. 

• Existing locally-driven programs. 

• Track record of community participation at national and local levels. 

• Strategy for “selling” the benefits of the mental health initiatives you 

believe should be put in place, including the resources that they will 

require, the benefits they will achieve in the short term, how they will 

assist government as well as the population, in addressing problems 

identified.   

• Finally, identify how you will contribute directly to the success of any 

policy. 

 

 

2. Financing 

Financing is often the biggest barrier to mental health policy since the best policies and 

legislation will be ignored if money does not exist for their implementation and 

sustainability. All key stakeholders in policy making must identify the resources they have 

to offer and/or where these resources can be obtained. 

 

3. Science and Evidence-based Services 

Firstly, what can be done to build resilience in individuals and societies, resilience that will 

not take away their human responsiveness, but will give them strengths for adversity.  

Child, family, school-based approaches are available and can provide for better mental 
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health at all levels.  Extending strategies to workplace and community settings, 

strengthening connectedness and social capital are essential components of mental health 

policy and programs for all settings. 

 

Secondly, building self-care for individuals, families and communities, building mental 

health literacy and what to do for mental health and wellbeing, owning mental health, are 

key elements in all societies and more so for traumatized, where knowledge and skill about 

managing the impact of psychological traumatisation and ongoing fear can be critical.   

 

Public education and information from the earliest stages, backed by special strategies to 

handle emergencies, need to be delivered in culturally socially and meaningful ways, to be 

valued and effective. 

 

The degree to which recommendations for policy development help to build capacity for 

core services will make a significant difference to their acceptability and ultimate utility.  

Integration of trauma components into the management of mental health problems and 

illnesses more broadly, is likely to be of benefit in terms of the levels to which such 

stressors are over-represented in such populations.  Services with such integration can deal 

more readily deal with the needs of the population, in terms of both individual and mass 

trauma.  Core elements will always include information, knowledge and skills, and brief 

effective intervention strategies. 

 

4. International Cooperation 

Collaboration with other key agencies is repeatedly emphasized for both the development 

of mental health services and the building of capacity to deal with trauma impacts in acute 

and complex emergencies.  Engaging leaders and systems to make a commitment to these 

mental health themes is a core requirement in a set of “vertical” collaborations that should 

be built on trust, knowledge of and respect for the contributions of others, and shared goals 

to improve outcomes.  The vertical (or up and down) dimensions should include politicians 

and government leaders, as well as other key stakeholders through to community members.  

“Horizontal” collaborations (operating across the same level) with the wide range of 



107 
 

participating groups including emergency responders, other health and social system 

workers, NGOs and the like are also essential.  Coordinating processes need to be 

progressively built to develop response capacity that complements and strengthens existing 

mental health services, including their capacity to manage the traumas and losses of 

everyday life.  Coordination bodies/committees can be tasked to identify needs and develop 

the resource base for mental health services more broadly, as well as for primary and 

community care resources inherent in the trauma response capacity. 

 

5. Multidisciplinary Education 

Education and Training are critical to the development of the workforce knowledge and 

skills for mental health policy broadly, and specifically for the mental health programs 

dealing with trauma and loss.  Weine et al have developed “Guidelines for International 

Training in Mental Health and Psychosocial Interventions for Trauma Exposed Populations 

in Clinical and Community Settings”.30  These guidelines were developed through reviews 

and consensus processes with many experts in the field including mental health 

professionals from post-conflict countries.  These authors highlight that these are 

“minimally acceptable in general for international training”; that many of the 

recommendations may be difficult to implement; and that such guidelines need to be 

further developed for training of primary care workers, for self-help, and for response to 

terrorism.  This is a valuable report none-the-less.  It addresses 4 main themes. 

(1) Values including human concerns, human rights for individuals in their 

families, communities, cultures and nations. Scientific and clinical knowledge 

about trauma and the values associated with multiple differing and legitimate 

concerns. 

(2) Contextual Challenges in societies during and after conflict including training to 

address cultural sensitivities and cultural change during and after conflict. 

Training initiatives need to identify appropriate engagement within complex 

and often insecure environments, including sensitivity to the political situation, 

consultation processes, multiple groups and sectors.  It is noted that training is 

more likely to succeed “if integrated with general development efforts” (p160) 

and that personnel need to be prepared (practically and mentally) for the tasks 
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and contexts in which they will work.  Such training also needs to help those 

receiving it to deal with both short and longer term issues, and should be done 

in partnership with them to support their ongoing roles and needs as well.  The 

authors of this report emphasize that curricula should be designed to optimally 

meet the realities of the situation into which they are being delivered, tailored to 

the range of health and other professionals and shaped to local mental health 

needs and contexts.  They should include responding to the needs of the most 

disabled and be delivered with the range of professionals involved, with 

respectful recognition of their roles and contributions. 

(3) Core Curricular Elements were defined as including: competence in listening 

and communication skills; assessment; intervention to diminish distress; 

understanding of local contexts for feasibility and  appropriateness of 

interventions.; problem-solving strategies; treatment of medically unexplained 

somatic pain; learning to collaborate with relevant agencies; establishment of 

ongoing supervision structures; training in self-care. 

(4) Monitoring and Evaluation should include specific processes to determine 

whether training is beneficial, including systems and indicators achieved and 

the assessment, reporting and dissemination of results. 

 

Clearly, some of these principles can be readily taken to primary care and other settings 

when training is extended both there and to the wider community.  There is a need to 

develop resources for education about trauma related impacts, loss and grief and culturally 

appropriate interventions which are informed by scientific evidence and preferably local 

studies.  This means that programs, for instance, school-based interventions, useful 

assessment tools in post-conflict settings, and culturally adapted models in primary care, or 

delivered by indigenous healers should be documented and, where possible, evaluated.  

Building the resource base across populations, and with innovative and effective learning 

models extends the translation of trauma-related understanding and interventions, making 

them more accessible and building a much more diverse evidence base.  A special 

challenge lies in educating families and communities in self-care and mutual support, 
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working in cultural partnerships with mutual respect so that the learning is a two-way 

process. 

 

6. Human Rights 

In the face of chaos and threat, in the aftermath of devastation and loss, people, women, 

men, children, young people, older people face many basic realities: they search for one 

another if separated; they are altruistic and courageous, fearful, demoralized; resilient, 

determined to survive and surmount their troubles.  They connect to one another, draw 

together.  They are angry at what has happened or is happening to them.  They are hopeful, 

and they are compassionate.  The most vital part of response mass catastrophe to ongoing 

conflict, with its tragic impact, is to recognize and support these strengths with necessary 

structures of Human Rights and aid, and to provide other resources while recognizing their 

unique culture’s needs with compassion, sensitivity and respect.  Many endeavors and 

tireless workers providing support and response have contributed with high levels of 

compassion, with practical aid, with mental health knowledge, and with skills to build 

partnerships which support the autonomy of affected individuals and communities.31  The 

structures of WHO, United Nations, UNICEF and Red Cross and Red Crescent Societies 

work with affected countries to establish policies and services needed, to build capacity, to 

integrate mental health skills to deal with trauma into primary care and development 

structures.  The particular traumas described in such settings, and the damage they may 

cause, result from violence, extensive and operating at multiple levels – political, social and 

cultural, in the community and in families.  Policies for mental health and wellbeing need 

to provide frameworks for effective programs with effective implementation from 

prevention to treatment to rehabilitation, across the lifespan from infancy to old age, and 

which will address those of highest risk and with greatest need.18  The prevention and 

management of trauma, loss and violence with its multiple consequences for health and 

wellbeing need to be central to all mental health policy as well as that for post-conflict 

settings.  Several other considerations then follow. 

 

Without protection of human rights, without legislative protections, be they mental health 

specific or otherwise, vulnerabilities may lead to social rejection, stigmatization, or rage 
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and cycles of revenge and violence.  Just systems of governance and responsibility create 

environments of safety which allow recovery. 

 

7. Economic Development 

The media may play a valuable role – propagating information, identifying needs, 

supporting solutions.  They may also split communities, focus on the negative, on 

hopelessness rather than hope.  Television, print, internet are not available to all, 

particularly in resource poor countries where infrastructure is destroyed or information / 

media controlled for political purposes.  Media can be important to the processes of change, 

development, equity, recovery, and hopefully can be mobilized to assist. 

 

Achieving mental health and wellbeing requires broader social interventions, such as 

reducing poverty and inequity, central issues in many of the countries under consideration 

here.32 

 

All those who would assist bring their own humanity - NGOs, medical teams, humanitarian 

aid workers, and the multiple assistance bodies.  For both them and those they would help, 

it is useful to remember that traumatisation may dampen one’s affect, make one vulnerable 

about threat and wounding, may affect one’s relationships, may impact on and distort one’s 

passion, compassion and capacity for empathy and hope.  The challenge for all mental 

health and human response is to mitigate such damage to human attachments, to warmth 

and the capacity to love; to manage the anger and other intense emotions, and to deal with 

the fear of being overwhelmed with the sadness and futility and loss, particularly if there is 

ongoing threat.  Hope, compassion, empathy, competency and humanity are the best tools 

for recovery. 

 

8. Research 

Building a research and knowledge resource base for mental health creates a vital 

opportunity for the future.  It can build through education and training, documentation, 

evaluation, narrative, arts and theatre.  A research base is critical as a development and 

learning resource to take affected individuals, families and communities forward. 
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Policy Opportunities 
Richard Freeman, PhD 
 

 

 

What is policy?  How do we do or make policy?  Where and who with?  What is it for, 

anyway, and what difference does it make?  Good questions, though you wouldn't be 

asking them if you didn't already know that answering them isn't easy.  You've read and 

heard a lot of stuff which seems to be called 'policy', and some other stuff which seems to 

be about 'the policy process', and you still have these questions.  Forgive me, then, for 

wondering whether questions and answers are going to take us very far. 

 

I'd really like to know why you're asking, because then I think we'd get into conversation. 

Because we've never met, I'm going to have to imagine what you'd say and what I'd say in 

return.  So what follows here is an imagined and implied conversation, in which you tell 

me the story of your first foray into policy making and I try to make sense of it. 

 

I'll do my best to feel my way into it, interpreting, inferring, sometimes plain guessing, and 

otherwise leaving gaps where neither of us can fill them.  I'm not about to tell you what to 

do, or how to do it.  I don't want to, and probably couldn't, anyway.  I'm more interested in 

understanding what you actually do, what you already do, though I might think of it in 

terms different from yours.  The bottom line, still, is that I end up telling your story.  I'm 

not always comfortable with that, because of course you know what you do much better 

than I do.  But you know it tacitly, implicitly.  All I'm doing is trying to make it available in 

a different way.  I'm translating, but we'll come back to that. 

 

In brief, you talk me (and I talk you) through the process by which you entered this new 

field as a stranger, and the different means by which you made sense of it and helped others 

make sense of you.  Together, we describe how the idea of a project, program or policy 

emerges from the activity of meeting, talking and writing.  For my part, I try to show how 

we might think about the way contacts and connections are made, conceptions are shared 

and common projects developed as 'translations'.  In turn, these ordinary practices of 
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translation are replicated and reproduced at what we think of as different 'levels' of policy 

making, but which are really just different sites of and occasions for it.  The conversation 

ends with our musing on the parallels between the work of the policy maker and that of the 

psychologist and psychiatrist.  And that reminds me to say that there's no message here, 

only a set of metaphors and associations. 

 

Worried about Policy 

Anyway, you tell me you're on the plane and you're worried.  You have a ticket to a capital 

city you've not been to before and you have the aisle seat you prefer.  Your hotel is booked, 

and you have a meeting arranged for the following day.  You're to see Dr Segura who will 

take you to his office and introduce you to his colleagues.  You'll have lunch, over which 

he'll brief you again about the situation.  His last mail suggested a site visit to a small town 

six hours' drive away.  You found the region and the river after which it's named, but the 

town itself was not marked on your map.  You're expecting to go later this week, though 

you heard from Jo that the rains have come again. 

 

As you think through the next three weeks, you wonder what you need to know to write the 

assessment report your Board has asked for.  You'd had talked it through with Deborah, 

your Program Director, before you left.  She'd thought there were 'policy opportunities' 

here and you'd said yes, brightly you thought, though you agonize now about how you 

could have been so enthusiastic and so uncertain at the same time.  She must have noticed, 

and seemed, now you think about it, to have wanted to push you, test you. 

 

You sit back in your seat, a little self-consciously.  You're not sure where you're going, 

you're not sure what's going on there, or what you're going to do.  You remember the last 

mission began like this, though Andrew was with you then (or you with him, as project 

assistant).  So this, in a way, is your first time, your first mission in the job you've wanted 

to do ever since you were an intern.  You're not worried, exactly; apprehensive perhaps, 

uneasy.  You'd usually ask for another of those little bottles of wine, but tonight – or is it 

already this morning? – you've barely touched the first. 
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As you wonder where you're going, you think about where you're from.  You always 

wanted to work abroad.  You wanted to make a difference.  You wanted to work with 

people.  You wanted, in the end, to do good rather than make money (and what you're paid 

now bears that out).  You wondered about grad school, you thought about law, you flirted 

with development studies, you felt suspicious of social science because you couldn't really 

see that it was about anything relevant.  You volunteered to do advice work, and then took 

the job in Cambridge because they encouraged you to do your counseling qualification 

part-time.  You began to see more and more refugees.  Their problems have become 

familiar now.  You like working with them, and with the team, which seems to be really 

going places.  You're happy in the clinic, but you've felt for a while you could do more.  

And now, despite yourself and apparently out of nowhere, you're worried about policy. 

 

First Meeting 

In the lobby, that first morning, is a young man, slight, dark, sitting awkwardly on a couch.  

You see him glance at the receptionist, who nods.  He gets up and comes across to you, 

introduces himself as Christopher, which seems unlikely until he explains, later, how he 

was brought up by nuns.  He seems to know who you are.  The piece of paper in his hand 

has your name on it, in capitals and with the vowels in the wrong order. 

 

You drive across the city in a small car which he proudly says he has painted himself.  He 

tells you how he began working with Dr Segura when his sister was a patient at the clinic 

and they needed someone to go to the airport to get boxes of drugs. 

 

Dr Segura stands up from her desk, taking off her glasses and reaching out her hand.  You 

feel a flash of embarrassment at your mistake.  She welcomes you, asks about your trip and 

where you're staying, apologizes for her English.  The letter from Deborah is on a pile of 

other papers.  The logo on the letterhead is repeated on the badge in your lapel.  There's no 

time to talk, so you arrange to meet again for lunch.  In the meantime, she asks a nurse to 

show you round.  He says little, but smiles a lot. 
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Later, you stop at a café before going back to the hotel.  The waiter comes over to you a bit 

too quickly, suddenly acting like a waiter rather than simply doing his job.  Is he really the 

waiter, or is he just playing at being a waiter?  Is he over-acting, just for you?  You 

remember Sartre's waiter.  You wonder what this one thinks and wants, who he is and 

where he's from, and whether he's heard of Sartre.  You ask for that glass of wine you didn't 

have on the plane. 

 

What happened back there at the clinic?  You talked, feeling your way.  You tried to 

connect, because you know how much depends on Dr Segura.  You talked in terms you 

thought would make sense to her, guessing what might appeal to her, trying to get her to 

guess that you're the person you're guessing she wants you to be.   

 

You pieced together what she knew from patients with what you knew from NGO 

assessments.  You listened to what she said about the nurses who had left.  You talked 

about what might be possible for the project in terms of what you knew from Deborah, 

reframing what had been said in discussion at the staff meeting last week, back in Boston.  

You watched her slowly make sense of you, understanding Deborah's letter differently now 

you were in front of her, rereading the letter in the light of what you were saying, reading 

you in the light of the letter, still wondering how much to trust. 

 

You kept going, still trying to make sense of the situation.  She was gradually more 

forthcoming about why things hadn't worked out before.  You developed a common story, 

aligned your work with hers as best you could.  'What we need to do', she started then as 

you left, but trailed off.  Your 'I think I should just go and see' was a way out of the 

conversation as much as a decision about what to do next. 

 

Talking to Dr Segura had taken you a long way.  'Where are you from?', she had begun 

innocently, making you jerk inwardly because you thought she should have known.  And in 

fact she did know, but just didn't know where that was.  And then you had struggled 

together to the point of 'What we need to do now'.  That was worth the glass of wine.  



117 
 

Much later, meeting Dr Segura again in another country, at a different table with a different 

glass of wine, you would agree that this was where it all began. 

 

On the Ground 

You remember the last time you sat in a 4x4, on holiday in Scotland, and think how much 

this landscape is oddly like the Highlands.  You frequently go off-road, skirting half-built 

bridges, reverting then to flat, noisy gravel.  You stop in a small town, where the vehicle is 

quickly surrounded by children.  Christopher arranges coffee at what he calls the hotel. 

 

Before the next small town you turn off down a narrow track to a clearing.  To one side is a 

long, low building with a corrugated iron roof and a verandah.  The verandah is full of 

people waiting, some standing, most sitting huddled in white, soft shawls and all of them 

looking at you.  It's quiet.  You walk up the wooden steps, Christopher hangs back. 

 

Inside is a young woman sitting at a table. You ask for Sister Cecilia.  The woman says 

'She is not around'.  At the back of the room a man in a lab coat sits at a desk.  He looks at 

you through thick glasses and nods, sympathetically but without smiling.  He carries on 

writing, slowly, putting figures in columns. You say your name and that of your 

organization and he says yes. You say you were to meet Sister Cecilia here. 

 

You drive on into town, and find the hotel like the clinic, a low building in a small 

compound.  There's another white vehicle outside, and the only other guest is Jon.  He's 

leading a water project for another NGO, and you talk briefly over beer before he leaves.  

He said that another group had been here, too, but had only had money for three months.  

You asked, rhetorically you thought, why these projects failed.  He said it was more than 

that, that projects fail because policy fails, or perhaps the problem here was that it had 

never existed.  You ask what it would mean for policy to work.  'We'd know what we were 

doing.  I mean they'd know what we were doing.  Look at those people at your clinic.  

They're the same people who walk half a day to the well we've put in.  I can call that some 

kind of success, and you'll probably get something going, too.  But in the end we're 

probably bidding against the same budget line.  And who knows how long that will be 
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there.  I can explain what I'm doing in terms that would be good for another proposal, but 

what are we really doing?  Nobody's talking.  We only really know what we're doing if we 

have some sense of what everybody else is doing, how it all fits together.  And I'm in 

Cambodia next week.  Where does that fit?' 

 

In the City 

Back in the city, you meet Charlie, the development coordinator at the embassy.  He 

suggests a bid to the regional program: 'That should work.  Line up a few ducks, get them 

to buy in'.  He suggests a 'bilateral' with his contact at the Ministry, and over the next few 

days you go on to meet people at the city bureau, at three different local NGOs, the medical 

director at the hospital and the general practitioner who runs the psychiatric ward.  You're 

received as a visitor, courteously but without much commitment. You feel like a stranger, 

searching for different ways of telling your story.  You come from a world in which almost 

everybody knows your organization and its Director, where most people you meet already 

know who you are. They know that your project 'works with distressed young people in 

post-conflict situations around the world'.  But now you struggle to find the right word for 

'distress' and wonder quite who, in the end, should count as young.  By the end of the week, 

the more people you meet the more seem already to have heard of you. 

 

Moving between meetings is to move between ways of thinking about the world, some of 

which are complementary, some contradictory, some entirely unrelated.  For a while you 

think you're looking for a lowest common denominator, but then think that in the end it's 

you, your presence here, your meetings.  You begin to wonder what might be done at the 

intersection of all these different conceptions, denials and evasions of the problem, of all 

these different understandings of appropriate action, different kinds of readiness to commit 

different kinds of resource. 

 

Policy, if that's what you're doing, seems in this way truly cosmopolitan.  It's in the city that 

offices are located and meetings take place.  Policy seems to be predicated on a series of 

spaces in which people meet and talk, and go on and meet and talk with others.  Policy is 

born of the proximity of strangers.  They may, when they talk about them, identify shared 
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interests but they don't necessarily begin with a shared sense of community.  For policy 

becomes necessary in the absence of shared assumptions, when organizations need to make 

explicit what can no longer be taken for granted.  Policy is made in the discussion of 

problems, in the distribution of roles and responsibilities, in the development of a collective 

story. 

 

Memo to Deborah 

Your flight doesn't leave until late tomorrow. Your plate is taken away, leaving you at an 

empty table in an empty bar.  You take out your notebook, now nearly full of scribbled 

accounts of meetings and so thickened with receipts and business cards it won't lie flat.  

You start to draft a memo to Deborah. Date: 17 October 2007. Subject: Policy 

Opportunities. You begin by setting out who you've seen, and what they said. You describe 

what you refer to now as the 'site visit' and begin to outline what you term a 'service gap'. 

You attach a printout of the regional program. 

 

You start to draw a diagram, which you think might help.  It's difficult to place things on 

the page: the clinic is at the bottom, but too much of the rest ends up in the top right-hand 

corner.  How should you represent the organizations you've dealt with, the people you've 

met, the roles they occupy and the relationships between them? You have some 

provisional, residual understanding of what is top and what is bottom, but then reflect that 

it doesn't really do justice to what you've learned.  Where is Sister Cecilia?  Who is Charlie 

really working for? 

 

What you know and what you want to propose to Deborah has emerged laterally, not top-

down or bottom-up.  The health bureau is not 'above' the clinic but 150km south west of it 

on a barely passable road.  The level of practice is not 'below' the level of organization but 

somehow in front of it.  Neither is prior to the other: the two are mutually constitutive.  The 

nurse is not 'below' the clinic, but inside it.  The clinic, similarly, is somehow 'inside' the 

columns of figures that end up on Dr Segura's desk. 
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You want to say something about the patients and wonder how to translate for Deborah 

what the nurse had translated for you. You use what the nurse himself had said when you 

asked about their mental health needs: 'We can only imagine'. At the same time, there's a 

shift in register from talk to writing, from the spoken word to words on paper.  It's partly a 

move from tacit to explicit, and from a colloquial to technical vocabulary.  Much of what 

you say is borne by your trying to synthesize what different people had said, and much of 

that, you realize, is based on a few facts and a lot of guesswork. Many of the words are 

lifted from the regional program, in effect translating back to Deborah what she had said – 

or what you now imagined she had said - about policy opportunities.   

 

Policy is not a set of encounters but the set of communications which was their origin and 

purpose.  Meetings put not just conversations but documents into play – emails, minutes, 

application forms, research reports – which themselves become reasons for further 

meetings, ordering and stabilizing their content.  Now, as you formulate different stages of 

the project, you begin to identify your interlocutors, defining roles and the ways they might 

evolve.  Your proposal becomes something like a collective script, however much room it 

leaves for improvisation.  You move them round in some new conceptual space which is 

'regional mental health'.  You leave the diagram out. 

 

More about Translation 

What do I mean by translation?  The word is useful and appropriate here, first, because of 

its metaphorical qualities. When I say translation, I am suggesting that what you do is 

rather like what a translator does.  I think that's how you understand what I'm trying to say, 

but there's also a level at which you don't quite get it. What do translators really do, you 

wonder, and what does that have to do with what you do, which is much more about 

getting things done? 

 

Part of the problem here is the negative associations translation has for you.  It seems to be 

a secondary, inferior, subsidiary activity. We have authors, who are the sources or 

originators of an idea which they put on paper, using all the literary, scientific and 

administrative skills available to them. Translators then simply put it in other words, in 
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another language, more or less well and never perfectly.  Think how much gets 'lost in 

translation'. Likewise, it's always other people who actually do things, who provide services 

to people who need them, who get their hands dirty in various ways.  Policy makers do no 

more than, well, make policy, which seems like nothing more than a language game. 

 

And nothing less, either.  Let's go back a bit. We started talking about metaphor (and it's 

interesting to think that metaphor and translation amount to the same thing in a way, 

metaphor being derived from Greek and translation from Latin and both originally meaning 

'to carry across').  A metaphor is a kind of translation, and my drawing parallels between 

what you do and the art and craft of the translator is itself a kind of translation.  In doing so, 

I'm trying to disrupt or redirect the negative associations translation has for you, and draw 

new parallels. 

 

For translation is the art of alignment.  How does that come to be so?  Through a process of 

re-representation and re-association, which I have to try to explain.  Think about what 

translators do and how they do it.  They take a document or text (what they call the source) 

and recast it in a new language, making a new text (what they call the target).  This seems 

like a very simple, straightforward, functional process, which is why translators don't get 

paid very much (and there's another parallel).  Then again, it's something which is almost 

impossibly difficult to get a machine to do. 

 

Think again about what the translator does. She first develops an understanding or 

interpretation (itself, again, a kind of translation) of the source text, and that's what she 

works with.  That is to say that she makes a representation of it, which is of course also 

informed by her appreciation of the context in which it was produced, by her understanding 

of other similar texts, and of the associations she imagines it would have had for whoever 

wrote it and whoever was meant to read it.  She then re-represents the text again in a way 

that tries to reproduce that understanding in a new reader.  The translator works by figuring 

out how the new reader will understand the new, target text by interpreting or representing 

it to himself or herself in particular ways, ways which then make different and specific 

associations both with other texts and with different elements of the context in which it is 
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read.  The translator, by what she does, invites or encourages or privileges certain kinds of 

re-representation and re-association while denying or excluding others, even if indirectly.  

And this entails all the literary, scientific and administrative skill which the original author 

brought to bear. 

 

Think even more, if you can, about the work of representation. The problem is both a 

figurative, artistic and a normative, political one.  Most art forms have some concept of 

representation, of portraying something, even if only to deny that is what they are trying to 

do.  Liberal and democratic politics, meanwhile, turn on the idea that one person might 

stand for others and will convey or communicate ideas and interests across contexts.  In this 

way, the translator is both faithful to the original author and sensitive to the new reader, 

somehow standing for and standing by each of them. 

 

The process of translation is the same for different levels of language and routes of 

communication.  We translate between languages, from English to Spanish or Tigrigna and 

back. We translate between registers, speaking differently to nurses and patients even when 

meaning to say the same thing.  We translate between disciplines, using the language of 

psychiatry or accounting as we think best.  And we translate between organizations, and 

doing so is the more complex to the extent that we can think of them as bundles of 

languages, natural, disciplinary, occupational and colloquial. 

 

Policy making, then, whether it consists of no more than arranging meetings, or of drafting 

(and implementing) projects and programs, of setting up organizations or writing 

legislation is a process of translation, representing and associating interests in such a way 

that they can be aligned (or more properly, as I've tried to suggest, re-representing, re-

associating and realigning them).  I hope to have convinced you that that might be 

metaphorically true, but I've also tried to set out the ways in which I think it's literally and 

theoretically true, too. 
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Projects, Programs and Policies 

But let's get back to the world I was describing: not the abstract, worrying world of 'policy' 

but the real world of meeting, talking, writing.  I've been trying to draw your attention to 

what you do and away from what you think you should be doing.  You get in touch, you 

arrange to meet, you talk, you write a minute, a memo, a proposal, you arrange to meet 

again. 

 

You’re talking results in writing of some kind, which is a very special thing.  We write 

because words on paper are much more mobile than we are, because they can move quickly 

over large distances and because, remarkably, they can be in several places at once.  In this 

way, they prompt myriad further conversations and writings.  As they move, they mobilize.  

A translation is simply an opportunity – a provocation perhaps – to or for further 

translation. 

 

As they extend through the world, these chains of discussion and documentation accrete 

things, bodies and organizations.  Conversations develop into proposals, budgets, job 

descriptions, plane tickets, offices, departments, training manuals, mission statements, 

secretaries, forms and mailing lists.  Projects become programs and policies, and not 

necessarily in that order (or any order). 

 

This implies, of course, that there is no real difference of scale or complexity between 

projects and policies, between micro and macro.  At different 'levels', the office, the desk 

and the computer are essentially the same.  What happens in the parliamentary chamber is 

essentially the same as what happens at the cafe table.  The difference, perhaps, is only in 

the number of other offices, desks and computers to which any given office is connected.  

What we think of as a 'higher' level is simply an office predicated on others (and on which 

those others in turn are predicated).  The macro, in the end, is simply an association able to 

mobilize (speak for, translate) other taken for granted associations. 

 

Is that really all?  Yes, it is, but it is in fact a great deal.  It explains how projects, programs 

and policies emerge, how they are built up and stabilised, and how they sometimes unravel. 
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What we think of as government is distinguished not by a special kind of authority but as a 

special kind of authorship.  For the more translations a new translation incorporates and 

provokes, the more difficult it is to reverse or undo.  An institution or organization is a 

translation which is stabilized and reproduced.  Each translation is 'only' a translation, but 

one which is somehow implicated in all the others, as they are in it.  Government is not a 

'chain of command' but a kind of synthetic material made of compacted fiber, innumerable 

threads running across and into each other, adjacent, interdependent but not physically tied. 

 

Policy and Practice 

What happened to that memo?  The key thing, you had thought, the 'principal project 

outcome', as you wrote, was to establish a regional mental health network.  At the time that 

felt new but also strangely derivative, taken from what others had told you, from what you 

had read and from what the funding scheme seemed to require.  Nevertheless, getting it 

agreed was some achievement. 

 

And now, eighteen months later, you're back, sitting in the network's new office, where Dr 

David has just come off the phone.  'Sister Cecilia says hi, and thanks for your mail.  She'll 

come to the seminar'.  Dr David is a psychiatrist, written into the project for his interest in 

outreach and his links with colleagues in the city.  And because people think he's a really 

good psychiatrist.  'We're getting there', he says, 'slowly.  The district nurses have this idea 

about pharmaceutical distribution they want me to take to the minister.  I said I'd take them 

instead, which means they'll have to figure out what to say.'  And then, slightly tired, 'Let 

alone what to wear'. 

 

As you left, he said he was worried.  You smiled.  He'd spent a long time with a patient he 

thought needed specialist care.  He had listened to what the young man had told him, trying 

to understand what the patient himself couldn't properly understand or express.  He'd made 

some suggestions, though wasn't sure his patient really took them in.  He'd talked to the 

family, who were also talking to a religious healer, trying to enroll them all in the 

therapeutic process.  He'd written a prescription, and also left a careful case note so that the 

community nurse could adjust the dose.  That had been a couple of weeks ago, and in a 
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village 80 km away.  The father was to bring his son to the clinic today, and Dr David 

wasn't sure he would. 

 

Policy and Contingency – and Psychiatry 

'So?' What do you mean, 'So?'  OK, let me take these in turn (I'm kind of frustrated, though 

that we have to go back to questions and answers).  Anyway, 'Is this policy?'.  Yes and no.  

Yes, it's policy, in that we now have a collective script or narrative of mental health in the 

region which helps agents figure out their own and others' next moves.  It’s written up to a 

degree, partly evident in documents such as email, letters of introduction, minutes of 

meetings and finding bids, but much more often talked about, traceable in conversation.  

It's widely implicit, and sometimes explicit in what people concerned with mental health in 

the region talk about with each other, and in the terms they use.  That doesn't mean they 

could always recite something called 'mental health policy in the region', but they'd 

recognize it (and qualify or argue about it) if you told them your version.  Individuals, 

organizations – and networks - develop policies just as governments do, and they're not in 

principle much different one from another. 

 

But then no, it doesn't 'really exist'.  It's not finished.  It has no final, fully articulated form.  

It couldn't have: it's necessarily incomplete, emergent, constantly in motion, always subject 

to interpretation, modification and extension as it enrols and mobilizes new actors and 

interests.  And it will always be like that, however much it develops and however long it 

lasts.  Any attempt to state it summarily or definitively produces nothing more than interim 

artefact, subject to qualification, interpretation and all the vagaries of implementation, 

which is but more translation.  'Policy' is contingent at every stage and turn, as Dr D knew 

and you recognized. 

 

Contingent on what?  This is really your other question, 'Where's the power?'.  It may be 

there somewhere, but it's secondary.  The individuals and organizations we've talked about 

hold power to the extent that they share a sense of a problem, a course of action and a set of 

reciprocal understandings of what each is supposed to do.  They have 'power' to the extent 

that other individuals and organizations think they do.  They have a shared model of order.  
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Policy develops by exchanging understandings of order and constructing new ones, new 

spaces which new actors (the regional network, for example) come to occupy.  Now, in the 

region, not much is going to happen without the network – at least, as long as it can 

develop and sustain a model of order that serves as a resource both for its members and 

other relevant actors by which they can define their interests and conceive and coordinate 

their future actions. 

 

If it is successful, the network will accrete new actors, such as, perhaps, the regional 

government, the national Association of Psychiatrists and international donors.  It will 

'interesting interests', which it will do by constructing disparate interests as consonant, by 

reconstructing them, re-representing and re-associating them, that is by translating them.  It 

will provide them, as it did you, with 'policy opportunities'.  In this sense, the network is 

powerful – but see how power is an effect of a collective process of construction, that is, in 

this instance, what we have called 'policy making'.  Policy produces (and reproduces) 

power, not the other way round. 

 

Let's leave it there.  I'm not sure either of us can take much more of this right now, but let's 

talk again.  Here's my email address.  Meanwhile, thanks for the thanks.  It was nice talking 

to you.  I didn't mean to be counseling you, though, at least not in the way you mean; I 

don't think you have a problem.  At least, your problem is none other than the universal and 

existential one of 'learning what you do'.  You can't help but learn that (though I think you 

can learn it well or badly), and it rightly makes you both anxious and exhilarated. 

 

And you're the one with the counseling qualification, remember.  I don't, I'm not, so I have 

to think of counsel as advice, of the ancient and respected function of giving counsel and its 

various institutional and political expressions.  What I like about the idea of giving counsel 

is the connotations I think it carries of listening first, as well as, perhaps, of the relationship 

of mutual obligation established by gift-giving.  In policy studies, all of this is sometimes 

described as 'speaking truth unto power', though you'll have gathered I'm not specially 

convinced either by truth or power.  Speaking matters, though - which psychologists and 

psychiatrists tend to know better than policy specialists. 
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Section II: Financing of Mental Health 
Recovery 

 
 
 
 
 
 

 
 
“Without adequate funding and financial support, no health or mental health 
action plan can be successful.  To date, no major international donor, UN agency, 
or national government has established a clear set of guidelines for obtaining the 
financial resources for establishing and sustaining culturally effective mental 
health activities over time.  It is the usual case that immediately after the close of 
a conflict, there is a large influx of international support for health, and 
sometimes mental health activities.  After this initial build-up of mental health 
resources, financial support is withdrawn leading to the collapse of the promising 
but embryonic mental health initiative.  In spite of the fact that initial donor 
support is short-lived, mental health problems not only do not subside, but usually 
grow in size and effect as the recovery phase encounters inevitable political and 
economic problems.  At the outset of any international mental health intervention, 
MOHs should decide who is going to pay for mental health services and 
prevention, and what is the relative percentage of financial support by 
international donors and the national government that will sustain a mental 
health action plan over time.”   

(Global Mental Health Action Plan) 
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The Case for Mental Health Development and Financing in Post-
Conflict Societies.  
Nedim Jaganjac, MD, MPH 
 
 

 

Over the past 20 years, numerous studies have documented the significant percentage of 

traumatized citizens in post-conflict societies with mental health disorders and 

disabilities. Yet in spite of this acknowledgement of the impact of violence on human 

suffering, international development agencies, such as the World Bank and most post-

conflict governments, continue to view mental health as a low development, and 

subsequently, a low funding, priority. This paper will attempt to address some of the 

reasons why mental health has failed to establish itself as a significant global health 

priority worthy of substantial financial investment in post-conflict countries.  

 

Definition of Mental Health – Source of the Confusion 

The issue of definition should not be underestimated as this seems to be one of the main 

sources of confusion within discussions about the importance and relevance of mental 

health on the development agenda.  

 

The argument we are making about mental health is that mental health is not just a 

medical problem and therefore it is not only about people who are classified as mentally 

ill. In addition to individual cases of mental illness, we are pointing to population wide 

mental health problems, which are triggered by external and environmental factors such 

as conflicts, natural disasters, rapid economic transition with disruption of social safety 

nets and social cohesion, poverty, etc. For example, patterns of substance abuse (alcohol, 

narcotics, etc.), although often discussed as part of a psychiatric disorder, can be 

dependent on and exacerbated by external factors, such as economic depression, drugs 

smuggling, cultural and historical issues, unemployment etc. Numerous attempts have 

been made to reduce tobacco consumption, but tobacco control strategies rarely taken 

into account the mental health problems that trigger smoking and utilization of nicotine 

as a very potent anti-depressant.  
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Negative mental health outcomes have a serious impact on other aspects of an 

individual’s functioning, quality of life, and developmental outcomes – primary foci of 

Bank interventions. We believe that the link and impact between mental health outcomes 

and other aspects of an individual’s life and a population's overall health status have been 

vastly underestimated. Poor mental health reduces the productivity of workers. Moreover, 

the breakdown of social support systems related to industrialization is likely to contribute 

to a further increase in depression rates. Although it is difficult to assess the extent of the 

mental health burden, it is clear that in post-conflict societies, mental health disorders 

increase, are widespread and represent a major obstacle to economic development 

through lost productivity, loss of learning capacity, socially negative behaviors, and 

raising costs of treatment and care.1,2 

 

Creating economic and social conditions that maximize the establishment of healing 

environments, as opposed to further disruption of social safety nets, is where the Bank 

should have more explicitly defined policy. A vast majority of those suffering from 

mental health problems can recover without medical treatment, if we identify and focus 

on sound economic and social change policies and efforts that reduce negative influence 

and conditions.  

 

Given the difficulties comprehending the complexities of mental health, its social origins 

and its importance for development, it is not a surprise that the mental health agenda has 

been driven by psychiatry, failing to place mental health within the development agenda 

in relation to problem definition, implementation structures and targets. If mental health 

is seen only as a medical problem, and specifically, if it is seen as a vertical program, 

than the likelihood of its disappearance from the Bank’s agenda, with its focus in the 

health sector on health systems, is high. 
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I. Development and Mental Health 

 

The inability of individuals to adjust and cope with new circumstances has a major 

impact on a population’s recovery and/or development by increasing behavioral 

difficulties including substance abuse, domestic violence, road rage, increased tobacco 

consumption, job related incidents, difficulty to retain job, etc., all of which have 

enormous and social consequences for society as a whole.  

 

Attempts to Measure Burden of Diseases due to Mental Health 

It is interesting that reported prevalence of mental health disorders is much higher in the 

developed world than in developing countries. Almost everyday in newspapers like the 

Washington Post, often on the front page, one can read about different issues related to 

mental health in the US. Sometimes there is a controversy with existing legislation and 

the accessibility of mentally ill persons and access to fire arms, and sometimes it is about 

poor services and denial of disability benefits for those who suffer from war related 

psychological disorders. This of course does not mean that the real prevalence of mental 

health disorders is lower in the developing world. This situation results from a different 

definition of mental health and how one measures disability differs depending on the 

purpose for measuring it.  

 

Inappropriateness of DALYs 

Almost all authors use the Burden of Disease (BOD) and Disability Adjusted Life Years 

(DALYs) as the main argument for putting mental health on the forefront of the policy 

agenda, often even higher than any other disease. However, some argue that DALYs are 

calculated purely based on cost of treatment and duration multiplied by an arbitrarily 

made factor and therefore do not capture costs to society, families and the individual, 

including cost of home care, lost opportunities, etc.3 Additionally, in analyzing the 

burden of mental health, it is essential to make a distinction between those who are 

clinically ill, which represents a small percentage of affected individuals, and those who 

suffer from more general mental stress. Traditional epidemiological classifications do not 

adequately capture some mild mental health disorders suggesting that disabilities due to 
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mental health issues, especially in conflict and post-conflict countries, may be 

significantly underestimated.  

 

This suggests that 1) most studies using DALYs are using the medical model and 

therefore capture only a small portion of mental health issues; and 2) BOD for mental 

health if a psychosocial burden is also calculated even higher presenting huge 

impediments to reconstruction and development.  

 

GNH (Gross National Happiness) Instead of GNP: An Attempt to Measure National 

Happiness by Subjective Utilitarianism 

Gross National Happiness (GNH)3

 

 is an attempt to define quality of life in more holistic 

and psychological terms than Gross National Product. While conventional development 

models stress economic growth as the ultimate objective, the concept of GNH claims to 

be based on the premise that true development of human society takes place when 

material and spiritual development occur side by side to complement and reinforce each 

other. The four pillars of GNH are the promotion of equitable and sustainable socio-

economic development, preservation and promotion of cultural values, conservation of 

the natural environment, and establishment of good governance. Like many worthy moral 

goals, GNH is easier to state than to define and measure in practical terms.  

Conclusion 

Despite difficulties in measuring mental health and its consequences, the economic and 

social costs of mental disorders are huge. While there is limited data on the economic 

impact of reduced productivity as a result of mental illness, available data from the U.S., 

for example, reveals that mental illness causes more disability cases than any other form 

of illness in adults in the U.S., and accounts for over $100 billion in lost productivity 

each year. By not focusing on mental health outcomes, international development 

agencies are forfeiting an important opportunity to influence an area – which unabated – 

can negatively influence the course of development.  

                                                
3 The term was coined by Bhutan’s King Jigme Singye Wangchuck in 1972. It signaled his commitment to 
building an economy that would serve Bhutan’s unique culture based on Buddhist spiritual values. 



134 
 

 

II. Policy Paper on Mental Health 

 

Much as been written about mental health and the health sector. There are a number of 

policy papers produced by WHO about different aspects of mental health including the 

World Health Report 2001, which is dedicated to mental health. Unfortunately, the 

usefulness of those papers for influencing and guiding Bank policy towards mental health 

is somewhat limited. 

 

Beyond the definitional problem, the arguments about effective interventions in 

psychosocial health, mainly introduced through humanitarian assistance in disasters in 

the form of psychological debriefing, raise concerns about the usefulness of those 

interventions resulting in even further and justified reluctance of the Bank to engage in 

those types of activities.  

 

Here are some examples: (1) policy guide on financing and mental health really focuses 

on mental illnesses rather than on comprehensive approach to mental health; (ii) the 

World Health Report has less than half of a page dedicated to conflict and post-conflict 

countries; (iii) focus of studies on cost effectiveness usually are based on medical – 

Clinical interventions for individual patents and use of different drugs with little or no 

attention on interventions which reduce population-wide mental health problems; etc.  

 

Poverty and Mental Health 

Although factors such as conflict, urbanization, poverty and technological changes have 

been associated with the development of mental and behavioral disorders, there is no 

reason to assume that the mental health consequences of social change are the same for 

all segments of a given society.  

 

Poverty and disability are inextricably linked and form a vicious cycle. Depressed 

individuals have reduced levels of individual functioning that impact their ability to 

actively participate in community life, to parents, and to be economically productive. 
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Individuals who experience poverty and related deprivation and marginalization, are also 

more likely to experience mental health problems. Poverty, instability and conflicts also 

take a toll on the mental health of the population, and are manifest in the heightened 

incidence of depression and psychosocial disorders.  

 

Some families and communities remain poor from generation to generation, despite 

numerous and diverse public interventions. The reasons often have little to do with their 

endowment of social and economic capital and much to do with alcoholism, drug abuse, 

depression, and war-related trauma, which impact the capacity of individuals to use the 

social and economic capital surrounding them. All these conditions strongly influence 

parents’ decisions and ability to invest in their children’s education and health. An 

unrealistically negative expectation of the future is a symptom of depression, and 

dependency (and especially welfare-dependency) may be as well. This discourages 

investment in either physical or human capital. Ultimately, children are left with 

diminished productivity in the economy. 

 

Mental Health and Disabilities 

Mental health, due to its linkage with an effect on the ability of a large proportion of the 

population to participate in economic activities, should be an integral part of Bank’s work 

on disabilities.4 Disability has often been defined as a physical and mental condition that 

limits a person’s activities. The medical model of definition of disabilities, which link 

various medical conditions to a problem residing solely in the affected individual, has 

recently been replaced by the social model of disability, which defines disability as the 

interaction of a person’s functional status with the physical, cultural, and policy 

environments. Interventions are not only at the individual level (e.g., medical 

rehabilitation) but also at the societal level, for example inclusive education systems, 

employment generation, community awareness programs to combat stigma, etc. 

According to the social model, disability is the outcome of the interaction of person and 

their environment and thus is neither person nor environment specific.4  
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In 1990, unipolar depression was estimated to be the leading cause of disability in the 

world. In the same report, 5 mental health disorders were among ten leading causes of 

YLDs. Mental health disorders account for more than a fourth of all disabilities 

worldwide. Therefore, the Bank could further explore opportunities to address mental 

health of population – the leading cause of disabilities in the world. As an example, in the 

partnership with WHO, the Bank has been preparing the World Disabilities Report to be 

released in 2008. The report focuses on improving the lives of people living with mainly 

physical disabilities, with little attention paid to primary prevention, mental health and 

economic and social consequences of disabilities including the link between disabilities 

and the labor market, effects of introduction of disability benefits on prevention, 

industrialization and transfer of inappropriate technologies, traffic accidents, conflicts, 

etc.  

 

Although the Bank’s work on disabilities clearly recognizes the importance of mental 

health to prevention and rehabilitation, the combination of factors, including health 

strategies that focus on health systems, poor definition and hard to measure mental health 

status and outcomes together with internal institutional pressures to produce measurable 

outcomes, discourages the Bank from fully engaging in dialogue and strategies that 

address mental health through a disabilities theme.5  

 

Mental Health and Early Childhood Development and Education 

Maternal mental health conditions have a negative impact on childhood development. 

Maternal stress and adverse mental health outcomes can lead to negative health 

outcomes. For example, women with prenatal depression, anxiety or stress are more 

likely to deliver premature and low birth-weight babies (as highlighted The Washington 

Post). Further, their mental health can have a serious impact on childhood development, 

particularly as the child grows older. For example, depressed mothers were less likely 

than non-depressed mothers to send their children to school.1 Poor mental health 

diminishes people’s participation in work and investment in their children’s education 

through dysfunction resulting from psychiatric trauma and depression. Economic theory 

holds that investment in human capital, such as an individual’s education, will depend in 
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part on expectations about the return on the investment. Combining psychological and 

economic theories suggests that poor mental health is one of the causes of low enrollment 

of children in primary education.1 Conversely, many authors argue that regular 

attendance in school and commitments to education have enormous importance for the 

mental health of children and youth. This link between education and mental health 

clearly indicates a problematic cycle, which should be addressed – i.e. poor mental health 

adversely impacts school attendance, while school absentee rates clearly impact mental 

health.  

 

Mental Health and Health Systems 

While recognizing that some overlaps exist, any intervention to address population-based 

mental illnesses and psycho-social disorders is context based and could substantially 

differ. Mental illnesses will need to be addressed through the health care system, while 

prevention and treatment of population based psycho-social disorders will require 

measures that are mainly outside of clinical practice. Secondly, the mental health field is 

not perceived as amenable to defined, easily understood quick fix solutions such as 

costed package of interventions.6 Indeed, mental illnesses usually have multi-axial 

causation and consequences, and so effective interventions are usually multi-axial and 

multi-sectoral. This complexity may deter health sector reformers, who are accustomed to 

working with what they see as more straightforward medical solutions for common 

medical conditions such as appendicitis, coronary bypass or malaria.  

 

Still, it is very important to emphasize the role of mental health and health care delivery 

services for mentally ill individuals within the health care system. Poor mental health has 

a significant impact on chronic illness, including cardiovascular disease, diabetes and 

stroke, and even the likelihood of premature death among the elderly. Poorly functioning 

health systems without consideration, recognition and treatment of mental health needs, 

will not address the underlying cause of physical complaints. Early diagnosis and 

recognition of mental health problems and systemization of psychosocial diseases can 

effectively be done through addressing health delivery systems, and improving both 

financial and physical access to health services.  
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III. Financing for Mental Health in Post-Conflict Countries 

 

It would be easier to write about financing of mental health care or mental health services 

than to write about financing for mental health, which is a much broader term. As the 

objectives of financing of early interventions for mental health in post-conflict situations 

are to reduce stress and to prevent the development of serious chronic psychological 

trauma of the populations and its consequences in terms of loss of productivity, we do not 

see mental health only as a medical problem, particularly given the overwhelming 

evidence that most of the factors that contribute to healing processes in post-conflict 

situations are outside classical medical interventions, Instead, we are pointing to 

population-wide mental health problems, which are triggered by external and 

environmental factors, such as conflicts, natural disasters, rapid economic transition with 

disruption of social safety nets and social cohesion, and poverty. The majority of mental 

health problems triggered by those factors can be resolved without medical treatment, if 

we focus on sound economic and social change policies and efforts that reduce negative 

influences and conditions.  

 

Resource Allocation for Mental Health 

The absence of a clear and widely accepted policy on interventions in mental health for 

post-conflict and disaster situations makes it difficult to provide good reference on what 

sources of funds to use in order to address mental health problems.  

 

Policy papers on mental health programs in post-conflict societies are usually based on a 

medical model or service provision model where patients are there to seek treatment and 

providers are giving either drugs or psychological debriefing or other services. Therefore, 

the most up-to-date literature dealing with mental health financing in post-conflict 

situations is limited to discussions about funding for the most commonly used medical 

services and interventions. We believe to date, discussion about resource allocation for 

mental health has not sufficiently taken into account the social factors that promote or 

hinder recovery from trauma where rebuilding of social capital can provide preconditions 
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for recovery and economic development but have mainly focused on service provision 

either as vertical programs or as part of health services.  

 

Still, while recognizing that in post-conflict situations, mental health services will have 

difficulties competing with other pressing needs within a health budget, it is very 

important to emphasize the role of mental health and health care delivery services for 

mentally ill individuals within health care systems.  

 

Funding for Non-Medical Interventions for Mental Health 

Mental health disorders increase in transitional countries, which are undergoing rapid 

economical transitions and in post-conflict societies. They are widespread and represent a 

major obstacle to economic development through loss of productivity, loss of learning 

capacity, socially negative behaviors, and raising costs of treatment and care. Mental 

health is becoming a core public health area in complex emergencies. In the case of post-

conflict and natural disasters, victims often lose their homes, money and social network. 

The inability of countries in post-conflict situations to organize a speedy recovery and to 

resolve these underlining causes of stress further contributes to the prolongation for the 

conditions that lead to the development of psychological trauma.  

 

An individual’s recovery from trauma is facilitated by the availability of positive social 

supports. At an early stage of post-conflict, much attention has to be paid to creating the 

preconditions for healing to minimize the effects of prolonged stress. This includes 

activities that address personal security issues, housing, job creation, restoring 

administrative functions, the establishment of a functioning education and health system, 

and in general, the creation of a sense of normality and hope in post-conflict countries. 

Resolution of the most pressing needs to resolve legitimate concerns of the trauma 

survivors about physical well-being, safety, shelter or financial problems, is a necessary 

precondition to an individual’s capacity to overcome psychological variables following 

trauma.  
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Restoring social capital including reducing hatred and revenge is central to post-conflict 

reconciliation. A World Bank report5 on post-conflict situation from 1998 states that: 

“The easy part of any Bank operation is reconstructing the bricks and mortar; the hard but 

more essential part is restoring the institutional societal bases of post-conflict society.” 

To date, early interventions have not sufficiently taken into account the social factors in 

the recovery environment that promote or hinder recovery from trauma where rebuilding 

of social capital can provide a framework for recovery and economic development. In 

any case, the review of early intervention strategies recognize that, whereas all distressed 

people may require, and in theory, benefit from assistance following trauma, only a small 

proportion will eventually require therapy for a pathological response.  

 

Investments for those interventions are closely related to funding needed for the overall 

development and recovery, but are unfortunately not always available in post-conflict 

countries. Some post-conflict countries get donor funding that enables speedy recovery 

and economic growth, while many stay in a situation that does not provide much of a 

healing environment. In several countries, failure to implement some of the measures 

emphasized above – particularly those related to personal safety and security – resulted in 

further social disruptions and trauma. Clearly, investments in such interventions that help 

the healing and reconciliation processes need to be explored for further application in any 

post-conflict situation.  

 

Although these arguments shift much of the attention to mental health outside the health 

sector, there is a role for medical interventions in post-conflict situations. Unfortunately, 

disagreements over what these interventions are, present an obstacle in determining the 

most efficient ways to finance and allocate very scarce resources in post-conflict 

situations.  

 

Funding for Mental Health Care Services 

While recognizing that some overlaps exist, interventions to address mental health from 

population-based interventions, differ from addressing individual psychiatric disorders. 

Mental illnesses will need to be addressed through the health care system, while 
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prevention and treatment using population-based interventions will require measures that 

are mainly outside of clinical practice. In many countries in the world, mental health care 

services are poorly resourced. Inadequate funding for mental health care services is 

largely due to the historical legacy where mental health care is not considered to be a 

high resource priority in health system funding. Among many other factors that 

contribute to low funding are: poor economic conditions in the countries concerned; 

inadequate recognition of mental health problems (or to their families) to pay for 

treatment; and failure by policy-makers to understand what can be done to prevent or 

treat mental disorders, resulting in a belief that funding for other services is more 

beneficial to society.2 Furthermore, the mental health field is not perceived as amenable 

to defined, easily understand quick fix solution, such as a package of interventions.3 

Indeed, mental illnesses usually have multi-axial causation and consequences, and so 

effective interventions are usually multi-axial and multi-sectoral. This complexity may 

further deter health sector reformers accustomed to working with more straightforward 

medical solutions for common medical conditions, such as appendicitis, coronary bypass 

or malaria.  

 

Opportunities for improving the ability of the health system to respond to mental health 

problems of the population are numerous. They range from funding for medical 

education and retraining of primary care providers, development of a family medicine 

model, public health education on mental health issues, support for peer groups, to 

screening of susceptible individuals and many more. Those activities might have the 

highest rate of return and could be an integrated part of the overall efforts to reform the 

health care system. However, “verticalization” and “medicalization” of mental health 

care present presents a constant threat for effective implementation of mental health 

programs and the development of a sound and financially sustainable mental health 

policy.  

 

Mental health services in developing countries traditionally rely on specialized mental 

health institutions. In developed countries, the process of de-institutionalization during 

the last three decades has led to reductions in the populations of mental hospitals and the 
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closure of the many of these institutions. However, this has not always been accompanied 

by sufficient provision of community-based services, which are frequently inadequate 

and unevenly distributed.7 Benefits of investment in deinstitutionalization and in 

inclusive health care for the mentally ill are well documented and present the core of 

mental health policy for developing countries. Financial benefits of such policies are 

direct first for funding institutions. With some investments in creating inclusive 

environments at home settings, financial benefits for families with mentally disabled are 

also becoming apparent all resulting in overall benefits to the society.  

 

Revenue Collection for Mental Health 

Source of funding determines how much money is available and who bears the financial 

burden, controls the funds, and who has access to health care and is protected against 

medical expenses. Main modalities of financing are general revenues, social and private 

insurance, direct out-of-pocket payments by patients, and community financing. Still, all 

money raised through any financing modality comes, directly or indirectly, from citizens 

and the real financial question is what amount of funds can be mobilized, who ultimately 

bears the burden, and who receives the benefits. Therefore, in selecting both sources of 

funding as well as what interventions to finance, it is essential to be selective and to take 

into consideration the country’s overall implementation capacity. A nation’s ability to use 

any modality for financing mental health care effectively depends on its infrastructure 

and competency in public and private management. Institutional capacity to collect taxes 

and to efficiently allocate resources in post-conflict situations is usually diminished given 

the increased needs and scarcity of both human and financial resources.  

 

Decentralization of both revenue collection and allocation is one of the trends in 

reforming the public sector in today’s post-conflict countries. Although decentralization 

might have many advantages in terms of efficiency of collection and management of 

public resources, it also might create many difficulties if implemented prematurely 

without developing adequate skills, and without carefully planned devolution of authority 

and responsibilities. On the other hand, the hierarchical systems of central planning could 
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limit the ability of providers to react to both service provision as well as environmental 

challenges.1  

 

In light of rather implicit recognition of the importance of mental health during the last 

decade, there was also an increase in donor funding for mental health activities in post-

conflict countries. Usually, funding for these activities was through non-governmental 

organizations (NGOs) targeting specific groups or specific interventions. However, there 

are disagreements with regard to the effectiveness and overall outcome of these programs 

and interventions. Absence of sound policies on mental health, coupled with weak 

government institutions, often results in these programs being implemented without 

strategic and overall guidance. Furthermore, implementation of these programs managed 

outside the public sector, draws human resources away from the typically lower paid 

public sector, and further weakens public institutions.  

 

Years after the conflict ends, funding usually moves away from external donors and 

becomes increasingly dependent on local sources, either government-based through state 

budgets or health insurance sources, or from the private sector, through growing numbers 

of local foundations and charities.  

 

Public financing is the most common way of funding mental health care services as well 

as population based mental health activities. According to the traditional position of most 

researchers, and strictly in economic terms, mental health is not a public good. In post-

conflict situations, however, where the majority of the population is affected by 

psychological trauma resulting in significant increases in domestic violence, crime rates, 

substance abuse and major work disability, we argue that mental health does in fact have 

significant externalities and therefore is a quasi-public good eligible for public financing. 

Individuals with depression often are not willing to pay for their treatment, and often do 

not seek treatment even if it is free of charge. This means that introducing a market-based 

model for mental health would in fact not be an effective way to address the needs of the 

population. Co-payments often introduced in post-conflict countries in the attempt to 
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either reduce overuse of services or to increase revenues could further discourage patients 

to seek help in the primary care.  

 

Countries that have relatively stable political conditions with good governance differ 

from those that have experienced years of instability on how the problems in the health 

sector and mental health are defined; and the kinds of solutions that are most likely to 

work.8 Post-conflict nations, on average, have their economies unstable and crippled 

compared to pre-war levels with a much higher percentage of their economic activities 

falling into the category of the shadow economy, making it very difficult to collect taxes 

or social insurance contributions. This makes health resources very scarce, raising 

concerns over equity in access, particularly with an expanding unregulated private sector 

and increasing corruption. Therefore there are arguments that financing for mental health 

should come from general government revenues, as they are more an equitable source of 

financing, rather than from social insurance schemes, where there is a threat that the 

uninsured might be left out.  

 

Usually, tax funds in low-income countries finance 40-60% of the total health 

expenditures, while 10-15% is financed by some form of social insurance, usually 

covering civil servants, while 40-50% is covered from the patients’ direct out-of-pocket 

payments. Private insurance is negligible or nonexistent, because not many households 

can afford to buy private insurance, and the necessary administrative safeguards are not 

in place to prevent fraudulent insurance claims. As a country industrializes and its per 

capita income grows, social insurance usually expands, because the number of workers in 

the formal sector grows. Private insurance begins to emerge, but plays a very small role, 

as the major portion of the total national health expenditures is still financed by tax funds 

of patients’ direct payments. Even in the United States people with mental disorders rely 

on public sources of financing to a greater extent than people with other diseases. In 

2001, over 63 % of total spending for mental health came from public sources, while only 

45 % of all health care spending was from public sources. Revenues for mental health in 

developing countries calculated as portion of total health expenditures are much less than 

in developed countries. While it is estimated that low- and mid-income countries spend 
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less than 1% of total health expenditures on mental health care, expenditures for mental 

health care in the United States were about 6.2 % of all health care spending in 2001. 

Spending on mental health treatment in the United State has increased over the past 

decade, reflecting increases in the number of individuals receiving mental health 

treatment, particularly prescription drugs and outpatient treatment and expenditures grew 

from $33 billion in 1986 to $100 billion in 2003. This means that mental health policies, 

legislation, community care facilities, and treatments for the mentally in low- and mid-

income countries are dismally short of resources. This furthers results with more than 

40% of countries that do not have a mental health policy, 30% of countries do not have a 

mental health program and 70% of the world’s population has access to less than one 

psychiatrist per 100,000 people.  

 

Conclusion 

Addressing economic and social causalities of mental is a part of the global development 

agenda. Mental health promotion and prevention for entire populations and targeted 

subgroups, mental wellbeing, and resilience have immense importance for economic and 

social development. Given the evidence of low funding for mental health care and low 

demand for mental health services despite overwhelming evidence of an epidemic of 

mental health issues in populations affected by conflict or natural disasters, traumatized 

populations can benefit much from overall development rather than a sole reliance on 

medical services.  

 

The Global Mental Health Action Plan acknowledges the complexity of mental health by 

its emphasis on 8 dimensions of post-conflict recovery that does not privilege mental 

health treatment and services over development and human rights. Nevertheless, there is 

still a fantasy that a cheap and easy-to-deliver silver “bullet” can inoculate human 

benefits against the psychosocial impact of violence is just around the corner. This 

fantasy prevents policy makers from taking seriously the importance of a targeted, multi-

dimensional approach to mental health until the miracle cure arrives. Otherwise, they say 

it is better to do nothing at all.  
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There is a definable need to implement practical, culturally appropriate and sustainable 

mental health programs in post-conflict societies.  However, several serious challenges to 

the creation of a sustained effort exist in meeting this need, including financing.  This 

chapter provides an overview of the historical basis for mental health needs in post-conflict 

societies, theories of financing, examples of successful programs, and the methods by 

which governments and non-governmental organizations (NGOs) obtain funding from 

various international donors and institutions.   

 

Introduction 

A society’s highest priorities in the aftermath of war, conflict, trauma, or disaster are 

securing safety, shelter and sustenance for its members.  Once these needs are triaged other 

necessities and concerns emerge, among them the need for mental health services to cope 

with the fallout– both witnessed and experienced.1  Individuals, families, and entire 

communities may suffer from a range of human rights violations and traumas that cause 

both acute and chronic mental health needs. Episodic incidents of subjugation to terror, 

physical pain, and mental anguish can exacerbate preexisting mental health disorders. This 

subsequently causes a higher rate of utilization of various social services creating even 

greater stressors on the infrastructure of an already compromised society.  It is essential that 

adequate services be provided, but this can prove difficult for countries lacking primary 

healthcare structures, a foundation in community health practices or the ability to provide 

rudimentary mental health training to allied health professionals or even lay people. 

 

Evidence suggests that mental health is a fundamental key to a society rebuilding and 

sustaining itself post-conflict. However, acknowledgement of the importance of mental 
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health assistance is relatively new. Limited services have been provided worldwide to 

societies in crises and few countries have established provisions for these services.2    

 

Sustaining or more often creating mental health services within a fragile infrastructure 

requires prioritizing those services among other urgent health needs. Once this is 

accomplished, services are established and sustained through a combination of civil 

infrastructure, government policy, and outside influence and support, including the use of 

non-governmental organizations (NGOs). 

 

It is important to remember that a country’s pre-existing infrastructure dictates its response 

to trauma. Whatever impediments to services existed prior to a conflict will not suddenly 

disappear post-conflict.    This is as applicable to a medical system as it is to a 

governmental structure or any other aspect of civil society.  If the culture lacks a health 

infrastructure pre-crisis, providing services will become even more challenging. It is 

equally true of access to mental health resources and the fiscal capacity to create or sustain 

those resources.  

 

The stigmatization of mental illness, the paucity of mental health policies and management 

and an equal lack of infrastructure to provide and support mental health care pose 

additional barriers to providing services in many conflict ridden countries. Unlike 

“traditional” medical conditions, complex psychosocial disorders may not be as clearly 

defined- either in diagnosis or treatment.  For some victims, the costs - both financial and 

emotional - associated with diagnosis and treatment may exceed their perceived benefit. 

But, for countries as a whole, the indirect expenses associated with mental disorders, such 

as job absenteeism and decreased productivity, far surpass the direct treatment costs.  

Greenberg et. al reported that the workplace cost of depression  in the United States in 2000 

was 51.5 billion dollars.   The World Health Organization further suggest that depression is 

the fourth leading contributor to disease worldwide, and that the problem is compounded 

by the lack of mental health policies in nearly half the world’s countries.3, 4  Clearly, 

policies, funding strategies and finances are needed to initiate a response.  During and after 

major conflicts, national goals include implementing, improving and sustaining the equity, 
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efficiency and quality of mental health services.   Clinically, this requires the 

implementation of large scale early recognition, assessment and treatment programs to 

address post conflict needs.  Operationally, this requires capacity building of mental health 

services via planning, improving infrastructure, creating a monitoring system for coverage, 

and generating revenue for sustainability. 

 

In the context of health reconstruction from a government perspective, the ultimate 

objective is reaching a “tipping point” – “the point at which the local government begins to 

assume substantial responsibility for managing the health sector.  This point will be 

different in every post-conflict society and will be measured by the ability of the 

government’s capacity to implement health programs and to administratively operate 

them.”5   

 

Often governments are assisted in this process by outside agencies – mainly, but not 

exclusively nongovernmental organizations (NGOs).  The combination of government 

funding and NGO support helps communities address their own needs and creates a buy-in 

for services.   To finance these services, it is essential to understand the needs of the 

affected population, the available resources, the levels of trauma, and financial capacity of 

the society. 

 

I. Planning for Sustainability 

In an ideal situation, pre-planning for post-conflict mental health services is part of an 

overall medical model.  Pre-planning creates an opportunity for services that can be 

sustained post conflict.  These plans would provide a collaborative multi-dimensional 

approach to implement a set of procedures and identified personal that are essential for 

disseminating services and resources within fragile infrastructures and traumatized 

societies. For countries with strong, resilient, well financed national health systems and 

particularly strong mental health capacities, the demand for additional services may be a 

matter of capacity surge.  The challenge may be one of incorporating and accommodating a 

large affected population into a well organized system over a discrete period of time.  For 

nations whose mental health systems may have been weakened through a severe disruption 
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or total collapse of its health institutions, or for those whose capacities may never have 

existed, the rebuilding or creation of major components of the health system or creating a 

streamlined process to deliver and finance services is more likely.   

 

Whether or not the government has been weakened, the conflict may have diminished trust 

in the national government to properly administer a systematic mental health program 

either clinically, financially or equitably to all citizens.   In addition, the government may 

experience a severely decreased capacity to deliver services.    

 

1. Identify the Need within the Population and Area 

Treatment outcomes for mental health disorders are difficult to measure in the same way 

that other disease processes or physical traumas can be quantified.  They do not follow a 

linear progression leading from trauma to healing even if intervention is implemented 

immediately after the insult. The mental heath sequelae of trauma may manifest themselves 

at different times - some early and possibly self limiting; others may last a lifetime. 

Because of the many variables involved in providing for mental health care, as well as the 

possibility of prolonged need for treatment, there is a discussion within the mental health 

community on how best to serve this distinct traumatized population in post-conflict 

settings. For instance, De Jong explores the notion that NGOs have an ethical responsibility 

to acquire a long-term commitment from the local population before establishing mental 

health programs within the community.6 In order to effectively serve the population, it 

takes 5-7 years to train a TOT (training of trainers) group effectively. If that commitment is 

not in place, NGOs  should seriously consider the benefit of starting such a program.6 

Others considerations are that mental health programs can be effective at any point in the 

crisis as long as they provide the potential for sustainability. The training and treatments 

must be based on research and evaluative models that are culturally specific and will offer a 

benefit to the population.7 The problem with this is that the initial short term services have 

a very limited measurability quotient. It is difficult to tell how much impact short term 

services provide, which in turn, makes it more difficult to produce data that will sway 

donor agencies and countries to fund both short and long term programs. 
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For governments, a first step is to establish a minimum set of services for all citizens in the 

public system.  This service package will need to address the availability of essential 

medications, outreach, monitoring and evaluation of care.  In addition, personnel, 

transportation, administration costs, workforce training and supervision must be seen as 

necessary components of quality care.   The distinction between essential and specialty 

services may be helpful in deciding how funds will be allocated for care for those people 

who are severely traumatized or those who had pre-existing mental health conditions.  

 

For those who require intensive specialized care, service coordination agencies undertake 

holistic assessments of needs, and work with individuals to develop the services necessary 

to meet those needs.  A clear description of the funding and services to be provided will 

help standardize the expectations of mental health care providers, payment and 

reimbursement organizations, as well as those who received services.  This requires 

estimating and meeting the needs of a traumatized population with a range of disorders 

during each phase of recovery.    Estimates should be made of the percent of the total 

population that need mental health services not just those who have trauma resulting from 

the conflict.  For example:   In the case of Kosovo, one percent of the total population had a 

psychiatric disorder, and 4 percent had psychopathological reactions because of severe 

emotional trauma. In addition, psychiatric patients had been discharged from facilities in 

neighboring regions and released into Kosovo, despite the community’s limited capacity to 

meet their health care needs. 

 

2. Determine Community Structures  

In complex mental health emergencies, vulnerable people rely upon governments to have 

the capacity to provide essential and specialized services,  have an adequate number of 

providers,  allocate and disburse treatment resources,  keep expanded resources in place, 

and  adequately finance essential and specialized services,  all while reducing financial and 

physical barriers to these services. This includes services for those in urban and rural areas, 

and refugee camps and internally displaced peoples (IDPs) resettlement areas.  Processes 

need to be in places that allow vulnerable and affected populations access to treatment 

without undue difficulties related to cost, security, and human rights. 
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Frequently wars and conflicts break down all public health and welfare functions, 

impacting the effectiveness of both aid and domestic spending.   National governments 

may exercise little control over the emerging and declining of local governments.  Local 

level authority in cities, towns, and villages may adopt their own local public health 

initiatives, which can work in favor of the populations.  Supporting local authorities and 

transferring important health responsibilities to them can create services that would 

otherwise be impossible to provide.5 In some instances, there may be no central 

government to coordinate health delivery, at other times rival government factions may not 

even support mental health efforts (e.g., Somalia). Parallel healthcare systems can become 

a political issue as factions that oppose a central government set up services for the 

population in defiance or merely without the support of the government in power (e.g. Iraq 

and Lebanon). These actions can be perceived as ways to sway the population towards an 

opposing faction as much as to provide adequate care. 

 

As each post-conflict society struggles to identify the psychosocial issues faced by its 

populace, international donors, UN agencies and NGOs work with national and local 

governments to provide needed services that help a society regain some stability in the 

aftermath of economic and societal collapse. 

 

The development of publicly funded, community programs represents a major innovation 

in delivery in post-conflict societies.   Community based or integrated primary mental 

health services may be a new model for a country, and attracting new personnel as well as 

traumatized persons to the services may require outreach. Face to face networking with 

employers, entrepreneurs, educational institutions, local governmental representatives, 

business, industry, professional, NGO and volunteer organizations is essential to helping a 

community develop internal services.   However, once that community buy-in occurs, the 

services are more sustainable and more likely to adequately serve the needs of the local 

population. NGOs are well suited to create community buy in by virtue of their presence 

before conflicts, and their ability to liaise with incoming organizations post-conflict. 
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NGOs, both international (INGOs) and local, serve in a unique position on the ground as 

repositories of resources, and are particularly important to countries left without a 

functioning health system or cadres of medical professionals and skilled practitioners. 

Donor governments remain inordinately connected to NGOs, sometimes referred to as 

Private Voluntary Organizations (PVOs), especially at the beginning of complex 

emergencies due to their unique presence before, during, and after the humanitarian crisis.  

NGOs are respected for their ability to be flexible, impartial, and independent from 

governments both foreign and domestic. By virtue of their presence prior to the emergency, 

NGOs can help countries access and develop resources and systems as the crisis matures to 

meet a variety of fluid and long-term needs.  

 

An established NGO network can mobilize resources to both provide non-indigenous staff 

and train local staff to assist the needs of their own community. The use of an NGO 

network and its funding partners in the field can also help increase the geographical 

distribution of health resources to rural areas that usually lack the reach and capacity of the 

limited structure of service available. Whatever financial, social and physical resources 

remain intact in the country will help serve as the foundation for creating a sustainable 

program.1  

 

Government owned health care facilities may have less difficulty in sustaining mental 

health care. They benefit from occupying a place in the community landscape, and even 

post-conflict, local staff may be more likely to return and serve the populations just as 

members of the community will be like to return for services to someplace that offers a 

passing familiarity. To be effective, care must be available, accessible and acceptable to the 

population.  In developing countries, it is unlikely that mental health care will exist outside 

the primary health care system.  While primary health care positions in government 

sponsored facilities may be staffed by trained community health workers, indigenous 

populations may still access care from family members or traditional healers to answer 

their psychological distress. It is important to figure out a way to combine the cultural 

responses of the population with the types of services that an NGO or a government agency 

can provide. 
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3. Work with the Community to Meet the Needs of the Population 

After policy makers decide on which essential mental health services will be delivered, by 

whom, via what service models and their locations, they must make every effort to retrain 

mental health personnel. Assuring the availability and effective use of clinical care 

specialists will require collaboration among a variety government officials, other health 

profession staff, and organizations. 

 

Governing bodies and interested organizations may discover that the need far exceeds the 

country’s capacity to provide services to traumatized people with "invisible wounds"  in an 

environment that is now safe.8  At that point they may be more open to partnering or 

receiving assistance from others.  Either way, the governing body will be the one to adopt a 

model of care and seek additional assistance from partners or donors.  The community may 

be aware that people experiencing trauma are likely to present in the primary health care 

setting but may present in a variety of other settings as well.   Mental health funds may not 

be targeted to primary care organizations. 

 

 National funding may devolve to local Health Boards with responsibility for maintaining 

and improving the health of the population in their districts.   The mental health system and 

essential services could be administered by health organizations that contract with the 

providers of services.  Through the development of a substantial provider network, the 

delivery of care can be streamlined. Government’s ability to provide resources such as 

facilities and personnel ensure efficiency. 

 

Kosovo did not have an inpatient psychiatric facility. Initial relief efforts focused on stress 

counseling and post-traumatic stress disorder; NGOs and donors paid less attention to 

providing services to individuals with severe psychiatric illnesses. 

 

 Furthermore, there were few local mental health specialists and no community-based 

mental health care strategies. The priority was to coordinate the numerous relief agencies 
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providing services and to build capacity within the primary care and family medicine teams 

to diagnose and treat mental health problems. 

 

Ultimately, international and NGO efforts at creating a mental health care culture and 

access to services failed to make the intended impact in Bosnia Herzegovina and Kosovo.  

While there was adequate funding for the services, post-conflict, there was too much 

dependence on foreign aid and not enough local community buy-in and follow through.  

The programs did not take into account cultural agencies and infrastructures and instead, a 

western model was forced upon the communities contrary to what worked for them.   

Foreign influence initially helped create mental health services, but there was difficulty 

sustaining access and awareness of these services.  Too rapid decentralization and equally 

rapid attempt to impose and private insurance model alienated the population, and as a 

result, the services became far less available and effective than could otherwise have been 

the case. These areas are now being used as an example of the importance of local buy in 

and local efforts at sustainability post-conflict.9 

 

4. The Ministry of Health/Local Government and Invited NGOs   

As many of the countries facing such issues may not have had an adequate mental health 

system in place prior to the conflict, intervention for the consequences post-conflict cannot 

be undertaken successfully using approaches that have traditionally been practiced in high 

income western civilizations. In 2006, a study in the European Journal of Public Health 

showed that people in Bosnia Herzegovina and Kosovo who had received mental health 

services from Western agencies felt that these services had been forced upon them, and did 

not, in fact, aid them in their recovery.9  Inherent cultural differences between the treating 

professionals and the victims, relative lack of availability of mental health practitioners and 

inappropriate treatment models suggest that a community based public health model, one 

that draws significantly upon the human and capital resources in the affected community, 

can provide a more specialized structure  to achieve sustainable success.  

 

Building cultural, financial and clinical trust in a disrupted society highlights the need to 

create confidential, safe and long-term environments.  For mental health specialists, trust 
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may be built during recruiting and paying and reimbursing them for services provided.  The 

government must have a basic ability to generate trust in the operations and the 

administration of programs, or the services and aid provided will not achieve short- or 

long-term goals. Administrative and incentive funding will need to be available to 

communities, local networks and authorities.   

 

Ultimately, collaboration is essential. Governments, NGOs and local communities must 

work together, with much of the onus weighing on the community to provide the 

appropriate services for its population. Communities will have to view the provision of 

health care services as their responsibility. Otherwise, sustainability is threatened by a 

continual reliance on the central government or international relief agencies.  The ultimate 

buy-in must come from the community, underlining a commitment to making these 

services integral to the society’s health care. This buy-in can create a cultural context in 

which mental health issues are defined and valued. 

 

Financial accountability is needed in the Ministries of Health and of Finance and within the 

mechanisms for management during each phase of recovery. Budgets for multiple years 

with estimates and anticipated costs based on programmatic priorities and activities will 

serve as the basis for creating sustainable financial management and oversight of a complex 

system of care. Maximizing existing resources while avoiding duplication of efforts  

requires high level oversight in all key areas of country office performance, including 

program direction, strategy development, program quality and impact, human resources 

management, financial stewardship, resource acquisition, and administrative operations. 

 

 

Case Study: Iraq – Healing Minds Report 

The tumultuous changes Iraq has experienced following a recent history of UN lead 

sanctions, war, invasion, major regime change, and a violent insurgency have generated a 

significant need for mental health care for its citizens, as well as an overhaul of the types of 

psychosocial and mental health services that had been available in the years leading up to 

the U.S. invasion and occupation.10, 11 
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Iraq is considered a lower middle-income group country (World Bank 2004 criteria) with 

an educated populace. Iraq did have a history of mental health services in place, but in the 

mid 1980s many of the mental health professionals left the field and the country due to a 

lack of support and resources. In addition, recent insurgent fighting and limited fiscal 

recourses have left the medical system devoid of capital expenditures and well-staffed 

professionals. The framework has provided a starting place, however, that many other post-

conflict societies lack. There is also a public health and medical model that has been 

followed in the past that helped build a framework for mental health programs. 

 

Assessments conducted by the World Health Organization and the Iraqi Ministry of Health 

helped to determine a set of goals to be accomplished to meet the mental health needs of 

the country.   

 

The Mental Health needs of the country were broken down into three groups: 1) psychiatric 

illnesses (either pre-existing or caused by the conflict, such as schizophrenia, psychosis, 

substance abuse, depression, PTSD, etc; 2) behavioral changes and common mental 

disorders presenting with somatic complaints; 3) and mental health reactions, particularly 

in children and youth, that result from living with the stress related to insecurity of a 

conflict situation.    

 

After determining the needs, a framework for intervention was created by the 

stakeholders with the following recommendations: 

(1) A needs assessment should be carried out immediately. 

(2) Existing facilities and services should be reconstructed. 

(3) Professional education should be provided. 

(4) Mental health care should be integrated into the primary health care system. 

(5) Existing mental health legislation should be reviewed to help guide and provide 

sustained public funding for programs and research. 

(6) Public awareness program should be conducted to erase the stigma of mental 

health needs. 
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An Initiative sponsored by the WHO and supported by the UN Development Group created 

the Iraq Trust Fund, which was then funded by the Japanese government.  In addition, the 

Iraqi Mental Health Council was established to oversee these recommendations. 

 

International voluntary organizations or INGOs, provided and supported psychosocial 

projects, largely but not exclusively, for the elderly, children, and mental health patients.  

These programs were funded by the WHO initiative through the creation of the Iraq Trust 

Fund and were largely community based.   The NGO Coordination Committee was 

established immediately after the war in 2003 to help provide information for the NGOs. 

Since prior to the war, most services were state based, this Committee helps the NGOs 

serve the population in a way more specific their needs.  All NGOs in Iraq must be 

registered with the committee in order to receive funding.11  The NGOs, in spite of 

developing long range, sustainable plans, continue to experience problems serving the Iraqi 

population due to a combination of political unrest and breeches in security and human 

rights. 

 

Recognizing that funding programs of merit and need are more difficult for countries 

entering the post conflict phase of reconstruction, donors created International Aid Trust 

Funds, like the Iraq Trust Fund, to secure the legitimate use of funds where a risk of 

corruption or lack of capacity to manage the finances required to implement programs 

exists. This also makes mental health intervention a publicly acknowledged priority. 

Systemic violence, lack of security, and a recent decrease in international donor funding 

have greatly reduced the capacity of all efforts by leading humanitarian agencies on the 

ground in Iraq.11  

  

Stakeholder recognition of the scope of services needed, greater financial commitment 

from donors, and issues of safety and insecurity impact program planning in Iraq. 

Operational links between local and international agencies to formulate strategies should 

continue with plans to resume once funding appeals are answered, programs are expanded 

and the escalation of violence and insecurity decreases.12 
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5. Realistic Expectations and Projections 

The ability to meet the needs of people as well as to finance infrastructure, 

communications, human and social resources, and transportation requires the acquisition 

and allocation of resources often within an environment of instability. Governments  and 

NGOs must consider the funding, distribution and payment components in the financing 

chain.13 With regard to funding, governments and NGOs must ensure that revenues are 

raised and available. Initial funds are likely to come from international donors of existing 

national emergency management departments or organizations.  Governmental  ministries, 

emergency management agencies and NGOs  and  will have to have in place clear authority 

and funds derived from general taxation, indirect taxation, social insurance, or out of 

pocket expenditure.  As for distribution, governments and NGOs must ensure that 

resources are properly allocated and utilized without duplication. Finally, providers and 

vendors of services must receive payment. Governments and NGOs must ensure 

transparent and credible ways for reimbursing providers for delivering services – through 

salary, fee for service, fix rates, diagnostic related groups, or budgets. The governments 

may engage in innovative funding where they will enter into a co-payment relationship 

with donors (see www.gavialliance.org). Generally speaking, NGOs internally fund their 

administrative and operating expenditures while external finding from donors is secured for 

humanitarian project costs. 

 

 

II. Sustaining Services 

 

The complexities surrounding the solicitation for and distribution of funds for creating 

programs and maintaining services in post-conflict regions  are immense, especially since  

funding designated solely for freestanding mental health programs has been historically 

minimal.  In fact “the integration of mental health services in primary care has been widely 

promoted especially in developing countries.”14  
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Among the challenges of financing mental health programs is the ability to prove a 

program’s viability and sustainability to funders. NGOs are accountable to their donors, 

and these funding institutions need to see that programs have the potential to be effective.  

It is difficult to measure goals and outcomes of mental health programs, particularly since 

these programs are still in their infancy.15  With further study, and continued program 

evolution, it will be possible to show the long-term benefits of mental health services. For 

now, the results are somewhat speculative.  Agencies know that a combination of 

immediate services, community buy-in and long-term programs is the key to success.16 

 

Adequate funding will allow NGOs to consider a successful plan of transition from relief 

and recovery to sustainability.17 When implementing programs on the ground, NGOs face 

several challenges in soliciting funds from donors. Whether actual or perceived, the NGOs’ 

lack of transparency, budgetary requirements, capacity, accountability, programming and 

stance of neutrality has long been a source of contention among donors. Changes in donor 

fund availability and funding cycles, new donor interests, donor earmarking of funds, as 

Months              Several 
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well as ongoing host country conflict  and the attendant security concerns  are but a few of 

the variables over which  NGOs may have little control. 

 

Nearly all NGO revenue comes from three broad categories: government funding, 

philanthropy/foundation grants, and self-generated income strategies. The most sustainable 

funding strategy consists of diversifying sources of income, and minimizing dependency on 

any single donor base while obtaining support from all three aforementioned categories. 

This balance is essential to ensure that NGOs can simultaneously meet operating costs and 

administrative expenses, and conduct business in accordance with their mission, free of 

outside variables such as donor preferences and fund availability.  

 

For NGOs in general and especially those involved with health and social services, 

government funding has been a primary source of support, comprising approximately 35% 

of their income.18 This includes direct support from state subsidies and financing, 

government grants, public NGO funds, and direct contracting to perform the work. 

Indirect support comes primarily by way of a favorable taxation structure. Taxpayer 

allocation mechanisms enable NGOs to receive unrestricted funds, and at the same time, 

develop closer ties to the communities, thus increasing the taxpayer’s awareness of the 

NGOs’ impact. 

 

Philanthropy and private giving to NGOs, which accounts for  approximately 12% of NGO 

income generally comes directly in the form of cash or in-kind donations from 

corporations, individuals, grant-making legal entities, and foundations.18 

 

The UN and their agencies have grant programs for which NGOs may apply, which are 

largely sustained by private donors and governments. Increasingly, the UN is also 

obtaining money from the corporate sector, which in turn, may provide benefits to UN 

action.   

 

Individual banks may work with the government in recipient countries to support NGOs 

but they may also work directly with NGOs themselves. The World Bank now recognizes 
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the need for mental health funding.   It manages several types of funding arrangements 

focusing in providing grants to NGOs directly. ( Post Conflict Fund --PCF and Low 

Income Countries Under Stress --LICUS) . It also created a toolkit which provides 

direction for incorporating mental health and psychosocial interventions into lending and 

non-lending World Bank support..1  

 

Also, a number of private foundations and endowments such as The Bill and Melinda 

Gates Foundation make up the largest ten U.S. Foundations awarding grants in 

international health. The list includes the David and Lucille Packard Foundation, the 

William and Flora Hewlett Foundation, the Mellon Foundation, the Ford and Rockefeller 

Foundations, the Merck Company Foundation and Bristol-Myers Squibb Foundation, along 

with the John D. and Catherine T. Mac Arthur Foundation followed by the Starr 

Foundation.  Private funding, once relatively insignificant, now accounts for nearly one-

fourth of all development aid for health.19 And while the Gates Foundation exceeds most 

foundations in payouts to grantees - awarding 65 percent of all private aid - new 

philanthropic actors have thrust windfalls of donations into global heath directives. Private 

philanthropic organizations donate private  monies, though,  which  are not subject  to the 

same  funding guidelines,  thresholds for success and orders of priority to which global 

non-profits must adhere.   

 

Lastly, self-generated resources and fundraising strategies have allowed NGOs to increase 

the size of their donor base for un-earmarked funds.20 With the gradual acceptance of 

electronic marketing campaigns on the Internet, a number of NGOs have chosen to increase 

their visibility online, both through their own sites and through social networking sites. 

Women for Women International promotes its program on Facebook, Save the Children 

and Oxfam have raised money through eBay auctions. CNN.com links individuals to 

charities through CharityNavigator.org in response to different needs and events. 

 

In countries where the mental health system is financed primarily through public funds 

raised funding comes through income taxes paid by individuals and employers.  However, 

in times of peace in the United States only 41% of the population diagnosed with a mental 
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disorder received treatment in a given year.21  Financing outreach will be needed to 

increase the likelihood that people will utilize services.  Cooperation between professional 

educational organizations, media and other public service outlets, and public awareness 

campaigns can help increase the community’s awareness and utilization of the services 

offered. Both the national government and external organizations (e.g., International 

Committee of the Red Cross and Red Crescent) may provide immediate financial 

assistance to support capacity building. 

 

Allocations to health care prior to conflict suggest that in “a typical low income country, 

only $3 - $5 of public funds per head is available for the health sector.”  This level of 

funding may be ambitious and unrealistic, no matter how well resources are allocated and 

used.  Moreover, the percentage of the health dollar allocated to mental health is likely to 

be far less.”13 The World Health Organization reports that in “emergencies” the number of 

people with mental disorders is estimated to increase by 6 to 11%.  (www.who.int). Cost 

for providing additional services can be expected to increase correspondingly. 

 

It is necessary to have a thorough understanding of the ways populations access mental 

health services, as well as the capacity must exist to prepare project budgets for multiple 

years, and  provide support for cash transfers to mental health providers/vendors, and 

partners.  Appropriate processes and tools will need to be in place to manage financial 

resources and fund expense activity in accordance with national law and partner policies, 

procedures, regulations and protocols (e.g., Red Cross & Red Crescent Society, ADF and 

USAID). 

 

The goal of these clinical and administrative activities is to at some point undertake the 

financing or co-financing of their own mental health programs to ensure long-term 

sustainability (e.g., Global Alliance for Vaccines and Immunizations – GAVI model). 

 

The GAVI Alliance (GAVI) (formerly The Global Alliance for Vaccines and 

Immunization) is an alliance between different stakeholders in both the private and public 

sectors committed to the mission of saving children's lives and protecting people's health 
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through the worldwide expansion of childhood vaccination programs.  The GAVI provides 

time-limited funding (usually over five years) and other forms of support to strengthen 

implementing country health systems and immunization services.  For GAVI, the financial 

sustainability plan was designed to ensure that every country receiving GAVI Fund support 

had a reasonable and feasible road map towards financial sustainability.   

 

The GAVI model can be adopted to funding and sustaining mental health services under 

supportive conditions, such as:  (a)  in counties that have mental health as a priority and are 

willing to pick up the cost of services after and an introductory period;  (b) where operating 

expenses are funded; (c)  when funds can support not only mental health services but health 

system infrastructure;  and (d) where their efforts to create alliances and networks among 

existing organizations and providers than building new organizations. 

 

Once a flexible and comprehensive allocation plan is developed, there can be an alignment 

between the services and the mechanisms in place to deliver them.  Aligning services with 

levels of need, developing a common access framework, reducing duplication and 

streamlining administrative operations can ensure a greater probability of providing 

appropriate services over the long recovery period. 

 

The surge of the vulnerable populations can strain health care infrastructures.  Regions of 

resettlement may be ill-equipped to handle surges in populations both clinically and 

financially.  If governments expect payment for services, income availability must be a 

consideration. General tax revenues may be disrupted and the likelihood of individuals 

being able or willing to pay for services remains open to question. 

 

Strengthening national capacity via a financial team structure with delegated management 

responsibilities ensures efficiency, scaling up nation-wide programming and adherence to 

the financial policies and procedures of governments and other donors. 

 

Implementation and sustainability of mental health is a virtual impossibility if the fiscal 

personnel are weak, or there is no functioning Ministry of Health or administrative 
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personnel within the ministry, who could receive the donor support and oversee its 

financial administration.   If national professionals leave the country the remaining 

personnel may have little experience in administration or government.   

 

A major component for sustaining mental health services is addressing training issues for 

general practitioners and nurses and developing curricula training in mental health. 

Agencies such as the International Office for Migration (IOM) and International Medical 

Corps (IMC) have developed programs to do this.  Financing for a training program in 

trauma may need to be established for mental health professionals and primary health care 

workers similar to the Kosovar mental health professionals’ intensive training.9 

 

Travel and telecommunications are also likely to be disrupted.    Deploying specialized 

technical assistance through mental health specialists may be problematic.  Preplanning for 

knowledge dissemination is important.  Equally important is disseminating reimbursements 

to multiple vendors and contractors.   Personnel must be available to provide technical and 

program support and reimbursements to local community based health organizations in 

order to build capacity.   

 

Funding and Sustaining a Mental Health Program via NGO/Community-

based/Private Donations 

The following guidelines will help any group or organization start the process. 

(1) Identify the need within the population and area. Assess the challenges, 

political climate, safety, and resources already in place, and that must be 

provided or obtained. Grants and budgets are based on this information. 

(2) What community structures are in place concerning health infrastructure, 

potential staff and professionals?  

(3) Interest from the community. How does this meet the needs of the population? 

 The Ministry of Health/Local government must also recognize the need 

and invite you in. Transparency is crucial at every step. 

(4) Develop realistic expectations/projections based on: infrastructure, safety, 

communications, human and social resources, accessibility, and 
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transportation. Use what you’ve got. Don’t envision an enormous change; 

envision working with what’s available. 

 Be specific: what need can /will you address? How? 

 Justify the timeliness of the project. 

 Explain the potential for sustainability and for collection of information 

on effectiveness. Inability to measure effectiveness will make obtaining 

long-term financing challenging. 

 Start small, think long term. At the beginning, plan for ways to expand 

and sustain the program, even if those stages seem very far off. Long 

term solutions that work with, or help develop a community- wide 

infrastructure will be more fundable and do more lasting good. 

 Acknowledge and be knowledgeable of local NGOs, international 

NGOs and agencies working in the same area.  How can your program 

benefit or complement theirs? How can you all work together to serve 

the population? 

 Document the need for donors and interested supporters.  Create a 

system of either public awareness or public relations. 

 With a plan, identify primary granting organizations. Look for 

organizations that have funded mental health services in the past: 

UNICEF, World Bank, etc.  Also, look to agencies that have a separate 

category for refugee populations: i.e., The Mellon Foundation created a 

program in the field of refugee studies and forced migration in the 

1990s.  

 Be creative in the organizations that you are approaching. Because this 

is a new field, many organizations may be willing to fund something 

they haven’t before.  (i.e., International Office of Migration (IOM)). 

 The actual grant/Letter of Intent must be the following: succinct, 

thorough and clear; include a specific budget; completely identifies the 

need; requests something long-term; and demonstrates ability to 

measure outcome (significant challenge in mental health).  
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 Financial transparency is key: keep good records and account for all 

financing. Use all the resources at your disposal: the World Bank 

toolkit4, IASC guidelines*

 

, the WHO stepped process for developing a 

mental health policy and plan, the WHO collections of resources, 

ISTSS/RAND Guidelines on Mental Health Training, etc.  

 

 

Case Study: International Medical Corps 

International Medical Corps is the humanitarian relief agency often credited with 

pioneering the treatment of mental health services in post-conflict and post-disaster areas.  

Since 1993, they have been implementing psychosocial services in many countries that 

have witnessed war and whose citizens remain affected by its aftermath.  They’ve met 

many of the various challenges of the field, including sustainability. According to 

Stephen Tomlin of IMC, “An early program in Uganda, which received a finite amount 

of funding for a 6 month interim in 2003, highlighted the need to advocate for greater 

recognition of the effects of mental health sequelae on citizens and the need for funding.”  

Donor support was required to initiate a long-term, sustainable program that could be 

staffed and sustained by local staff. To meet this requirement, IMC created opportunities 

for indigenous people to be trained by professional health care providers and taught to 

integrate mental health treatment within a public health community based model.  This 

                                                
4 The World Bank also created a toolkit, Integrating Mental Health and Psychosocial Intervention into 

World Bank Lending for Conflict-Affected Populations. It discusses approaches in a creating and 

integrating guidelines on incorporating mental health interventions into bank lending policies.  This is the 

first toolkit prepared by the bank. 

 
* The creation of the Inter-Agency Standing Committee (IASC) Guidelines on Mental Health and 

Psychosocial Support in Emergency Settings has become a point of reference since 2007.  This evidence 

based guideline includes an outline which provides a collection of minimum responses needed to support 

mental health and psychosocial issues. 
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experience helped the agency to advocate both for mental health services and the 

development of these services within the infrastructure of the local government. 

 

Like other INGOs, IMC receives funding through a number of channels, including 

foundation grants (among these, grants from the Clinton Global Health Initiative 

specifically aimed at supporting IMC’s mental health training programs), UN grants and 

private funding campaigns.  In February 2008, the organization received a $2.6 million 

grant from the Bill and Melinda Gates Foundation to support the organization’s work in 

Kenya following political unrest.  IMC will also partner with local NGOs to ensure that 

many segments of the population will receive treatment. This approach recognizes the 

need for a community-driven commitment and to a program that encourages local 

capacity building which will yield a more effective result and fortify the next grant 

application with follow- up data and analyses.  

 

Uganda has now integrated mental health services into their national minimum health 

care package.  Whether or not IMC’s early efforts contributed directly to this, the work 

done there certainly set the stage for necessary investigation into how to better serve the 

region with mental health services.  However, IMC is responsible for operating a sexual 

exploitation and violence education program in the region in addition to leading 

community discussions in HIV/AIDS protection and awareness.  Certain communities 

have also developed play therapy to meet the needs of children suffering the aftereffects 

of trauma.  All of these programs have long-term sustainability and community support 

(www.imcworldwide.org). 

 

Conclusion 

In an environment of increasing need for mental health resources, the allocation of funds 

for mental health programs in post conflict situations remains a point of discussion for the 

international community.   In this burgeoning field, a multi-sectoral approach to mental 

health interventions following conflict or disaster continues to perplex and engage all 

segments of the international humanitarian community.  These are complicated issues 

which are impacted by the values and perceptions of cultures, communities, governments 
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and aid agencies.   Implementing services that meet the needs of traumatized population 

will require a comprehensive approach on the part of all segments of the international 

humanitarian community. 

 

Governments and donors to international humanitarian agencies are challenged to 

accurately determine which organizations possess the fiduciary capacity to best manage 

resources, clinical staff to provide specialized care, and mechanisms to effectively 

evaluate and sustain mental health programs.   Our best science, practices and measures 

of performance and outcome will have to be tailored to the environments and people 

affected.  The role of culture cannot be underestimated in planning and implementing 

programs, and developing tools for evaluation, and funding interventions.  Through 

knowledge of and respect for these diverse cultures, services and funding can be 

effectively distributed and sustained.  
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Section III: Science-based Mental Health 
Services 

 
 
 
 
“Recent scientific studies have revealed the high prevalence of serious mental health disorders, such 
as depression and posttraumatic stress disorder (PTSD), in post-conflict societies.  Vulnerable 
groups such as sexually abused survivors, prisoners of war (POWs), families whose children and 
family members have disappeared or have been murdered, refugees and internally displaced persons 
(IDPs) are at particularly high risk for psychological and social problems.  The mental health effects 
of conflict and other forms of extreme violence due to human aggression can be chronic and socially 
and economically disabling.  If untreated, mental health problems can also develop into serious 
health problems, including hypertension, cardiovascular disease, diabetes and cancer.  Therefore, 
valid and reliable measures of emotional distress and psychosocial disabilities must be integrated 
into early screening identification and treatment.” 
 
The utilization by MOHs of scientifically validated mental health services has a number of major 
dimensions that include: 

(1) Establishing mental health services in the indigenous healing system based upon 
available scientific information. This information is readily available to MOHs 
through international agencies such as WHO, scientific publications and 
local/international universities and medical schools. Public health experts, scientists, 
researchers and scholars exist in all societies. 

(2) While a hierarchy of scientific evidence exists with randomized clinical trials and 
longitudinal studies as the leading gold standards, few of these types of studies have 
been conducted in post-conflict societies and complex humanitarian emergencies.  
Data does exist from related areas (e.g. primary care medicine in developing 
countries) and from qualitative and ethnographic research in conflict situations.  
Available research can help MOHs develop a scientific approach to mental health 
services, and new research can further facilitate this process. 

(3) All practitioners and practices of the indigenous healing system (primary health 
care, traditional healing, school-based counseling and NGOs) must be scientifically 
evaluated for effectiveness and outcome.  Mental health activities should never be 
assumed to be universally helpful or benign; some practices can produce negative 
outcomes on traumatized persons. 

(4) Children and adolescents must be provided with science-based mental health 
services.  This requires special attention to their developmental stage, family 
environment, and the unique community settings for their mental health care, such as 
schools, nurseries and day care programs. 

(5) All mental health services must be culturally appropriate.  This means that mental 
health providers must primarily come from the patient/client’s cultural background, 
diagnosis and treatment be embedded within the local culture, and that all levels of 
administration and planning from MOHs to local practitioners be sensitive to issues 
of gender, race, ethnicity and social class. 

     (Global Mental Health Action Plan) 
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Planning Community Mental Health Services 
Derrick Silove, MD, FRANZCP 
Susan Rees, PhD 
 
 
 
Mental disorders generate substantial disability worldwide, yet it is only recently that the 

focus has turned to the needs of low and middle-income countries (LAMICS).1 Post-

conflict countries in the developing world form a subset of these nations.  They have 

distinctive problems arising from past and ongoing violence, often compounded by the 

effects of underdevelopment.  Mental health services in these settings are either 

rudimentary or have been severely undermined by ongoing conflict.  With some 

exceptions, the historical, cultural and linguistic backgrounds of these societies are distinct 

from those of economically developed, western countries, a key consideration when 

designing contextually relevant services.  Conditions also vary across conflict-affected 

countries, cautioning against proposing one model of mental health care to suit all.  Indeed, 

flexibility and creativity are vital in planning services in order to address the distinctive 

historical context and culture of each setting.   

 

Scope of Clinical Services 

In planning services for post-conflict countries, it is useful to consider two broad categories 

of mental disorder, the low prevalence, severe neuro-psychiatric disorders and the high 

prevalence emotional and behavioral disorders, such as the more common forms of 

depression, anxiety and posttraumatic stress, as well as drug and alcohol abuse.  It should 

be noted, however, that these two broad groupings overlap.  For example, although the 

severe forms of melancholic and psychotic depression technically fall into the first 

category, with the more common depressive disorders falling into the second, the 

distinction can be blurred, with stress and trauma playing a role in the onset and 

perpetuation of both types. Also, symptoms that appear to be psychotic can have stress-

related characteristics which are culture-bound and therefore defy any classical western 

diagnosis.  
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Severe neuropsychiatric disorders such as psychosis, manic depression, acute and chronic 

brain syndromes and epilepsy have a relatively low prevalence in all communities 

(combined point prevalence estimated to be approximately 3-4%).  Nevertheless, if patients 

are denied assistance, these disorders can lead to severe disability, premature death, and 

disruption to the lives of families and the wider community. A constellation of factors 

render this subgroup vulnerable in settings of social chaos and population displacement.  

Existing patients are more likely to be neglected where services are poorly developed or 

disrupted, and/or where mental health professionals have been forced to flee because of 

conflict.  Families and others who usually provide care and protection for the mentally ill 

may be overburdened with the task of survival or they may be dispersed, killed or 

otherwise incapacitated.  Hence, the mentally ill may be abandoned, exploited, abused and 

even killed.2  

 

In addition, the stresses associated with mass exposure to violence, conflict and 

displacement directly increase risk to the high prevalence disorders such as posttraumatic 

stress disorder (PTSD), the more common forms of depression and anxiety, somatic 

presentations of distress, and drug and alcohol abuse.  As will be discussed, these disorders 

are particularly prevalent in the early phase of humanitarian emergencies and their 

immediate aftermath.  Ongoing stressors that intensify these reactions in the post-conflict 

environment, include persisting conditions of insecurity, uncertainty about the future, loss 

of traditional roles, difficulties in re-establishing livelihoods, and fear for family left in 

settings of danger. The high prevalence of these disorders (an average of 33% across 

studies) and the constrained resources in mental health in most post-conflict settings make 

it essential to establish priorities in allocating service attention to particular problems.  

 

An important consideration in planning treatment services for the high prevalence group is 

the extent to which conditions in the post-conflict environment enhance or impede natural 

recovery from stress-related conditions.3 Fortunately, there is mounting evidence that most 

persons with acute stress reactions show spontaneous improvement if social conditions are 

favorable.  For example, the prevalence of PTSD fell from 34% to 7% in post-conflict 

Timor Leste during the four years of peace that followed the humanitarian emergency in 
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1999-2000.4 Few of those who recovered had received mental health treatment.  

Recognizing the natural tendency towards recovery is important in settings where it is 

simply not feasible, economically or logistically, to offer individual mental health 

interventions to all persons experiencing acute distress after an emergency.5  

 

Mental health professionals therefore need to embrace a two-tiered concept of recovery, 

one that encourages strategies to improve social conditions, the other focusing on those in 

need of direct clinical interventions.  In relation to the eco-social conditions that favour 

recovery, the first author has outlined the ADAPT model (Adaptation and Development 

after Persecution and Trauma)5 that identifies five domains requiring repair after 

humanitarian crises.  If these “pillars” of social stability are successfully re-established, 

then the community will be able to mobilize its own resources to support many of those in 

psychological need.  The key ADAPT domains build on but go beyond basic survival 

needs of food, water, shelter and health care.  They include: (1) establishing security, both 

physical and psychological; (2) repair of interpersonal bonds and community cohesion, 

including re-union of families and kinship groups; (3) building systems of justice to address 

past and ongoing human rights violations; (4) re-establishing meaningful roles and 

identities (in the context of the family, employment, and the broader social and cultural 

environment); and (5) re-creating systems of meaning – institutions and enabling 

environments that allow persons to express freely their political, social, cultural, religious 

and spiritual beliefs and aspirations. 

 

In relation to clinical services, the primary focus should be on persons with severe mental 

disturbances who are at personal and social risk.6 This principle is consistent with the 

ADAPT model, signaling the need for services to give priority attention to those persons 

for whom repair of the social environment on its own will not adequately address their 

pressing survival and adaptive needs. 

 

Several factors determine the urgency of the need for mental health care: the nature of the 

disorder, its severity and associated disability; the level of behavioural disturbance, 

especially whether there is risk of violence or suicide; the availability and effectiveness of 
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family support; and the overall social context.  The mental illnesses that tend to require 

priority attention include acute or organic brain syndromes such as delirium and dementia; 

the psychoses (schizophrenia, other forms of psychosis including culture-bound disorders); 

severe mood disorders (manic depression, severe melancholic or psychotic depression; 

other forms of depressive disorders); the more disabling forms of anxiety and stress-related 

conditions such as posttraumatic stress disorder (PTSD), panic disorder and somatisation 

(where stress is expressed in physical symptoms); and drug and alcohol abuse.  These with 

psychosis who manifest bizarre and socially disruptive behaviour (wandering away, 

shouting at neighbours, throwing stones) are more likely to come to attention than their 

counterparts who are “quietly” mentally ill. Some persons with severe mental illness may 

lose the capacity to care for themselves or become violent, requiring the attention of the 

police or restraint by the family.   

 

In countries that have experienced long-term conflict, there may be an accumulation of 

untreated cases of severe mental illness over time, leading to an early surge in attendance 

when clinics are established.  In addition, in many settings, persons with epilepsy are 

brought to mental health clinics because communities regard the problem as a form of 

mental illness and there may be no other specialists or facilities to treat sufferers, at least in 

the immediate post-conflict phase. 

 

There are several reasons, however, why a substantial number of persons with mental 

disorders do not come to the attention of services: their conditions may be stable or in 

remission; they may have good social supports; they or their families may not want 

treatment; they may be receiving treatment from traditional healers; and/or their social 

behaviour may not be disruptive.  The subgroup presenting at services are more likely to 

come from situations where the family is under duress, for example, where members have 

been killed, injured or are sick and where the unit as a whole is struggling to cope.  At the 

extreme are persons who are abandoned or so isolated that no-one alerts mental health 

personnel to their plight - the most vulnerable subgroup.  Clearly, all persons with severe 

mental illness warrant psychiatric care, but in settings of extreme resource constraints, 
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priority will be given to the group whose mental illnesses have led to the most severe forms 

of social dysfunction, and/or those who are at greatest risk of harm or neglect. 

 

Scope of Mental Health Services 
 

In order for planners to address community needs, they need to have a basic understanding 

of the scope and treatments offered by mental health service. 

 

Non-psychotic Disorders 

The common traumatic and stress-related problems require a multi-modal approach. 

Counsellors offer a focus on problem-solving and dealing with ongoing life challenges; 

stress management techniques (relaxation, breathing exercises, dealing with negative 

attitudes about symptoms, gradual exposure to phobic situations); family support and 

education; liaising with community and medical services; and rehabilitation, including 

occupational re-training.  In some instances, medications such as tricyclic antidepressants 

(imipramine, doxepin) or the newer antidepressants (sertraline, fluoxetine) may be useful 

but they should be prescribed selectively and by those with sufficient knowledge and 

experience.  

 

Some, but not all patients with traumatic stress reactions find that talking about their 

experiences to a sympathetic counsellor provides them with emotional relief.   In general, 

patients should determine if and when they wish to share these painful memories.  There is 

evidence emerging from post-conflict settings however suggesting that a systematic form 

of “exposure” therapy hastens resolution of PTSD symptoms.7 Trained counsellors guide 

the person through their life stories over the course of successive sessions, producing 

written records of the survivor’s history.  More empirical evidence is needed to confirm 

when this approach should be used and the cultural and contextual factors that influence its 

acceptability and effectiveness.  
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Severe Mental Illness 

For severe mental health conditions, such as psychosis and melancholic depression, 

medication is central to treatment but it is also essential to give attention to family and 

social issues. 

 

Most developing countries can only afford the psychiatric drugs that were introduced over 

50 years ago (“first generation drugs”) such as the antipsychotic agents, chorpromazine and 

haloperidol, the tricyclic antidepressants (imipramine, amitriptyline), sedatives such as 

diazepam, lithium (for bipolar disorder or manic depression) and mood 

stabilizers/anticonvulsants such as sodium valproate and carbamazepine (these drugs also 

are used for epilepsy).  Although replaced by more expensive second-generation 

medications in developed countries (antidepressants such as Fluoxetine, antipsychotics 

such as Risperidone), the older drugs remain effective and reasonably safe. Particular care 

is required however in prescribing these medications to persons with physical illnesses, to 

children, the aged and to particular ethnic groups.  In addition, most of these drugs are 

dangerous in overdose so that suicide risk needs to be closely monitored. Treatment needs 

to commence at low dosage, and once stabilized, patients should be monitored closely for 

side-effects and possible adverse effects. Some ethnic groups require lower doses. Pressure 

of work may result in patients being prescribed medication without proper review, 

remaining on the same dosage indefinitely, when in many cases, there is a need to modify 

the amount taken over time, change the treatment, or undertake a trial of gradual 

withdrawal. 

 

Family education and counseling should include information about what is known about 

the illness, as well as how medications should be used and their side effects.  In many 

settings, patients are not used to taking medications regularly over long periods of time.  

Families need to be advised that the psychiatric response will be gradual, with compliance 

being essential to achieve a full effect over weeks or months.  Compliance can be enhanced 

in some cases by using intra-muscular depot injections every 2 or 3 weeks instead of taking 

medications orally every day.  
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Family counseling should focus on strategies the family might use to detect signs of early 

relapse, to resolve conflict with patients, to deal with bizarre or inappropriate behaviour, 

and to promote social functioning without being punitive.  Community leaders may assist 

in devising strategies to ensure safety if a patient is suicidal. For example, the extended 

family and/or neighbours may be helpful in offering a “suicide watch” until the person 

recovers or they may cooperate in order to contain a person in the most humane manner if 

he or she becomes threatening.  Community leaders can also be helpful in advising 

neighbours and villagers in general about the nature of the problem so that they do not 

ostracize the family, laugh at the patient, tease him or her, or retaliate if the ill person is 

aggressive.  Referral to other agencies (medical services, local and international NGOs) 

may be needed for general medical needs, respite care, support for food and housing, and 

attendance at rehabilitation services for occupational training.  Religious leaders and/or 

traditional healers may be helpful in providing a spiritual understanding of the person’s 

suffering, and by offering rituals or religious practices that assist in giving meaning to the 

person’s experiences. 

 

Ethical, human rights and forensic issues, particularly in relation to compulsory treatment 

and restraint, are important for this group. Rehabilitations programs are vital to ensure 

maximal functioning once there is some recovery from acute episodes. 

 

Outcomes 

Although treatment data specific to post-conflict countries are scant, clinical observations 

suggest that most patients (whether with severe mental illness or stress reactions) and their 

families are assisted by interventions.  In many instances, the outcomes of treatment can be 

dramatic, with psychotic patients previously chained to trees or locked in rooms for their 

own safety being released once appropriate treatment is given.  Nevertheless, practitioners 

and families need to anticipate a range of possible therapeutic responses, with some 

chronically mentally ill persons only achieving moderate but nevertheless significant 

benefits from treatment.  Overall, the social, cultural and economic advantages of access to 

mental health services are clear, particularly when treatments are both evidence-based and 

adapted to the local culture and context.  No longer does the community have to fear 
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mental illness or feel helpless in dealing with sufferers, and affected families are assisted in 

the burden of caring for a previously dysfunctional member, allowing healthy members to 

devote more of their energies to survival and adaptation in the demanding post-conflict 

environment. 

 

Policies and Principles of Mental Health Planning 

Authority and Responsibility for Mental Health 

One of the first tasks is to ensure that the government of a post-conflict country is 

genuinely committed to protecting and promoting mental health within a framework of 

human rights and social justice. Governments should be encouraged to ratify and 

implement the principles of international conventions relevant to the mentally ill.  When 

government support for mental health is absent, or the governing structure is weak, the task 

of providing effective services can be more challenging.  In extreme situations, where 

conditions of oppression and/or violence continue, it may not be possible for international 

agencies to offer more than a rudimentary emergency mental health service.  In some 

settings, political interference or the breakdown of civil order jeopardizes ethical medical 

practice and/or the safety of mental health personnel.  NGOs and other humanitarian 

agencies then may have to make the difficult decision whether to continue their work or 

withdraw from the arena. 

 

In favorable settings, newly established Ministries of Health should be supported to have 

oversight of all mental health developments so as to avoid fragmentation, duplication and 

competition amongst diverse agencies offering services.  A collaborative approach 

including government, non-government and community agencies is needed to promote 

psychosocial stability, and progress, according to the principles outlined in the ADAPT 

model.  For example, in relation to the second domain (repairing ruptured bonds and 

relationships), multiple inputs are required in order to reunite families and communities; 

facilitate grieving rituals and culturally-relevant remembrance ceremonies; support those 

who have lost loved ones; prosecute perpetrators responsible for the deaths and 

disappearances of family members; initiate communal reconciliation; and ensure 

appropriate mental health services for the minority with complicated and unremitting grief 
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reactions.  Only an inter-sectoral model can achieve a comprehensive approach to these 

problems. Table 1 reveals the key issues in developing mental health services.  
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Principles and Practice 

Policies need to be realistic; services need to be sustainable 

It is vital in the early stages of planning to try to anticipate the level of commitment by the 

government and donors to mental health in the medium and long-term, a difficult task to 

achieve. The most disappointing outcome for communities is when services are 

commenced and then cut back or discontinued because of a lack of funding.  Hence, it is 

better to commence the task of building services step-by-step, well within the projected 

financial constraints of the setting. At the same time, donors, governments and the 

community need to be apprised of the level of need that can be met within existing 

resources, and importantly, those needs or demands that cannot be addressed. Service 

providers can become demoralized if they attempt to do too much with too little, a principle 

that needs to be impressed on planners and policy-makers. This means that difficult choices 

need to be made about service priorities, with clear guidelines provided for staff as to the 

scope and constraints of their responsibilities. 

 

Community participation needs to be encouraged at all levels in the design, ownership 

and delivery of services 

If, in the haste to address extensive unmet needs, expatriate advisors in mental health 

overlook traditional practices that assist those in distress, then a valuable community 

resource is at risk of being irreparably eroded and lost. Because of the power imbalances in 

aid-driven mental health services, indigenous recruits into mental health may believe that 

imported methods of care are always superior to traditional approaches.  The complex task 

is to attempt to harmonize existing cultural beliefs and practices with selected “imported” 

methods, allowing many voices to shape a distinctive model of care that is integrated into 

the world view of each community. 

Involving patients, staff, local leaders, family of the mentally ill and other interested groups 

in designing and shaping the service promotes community awareness and a sense of local 

ownership.  Active community involvement in turn helps to reduce fear, stigma and a sense 

of mystery about mental illness. 
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Ensuring a community focus 

There is an international consensus that mental health services should be located in and 

form an integral part of the communities they serve. Community services need to be a) 

accessible (close to where people live); b) equitable (available without barriers to all those 

in need, irrespective of socio-economic status, gender, ethnicity or influence); c) acceptable 

(the community must feel that the service is safe and designed for their benefit, is 

culturally-sensitive, responsive and respectful); d) evidence-based, providing best practice 

interventions; e) cost-effective; f) logistically practical (that is, transport, medications and 

other infrastructure support can be sustained); g) accountable and transparent in the 

practices used and in the management of resources; and h) informed by and monitored 

according to international human rights standards.  All services need to be sensitive to 

indigenous mental health concepts and practices.  

 

Achieving each of these outcomes presents challenges. For example, the application of 

evidence-based treatments is dependent on resources, training and communication systems; 

practitioners working in rural or remote areas often lack the resources necessary for 

professional development, including access to the internet, to peer-reviewed journals and 

ongoing supervision. 

 

Priority emphasis should be given to treating patients in their home environments wherever 

possible, thereby avoiding the dislocation involved in transferring them to distant mental 

hospitals. A key principle in developing countries is that the family is the greatest asset in 

caring for the mentally ill.  Unlike in many developed societies, where residential services 

may be available, in low-income countries the family is often the only unit that can provide 

day-to-day care. It is critical that mental health services support families in this task. The 

principle of communal and family-based support can be eroded if the expectation is created 

that services are responsible for all aspects of care for the mentally ill. The cost of state care 

is usually unsustainable and commonly results in homelessness and neglect of the mentally 

ill. 
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Community-based mental health services are relatively inexpensive to establish.  Although 

access to some laboratory investigations is desirable, these facilities are not essential in the 

early phases of service development, unlike in other areas in medicine.  The core tasks in 

mental health revolve around engaging patients and their families, applying sound 

interviewing and history-taking skills, accurately detecting behavioural signs and 

symptoms, and forming a collaborative management plan. The main financial costs 

incurred are for the wages of personnel, medications, training and supervision, transport, 

communication and basic office resources. 

 

The community-based model avoids the tendency, still strong in some countries, to 

institutionalize the mentally ill, an anachronism dating back to colonial times. Large mental 

hospitals are expensive to maintain, manage and staff, patients transferred to these 

institutions are dislocated from their communities, and there is the ever-present risk of 

neglect and abuse in custodial settings, particularly in times of armed conflict or in the 

unstable post-conflict period. As indicated, if residential institutions are created, this 

removes the responsibility from families for caring for the mentally ill, patients often are 

forgotten about or abandoned (they become the state’s problem), hospitalization increases 

dependency and passivity in patients (institutionalization), and inmates become difficult to 

reintegrate into the community. 

 

At the same time, there are social costs involved in creating a wholly community-based 

model.  Where domestic violence occurs – and the problem is often hidden – the priority of 

maintaining the family unit can increase risk to victims.  In addition, without the option of 

short stay, secure inpatient units, community-based services can find it difficult to deal with 

some mental health emergencies, particularly the minority of patients who are severely 

aggressive, suicidal or highly chaotic in their behaviour. The issue therefore is how to deal 

with the minority of persons that requires short-term custodial care: whether this should be 

undertaken in collaboration with the criminal-justice system (small, dedicated forensic 

units in jails) or within the health system (by establishing small, short-term inpatient units 

or safe houses with sufficient security).   
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The level of development of the health system will determine which of these options is 

most feasible: where services are severely underdeveloped, there may be no option but to 

hold dangerous patients for short periods in humanely managed forensic units alongside 

prisons. If that model is pursued, prison staff will need adequate support from community 

mental health personnel. The alternative and preferred option is to establish small wards in 

district hospitals, or if this is not feasible, community “safe houses” in each region, in order 

to accommodate acutely disturbed patients for a short time.  None of the available solutions 

is ideal, but in resource-poor settings, difficult choices have to be made, weighing up the 

cost and the risks to the patient versus those faced by the family and community.  In either 

event, coercive care should be implemented under mental health legislation, and closely 

monitored. 

 

Maintain a human rights focus 

Universal standards of human rights should guide service planning and delivery. Policies 

and practices are more effective when human rights and health needs are treated as 

complementary and integrated into the same system of care (Mann, 1999). Attention should 

be given from the outset to the special needs of vulnerable subgroups such as women and 

children, socially and economically disadvantaged sectors, particularly the most 

impoverished, those in rural or remote settings, and ethnic and religious minorities.  

 

Apply active strategies to reduce stigma 

The pressure created by resource and skills constraints may encourage service providers 

and practitioners to take “short cuts.” In over-burdened services, patients may be obliged to 

line up for extended periods of time in full public view outside clinics; they may be 

assessed very briefly by practitioners who do not have the time to develop rapport; families 

may not be given full information about the nature of the problem or the treatments offered; 

and the broader social, psychological and cultural elements of assessment and intervention 

may receive little attention, with the focus being solely on prescribing medications.  Hence, 

although unintentional, the very practices that are implemented may serve to mystify 

mental illness, increase stigma and compound the sense of powerlessness and alienation 

experienced by the patient and family.  Once established, these cursory approaches to 
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dealing with patients may become entrenched so that it is difficult to transform the culture 

of services towards a more comprehensive approach when the resource-base improves. 

Hence, however challenging, it is imperative to ensure that a comprehensive approach to 

assessment and treatment is established and implemented early in the development of 

mental health services. 

 

Coordinate the work of agencies and develop and implement an interim strategic plan 

that details the roles and responsibilities of each service 

 It is common, particularly in the midst of an acute humanitarian crisis, for a large number 

of independent humanitarian agencies to enter conflict-affected areas to initiate 

psychosocial programs focusing variously on the communal effects of trauma and abuse 

and/or on the psychosocial needs of vulnerable groupings (rape survivors, single mothers, 

child soldiers, unaccompanied minors, torture survivors, amongst others).  The risks of this 

poorly coordinated influx include competition for donor funding, lack of integration, and 

the potential for duplication of services.  A particular concern is the confusion created 

between psychosocial programs and mental health interventions, with the two sectors often 

being seen (and regarding each other) as operating in competition.  

The area of traumatic stress is a key example where competition and confusion can occur. 

Agencies with a mandate to respond to conflict-induced trauma may vary in the emphasis 

they give to broad-based population-wide resilience-building programs as opposed to 

clinically-focused treatment approaches.  In our view, both approaches are relevant and 

necessary, with coordination of interventions being the key to ensuring overall impact. 

Problems associated with competition and misunderstanding between services may be 

compounded if the local health authority lacks the capacity to coordinate the work of 

agencies or to develop and implement an interim strategic plan that details the roles and 

responsibilities of each group.  Creating a platform for coordination and ensuring 

adherence to it should be a priority requirement insisted upon by donors, UN agencies and 

government ministries.   

 

Unless the focus is on promoting indigenous leadership, and the development of local skills 

and organizational capacity to sustain initiatives, there is a real risk that early gains in 
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establishing mental health services, if driven mainly by expatriates, will be lost or attenuate 

over time.  That risk is amplified by the tendency for donors to offer short-term funding in 

spite of the reality that it takes a protracted time to develop the foundations of an 

independent and sustainable mental health service. 

 

Integrate mental health into the general primary care system in a rational manner 

Integration of mental health services into the primary care system is desirable for many 

reasons. Firstly, it ensures that mental health has both a status and stake in health; it is cost-

effective; it avoids stand-alone vertical programs in each medical speciality; it de-

stigmatizes mental disorder by aligning services with general health; and it facilitates 

access by having all services “under one roof”.  Nevertheless, developmental factors need 

to be taken into account in considering the steps necessary to achieve this integrated model.  

In countries with an established cadre of mental health professionals (such as was the case 

in the Former Yugoslavia), the focus of development should be on enhancing the capacities 

of that group and promoting its interaction with the primary care setting. 

 

In very low-income, post-conflict countries where there has been no or limited mental 

health services or trained professionals, as was the case in Timor Leste, there can be major 

constraints in implementing an integrated, primary care model for mental health 

immediately following the period of mass conflict.  In such settings, rebuilding functional 

primary care services can be slow.  Primary care workers (often nurses) are faced with a 

wide array of problems for which they need specific skills (maternal-infant and child 

health, communicable diseases, and a wide range of other severe physical illnesses).  

Adding the full array of mental health problems to the list of generic activities for which 

primary care nurses are responsible in the early reconstruction phase may place unrealistic 

demands on existing personnel.  

 

In effect, if mental health is simply “added” to the primary health care list and the training 

provided is brief and superficial, that area of activity is likely to be neglected or dealt with 

in a cursory manner.  Time constraints and low levels of skills can result in inadequate 

attention being given to assessing cases from a comprehensive biological, psychological, 
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social and cultural perspective, hence leading to erroneous diagnoses, inadequate 

formulations and overly simplistic treatment plans.  In some countries, tranquillizers such 

as diazepam and even antipsychotic medication have been too readily dispensed for all 

types of mental disturbance, in place of offering psychological interventions or prescribing 

accurately for specific conditions such as depression.  Inappropriate use of medications can 

lead to drug dependency or unnecessary side effects (such as drowsiness that actually 

decreases functioning). 

 

In-depth skills in mental health care can only be gained gradually, requiring sustained 

mentoring, supervision, feedback and experience.  Much is demanded of mental health 

workers in low-income, post-conflict countries.  They often have to function for long 

periods of time in settings of professional isolation.  They need to learn comprehensive 

assessment, diagnostic and therapeutic skills; they have to respond to the social, familial 

and interpersonal aspects of mental disorder within a specific cultural context; they are 

confronted with issues of dangerousness and suicidality; they need to act as advocates for 

patients; they need time to liaise with NGOs and other community agencies that assisting 

patients with accommodation, employment and rehabilitation; they have a role in 

negotiating with social services, for example, in relation to the care and protection of 

children at risk where the parent is mentally ill; they collaborate with the police in 

situations of emergency where restraint is necessary; they interact with the general health 

system to ensure patients receive care for physical disorders; and they undertake broader 

roles of community education, negotiation, planning and policy development.   

 

For these reasons, a case can be made for a transitional model for mental health as a 

developmental strategy in the early post-conflict period, especially where community 

health services are at a low level of functioning.  In those contexts, it may be more 

appropriate to develop a small (and ideally mobile) specialist mental health team with 

members deployed on a sessional basis across districts.  Early steps need to be initiated to 

develop close relationships with primary care teams in order to gradually build the overall 

capacity of the workforce to attend to mental health.  Specialist psychiatrists and 

psychologists, whether expatriate or local, ideally should be available to provide mental 
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health workers with in-depth supervision and ongoing training.  As they gain skills and 

confidence, mental health workers are more able to transmit their knowledge to primary 

health care workers, an essential step to ensuring coverage of all the mental health patients 

in need.  In the transition phase, mental health workers can begin to pass on cases to 

generic health workers, providing them with in-service training, support and consultancy, 

so that the primary care system can assume a growing responsibility for mental health at a 

population level. 

 

Research 

As in the other domains of health service development in post-conflict countries, mental 

health has been poorly researched.  A recent call for action in relation to mental health 

emphasized the need for further research in low and middle income countries, focusing on 

defining effective interventions and systems of care delivery.8 To create a scientific 

foundation for practice in the post-conflict field, there is a pressing need for donors and 

Ministries of Health to support high quality research and evaluation activities, documenting 

the processes and outcomes of service development, including mental health prevention 

and promotion programs.  Ultimately, rigorous research and evaluation activities will be 

cost-saving, creating an evidence-base that will obviate the need to “reinvent the wheel” 

after each humanitarian emergency. 

 

 

Some key topics for research include: 

1. What are the conditions that are required to develop a sustainable and effective 

mental health workforce at the primary care level in post-conflict countries? 

• What models of training, mentoring and supervision are effective in training 

primary care nurses in the field? 

• What should be the content, style and mode of delivery of training programs 

and how do contextual and cultural factors influence how training is best 

undertaken? 
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• Which areas do primary care workers find most difficult to absorb and 

implement in mental health (for example, particular diagnostic groups, areas 

of assessment, areas of treatment)? 

• What is the minimal level of “specialist” support needed to maintain moral, 

professionalism and effectiveness of primary care workers in mental health? 

2. What is the course of treated mental disorders in post-conflict countries and what 

components of intervention were most helpful for particular conditions? 

• Which disorders respond well to treatment and which do not? 

• What are the social factors (family, community) that assist recovery and 

functioning? 

• To what extent do traditional healing methods assist in recovery and for 

which categories of disorder? 

3. How do attitudes change in relation to mental illness with the introduction of 

westernized mental health services and what factors lead to positive change? 

• Amongst high level planners, policy makers, politicians 

• Amongst general health staff 

• Amongst the community at large 

• Amongst service users 

4. What are the real costs of using “older” compared to newer drugs in relation to   

effectiveness, side effects, adverse effects and long-term functioning of patients? 

 

Conclusions 

In summary, for mental health services to be successful in post-conflict countries in the 

developing world, several essential elements are needed.  These include (1) early advocacy 

for the field since the mentally ill can rarely advocate for themselves; (2) an approach that 

is consistent with international human rights standards and with the broad humanitarian 

mission of promoting survival and adaptation, in this case, for a vulnerable subgroup, the 

mentally ill; (3) a community-based approach that includes psychosocial and individually 

targeted interventions to respond to low and high prevalence disorders. This approach 

reverses the usual injustices and neglect caused by institutionalisation and stigma, and 

draws on the assets of the family and community to normalize the experience of severe 
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mental disorder, and to maximize the functional capacity of affected persons; (4) The 

adoption of a psychosocial recovery model to inform community- based interventions. The 

ADAPT model attempts to provide a comprehensive framework to guide these initiatives; 

(5) a step-wise, capacity-building approach that recognizes the need for some specialization 

but with the goal of building the capacity of primary care to attend to common mental 

health problems; (6) an emphasis on sustainability, cost-effectiveness, and measurable 

outcomes; (7) a strong ongoing focus on raising awareness at all levels (community, 

political leaders, Ministry of Health staff) in order to promote the field, build bridges with 

the community and relevant supporting agencies, and ensure that the Ministry gives priority 

to mental health as an integral and essential component of the primary care community 

health system; (8) and building a culture of commitment to research and evaluation of 

services, programs and interventions to create and maintain a scientific foundation for best 

practice.  
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Health and Mental Health Care of Torture Survivors and Other 
Survivors of Mass Violence 
Richard F. Mollica, MD, MAR 
Daniel H. Hovelson, BA 
 
 
 
Though the word ‘torture’ is commonly used without restraint in everyday language, its 

use should be clearly differentiated from words for inhumane and degrading actions that 

may fail to match the true definition of ‘torture.’  The two most frequently cited 

definitions of torture are the World Medical Association’s (WMA) 1975 Declaration of 

Tokyo and the definition given by the 1984 United Nations Convention Against Torture.   

 

The 1975 WMA Declaration defines torture as: 

 

The deliberate, systematic, or wanton infliction of physical or mental suffering by 
one or more persons acting alone or on the orders of any authority, to force 
another person to yield information, to make a confession, or for any other 
reason.[2][3] 

 

 

The 1984 United Nations Convention against Torture expands upon this definition, 

distinguishing the legal and political components typically associated with torture:  

 

Any act by which severe pain or suffering, whether physical or mental, is 
intentionally inflicted on a person for such purposes as obtaining from him or a 
third person information or a confession, punishing him for an act he or a third 
person has committed or is suspected of having committed, or intimidating or 
coercing him or a third person, or for any reason based on discrimination of any 
kind, when such pain or suffering is inflicted by or at the instigation of or with the 
consent or acquiescence of a public official or other person acting in an official 
capacity.[4] 
 

 

These internationally accepted definitions of torture have two basic elements in common 

that characterize torture.  These elements are:    

(1) Individuals are placed in captivity and subjected to extreme mental and 

physical suffering. 
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(2) The capturers have a political goal or agenda. 

 

The healthcare provider, including primary care practitioners and mental health 

specialists, more often than not will not have clearly in mind these international 

covenants.  However, the two central features of torture can be remembered and used as a 

rubric for identifying those patients who may have been tortured and may not be 

specifically asking for medical and psychiatric care relating to torture.  It must be 

remembered that the majority of patients are aware that cruel and inhuman acts have been 

perpetrated against them, but they cannot contextualize these actions as torture within the 

international covenants.  At times, the healthcare practitioner is the first civil authority to 

state to the patient that they have been tortured. 

 

Types and Purpose of Torture 

The most common types of torture are summarized in Table One.  Torturers use these 

techniques to achieve several main goals.  The major goal of torture is breaking down an 

individual both physically and mentally in order to render the victim, their family, and 

their community politically, socially, and militarily impotent.  As Mollica discusses in 

Healing Invisible Wounds: Paths to Hope and Recovery in a Violent World, humiliation 

is the major instrument of torture.[5]  Torturers use humiliating techniques such as rape, 

to culturally annihilate the individual and his or her society.  Secondly, torturers seek to 

spread collective fear throughout a particular community or culture in which the victim 

lives.  A single act of torture can have a devastating effect on a community, as witnessed 

by the systematic rape of women during the civil war in Bosnia.  The goal of torture is 

essentially to render the victim nonhuman.   

 

All of the forms of torture listed in Table One are characterized by a major breakdown of 

the moral code and the subjugation of individuals to unbelievable violence rarely found 

in everyday life.  In many cases, these acts are justified by a distorted utopian and or 

nationalistic dream by the violent perpetrators.  The worldview of the torture survivor is 

shifted from the common and rational belief in goodness and justice in the world to a 

world in which inhuman acts are justified to create “a heaven on earth.”  These utopian 
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justifications and social distortions in which human cruelty is affirmed in order to create a 

better world, can be demonstrated in different cultural situations from Cambodia to 

Rwanda, the junta, and the terrorist attacks on the Twin Towers in New York City.  

Purification and cleansing of the society by violent actors are found to be key rationales 

in many torture situations.[5]   

 

Medical and Psychiatric Effects of Torture 

The medical and psychiatric impact of torture has been extensively described by many 

reports in the medical literature [2, 6, 7]. As the famous Norwegian epidemiologist Leo 

Eitinger stated in his large-scale epidemiological study of Norwegian and Jewish 

Holocaust survivors, every organ system of the body is affected by extreme violence [8, 

9]. The health and mental health care practitioner, by determining the type of torture that 

has occurred, will already have a preliminary idea of the physical stigmata of torture that 

might be found.  For example, beating to the soles of the feet with rods (called in Latin 

America, falanga) can result in major orthopedic problems.  Since sexual violence is a 

common form of torture, its effects—including increased risk for cervical cancer, human 

immunodeficiency virus (HIV) infection and AIDS, and a range of sexual dysfunction 

including impotence—must be identified and treated by medical professionals.  Studies 

have shown that victims of all types of torture often experience persistent and pervasive 

sensory and memory deficits, cognitive impairment, chronic pain, and certain forms of 

motor impairment (as serious as paraplegia) as a result of their torture experience.  Other 

more specific physical symptoms commonly reported include headaches, impaired 

hearing, gastrointestinal distress, and joint pain.  Scars on the skin and bone dislocations 

and fractures are also typically observed.[7-14] 

 

Until very recently, the psychiatric effects of torture have remained largely invisible.  

This is due to the combined effects of the difficulty of assessing mental symptoms in 

culturally diverse populations, the unsuccessful search by human rights organizations for 

a unique “torture syndrome,” and the popular belief in some medical circles that extreme 

violence almost always leads to the psychiatric diagnosis of post-traumatic stress disorder 

(PTSD).[7, 15]    
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Two decades of work in identifying the medical and psychiatric sequelae of torture have 

in effect demonstrated that there is no “torture syndrome”, and that the major psychiatric 

diagnoses such as PTSD and depression can be readily identified in all cultures.  In 

addition, while physical complaints in torture survivors are common from survivors from 

diverse ethnic backgrounds, usually these bodily complaints are signs of emotional stress 

related to torture and do not prevent survivors from revealing the nature of their torture 

experience and the specific impact of these experiences on their body and mind.  

 

Recent studies emphasized the importance of appreciating the psychological and physical 

suffering caused by torture and the subsequent sequelae of torture as a single issue.  This 

more holistic approach emphasizes that torture and other cruel and degrading experiences 

are at least equal in their physical and mental impact, respectively, on the survivor.[16]  

As Basoglu, et al. states “psychological manipulations, humiliating treatment, exposure to 

aversive environmental conditions, and forced stress positions showed considerable 

overlap with physical torture stressors in terms of associated distress and 

uncontrollability”.[16] 

 

In addition, recent studies by Mollica et al. confirm the original findings of Eitinger in 

1964 on what Eitinger stated was the “overlap between the physical and psychological 

distress of extreme violence.” [8, 9, 17] According to Eitinger, the so-called 

“concentration camp syndrome” “seems to be…correlated mainly to considerable 

mechanical and/or toxic traumatizing of the brain.” [8]   Gronvik and Lonnum, in Strom’s 

series of articles examining Norwegian ex-concentration camp survivors, linked the 

concentration camp syndrome to cerebral organic changes.[18]  Thygesen et al. in their 

study of 1000 concentration camp survivors living in Denmark, demonstrated significant 

neurological and psychiatric morbidity in their study population associated with the most 

commonly reported torture, “blows and kicks to the head”.[19]  This led these authors to 

state: “Our own experience has led us to emphasize the lesional and irreparable character 

of the KZ [survivor] syndrome, with organic brain damage as a prominent feature.”  

Recent research on the aftermath of war’s mental health impact on American prisoner of 
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war (POW) torture survivors and refugee populations exposed to mass violence has 

suggested similar conclusions to these earlier pioneering studies.  Extensive evidence has 

been accruing that the extreme abuse associated with the POW experience of World War 

II, Korea, and Vietnam is associated with decline in the POW’s neurocognitive 

status.[20-25]  Clinical case studies have documented chronic neuropsychiatric findings 

in torture survivors including abnormal neurological examination and cerebral 

atrophy.[26, 27]  Rasmussen and his colleagues, in their clinical examination of 200 

torture survivors, found that 64 percent revealed neurological impairments; two thirds of 

the latter had experienced head injury.[6]  Other studies of torture survivors have 

revealed similar associations between the presence of neuropsychiatric symptoms and 

traumatic brain injury.[28]   

 

Mollica and his colleagues have demonstrated in numerous studies with Cambodian 

survivors of mass violence and Vietnamese ex-political detainees that traumatic head injury 

is a common form of torture and is highly associated with psychiatric diagnoses of PTSD 

and depression and the neurological sequelae called the post concussive syndrome.[17, 29-

32]   All of these studies point in the direction of Eitinger’s original hypothesis that extreme 

violence has both a psychological component, due to the degradation and humiliation of 

extreme traumatic events and the resulting traumatic brain injury that occurs as a 

consequence of mild to moderate head injury.  In effect, this means that psychiatric 

diagnoses of PTSD and depression (which have been shown to be many times more 

common in torture survivors with traumatic head injury as compared to a non-head injured 

control group) might be masking a more serious underlying brain injury.[17, 33, 34] 

 

Medical and Psychiatric Treatment for Torture Survivors 

Torture survivors from all cultures primarily seek care for their physical and mental health 

problems from their spiritual leaders, elders, traditional healers, and their general medical 

doctors.  Rarely do torture survivors present directly to psychiatric practitioners.[2, 35]   

This is not only due to the stigma associated with psychiatric care in most societies but also 

to the fact that most torture survivors are not aware that their medical and psychiatric 

problems are directly related to the torture experience.  Usually torture survivors are 
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seeking care from all of their community healers at the same time hoping that one approach 

or the other will provide relief from their suffering.  This section on the management of the 

care by health and mental health care practitioners, although acknowledging the valuable 

role of spiritual and traditional healers, will not describe these complementary approaches.   

 

In general, health and mental health care providers in the primary healthcare setting often 

avoid the identification of torture as a cause of medical and psychiatric illness because they 

do not feel that they have the tools or the knowledge to help torture survivors if they elicit 

their trauma stories.  It is therefore common that the traumatic history of the patient is never 

obtained, and in only rare circumstances will the torture survivor’s trauma story be 

disclosed.  As a result, torture survivors and clinicians create a doctor-patient relationship 

founded on the avoidance of all discussion of the torture experience. 

 

Over the course of the last ten years, the Harvard Program in Refugee Trauma has 

developed an 11-point model for the identification and treatment of the physical and 

psychiatric problems of torture survivors.  This eleven-point model has been incorporated 

into a toolkit called Healing the Wounds of Mass Violence.  This approach has been 

successfully used not only for torture survivors, but all others who have experienced 

different types of extreme violence.  It has been successfully used in trainings of health and 

mental health care providers in the United States, and in post-conflict countries such as 

Peru, Uganda, Rwanda, Cambodia, Afghanistan, and Iraq.  This 11-point toolkit was first 

developed at the request of the Bureau of Primary Healthcare as a toolkit to be used by 

PCP’s caring for the survivors and family members of those killed during the 9/11 terrorist 

attack on New York City.  The eleven points are outlined in Table 2 with a brief synopsis 

of each point summarized in Tables 3 and 4.   

 

1. Ask about the Patient’s Trauma Story 

At the core of the history of the physical and psychological problems of torture survivors is 

the patients’ “trauma story.”  Mollica has summarized the basic approach to the trauma 

story.[5, 35, 36]  It is extraordinary that torture survivors will readily tell the trauma story 

to their health and mental care practitioner regardless of their gender, ethnic background, or 
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the severity of the torture—if they are asked to reveal their story by the healthcare provider.  

In many cases, torture survivors do not consider telling their trauma story within the 

medical setting, because they do not believe their doctor’s office is an appropriate place for 

the trauma story to be revealed.  Therefore, health and mental health care provider must 

specifically ask a simple question to the patient in order to elicit their torture experience.  

Many healthcare providers are afraid of doing this because they are afraid of opening up a 

Pandora’s Box of emotional upset that cannot be closed within a brief doctor’s visit.  This 

fear is unfounded.  Patients will use their time, no matter how limited it is, to give a brief 

account of their trauma experience, and in fact, may benefit from a well-circumscribed 

medical visit, because it places boundaries around their emotional distress.  In other words, 

the patient knows they cannot lose control during a brief medical visit.  The medical 

practitioner does not need to collect the entire trauma story within a single visit.  In fact, it 

is beneficial to the patient for the trauma story to be gradually collected over a period of 

time.  Some simple questions that can be used by the medical and psychiatric practitioner 

are listed in Item 1, Table 3. 

 

2. Identify Concrete Physical and Mental Effects 

The trauma story, when obtained, is an essential part of the history of the present illness.  

Knowing the concrete reality of what actually happened to the patient allows the 

practitioner to discover those physical and mental sequelae associated with torture.  The 

medical and psychiatric practitioner must be able to distinguish between symptoms of 

emotional distress that are cultural expressions of suffering, and more specific symptoms of 

disease and illness that need identification and treatment.  It is very useful for the health 

and mental health care practitioner to spend a few moments before evaluating a torture 

survivor reviewing Amnesty International’s (AI) description of the most common torture 

events in the patient’s country of origin (found at AI’s website: www.amnesty.org), and to 

find medical literature that reviews the symptoms of emotional distress that are significant 

within the patient’s culture.  This brief scientific review will build a closer therapeutic 

alliance with the patient, as well as spare the practitioner from pursuing somatic complaints 

which are signs of emotional suffering as major medical disorders.   

 

http://www.amnesty.org/�
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In addition, the medical and psychiatric practitioner must always be on the lookout for the 

chronic physical and psychological effects of sexual violence and head injury, the two most 

common forms of torture.  Item 2, Table 3 briefly describes the approach to the 

identification of symptoms. 

 

3. Diagnose and Treat 

Most torture survivors will not suffer from serious mental illness; however, they may have 

emotional suffering that is affecting their psychosocial well-being.  Despair, hopelessness, 

revenge, and hatred are the most common emotions associated with the humiliation of the 

torture experience.  Many patients will meet partial diagnostic criteria for depression and 

PTSD, in particular without meeting the full diagnostic criteria for making a DSM-IV 

diagnosis.  Health and mental health practitioners, regardless of whether full DSM-IV 

diagnostic criteria have been met, must treat these partial symptoms, including 

demoralization, despair, chronic memories of the torture experience, nightmares, and 

insomnia.  Similarly, many patients will meet full diagnostic criteria for the following 

medical and psychiatric diagnoses: complex grief reaction, generalized anxiety disorder 

(GAD), major depression, posttraumatic stress disorder (PTSD), and chronic insomnia.[7, 

37]  Major depression is the most common psychiatric disorder in torture survivors and is 

often comorbid with PTSD.  It is especially important that the healthcare practitioner 

determine when PTSD and depression is diagnosed whether there is an underlying 

traumatic brain injury (TBI).  See Item 3 in Table 3 for a brief review. 

 

 

Use of screening instruments for treatment of psychiatric diagnosis 

A special topic that should be addressed in diagnosis is the use of screening instruments for 

identifying the two most common psychiatric disorders associated with the torture 

experience and for eliciting the patient’s traumatic life experiences.  Two instruments that 

have been successfully used over the past two decades are the Hopkins Symptom Checklist 

25 and the HTQ.  These instruments have been translated into over thirty languages, and 

their psychometric properties have been identified demonstrating their validity for 

diagnosis in many cultures.[38]  A brief history of these instruments reveals why they are 
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useful in the treatment of torture survivors.  Until thirty years ago, a simple screening 

instrument did not exist for interviewing patients who were victims of violence.  

Unfortunately, the survivors of trauma do not easily share their experiences with their 

doctors and it is not easy for them to reveal their symptoms.  There are many reasons for 

this phenomenon.  Survivors may be ashamed of what happened or they may not feel that 

their trauma is of interest to the doctor or nurse.  On the other hand, health workers have 

been afraid to ask survivors about their traumatic experiences, fearing that any question 

might trigger emotional distress and possibly re-traumatize them. 

 

In the early 1980s, the Harvard Program in Refugee Trauma (HPRT), discovered that 

patients from Indochina who had suffered horrific brutality, including torture, were unable 

to describe their experiences or symptoms in a standard open-ended psychiatric 

examination conducted in their own language.  HPRT was advised that the HSCL-25 could 

help facilitate a psychiatric interview with refugee patients.[39]  The Hopkins Symptom 

Checklist (HSCL) is a well-known and widely-used screening instrument whose history 

dates from the 1950s.[40]  It was originally designed by Parloff, Kelman and Frank at 

Johns Hopkins University.  Since its inception, it continued to undergo elaboration and 

refinement, resulting in its most common version, the SCL-90.[41]  Professor Karl Rickels, 

one of the original developers of the HSCL, demonstrated, along with his colleagues, the 

usefulness of a 25-item version of the HSCL in a family practice or a family planning 

service.[42, 43]  Remarkably, when Indochinese versions of the HSCL-25 were used, 

patients were able to provide their symptoms with little distress. 

 

The development of the Harvard Trauma Questionnaire (HTQ) further revealed that these 

same patients could provide answers to lists of possible trauma events and symptoms 

without becoming re-traumatized.  In fact, the patients were grateful that the health worker 

knew about their trauma and actually interviewed them about it.  The HSCL-25 and the 

HTQ have been translated into many languages and are being successfully used with 

traumatized communities in many parts of the world including Africa, Asia and Latin 

America. 
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Two major lessons have been learned from the use of these simple checklists with trauma 

survivors: 

1. The checklist acknowledges the traumatic life experiences of the survivors and de 

facto gives them permission to elaborate on the details of their trauma.  

2. The checklist, as a simple medical test, helps survivors easily “put words around” 

events and symptoms that would be too emotionally over whelming for them in 

an open-ended interview. 

 

A certain caution must be exercised when using the HTQ and HSCL-25.  A checklist can 

never replace the role of mental health professional.  These are clinical instruments that 

should be administered by health care workers under the supervision of a psychiatrist, 

medical doctor, or nurse.  For this reason, the HTQ and HSCL-25 have only been used in 

an interview format and have never been used as a self-report.  Further information 

regarding the application of these two screening tools can be found in Mollica, et al.’s 

Measuring Trauma, Measuring Torture manual.[44] 

 

Psychiatric treatment 

In general, the evidence for the psychiatric treatment of torture survivors has supported the 

use of selective serotonin reuptake inhibitors (SSRIs), general supportive psychotherapy, 

and cognitive-behavioral therapy (CBT) as primary treatments.  Specific evidence for the 

care of torture survivors using these modalities based upon randomized clinical trials has 

been slow in coming because of the ethical dilemmas that many see in randomizing the 

clinical treatment of torture survivors.  Although in a recent study of the treatment of PTSD 

it has been shown that prolonged exposure therapy (a therapy which enhances emotional 

processing of traumatic events by helping patients face trauma memories and situations 

associated with them) was a more effective treatment for women veterans and active duty 

personnel than standard psychotherapy, exposure therapy itself has not been studied in the 

care of torture survivors.[45]  This due to the general fear by health care practitioners of 

generating high expressed emotion in patients who have been through horrific and 

unspeakable acts of violence.  At this time, it is not evident that torture survivors and their 

advocates will allow victims of torture to be involved in randomized clinical trials.  
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In a recent study Danish investigators have shown that the remission rate of mental health 

problems in torture survivors using a multidisciplinary treatment approach has been 

extremely limited.[14]  The treatment of PTSD and depression in torture survivors may 

demonstrate a greater failure to achieve remission of psychiatric illnesses than in non-

traumatized patients with PTSD and depression.[46]  The natural history of the treatment of 

torture survivors over time has not been scientifically studied.  There has been little 

documentation of the use with torture survivors of the following currently available 

approaches[2]: 1) exposure therapy, 2) anxiety management training, 3) eye movement 

desensitization and reprocessing, 4) acceptance and commitment therapy (ACT), 5) 

interpersonal psychotherapy, 6) physiotherapy, and 7) traditional healing approaches 

including acupuncture and massage.  All approaches have shown positive effects to varying 

degrees in other populations.[2, 11, 47-57] 

 

Furthermore, specific clinical trials using psychotropic drugs in the treatment of torture 

survivors have only been studied in other traumatized populations such as combat victims 

and survivors of criminal violence and accidents.  Similarly, studies of a relatively benign 

approach to insomnia using basic sleep hygiene methods taught to torture survivors have 

not been conducted, despite research indicating the efficacy of simple sleep hygiene for 

sufferers of chronic insomnia.[58]  

 

4. Refer 

Healthcare practitioners who do not have a specialized training in psychiatry need to be 

able to identify and refer to psychiatric professionals those individuals who may be 

suicidal, of danger to themselves and others, and/or have been unable to have a remission 

of their psychiatric illness through standard treatments available in primary healthcare.  In 

many post-conflict countries few psychiatrists exist, so a referral may not be possible.  

However, a mental health plan can be developed in primary health care to address these 

more serious mental health cases with the approval and support of national and 

international psychiatric experts.  If generic approaches to the treatment of torture survivors 

such as psychotherapy and psychotropic medication fail, the healthcare provider needs to 
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consider that a more specific and tailored treatment approach is necessary in order to bring 

the patient into remission.  For example, if a torture survivor receiving standard treatment 

cannot find relief from their nightmares, a cognitive behavioral therapy (CBT) approach 

should be considered for the treatment of nightmares.[59]  Acupuncture may be an 

effective treatment for patients with chronic pain.[60]   

 

5. Reinforce and Teach 

In Healing Invisible Wounds, Mollica describes the resiliency of patients who have been 

exposed to extreme violence.[5]  It is important for health and mental health care providers 

to build upon those concrete positive behaviors and coping techniques that the patient is 

already using to deal with their suffering and disability secondary to torture.  Coping has 

been defined as “conscious attempts to manage internal or external stressors that an 

individual perceives as exceeding existing resources”.[61, 62]  As Mollica describes in 

Healing Invisible Wounds, the innate self-healing capacity inherent in all human beings 

stimulates the survivor of mass violence to develop self-management techniques enabling 

them to persevere despite the devastating events of their traumatic experience and scarcity 

of resources often available in the aftermath of such trauma.[5]   

 

This inherent self-healing capacity is an invaluable tool aspect of healing and recovery, and 

it is extremely important for the health and mental health care practitioner to point this out 

to torture survivors, as patients often overlook coping skills they are already utilizing in the 

recovery process.  Health and mental health care practitioners can aid the torture survivor 

in enhancing their coping skills by pointing out techniques already in place using 

supportive phrases, some of which are identified in Item 5, Table 3. 

 

6. Recommend Work, Altruism and Spirituality 

Numerous studies have identified three social instruments of self-healing commonly used 

by torture survivors and other victims of extreme violence.  These include altruism, work, 

and spiritual activities.[63]  Torture survivors should be encouraged to participate in 

activities where they are helping others, engaged in productive economic activities, and 

pursuing spiritual and existential beliefs.  It has been demonstrated that torture survivors 
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and other survivors of extreme violence have an intrinsic desire—despite a general scarcity 

of resources—to “help others”.  By helping others they in effect are helping themselves.  

This is an important response to the crippling loss of personal power caused by the 

humiliation of the torture experience.  It is extremely important that health and mental 

health care practitioners avoid forcing dependency on the torture survivors and encourage 

independent activity.  Work for adults and school for children are also fundamental pieces 

of the recovery process.  It is the belief of the authors of this chapter, although unproven, 

that while work is a major resiliency factor for survivors of extreme violence, it may also 

be necessary for recovery.[63]  It is possible, although it has not been scientifically 

demonstrated, that torture survivors who are suffering from depression may not be able to 

recover without working.  A similar statement can be made for adolescents or children who 

have been tortured with regard to their education.  Since torturers strive to destroy the 

values and meaning system of their victims, spirituality has been shown to play a critical 

role in the prevention and recovery from psychiatric illness.[5]  Research has demonstrated 

that spiritual reconstruction of a new worldview by the torture survivor may also be 

similarly done by strong political and humanistic views.[16, 64]  See Item 6 in Table 3. 

 

7. Reduce High Risk Behaviors 

High-risk behaviors such as smoking, drinking, drug use, and unprotected sex can be more 

prevalent during the post-torture recovery phase.  The problem of addiction in torture 

survivors has not been studied.  It is highly likely that in many torture survivors, high-risk 

behaviors lead to the undesired sequelae of addiction.  The health and mental health care 

provider in the primary care setting must address this issue directly with the patient who 

has been tortured.  Conventional treatment of the torture survivor may relieve the pressure 

for high-risk behaviors or may not in those cases where they become diagnosable DSM-IV 

addictions.   

 

8. Be Culturally Attuned in Communicating and Prescribing 

The single most important principle in using psychiatric drugs is that the primary care 

and/or mental health care practitioner have a therapeutic relationship with the patient.  This 

includes understanding the role of medication in the social and cultural worldview of the 
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torture survivor.  For example, certain torture survivors may be frightened to take 

medication because they were given injections or poisoned as a form of torture.  In some 

cultural settings, psychotropic drugs are viewed as a sign of weakness or failure that they 

cannot overcome their own problems.  Similarly, many will fear they will become addicted 

to the medication.  The cultural beliefs related to compliance with medication must be fully 

explored. 

 

Another important consideration is that patients from different cultures, age group and 

social class have different interpretations of and responses to trauma.  Most ethnic groups 

process suffering and emotional distress in culture-specific ways; for example, the intense 

disgrace associated with sexual violence in many cultures can exacerbate the already 

painful feelings of shame and humiliation experienced by the torture survivor.  

Additionally, first lines of treatment in many cultures are traditional and spiritual healers 

and community leaders, so a Western diagnosis and treatment plan involving medication 

may seem ominous and highly stigmatizing.  As folk diagnoses are common within 

particular cultures, the literal translation of the doctor’s questions or diagnosis may be 

meaningless.  Use of medical interpreters whose native background matches the patient’s is 

an extremely effective way to developing a supportive, accurate, and culturally appropriate 

therapeutic alliance with the patient.  The patient’s cultural preconceptions regarding their 

traumatic experiences and their view of the healing process should be respected and 

carefully considered when determining whether medication is the appropriate course of 

treatment for a torture survivor. 

 

9. Prescribing  

Psychotropic drugs have been well demonstrated to be effective in trauma survivors 

suffering from PTSD and depression, but no conclusive literature exists around efficacy for 

survivors of torture.  There are several basic principles for the treatment of patients from 

various cultural and ethnic backgrounds to insure safety in prescribing psychotropic 

medications [65-67]. 
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Identify target symptoms 

Identify target symptoms that interfere with functioning or are causing significant distress.  

Each individual patient should also be evaluated for comorbidity of a variety of different 

types of psychiatric disorders before any psychotropic medication is prescribed.  Often, 

torture survivors may be experiencing any combination of mild or major depression, 

posttraumatic stress disorder (PTSD), generalized anxiety disorder (GAD), other types of 

anxiety disorders such as panic disorders or phobias, bipolar disorder, and/or substance 

abuse problems.  Psychiatric disorders may also be masking a traumatic brain injury. 

 

Pay attention to the patient’s “explanatory model”  

The experience of the illness and the meaning around the use of a psychotropic medication 

are important for the patient.  Understanding the beliefs and perceptions of the patient can 

significantly impact the outcome of treatment.  Medications should be explained to patients 

as the use of traditional and alternative healing remedies is common practice within many 

cultures.   

 

Use counseling 

Counseling can help to determine the causes of poor compliance as well as remove 

financial and psychosocial barriers to the use of medication. 

 

Keeping the medication regimen simple  

This will help to improve compliance. 

 

Pay attention to ethnic differences in metabolization of and response to medication 

Understanding relevant ethnopsychopharmacologic principles is essential to the 

development of an effective psychiatric drug treatment plan for torture survivors.   

 

For example, research has shown that Asians, in general, respond to lower doses of 

antidepressants, typically requiring starting doses and maintenance dose at half of the 

standard dosage of all psychiatric medications.  Further, Asians tend to use folk remedies, 
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which may or may not interfere with psychotropic medication, as well as having lower 

metabolic rates (in effect, requiring lower dosages of antidepressants).  

 

Certain ethnic populations respond differently to psychotropic medications; thus, patients 

may begin experiencing side effects at unexpected doses due to biological differences in 

metabolization of the medication 

 

10. Close and Schedule Follow-up Visits 

Healthcare practitioners, in particular, usually have short visits with their medical patients 

on a regular basis over time.  The health care practitioner does not have the advantage of 

the mental health practitioner of spending an hour with a given during a single visit.  This is 

often presented by medical staff as a barrier to the management of the torture survivor.  

They feel that because they do not have enough time with the patient, they should not open 

up this area for identification and diagnosis.  However, as it has been shown, the brief 

medical setting is an ideal setting for those who have been highly traumatized.  The overall 

caveat must be “a little bit, a lot, over a long period of time.”  The management of the 

medical and psychiatric problems of the torture survivor rarely needs crisis intervention.  

With conscientious maintenance by the health care practitioner of a clearly defined 

treatment plan, clinical care decisions can be discussed and explained effectively to the 

patient.  The patient’s trauma story and the sequelae of torture can then be diagnosed over 

many primary health care visits.[35]  However, the medical practitioner must keep good 

notes in the medical record and begin the next visit with the torture survivor starting at the 

end of their previous conversation.  Unknowing to the health care practitioner, the patient 

will often remember their story and will continue it with the doctor as if no time has 

elapsed.  In Item 10 of Table 4, a number of statements are offered that can be made to 

conclude the medical visit.[68]   

 

 

11. Burnout 

Individuals working with torture survivors are exposed to unique stressors related to the 

intensity of suffering and human cruelty experienced by the torture survivor that may result 
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in burnout and stress-induced illnesses. Burnout is often defined as a prolonged response to 

chronic emotional and interpersonal stressors on the job which consists of three 

components: exhaustion, depersonalization (defined as: disengagement or detachment from 

the world around you), and diminished feelings of self-efficacy in the workplace.[69, 70]  

Those at risk include a wide range of health professionals including physicians, social 

workers, paraprofessionals, case managers, and spiritual leaders.  Due to the nature of the 

torture and the intensity of their client’s experiences, risks of burnout for care providers are 

quite high.   

 

As it is with any stress-related reaction, there are particular sets of risk and protective 

factors generally found relative to the experience of burnout.  Risk factors include 

excessive demands from self, others, and the work situation; lack of resources, personnel, 

and time to complete a job; excessive time in the same job; unrealistic expectations around 

recovery of patients; and lack of clinical/personal support in the workplace.[71]  Often, 

care providers of the same ethnic, religious, or political background have endured the same 

previous traumatic experiences as their patients, which may compound the effects of 

existing stressors on the care provider, increasing the risk of burnout.   Care providers for 

survivors of torture may even experience other stress-related illnesses as serious as 

vicarious traumatization, depression, or PTSD.[69]  

 

For these reasons, it is essential that protective factors inherent in the care provider be 

supported and enhanced through a community of colleagues.  These protective factors may 

lower the likelihood of stress-related illness.  Protective factors include personal attributes 

that promote resiliency, such as self-esteem, resourcefulness, a strong physical or 

psychological constitution, or simply the desire and ability to help others.  Opportunities 

for meaningful action and activities are another means of helping care providers cope with 

the stressors associated with care for torture survivors.[69] 

 

Evaluation 

The continuous monitoring of the medical and psychiatric problems of the torture survivors 

over time by the medical and psychiatric treatment team needs to occur.  The authors in 
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their work with torture survivors have coined the term results-oriented treatment, which is 

used to describe desired treatment results which are embedded within the management of 

care at the onset of treatment.  Evaluation is not an end stage process, but should inform the 

entire treatment process of caring for torture survivors.  In Table 5, 14 major outcome 

measures have been established related to the medical and psychiatric care of torture 

survivors.[44, 72-77]  As shown, these measures do not focus only on symptom relief, but 

also on the self-perception of health and the social functioning of the patient.   

 

The Hopkins Symptom Checklist 25 (HSCL-25) and Harvard Trauma Questionnaire 

(HTQ) are essential tools in evaluating symptom remission for depression and PTSD, 

respectively. The self-perception of health status is a simple measure that provides a 

general overview of the patient’s health and well-being, and is extremely sensitive to the 

progress of treatment. The need for social and legal services are included as outcome 

measures because many torture survivors are asylum seekers or immigrants and are in need 

of social services and legal support. Poverty and legal problems will have an enormous 

impact on the psychiatric status of patients and may prevent a medical and psychiatric 

regimen from being successful. Unfortunately there are torture survivors who live within 

impoverished refugee and immigrant groups who do not have enough basic food for 

adequate nutrition. The remaining outcome measures are self-explanatory. 

 

It is recommended that the first eleven outcome measures be elicited after each psychiatric 

visit and the HSCL-25, HTQ, and self-perception of health scales every six months.  The 

results of the outcome measures need to be monitored on a regular basis in order to ensure 

good treatment outcomes.  If a lack of responsivity occurs, for example on the HSCL-25 or 

HTQ after six months, a referral to a psychiatric practitioner must be considered. 
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*From the Harvard Trauma Questionnaire: Mollica RF, Caspi-Yavin Y, Lavelle J, Tor S, 
Yang T, Chan S, Pham T, Ryan A, de Marneffe D. The Harvard Trauma Questionnaire 
(HTQ) Manual: Cambodian, Laotian, and Vietnamese versions. Torture 1996;Suppl1:19-
42. 
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At the present time, mental health experts have become more active in countries ravaged by 

wars, be it in the Middle East or Eastern Europe, but to a large degree outside the confines 

of the larger research establishments. The situation created an imperative that mental health 

research on consequences of war, and treatment of its sequelae although carried away from 

traditional research centers, apply new and strict descriptions of disorders such as major 

depressive disorders (MDD), post-traumatic stress disorder (PTSD), and many other 

disorders as well as newer treatment techniques (e.g., cognitive restructuring , etc.).   

 

Our group at the Institute for Development Research Advocacy and Applied Care 

(IDRAAC)/ Saint Georges Hospital University Medical Center/ Balamand University faced 

with a war situation in 1980 in Lebanon, embarked on monitoring mental health 

developments both on epidemiologic and clinical levels. We have tried to ally our own 

clinical insights within the research that we developed.  

 

The Lebanon wars started in 1975 and were over in their internal chapters in 1990; an 

estimated 15% of the population were injured (one third of these being fatalities). The main 

question was: How many were injured mentally?  

 

When we started our research in 1980, the world literature had concentrated mostly on 

military subjects,1-7 considering war in general terms with only a minority dissecting war 

into specific events.3, 6, 7 Moreover, the published research on civilians and war dealt mostly 

with patients or with very small groups,8-10 and did not attempt to quantify war exposure11-

17 with the exception of a few studies.18  Those studies that dealt with civilian communities 
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considered war as a single variable and considered mental health as a very broad term, 

without considering specific diseases. Recently, more focused studies have attempted to 

look at different national groups exposed to war by examining more than one mental health 

disorder.19  In this context, the Lebanon wars offered us the possibility of filling in some of 

the gaps in the scientific understanding of the sequelae of war and the treatment of mental 

health outcomes.  

 

Over the next few pages, we will be sharing with the reader an overview of the research 

that we have conducted to investigate the following questions: What is the magnitude of 

the mental health problems caused by war? Are they different in adults, adolescents and 

children? What is the course of these disorders? What kind of treatments can be offered? 

What would be our research level suggestions to public health policy planners and to 

clinicians? 

 

I. Methodology 

 

Table 1 and Table 2 are a methodological overview of the 6 Lebanon-War studies.19-29  

 

Adult Studies 

The first series of studies focused on adults and addressed the basic issues of exposure to 

war (see Table 1) We believe that there should be a clear separation between the perceived 

subjective effect of a specific war trauma (e.g. torture) and its overall objective impact (e.g 

destruction of persons). In order to account for this, we designed the War Events 

Questionnaire (WEQ)30 which allowed for both, objective and subjective measurements. 

The basic approach behind the WEQ was to subdivide war exposure into increasing 

magnitude, taking into account the following parameters: type of damage (destruction of 

property, injury, etc.), witnessing of the damage (the subject was there, away from it, etc.) 

and lastly the victim (subject himself/herself or somebody closely related). All of these 

events are allowed to have dual scores: objective and subjective. 
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The WEQ was used in our Community I Study that focused on four communities, 

deliberately chosen to represent increasing degrees of exposure to war. These were 

followed over three periods: Phase I (1989, N=658), Phase II (1991, N=234), and Phase III 

(1994, N=208). Phase III offered us a chance to look at these communities over a period of 

four full years, after the termination of all military hostilities in the regions studied. In these 

studies, we looked at a wide range of disorders (e.g., depression and substance abuse) and 

did not concentrate only on PTSD.22, 23, 26  

 

We also carried a country wide evaluation of mental disorders (N=2857) representing all 

Lebanese aged 18 years and above, the L.E.B.A.N.O.N-WMH study.29 This study serves as 

a basis for mental health planning in Lebanon. It covers a very wide variety of mental 

disorders and in addition looks in detail at exposure not only to war, but also to other types 

of trauma: twelve month and lifetime prevalence of psychiatric disorders and their relation 

to war have been analysed.19, 28, 29 Suicide and burden of mental disorders are at present 

being analysed. In addition this study as part of the global WHO-WMH studies is going to 

look more closely at a variety of questions, including nosological issues in the definition 

and classification of mental disorders. 

 

In our third adult study, eight different groups of women residing in the South of Lebanon 

and Southern suburbs of Beirut (15+ years) were asked about their primary concerns and 

difficulties in relation to several topics after the July 2006 war.  Four focus-group sessions 

for each group were conducted to gather information on women’s situation and concerns, 

planning for better prevention and protection at times of adversities.21 

 

Child and Adolescents Studies 

Table 2 reviews our three child and adolescent studies in Lebanon.  In 1996, we evaluated 

in our Community II Study a group of school children and adolescents (N=386) who 

represented the 45,000 students residing in the South and South West of Lebanon who 

were exposed to an acute military attack by Israel (April 1996). Part of this representative 

group was followed a year later, 1997 (N=143).  Multiple Disorders were assessed among 

this population.27 
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A second child and adolescent study in our Lebanon war studies was a long term follow up 

of a high risk group of children and adolescents who were orphaned in the shelling of a 

United Nations (UN) shelter in April 1996, during the same military operation described 

above. Upon the recommendation of the Hariri foundation (www.hariri-foundation.org.lb), 

these children/adolescents were NOT placed in an orphanage; on the contrary, all attempts 

were made to keep them with  surviving family members and on an individual basis: the 

orphans stayed with their natural surviving parent (if they lost one parent only), or with 

their uncle or aunt (if they had lost both parents). On an economic level, the Hariri 

foundation supplemented the income of the family that was now housing the orphans and 

pledged a sum of money that would be picked up by the orphan once he/she reached 

adulthood. This was quite an innovative approach trying to reduce the changes that 

accompany such catastrophes. On a psychiatric/psychological level, our group first 

evaluated these children one year after the traumatic events (Phase I, N=58), and then at 

yearly intervals (Phase II, N=63, Phase III: N=67, Phase IV: N=69). Assessment was based 

on in-depth clinical interviews, as well as on a series of standardized tests and scales that 

were administered to both children and their surviving parent. 

 

The treatment given to the orphans was naturalistic: moderate to severe cases were enrolled 

in individual therapy (be it pharmacologic or purely psychological) given by experienced 

psychiatrists and psychologists from our group. Milder cases were followed by an 

experienced social worker who was assigned specifically for this group of orphans. The 

social worker was in regular contact and in close coordination with the senior psychologist 

coordinating this project. Regular visits to the orphans and yearly therapeutic summer 

camps were also part of the treatment program. These collective camps focused on 

rehabilitation in general, on specific issues pertaining to specific traumata, and also on pre-

war personal characteristics (individual and social) that become frequently more important 

upon war exposure.  In addition, the camps tried to help the orphans avoid positive 

stigmatization (Children of ‘heroes’).  Detailed description concerning the treatment 

delivered can be found elsewhere.20 

 

http://www.hariri-foundation.org.lb/�
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The follow-up program, as a whole, was named the "Child Care Program" and was thus 

conceptualized in four dimensions: educational, pediatric (physical health) 

psychiatric/psychological (including child, surviving parents’ and families’ well being), 

and economic. Our psychiatric/psychological component was meant to monitor and treat 

the psychopathology of this group of traumatized war orphans in a prospective fashion, to 

explore through yearly in-depth clinical assessments the children’s actual 

psychological/educational needs, risk and protective factors. This empirical data was to 

create a used long term multidisciplinary naturalistic intervention program to help these 

children develop optimally into adulthood.   

 

Our third child and adolescent study emerged after our group was commissioned to 

conduct a psychosocial and mental health needs assessment of children and adolescents in 

Lebanon six months after the July 06 war events. This assessment took place in the areas 

mostly affected by that war (South Lebanon and Beirut Southern Suburbs). In addition to 

highlighting the psychosocial and mental health needs, the purpose of this assessment was 

to also make recommendations for short and long-term interventions to help guide policy 

and planning by the Lebanese Higher Council for Children.  

 

The assessment began with a series of focus groups with children and adolescents and their 

mothers in areas exposed to war before actually running the field survey of directly 

evaluating subjects representing the population. After securing the approval of the 

Lebanese Ministry of Education and the Institutional Review Board of Balamand 

University, we selected a random representative sample of children and adolescents from 

the target regions. The data collection took place as follows: trained psychologists and 

social workers from our group collected the needed data on the selected children and 

adolescents in each of the 20 schools, which were randomly chosen to represent statistically 

the school children of the south and southern suburbs from ages 3 to 18 years of age.   
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II. Results 

 

Adult Studies 

The most common disorder in adults following war exposure was major depressive 

disorder (MDD), reaching an acute high of 41.5% in one single year (in one of the 

communities that was very heavily involved in the fratricidal war). Exposure to war was 

clearly related to the emergence of depression in all the phases of our adult studies. 

Moreover, pre-war history of depression was at least equally important in predicting the 

occurrence of depression following war exposure. The other predictors were younger 

cohorts and female gender.31 In a national study conducted a decade after war ended, being 

exposed to two war events still increased the likelihood of having 12-month mood 

disorders by three times, and five times for three or more war events.29 Additionally, 

lifetime analyses have shown that exposure to cumulative war events increased the risk of 

first onset of MDD.28 

 

Bereavement-related depressions that follow strictly the Diagnostic Statistical Manual 

(DSM) criteria have been proven by our group to follow a similar course to non-

bereavement depressions. Bereavement related depressions predicted the reoccurrence of 

depression at follow-up in the same manner as non-bereavement depressions.32  

 

Post traumatic stress disorder (PTSD): PTSD increased after every round of re-exposure in 

its acute forms (less than four weeks) as well as its DSM-III-R recognized form (4 weeks 

or more). It can be said that both rates of MDD and PTSD doubled upon exposure to the 

same war traumata (23.4 % to 41.5% MDD, and 5.4% to 11.1% PTSD). PTSD seems to 

be, at least in these studied wars, very frequently occurring in the context of depression 

(72% of subjects with PTSD also had depression in Phase II). This could be due to the 

nature of the war events (fatalities), or the extremely high prevalence of depression, which 

in itself predicted the occurrence of PTSD upon exposure.33 The recent national study 

showed a dose-response relation between 12 month anxiety disorders and number of war 

traumata.29 Also, similar to MDD, exposure to cumulative war events increased the risk of 

first onset of  PTSD.28  
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Substance use disorders: Substance use disorders were not common during war time and in 

the communities we studied, and thus were not systematically analyzed due to the small 

numbers at hand.  

 

Suicide: Suicidal ideation was very low in our specific country samples that we studied 

during the wars. When analyzed per depression episode, the suicide rate was the lowest 

among all the countries involved in a cross-national comparison where this was 

evaluated.31 We are at present evaluating suicide on a national level and preliminary results 

point to a possible relation of suicidality and war.  

 

Mental health difficulties: When asked about their difficulties and concerns, women who 

were exposed to the last war of July 2006 reported that fears, anxiety and worries were the 

most common emotions experienced during war. This was followed by sadness and 

depressed mood, insomnia, somatisation issues and irritability, significant decrease in 

motivation, separation anxiety and decrease in concentration, significant decrease in energy 

and fatigue, and automacy of emotional response while reporting events.  Other difficulties 

mentioned included crying spells, re-living and flashbacks, avoidance, nightmares, memory 

deficit complaints, onset of psychotropic medications intake and or psychiatric 

hospitalization, fluctuations in eating habits (increase or decrease), as well as in sleeping 

patterns, and menses were sometimes mentioned. Startle response, feelings of hopelessness 

are also equally mentioned. Isolation and feelings of guilt were few times mentioned as 

mental health difficulties.  Feelings of estrangement, dizziness, helplessness, inability to 

function as usual, decreased libido, decrease in self confidence, and lack of psychosocial 

services to refer to were the least frequently mentioned as mental health difficulties.25 

 

Four years after the end of the Lebanese wars (Community I, Phase III), all factors that 

were listed above (age, gender, exposure to war, etc...) still predicted MDD in the adults 

prospectively followed. Moreover, several interesting findings emerged in this post war 

study: first, younger cohorts still carried the heaviest burden of depression, albeit with 

lower rates.  At the highest peak of war exposure (Phase II), the one year prevalence of 
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depression was 45.5 % ( 18-29 years), 39.1% (30-44 years), and 39.5% (45-65 years). 

These rates dropped during peace time to a full- four year prevalence of: 23.6%, 13.6% and 

4.4% respectively. Second, depression took on a ‘life of its own’ during peace time. Having 

a history of depression seemed to behave like an independent force behind its reoccurrence, 

irrespective of whether it was precipitated previously by war or not. Depression induced by 

war had become a true disorder that ‘bred true’ and not simply a reaction.33, 34 

 

It is clear now for us that when we assessed the Lebanese adults a decade after the end of 

the initial chapters of the Lebanese wars that exposure to war not only increased the 

likelihood of having a mental disorder after exposure but carried its effect long after the 

closure of these wars. Thus the 12 month (10 years after the end of the war) prevalence of 

mental disorders was as follows: 11.2% any anxiety, 6.6% any mood disorder, 2.2% any 

impulse control, and 1.3% any substance use disorder.29 

 

 

Children and Adolescents 

Our group studied the prevalence of several disorders (MDD, PTSD, Overanxious Disorder 

(OAD), and Separation Anxiety Disorder (SAD)) in children and adolescents acutely 

(Phase I, 1996) and one year after their exposure to the military operation (Phase II, 1997). 

The course of these disorders in Phase I and Phase II (one year later) was as follows: MDD 

(23.6 % and dropped to 5.6%), SAD (17.2% to 4.2%), OAD (24.9 % to 0.0%), and PTSD 

(24.1% to 1.4%). Of the children and adolescents having any disorder in the acute phase 

(Phase I), 60% had at least two of the assessed disorders; the reverse being true a year later 

with the majority of those who had any disorder (76.9%) having only a single disorder.  

 

Sub-syndromal PTSD was also evaluated in this population. The re-experiencing cluster 

(which requires only one symptom to be present) decreased from 35.2 % (at Phase I) to 

14% one year later. Avoidance (which requires three symptoms to be present) decreased 

from 28.2 % to 4.2%, and arousal (which requires two symptoms to be present) declined 

from 34.2% to 12.6%. The prevalence of two or more PTSD clusters one year after the war 

was 11.9%, implying that one year after exposure there are many children and adolescents 
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who suffer from PTSD symptoms and who are subsyndromic according to the DSM-II-R 

criteria.  Below is a summary of the main findings: 

(1) 17.4% of those who had any disorder in Phase I still had any disorder one 

year later.  

(2) War was clearly a major precipitant of these disorders; more specifically 

witnessing the trauma was an important parameter in predicting the 

occurrence of mental disorders (MDD, SAD, PTSD and OAD).  

(3) Psychosocial stressors were the ‘surprise’. These were not just important 

predictors of psychopathology (as one would have expected) but even more 

powerful than war.24  

(4) Sub-syndromic PTSD clusters and war exposure were also related: the 

mean log-war exposure for those with no PTSD cluster was 1.45, compared 

to 3.62 for one cluster, and 5.03 for two or more clusters (p<0.0001). 

(5) Pre-existing history of mental disorders, again and as in the adult studies, 

predicted war-related psychopathology (e.g. acute SAD after war exposure 

was predicted by pre-existing SAD (OR=5.85) and by pre-existing PTSD 

(OR= 24.82)).  

 

High Risk Group: Orphans  

Our results showed that one year after the trauma, the orphans still displayed a high 

prevalence of PTSD 20.7%, MDD and Dysthymia 24%, SAD 39.7%, and ‘Behavioral’ 

disorders (Conduct (CD) and Attention Deficit Hyperactivity Disorder (ADHD)) 10.3%. 

Almost all of these disorders started decreasing progressively two years after the trauma 

(PTSD 8.1%, MDD and Dysthymia 17.7%, and SAD 17.8%), three years after the trauma 

(6.3%, 3.2%, and 1.6% respectively) and four years after the trauma (PTSD 1.4%, MDD 

& Dysthymia 4.1%, SAD was not assessed systematically). However, behavioral 

disorders which slightly decreased two years after trauma (7.8%), increased at three years 

following the trauma (17.8%) and then went back to the baseline rates a year later 

(10.0%). This could be due to the long term sequelae of war added to the parental 

difficulties encountered upon the death of the parent(s), leading to a chaotic atmosphere 

and a lack of discipline in some of the affected families.  
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Interestingly, we found that the orphans’ reactions to the sudden parental death depended 

on the gender of the deceased parent. While the loss of a mother seemed to induce more 

PTSD reactions, the loss of a father induced more SAD reactions. However, other 

disorders such as MDD and Dysthymia did not seem to be differentially affected by the 

gender of the deceased parent.  Moreover, there seemed to be a relation between the type 

of parental bonding of the deceased parent and the type of reaction of the affected 

child/adolescent.  

 

Though the orphans were treated naturalistically which makes them not ideally 

homogenous for scientific research, the strengths of this study lie in the fact that it 

assessed the effect of a two-fold trauma (war and bereavement) using both clinical and 

structured interviews, and in continuously monitoring the treatment delivered based on 

on-going empirical research findings.20  

 

Risk Factors and Psychosocial Services: South of Lebanon & Southern Suburbs of 

Beirut (SSSS) 

Following the July 2006 war, adolescents responding to the questionnaire used in the 

needs assessment study reported the two most common environmental psychosocial 

stressors to be seeing a lot of violence on television (74.7%) and witnessing explosions 

during the war (67.0%). Notably, 43.5% of the adolescents indicated that they were 

exposed to extreme danger during the war and 42.9% were negatively affected by 

rumours during the war. More than a third of the adolescents stated that they were unable 

to play outside their homes safely (36.5%), that they had witnessed injured people 

(34.8%), witnessed homes being damaged during the war (34.4%) and that their friends 

had moved away or immigrated since the war (33.6%). About a third of adolescents 

indicated that a close person who was dear to them had been killed during the war 

(32.4%) and a fourth of the adolescents reported witnessing dead people (25.8%). 

 

Coping strategies and personal attitudes were investigated among adolescents. The two 

most frequently used coping strategies pertain to religious coping and were used by more 
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than two-thirds of adolescents: the first was accepting bad things because it is God’s will 

(69.8%) and the second was praying (67.7%). Other frequently used coping strategies 

involved control of feelings (44.1%) and talking to others about feelings (43.3%). 

Strategies related to denial were also used, with 39.9% denying fear of death and 27.3% 

denying fear of war. The strategy of cognitive distraction was used by 35.4% and that of 

behavioural distraction was used by 30.8%. Problem solving strategies were among the 

least utilized (19.5%) along with avoidance coping. Almost a fifth of the adolescents 

reported quarrelling more with others since the war about politics (19.8%) and about 

religion (17.2%). More than half of the adolescents reported being afraid and concerned 

about the current situation in the country (57.2%). They also reported having fears of 

separating or being far from loved ones (54.1%) and startling from loud noises more 

easily than before (34.1%). Many adolescents reported that they have lost interest in 

studying this academic year (19.1%), that they felt insecure within the school 

environment (11.3%) and that they have become indifferent (8.1%). Almost half of the 

adolescents reported that they felt the value of human life has changed since the war 

(47.3%) and a fourth of the sample reported  wanting to leave the country and immigrate 

in the future (24.9%). Many also believed that they were unable to express their opinions 

and ideas if these opinions and ideas were different from those of others around them 

(14.2%). Some felt that they have no hope for the future (14.0%) and a few stated they 

did not wish to continue their education (4.8%).  

 

Adolescents replied to a section in the questionnaire about various psychosocial stressors 

that might have occurred any time in the student’s life before and up to the July 2006 

war. Financial problems was the most frequently endorsed item (16.3%) followed by 

father’s unemployment (9.5%). Chronic medical illnesses in a family member (9.4%) or 

experienced by the student (4.4%) were reported. Problems at school before the war were 

not uncommon, with 9.1% of the adolescents reporting that teachers were not kind to 

them, hit them (3.3%) and other students at school hit them (0.9%). 

 

Students were asked to write all activities and interventions they participated in  and these 

open-ended answers were analyzed. Most of the students related engaging in leisure 
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activities spontaneously with their peers or families (56%), while some reported 

participating in organized activities (21%). Those who reported being engaged in 

spontaneous leisure activities indicated that these activities were related to play (33.7%), 

sports (29.6%), social activities (13.7%), art and educational activities (11.4%). 

Organized activities were related to volunteering and community work (9.6%), to leisure 

activities (9.5%) and to organized interventions (2.8%) where in the latter the description 

the students gave about the activity most closely resembled receiving a psychosocial 

therapeutic intervention. 

 

The adolescents with onset of difficulties as reported on the Strength and Difficulties 

Questionnaire (SDQ) after the July 06 war were then rated according to the magnitude of 

psychological symptoms they endorsed as well as the impact of these symptoms on the 

various domains as indicated above. Those with High Risk scores and High Impact scores 

were classified as High Probability cases whereas those with High Risk/Moderate Impact, 

Border Risk/High Impact and Border Risk/Moderate Impact were classified as Moderate 

Probability cases. According to this classification, a core group of 5.9% of the adolescents 

were at High Probability and 8.6% were at Moderate Probability of having a mental 

disorder 6 months after the end of the July 06 war. When data from the Child Revised 

Impact of Event Scale (CRIES) was analyzed for the probability of PTSD, a core group 

of 15.4 % of adolescents from the total sample were likely to have PTSD. 

 

There was a statistically significant relation between the number of war events and the 

total SDQ score risk category among adolescents with onset of symptoms after the July 

06 war where the greater the number of war events experienced, the greater the number 

of adolescents in the Border and High Risk categories. War events were also related to 

post-traumatic stress symptoms on the CRIES where the greater the number of war 

events experienced, the greater the score on the CRIES. 

 

The categories of Moderate and High Probability of mental disorder were combined into 

a category called Probable Mental Disorder. All variables, including war exposure, 

psychosocial stressors, personal attitudes and participation in activities were examined 
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for their relation with Probable Mental Disorder by conducting Logistic Regression 

analysis accounting for clustering effects. This analysis revealed that exposure to war 

events, problems related to school, insecurity and related feelings as well as family 

relationship problems were the final predictors of having a Probable Mental Disorder. 

 

Results from FGDs with children ages 8-11 years revealed that mental health issues were 

at the top of the list of the most frequently spontaneously reported stressors and 

psychosocial concerns (246 spontaneous reports). Traumatic, depressive, and anxious 

symptoms, and symptoms of general discomfort were expressed most intensively. War 

exposure per se and losses, human and material (140 spontaneous reports) and issues 

related to displacement (106 spontaneous reports) came next, with a more or less equal 

importance as indicated by the number of spontaneous reports collected related to each 

theme. Regarding displacement, children complained mostly about the lack of basic 

necessities for their daily lives, but often also about the absence of one or more family 

members in their area of displacement.  

 

Results from FGDs with teachers of children in grades KG1-Grade 1 revealed that violent 

behaviour, aggressive play, hyperactivity and discipline problems were the most 

frequently spontaneously reported problems. Next were the lack of basic necessities 

(pencils…) and persistent traumatic reactions/symptoms related to war. Concerning 

parent-child difficulties, financial problems were very frequently reported. There were 

also significant reports of lack of enough parental supervision at home and physical abuse 

of children in the teachers’ opinion.  

 

Results from questionnaires completed by teachers revealed that teachers were mostly 

concerned about the students’ lack of motivation and interest in studies (45.2%), 

hyperactivity (32.3%), cases of extreme academic delays (32.1%), drop in school grades 

(28.1%), inattention and distractibility (25.0%), lack of supplies (19.4%), deterioration in 

conduct (19.4%) and problems resulting from political talk (15.6%) among other 

problems. Teachers indicated that these problems have increased either somewhat 

(76.7%) or a lot (13.3%) since the previous academic year. 
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In addition, teachers expressed concerns about parents not taking care of studies at home 

(46.9%), political atmosphere having negative impact at home (46.9%), parents not 

following activities of their children (34.4%), parents making children work outside 

home (34.4%), financial difficulties (28.1%) and little time spent by parents with their 

children (25.0%) among other problems. Teachers indicated that these problems have 

increased either somewhat (63.3%) or a lot (13.3%) since the previous academic year. 

 

The majority of teachers responding to the questionnaire reported that they did not 

receive any training on how to themselves deal with the effects of war (75%) nor on how 

to work with their students on post-war issues (55.2%). Most teachers who received any 

kind of training felt that it was either somewhat or very beneficial. Most teachers (67.7%) 

felt a need to receive training sessions on how to manage students with psychological or 

behavioural difficulties. Moreover, most teachers (61.3%) indicated that they felt they 

needed a specialist in child mental health to be available to them and 71.9% indicated that 

they saw a great need to include material about psychosocial issues and mental health in 

students’ curricula. Finally, 29.0% of teachers indicated that they themselves were in 

need of psychological support after the war, while a minority (6.5%) reported that their 

own psychological state interfered with their capacity to perform their duties as 

teachers.25 

 

III. Conclusions and Recommendations 

 

The following conclusions and recommendations are based on our research findings and 

are intended for health care practitioners in general and mental health workers in specific 

working with adults, adolescents, children and their families in times of war or in its 

aftermath. The points developed below are core issues to address either individually or 

with caregivers, or other significant adults, or with teachers, school counselors and 

administrators. 
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Adult Interventions 

 Although PTSD is expected to increase upon exposure to war trauma, other 

disorders (such as major depression (MDD), Impulse Control and Anxiety 

Disorders) also increase and thus should be studied and screened for as rigorously 

as PTSD, be it among adults, adolescents, or children.  Furthermore, comorbidity 

of disorders directly after war trauma seems to be the rule. This issue of high 

levels of comorbidity after trauma further highlights the importance for mental 

health workers to address disorders other than PTSD in their clinical 

interventions.  

 Once depressive episodes occur in an individual after war, they are quite likely to 

recur subsequently regardless of war exposure, thus taking on “a life of their own” 

similar to individuals not exposed to war. 

 Findings from our studies on both adult and child populations indicated that high 

levels of war exposure were associated with post-war disorders. In adults, the 

importance of exposure to multiple war events became apparent with the finding 

that having experienced two war events raised the risk for mental disorders three-

fold and having experienced three or more events raised this risk five-fold even 

many years after war exposure in a nationally representative sample. It is thus 

essential for clinicians and personnel working with adults after war to screen all 

of war events experienced by an individual in order to better assess that 

individual’s risk profile. 

 

Adolescent/Child Interventions 

 While most children did not meet criteria for full PTSD one year after war 

exposure, a substantial minority met criteria for one or two clusters of PTSD, 

namely those related to re-experiencing and arousal. These symptoms were also 

associated with impairment, making it important for clinicians to address them. 

 For many war exposed children and adolescents, the high levels of comorbidity 

between PTSD, depressive and other anxiety disorders may indeed reflect that the 

variety of internalizing symptoms which emerge following trauma are not a 

specific indicator of specific diagnoses, but a signal of distress encompassing a 
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wide variety for symptoms which might crystallize and differentiate later on into 

more clearly defined diagnostic entities. Additional prospective studies in war 

exposed children and adolescents are needed to investigate this hypothesis further. 

 For war exposed children and adolescents, it was specifically the direct witnessing 

of war events such as destruction of homes and personal injuries that predicted 

mental disorders immediately after war as well as one year later. Thus, when 

interviewing children and youth about their war experiences, knowing whether 

direct witnessing of traumatic war events took place is an essential component of 

evaluating risk for development on long-term psychological symptoms.  

 War events are not the only adverse events that occur in the lives of adults and 

children during and after war. A variety of other stressors do occur, and based on 

our findings, these stressors play an equal, if not a more important, role in 

determining mental health outcomes among war exposed individuals.35, 36  In our 

studies on children and adolescents, psychosocial stressors were not only 

important, but at times even more powerful than war exposure itself. This was 

demonstrated by our 1996 and 2006 war studies.  Children reporting family 

quarrels, afraid they may beaten at home and reporting financial problems were at 

high risk for post-war MDD, SAD and PTSD. Mental health and all personnel 

working with children and families after war need to be highly alert to the 

presence of these stressors in order to implement specific interventions.  

 Individuals may also be adversely affected by problems related to their family 

members’ response to war such as parents’ and children’s own post-war distress 

and mental health disorders.  Family violence in children and adolescents post-

war may pre-date war exposure, often worsening when parents are overwhelmed 

by the multitudes of stressors and traumatic events brought about by war. The 

needs for interventions involving the parents of children example should be met 

by setting up specific programs for this purpose. 

 A major adversity that takes place after war is displacement. Displacement can be 

associated with stressors greater than those direct war traumata. Problems 

associated with availability of necessities, safety, comfort, overcrowding, sleeping 

quarters, uniting families together and availability of age-appropriate leisure 
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activities need to be addressed. Special efforts need to be directed at prevention of 

new adversities arising during displacement such as domestic violence and sexual 

abuse. 

 Pre-existing patterns of disruptive behaviors and conduct problems may worsen or 

arise anew among students during and in the aftermath of war. It is recommended 

that schools implement specific training programs for teachers to develop specific 

skills to better manage disruptive behaviors in the classroom. Students who do not 

respond to classroom management need to be referred to more specialized 

interventions. It is also recommended that schools pay closer attention to students 

who have experienced a persistent and significant drop in their academic 

performance after war for possible interventions based on the specific underlying 

reasons for this drop in academic performance. Additionally, teachers may also 

need personal help. 

 Parental lack of involvement in their children’s academics: Parents may become 

less consistent in supervising their children’s academic performance after war. It 

is recommended to implement joint parent-school programs that improve 

communication between parents and school so that parents feel empowered and 

invested. The creation of active and independent parent-teacher or parent-school 

committees fosters a greater investment of parents into the school system. 

Additional training of parents in the importance of getting actively involved in 

their children’s academic and extracurricular activities is needed. 

 Workshops and training programs should be implemented for parents of children 

of all age groups to foster better communication and positive parenting and 

educate parents about normal behavior at each stage of the child’s development. 

In addition, parents need to be aware of how their mental health affects their 

children. 

 Family programs should be set up to address child labor, which may become more 

prevalent during and after war due to worsening economic conditions. 

 The promotion of healthy coping and resilience in the face of war related 

adversities may be helpful in accelerating recovery from trauma and in avoiding 

long lasting negative changes. Life skills training programs such as ones focusing 
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on teaching the importance of sharing feelings, constructive ways of expressing 

feelings, problem solving skills, how to seek social support and using cognitive 

and behavioral distraction strategies, could very well prove to be helpful for all 

age groups. For students, it may be best to reach the largest number of children 

and adolescents by implementing these programs  on  school-wide bases. 

 Other factors may build resilience in children and adolescents.  These include 

development of hobbies and interests that lead to a sense of mastery and an 

increase in self esteem. Providing safe places for children to play, encouraging 

children to enroll in healthy activities (arts, sports), and providing them with 

stimulating age-appropriate toys all seem to help them perceive other 

psychosocially stressful situations as less hostile, such as in times of 

displacement.  

 Children and adolescents might quarrel with each other about politics and religion 

which can become a serious problem.  It is recommended that programs targeting 

these behaviours are implemented with adolescents. These programs ideally can 

improve relationships and tolerance between students by fostering inter-religious 

and inter-sect dialogue among adolescents, as well as teaching conflict resolution 

strategies, particularly in socially deprived environments where the likelihood of 

escalation of these quarrels and fights is high. 

 Aid and health workers need to expand their view of mental health causes and 

consequences.  They should not ascribe all behavioral changes and psychological 

symptoms to war, blaming war events for all adversity among individuals. Our 

research studies have proven that this is far from true, making it imperative for 

relief workers to consider all the risk and resiliency factors affecting mental 

health, despite the strong urge among organizations to start delivering 

“psychosocial interventions” immediately in the aftermath of war, particularly 

when there is an outpouring of financial support for this.  

 Social support and political commitment could very well be major determinants 

of recovery in children and adolescents exposed to war. While we did not measure 

it, the literature suggests that social support could play a significant role in the 

psychosocial “recovery” of children and adolescents after natural disasters.37 In 
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war conflicts, social support takes on the dimension of political commitment and 

nationalism. There may be a “protective” effect of political commitment on 

preventing post-traumatic symptomatology.38, 39  

 The majority of children and adolescents with mental health disorders improve 

spontaneously over the course of a year. It may be the best course of action to 

wait for a few months following war trauma before screening the population for 

mental health disorders, intervening only for those who demonstrate persistent 

symptomatology. 

 For very high risk groups such as orphans of war, in contrast to children and 

adolescents in the general community, more immediate mental health 

interventions might be warranted, and could include individual treatment such as 

psychotherapy, pharmacotherapy, group therapy, and family intervention. It might 

be best to try to keep war orphans with their original families and to avoid further 

disruptions as evidenced by the results of the Hariri Child Care Program. 

 Children and adolescents who have mental health symptoms and who do not 

improve on their own will need specialized interventions tailored to their 

individual needs and targets as well as the other negative psychosocial stressors in 

their lives. Grief, separation from family members and loss should be addressed in 

children and families.  

 

Public Health Interventions 

In addition to the clinically oriented recommendations outlined in the above sections, there 

are recommendations that need to be implemented on a community wide level using public 

health approaches. Below are such recommendations that are based on our research 

findings. 

 A number of public health interventions emerged out of our studies.  Relief efforts 

in general and mental health/psychosocial interventions in particular, need a central 

coordination committee at the level of the various national ministries. Such a 

committee must include professionals in mental health to help inform and guide the 

current efforts as well as to prepare for the next war/disaster. This committee would 

also have the role of central coordination and keeping track of various activities and 
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interventions that national and international NGO’s implement after disasters or 

wars. It is recommended that local mental health committees be established at a 

municipality level in each town or village similar to the national one so there is 

preparedness at every local location, no matter how small the population as well as 

coordination among the various stakeholders and players. 

 The mapping of psychosocial services in war affected regions after the summer 

2006 war in Lebanon revealed a massive under-supply of mental health personnel 

and services. It is imperative to train all first-responders, field workers and 

educational, medical and social work personnel in contact with children, adolescents 

and adults on the salient aspects in mental health after wars/ disasters as well as 

during peace time. 

 Given the displacement of masses of individuals and families from their homes, it is 

essential to create a plan to organize shelters and centers of displacement with 

trained personnel to look after families and children with a specific focus on the 

prevention of secondary stressors. 

 Given the grave risk of land mines and unexploded ordinances left behind in the 

aftermath of war, there is a great need to designate safe spaces for families and 

children. While construction of new safe spaces may appeal to some, it may very 

well be adequate to utilize local schools as centers (safe spaces) in which students 

can participate in leisure activities as well as in programs that build resilience and 

adaptive coping. 

 The low numbers of well trained mental health professionals that exist cannot meet 

the needs of an entire population.  It is essential to establish mental health networks 

by training personnel at the local level (i.e. school, NGO, municipality) and the 

primary care health care system.  These informed individuals can utilize the limited 

psychiatric personnel that exists. 
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*Instruments Used 
The Arabic version of the following instruments were adapted by our group at the Institute for Development, Research, Advocacy, and 
Applied Care (IDRAAC) and were used specifically for the studies we conducted: Beck Anxiety Inventory (BAI), Beck Depression 
Inventory (BDI), Composite International Diagnostic Interview 1.1 (CIDI 1.1), Child Revised Impact of Events Scale (CRIES), 
Diagnostic Interview for Children and Adolescents Revised (DICA-R), Diagnostic Interview Schedule III (DIS III), Impact of Event 
Scale  (IES), Parental Bonding Instrument (PBI), Strength and Difficulties Questionnaire (SDQ), War Events Questionnaire (WEQ), 
World Mental Health- Composite International Diagnostic Interview (WMH-CIDI). For more information about these instruments, 
contact idraac@idraac.org.   

mailto:idraac@idraac.org�
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Psychological Aid for Children and Adolescents 
Victor Balaban, PhD 
 

 

 

Wars, natural disasters, humanitarian emergencies and other mass trauma experiences can 

have devastating effects on children and adolescents.  Children’s immature abilities to 

understand and process the immediate and long-term effects of emergencies – including 

their own injuries and exposure to traumatic events, traumatized or injured parents, loss 

of loved ones, disruptions of daily routines, and frightening images in the media – make 

children among the most vulnerable members of affected communities.  The physical and 

emotional consequences of experiencing or witnessing violence can continue long after 

the initial event and affect many children who are not in the immediate vicinity at the 

time of the event.  On every level - physical, medical, psychological, emotional and 

social - children have unique needs and vulnerabilities that must be taken into account 

when designing mental health interventions in post-conflict settings.   

 

Children’s Stress Reactions to Trauma 

In the aftermath of disasters, emergencies and extreme violence, many children and 

adolescents, as well as adults, will show acute reactions to stress.  Stress reactions may 

appear immediately after traumatic events or days and even weeks later.  Although many 

stress reactions may also be symptoms of psychological disorders if they persist, in the 

context of disasters or extreme violence, stress reactions are expected responses to 

traumatic events.  In some cases, stress responses may even have an adaptive value, for 

example, avoiding reminders of trauma may keep survivors away from dangerous 

situations.  In many cases, the stress reactions will eventually remit within several weeks 

or months. 

 

In general, it has been found that the majority of adults who experience stress reactions 

after disasters and emergencies show resilience and do not go on to develop long-term 

psychopathology.  It is likely, though not yet proven, that many child and adolescent 
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victims may also display stress symptoms in post-emergency contexts, but that the 

majority will not develop psychopathology or other long-term problems.   

 

 

Children’s stress reactions may vary depending on age, but typically can include:  

• Re-experiencing of the disaster during play, dreams, or flashbacks: 
o Repeatedly acting out what happened in the disaster when playing with toys 

or with other children 
o Nightmares or repeated dreams about the disaster 
o Becoming distressed when exposed to reminders of the disaster  
o Acting or feeling as if the disaster is happening again 

• Avoidance of reminders of the disaster:  
o Avoiding activities that remind him/her of the disaster 
o Being unable to remember all or parts of the disaster 
o Withdrawing from other people 
o Having difficulty feeling positive emotions 

• Increased “arousal” symptoms: 
o Difficulty falling or staying asleep 
o Irritability 
o Having difficulty concentrating 
o Startling more easily 

• Depressive Symptoms: 
o General emotional numbness  
o Crying 
o Changes in appetite 
o Fatigue 
o Insomnia or not wanting to sleep alone 
o Sadness 
o Loss of interest in previously preferred activities 

• Fears: 
o Fears of being left behind or separated from their family 
o Fear that something will happen to a family member 
o Fear of the dark 
o Fear of being alone 
o Fears that they caused some part of the disaster 

• Behavioral Symptoms: 
o Regressive behaviors (acting like a younger child) i.e. bedwetting or baby 

talk 
o Irritability 
o Whining 
o Clinging  
o Aggressive behaviors or angry outbursts at home or with other children 
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o Hyperactive or “silly” behaviors 
o Dangerous risk-taking behaviors such as high-risk sexual behavior, or use of 

alcohol or other drugs (in adolescents) 
• Somatic Symptoms:  

o Headaches 
o Stomachaches 
o Nausea 
o Dizziness 

 

There is currently no data available for how long stress responses are likely to last in 

children exposed to disasters and extreme violence.  The best data available for adults 

suggest that survivors of traumatic events who do not manifest symptoms after 

approximately two months generally do not require follow-up, although they should 

receive follow-up if they request it.  Since stress reactions are very common, and are not 

predictive of later psychopathology, care for child and adolescent survivors in the 

immediate aftermath of disasters and mass violence does not need to involve 

psychotherapy or any other therapeutic interventions, but instead should focus on 

“psychological first aid”.  (While most children and adolescents do not need therapeutic 

intervention in the immediate aftermath of disasters or extreme violence, a minority may 

exhibit severe reactions that can pose dangers to themselves or others such as suicidal 

behaviors or homicidal rage.  These children need immediate protection and intervention 

from a clinician.) 

 

Psychological First Aid 

Psychological first aid is an evidence-based approach and intervention for survivors in the 

immediate aftermath of traumatic events, emergencies and disasters which focuses on 

promoting resilience.  The underlying assumption of psychological first aid is that not 

everyone exposed to a disaster will be traumatized, and that most acute stress reactions are 

understandable and expectable given what people exposed to the trauma have experienced.  

 

The goal of psychological first aid is to reduce the initial distress caused by traumatic 

events by recognizing the seriousness of the experience of danger and feelings of 

vulnerability; and fostering adaptability, functioning, and coping skills.  The main 

objectives of psychological first aid are described below.  Note that these objectives need to 
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be addressed in a flexible way, using strategies that meet the specific needs of children in 

different settings. The amount of time spent on each goal will vary from person to person, 

and with different circumstances according to need. 

 

1. Contact and Engagement 
o Making initial contact and engaging with survivors should be carried out in 

a non-intrusive, compassionate, and helpful manner.  Survivors should not 

be pressed to discuss their experiences of trauma or loss.  Responders 

should introduce themselves and inquire about immediate needs such as 

whether urgent medical attention is needed. 

o Some techniques that can be useful when trying to engage child and 

adolescent survivors include: 

• For younger children, sitting or crouching at the child’s eye level 

• Using direct and simple language as much as possible. Providing 

school-age children with simple labels for common emotional reactions 

(for example, “mad”, “sad”, “scared”, or “worried”), can help them 

express their feelings, concerns and questions.  More extreme words 

such as “terrified” or “horrified” should be avoided because they may 

increase their distress.  

• Listening carefully and check in with the child to make sure you 

understand him/her.  

• Matching your language to the child’s developmental level. Younger 

children typically have less understanding of abstract concepts such as 

“death.” (Be aware that traumatized children may show developmental 

regression in their behavior and use of language.) 

• Talking to adolescents as adults, to give the message that their feelings, 

concerns, and questions are being respected.  

• Reinforcing these techniques with parents and caregivers to help them 

provide appropriate emotional support to their child.  

o It is extremely important to note that there are tremendous cultural 

differences in what type of physical or personal contact is considered 

appropriate for an outsider to have with children and families.  To the extent 
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possible, responders should learn about cultural norms and local customs 

such as how close to stand to someone, how much eye contact to make or 

how acceptable it is for outsiders to touch strangers, particularly women and 

children. 

2. Safety and Comfort 

o Restoring of a sense of safety is a crucial goal in the aftermath of disasters 

and emergencies.  Physical and emotional safety can be increased by 

providing food, shelter, rest and medical care. 

o In addition to securing physical safety, it is also important to protect survivors 

as much as possible from unnecessary exposure to additional traumatic events 

and trauma reminders, including sights, sounds, or smells that may be 

frightening. 

o Brief age-appropriate explanations may be offered to children and 

adolescents who have questions about what is happening or about extreme 

reactions they may have observed in other survivors. 

o Physical and emotional comfort can be enhanced by ensuring a secure 

environment that, as much as possible, provides predictability, control, 

comfort, and safety.   

o To the extent possible, children and adolescents will benefit from having 

daily routines and opportunities to play and go to school.  It can be helpful 

to create a child-friendly space, such as a corner or a room that is safe, out 

of high traffic areas, and away from rescue activities.  Activities that can be 

calming for children include playing with blocks or clay, working on coloring 

books (preferably containing neutral scenes) and playing team games.  
o For adolescents, it may be helpful to set aside a designated time to talk about 

their concerns and engage in age-appropriate activities like listening to music, 

playing games, making up and telling stories, or making scrap books. 

3. Stabilization 

o Some survivors may become emotionally overwhelmed or disoriented after 

a disaster or emergency and need support to help them stabilize.  Signs of 

being overwhelmed or disoriented in children and adolescents include: 
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• Looking glassy eyed and vacant  
• Being unresponsive to verbal questions or commands  
• Engaging in aimless, disorganized behavior 
• Strong emotional responses such as uncontrollable crying, 

hyperventilating, rocking or unusually immature behaviors  
• Uncontrollable physical reactions such as shaking or trembling  

o If possible, ensure that an overwhelmed child or adolescent is with his/her 

parents and empower the parents to calm their children while avoiding 

taking any actions or making any comments that could undermine the 

parents’ authority. 

o If parents are unable to cope or are not present, children and adolescents 

should be reassured that: 

• It is normal for intense emotions to come and go like waves 
• Sometimes the best way to feel better is to try to give themselves a 

“time out” by breathing deeply or going for a walk  
• Family members are a very important source of support to help calm 

down. 
o If none of these interventions helps with emotional stabilization, 

consultation with medical or mental health colleagues may be indicated. 

4. Information Gathering 

o Identifying current needs and concerns of survivors that are unique to the 

specific disaster or event will help responders to tailor their activities to 

situations they encounter.  For example, children and adolescents may ask 

about current circumstances and ongoing threats, or about separations from 

and concern for the safety of loved ones. Responders should focus on 

identifying the most immediate needs. 

5. Practical Assistance 

o Based on information gathered, responders should focus on identifying 

immediate needs and to the extent possible, providing information, 

emotional comfort and practical assistance to address needs and concerns. 

6. Connection with Social Supports 

o Social support can play an important role in recovery from trauma, and an 

immediate concern for many child and adolescent survivors of disasters and 

emergencies is being able to communicate with parents, other family 
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members or close friends.  An important psychological first aid objective is 

to take practical steps to enable the survivors to make contact (in person, by 

phone, by e-mail) with individuals for whom they feel the greatest concern 

or need to be with. 

o It is important to keep children with parents or other close relatives 

whenever possible.  If children and adolescents are disconnected from social 

support, encourage them to make use of immediately available sources of 

social support such as relief workers and other affected children.  It can be 

helpful to bring similar-age children together in shared activities. 

7. Information on Coping 
o Stress reactions may be confusing and frightening for child and adolescent 

survivors.  Some will feel frightened or distressed by their own responses to 

an event, or they may view their reactions negatively, as signs of weakness 

or mental illness. Providing information about stress reactions and coping 

can help to reduce distress and promote better functioning.  

o Children and adolescents can be reassured that what they are experiencing 

is understandable and expectable.  It may be helpful to describe common 

stress reactions and note that strong reactions are common but often 

diminish over time. However, responders should be careful to avoid giving 

the impression all stress reactions will definitely disappear.  This could 

lead to unrealistic expectations, resulting in negative views of self among 

children whose reactions do persist. 

8. Linking with Services 

o Linking survivors with available services and providing information about 

services that may be available if needed in the future, can help to ensure that 

survivors are able to continue having access to services. Some important 

services that children and adolescents may need to be referred to include: 

• Mental health services  
• Medical services  
• Social support services  
• Child welfare services  
• Schools  
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Screening 

Effective intervention following disasters and extreme violence can be facilitated by 

screening and identifying children and adolescents who have persistent trauma-related 

symptoms.  As discussed above, many children may experience stress reactions in the 

immediate aftermath of disasters and extreme violence.  In many cases, these symptoms 

will improve over time. However, in some cases, the symptoms may not resolve, and so it 

may be necessary to conduct screening in order to identify children and adolescents who 

are at higher risk for developing long-term difficulties and direct them to appropriate care.  

The mental health and psychosocial needs of children and adolescents should be assessed 

using validated behavioral and psychosocial assessment instruments, to identify 

populations of children and adolescents who may be at higher risk for developing trauma-

related psychopathology, to direct resources, and to allow for early intervention.   

 

Information about instruments that may be appropriate for use in post-disaster and 

emergency screening of children and adolescents is provided in Appendix A.  It is 

important to emphasize that self-report symptom checklists and questionnaires such as the 

ones in Appendix A are important tools for mental health screening, but should not be used 

as the sole criteria for making clinical diagnoses. No checklist can replace the role of a 

mental health professional.  However, when properly administered, with awareness of their 

strengths and limitations, validated behavioral and psychosocial assessment instruments 

can be essential public health measures to screen for psychological distress and behavioral 

symptoms among children and adolescents during and in the aftermath of disasters and 

emergencies. 

 

Evidence suggests that there are several important factors that should be taken into account 

whenever conducting post-emergency mental health needs assessments of children and 

adolescents.   
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1. Severity and Type of Trauma 

It is essential that the type, nature, and duration of trauma be assessed in children exposed 

to disasters and emergencies.  A screening should include basic exposure information about 

where the children were and what happened to them and those around them.  This should 

be followed by specific questions about high-risk experiences such as direct life-threat, 

being trapped or injured, witnessing grotesque injury, hearing screams of distress, being 

separated from family members or caretakers, or, injury or death of family members.  

Additional exposure screening questions should address the child's subjective appraisal of 

the event and associated emotional responses.   

 
2. Necessity of Assessing Multiple Disorders 

Post-emergency psychological assessment should not be limited to symptoms of any single 

psychological disorder.  A great deal of the current knowledge of children’s psychological 

responses to disasters is based on research on Post Traumatic Stress Disorder (PTSD).  

However, PTSD is only one of a range of possible responses to trauma.  Traumatized 

children and adolescents can also develop anxiety disorders, depression, and behavioral 

problems.  Some of the main symptoms of these diagnoses are presented in Text Box 1. 

 

3. Independent Assessment of Children’s Behavior 

Whenever possible, assessments of children should include an assessment of the child’s 

functioning by an adult familiar with the child’s behavior such as a parent, caretaker or 

teacher. Children have generally been found to be able to accurately report their own 

internal states, but are often not reliable observers of their own behaviors.  Adults, in 

contrast, are generally reliable observers of children’s behaviors, but have a tendency to 

underestimate children’s emotional distress.   

 

4.  Assessment of Family Members, Especially Mothers 

If possible, assessments of children’s mental health should be conducted in conjunction 

with an assessment of parental mental health.  A variety of studies have indicated that 

parental adjustment, particularly mothers, is an important predictor of child mental health 
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outcomes.  If a parent is distressed, depressed or highly anxious, he or she may need to get 

emotional support or counseling to be able to better care for and help their children.   

 

5. Functional Status 

Whenever possible, screening instruments should include questions of social and 

behavioral functioning such as how children are behaving at home and socially.  In the 

aftermath of emergencies, some children who report trauma symptoms in an assessment 

might be functioning well enough not to need immediate intervention; while the absence of 

reported symptoms does not necessarily mean that a child is not distressed and not 

functioning well.   

 

6. Age and Developmental Differences  

Although the impact of age on children’s post-traumatic stress reactions and the risks of 

developing later psychopathology are not yet well understood, it is critically important that 

any assessment instruments used in an assessment be age and developmentally appropriate 

and presented in language that children can understand.  Instruments used in post-

emergency assessment of younger children must take into account their limited verbal 

skills.  

 

7. Pre-Existing Risk Factors 

A variety of studies have identified risk factors which influence response to trauma and 

effect recovery.  Children and adolescents who have experienced any of the following are 

more likely to experience long term difficulties and may be at higher risk for developing 

psychopathology: 

• Exposure to prior traumas (disasters, sexual abuse, motor vehicular 
accidents, etc.) 

• Pre-existing mental health issues such as depression or anxiety disorders 
• Exposed first hand to grotesque scenes or extreme life threats 
• Social isolation 
• Multiple relocations and displacements  
• Children who report that they were very upset during and after the disaster 
• Children who thought they might die during the disaster 
• Becoming separated from parents/caregivers  
• Parents/caregivers have died, were significantly injured or are missing  
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• Family members or friends have died  
• Children who have been injured  
• Children with physical disabilities or illness 

 

8. Cross-cultural Differences 

Whenever possible, assessments should be carried out using instruments that have been 

validated in the culture and population where they are being used, since different ethnic and 

cultural groups may have different categories of mental health and illness, and different 

culturally appropriate ways to express grief, pain and loss.  Many assessment instruments 

may not be appropriately sensitive to cultural and ethnic variability; and simply translating 

an instrument into another language does not necessarily mean that the same symptoms or 

the same disorders are being assessed across cultures.  Even when language is not an issue, 

original validation studies of an instrument may not be sufficient to establish cutoff scores 

in a new setting or population (i.e., a test validated in a middle class clinical population 

may need to be re-validated for use in a non-Western context.)   

 

Treatment 

Because of the small number of studies that are specific to post-disaster treatments and 

interventions for children and adolescents, many of which are methodologically limited, it 

is necessary to extrapolate findings from the adult trauma intervention literature in order to 

make recommendations. 

 

Medications 

Research on the use of medications to treat PTSD in children and adolescents is still in very 

early stages. While evidence is limited, medication has been shown to help reduce 

debilitating PTSD symptoms in some children.  Reducing even one disabling symptom, 

such as insomnia or extreme agitation and arousal, can have a positive impact on a child’s 

overall functioning.  If medications are going to be used, current research suggests that 

broad spectrum agents such as selective serotonin reuptake inhibitors (SSRIs) are a good 

first choice. Other medications that are known to be effective may be used to target 

additional symptoms, such as aggressive behavior.   
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Considering the current lack of research, and the fact that medications can be expensive 

and require considerable resources and infrastructure for administration and monitoring by 

trained clinicians, the use of psychotropic medications for children and adolescents in 

chaotic, post-emergency settings and when resources are limited requires careful 

consideration on a case by case basis. 

 

Psychotherapy 

Based on the current state of research, early, brief, and focused cognitive-behavioral 

therapy (CBT) would be the recommended form of therapy for children and adolescents in 

post-conflict and post-disaster settings. CBT is generally a short-term form of 

psychotherapy lasting between eight and twelve weekly sessions.  Particular therapeutic 

techniques vary among different approaches of CBT and according to the kind of issues 

being treated, but the main objectives of CBT are:  

• helping patients recognize thoughts or feelings that are causing problems in 
their lives 

• providing information that questions or tests thoughts and assumptions that 
might be unhelpful and unrealistic, and replaces or overcomes the 
dysfunctional thoughts and feelings with more realistic and useful ones. 

• teaching techniques such as stress management, relaxation, anger control,  
communication and problem solving to help in modifying sensations and 
behaviors associated with anxiety or depression 

 
For example, a child who has been exposed to severe violence in a war zone may feel 

guilty over the death of a beloved grandfather who she saw killed during the conflict. CBT 

techniques might include having the child keep diary to note what kinds of situations and 

events lead her to start feeling guilty over the death.  The child might note that she starts to 

cry and becomes panicked when she hears loud sounds that sound like the gunshots she 

heard when her grandfather was shot.  Activities in therapy might include:  

• providing education about stress reactions and that guilt can be a normal 
part of grieving 

• discussions to question the assumption that the child was in some way 
responsible for the war or the violence that killed her grandfather 

• providing training in social skills needed to communicate appropriately 
about loss and grief  

• helping the child to recall positive memories of her grandfather, rather than 
the image of his death 
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• helping the child to develop an alternate narrative about the death of her 
grandfather that reframes the events to emphasize her own strength in 
dealing with very difficult circumstances 

• learning to identify thoughts or bodily sensations that signal the onset of 
panic 

• learning relaxation techniques to use when she feels panic  
• gradually facing situations and activities that remind the child of her 

grandfather and teaching techniques to help develop tolerance for the stress 
reactions she experiences in response to the traumatic reminders 

 
At present, the only controlled studies of child treatment following mass trauma after war 

or in a developing nation are those of the model of brief trauma- and grief-focused 

psychotherapy for children developed by the UCLA Trauma Psychiatry Program.  The 

UCLA model is a school-based group psychotherapy program that incorporates many 

aspects of CBT.    

 

The UCLA model was administered in 1997 to 64 Armenian adolescents (average age 

11.5) who reported symptoms of PTSD and depression 18 months after a deadly 

earthquake.  The adolescents received four half-hour group sessions and two one-hour 

individual sessions over a three-week period.  Youths with more severe symptoms received 

two additional individual treatments.  The UCLA model was also administered in 2001 to 

55 Bosnian adolescents (average age 16.8) who reported symptoms of PTSD and 

depression fours years after the war.  The adolescents received an average of 20 group 

psychotherapy sessions over a twelve week period.  In both cases, the treated adolescents 

showed a significant decline in PTSD symptoms up to 18 months after the treatments, 

compared to control groups of adolescents who did not receive the treatments or who only 

received part of the therapy program.    

    

These results, while preliminary, are promising and are consistent with other outcome 

studies of CBT for children after traumas such as fires, gunshot wounds, motor vehicle 

accidents, sexual abuse, and community violence.  A great deal more research is needed, 

however, to establish evidence-based interventions for children and adolescents after 

disasters and extreme violence. 
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CBT is a very popular form of psychotherapy and so has been most researched.  The 

majority of child and adolescent psychological treatment approaches have not been 

evaluated.  Other approaches such as psychodynamic therapies, interpersonal therapies, 

or art therapy may also prove to be effective.   

 

Conclusion 

The best available evidence suggests that many children and adolescents may display 

acute stress symptoms in the immediate aftermath of disasters and emergencies, but that 

this does not predict the development of serious psychopathology.  Resilience is 

facilitated by psychological first aid.  For those children and adolescents who do 

experience extreme or prolonged effects of trauma, the available data suggest using early, 

brief, and focused cognitive behavioral treatment approaches (CBT) for reducing post-

traumatic symptoms.    
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School-based Psychosocial Support   
Neil Boothby, EdD 
Charles H. Melvin, APRN-BC, MPH 
 

 

Wide-scale exposure to violence and deprivation has resulted in pioneering efforts to 

provide psychosocial support to war-affected and displaced children through schools.  

While some of these efforts have proven to be effective, others have shown limitations. 

One key psychosocial response is to keep schools open and accessible to all children—a 

difficult task in a war zone. In recognition of this imperative, the Inter-Agency Network for 

Education in Emergencies (INEE) developed a framework to guide educational efforts in 

war and refugee situations.  

 

In addition, recreation and structured activities have helped large numbers of children 

“normalize” their behavior after exposure to violence or flight.  Safe Play programs 

implemented immediately following conflict provide a mechanism to monitor child 

protection concerns amidst difficult and dangerous environments.  In contrast to these 

approaches emphasizing recreational and social activities, some agencies have developed 

classroom-based initiatives with distinct psychological recovery components.  One of the 

advantages of such an approach is that entire classrooms are selected for participation, 

thereby serving to “destigmatize” mental health interventions in schools. Teacher 

sensitization programs, a third approach, seek to provide teachers with knowledge and 

skills to help children in their classrooms come to terms with psychological and social 

wounds.  While promising in that it targets those most empowered to provide formal 

education during times of war, the success of these efforts is highly calibrated to the 

education system’s ability to support its teachers. Furthermore, new strategies are required 

to support these frontline workers who have endured the stress of fragile or failed states.   

 

Peer-to-peer dialogue whereby peers are utilized as group discussion leaders has been 

employed in schools with some success.  While these facilitators do not have the training to 

be regarded as professional counselors, they utilize an approach which builds important life 

skills and is therefore a useful psychosocial intervention.   
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Finally, several programs aimed at supporting school-based counselors’ work with 

individuals and groups of severely affected children and youth have proven to be 

efficacious. However these approaches are only useful when implemented in cultures that 

traditionally value more standardized mental health programs and in schools which are part 

of functional education systems. 

 

Children in War Zones 

Worldwide, armed conflicts have displaced over 40 million people.  Whether refugees or 

IDPs, displaced persons suffer not only physically but also emotionally and socially.  Many 

report that even worse than the physical wounds and hardships is the suffering associated 

with the loss of loved ones, traumatic experiences, destruction of one’s home and property, 

and displacement from one’s village or community.   

 

The psychosocial burdens of war and displacement are particularly heavy for children.  

During flight, displaced children are at an increased risk of attack, sexual exploitation, 

abduction, poor health and nutrition, child soldiering, trafficking, and exposure to extreme 

deprivation and landmines. Particularly vulnerable are children who have been separated 

from their parents or adult caretakers and who lack the means of meeting their basic 

survival needs. Even following flight, displaced children often experience fear, anxiety, and 

uncertainties about the whereabouts and well-being of brothers and sisters, friends and 

extended family members. Many have traumatic memories of seeing their homes and 

communities destroyed, and they are often in the care of parents or adults who themselves 

have been affected strongly and who, desperate to meet basic needs for their families, are 

unable to provide consistent, high quality care and protection.  

 

Humanitarian agencies increasingly recognize that, along with interventions targeting 

provisions of food, shelter, and water, there is an important place for addressing the 

psychological and social worlds. How assistance should be provided which enables large 

numbers of displaced children to regain a significant measure of psychological and social 

well-being—this remains a key challenge for the humanitarian community. Traditionally, 
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the field of western psychology has looked at war-affected children with an approach to 

trauma rooted in western theory and practice. Such an approach is guided by a definition of 

trauma as a “sense of profound helplessness in the face of overwhelming danger, anxiety 

and arousal” associated with threatening life events.1 In some conflict zones, practitioners 

of the trauma-based approach have established centers and treatment programs.  However, 

while there is a measure of success for the small percentage of exposed children affected 

with severe mental disorders, the trauma approach does not encompass the psychological 

toll of war on children, and centers may be able to serve only a small percentage of those in 

need.   

 

Equally pernicious to the well-being of exposed children are the effects of deprivation:  the 

absence of opportunities to meet required physical, cognitive, social and emotional 

developmental needs.2  Indeed, much of the research on the effects of violence and 

displacement on children indicates that outcomes, for better or worse, are largely dependent 

on the availability of caring adults and social supports. Thus, whether or not a child 

develops in a positive or maladaptive manner is highly dependent on the availability of 

social conditions that protect the child from deprivation as well as enable recovery from 

traumatic events.3-7  These findings, when coupled with the scale of the problem, argue for 

public health approaches that mobilize non-professional actors to provide assistance to 

children through a broader array of community-based mediums, including schools, parent 

support groups, religious institutions, and youth clubs.  

 

Why Schools? 

Schools amidst an environment of violence in war-affected areas can, most fundamentally, 

serve to provide safety and stability for displaced girls and boys, offering children an 

escape from physical harm and other dangerous circumstances.  In addition, an education 

strengthens cultural identity as teachers reinforce language and a connection to national or 

ethnic groups.  A curriculum which incorporates peace education and conflict resolution 

are accurately perceived as essential aspects of psychological and social recovery.  Finally, 

schools offer refugee or IDP children the opportunity to play with their peers, trust adults, 

and envision a positive future.  
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A report by The Women’s Commission (an expert resource and advocacy organization 

affiliated with the International Rescue Committee that monitors the care and protection of 

refugee women and children) emphasized the importance of keeping schools open during a 

crisis:  “Education is an essential stabilizing force in all phases of an emergency, 

reestablishing a sense of normalcy and structure after destruction and chaos. Education also 

provides the opportunity to build self-esteem and confidence and to regain a sense of hope 

about the future”.8 The Convention on the Rights of the Child, instituted in 1989, calls for 

primary education to be free and compulsory for all children, and notes the important role 

of psychosocial support for children affected by armed conflict.9   

 

In principle, a school may help to offset many of the risks and deprivations that commonly 

afflict children in war and refugee situations by maintaining its place as a gathering center 

of education.  There, schools offer a foundation for more specialized interventions 

facilitating children’s psychological recovery from violent upheaval.  In meeting the 

challenge of scaling up interventions to reach war-affected children in need of psychosocial 

support—often in the midst of ongoing conflict, and frequently with insufficient human and 

financial resources—schools are an appropriate mechanism to provide this essential 

service.  

 

Constraints 

Despite the relative efficacy of these approaches,  the difficulty in keeping schools open 

and accessible during a war and refugee crisis remains considerable.  According to the 

Institute for Reconstruction and International Security through Education, 82% of the 113 

million out of school children are living in crisis and post-crisis countries.10 In refugee 

camps, only 1 in 4 school-aged children attend school; only 1 in 10 girls do so; and only 1 

in 100 15-17 year-old adolescents are engaged in any organized activity whatsoever.11  A 

child’s access to education in a conflict zone can be compromised by a myriad of factors: 

damage to the school’s infrastructure; lack of safety, security and/or transport; breakdown 

of the family unit; a need for the child to stay home and care for ailing parents or other 

relatives; poverty and inability to afford clothes or basic school materials; or the need for 
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child labor to maintain household income. Vulnerable children—particularly orphans, 

separated children and girls exposed to sexual violence—may face an even more complex 

challenge in gaining and maintaining access to school.   

 

Even when children are able to reach schools, they are not always safe and nurturing 

places. There are many conditions—from physical abuse from teachers to humiliation from 

peers—where the school environments actually can have a potentially harmful impact on 

children. A report from the Christian Children’s Fund cites conditions in Bolivia, where 

90% of children receive hateful taunts at school, while 50% are physically abused. The 

report observes that 50% of teachers surveyed in Bolivia believe physical punishment is an 

appropriate form of discipline.  

 

Furthermore, in conflict situations, schools have been used to serve political aims and 

flame ethnic hatred. In 1994, amidst the events preceding the Rwandan genocide, the Hutu-

dominated government increased reserved education as a privilege of their ethnic group, a 

process which also determined who could and could not be employed as teachers. In West 

Bank and Gaza, Israeli soldiers forcibly closed Palestinian schools and impeded access 

through the erection of checkpoints, walls and other boundaries.  Indeed, education, as a 

source of power, is often used as a weapon for the furthering of political gain and the 

strengthening of.12  

 

In failed states—defined here as a state where a governing body has either been unable or 

unwilling to provide for basic needs—educational services are disproportionately affected.  

While expenditures on military, transport and other sectors linked to a war effort increase 

dramatically, countries in conflict usually do not include in their budgets support for 

adequate numbers of well-trained teachers.  In Liberia, for example, 65% of the teachers do 

not meet state qualification requirements.  In Angola, a chronic shortage of teachers has 

ballooned the student-teacher ratios in many parts of the country to 50 to 1.13  In addition to 

severe human resource constraints, the quality of education is also adversely affected by the 

direct targeting of schools and teachers.  This is the case in Nepal, where until recent peace 

settlements Maoists were routinely bombing schools and threatening teachers with 
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violence.  A 2004 report from Save the Children highlighted some 8,500 Nepali private 

schools that closed due to conflict and direct threats—swelling public school classroom to 

ratios that exceed 120 students per teacher.14 

 

What Have We Learned? 

In the midst of conflict-related dangers and constraints, national and international actors 

have attempted approaches to provide psychosocial support in school to affected children.  

Programs that have helped to keep schools open and accessible have in doing so ensured a 

measure of protection and positive life options for children at risk.  Along with this basic 

psychosocial imperative, more tailored psychosocial support programs have ranged from 

the provision of structured recreation and play activities, on one level of intensity, to 

individual and group counseling on the other.   To date, the type of research that would 

allow for comparative impact conclusions has not been undertaken, so the relative efficacy 

of these approaches is largely not established.  Nonetheless, there is emerging evidence in 

the form of case studies, program evaluations, a few impact studies, and other field-based 

findings that point to promising trends and may provide a framework for subsequent 

research and program learning opportunities.  The remaining sections of this chapter will 

provide overviews on the different approaches to school-based psychosocial support 

programs, and discuss their comparative advantages in terms of feasibility, scale and 

results. It will conclude with recommendations for subsequent learning.   

 

1. Schools First 

“Support for the re-establishment and continuity of education must be a priority strategy 

for donors and NGOs in conflict and post-conflict countries”15  

 

Boys and girls who go to school on a regular basis have accessed one of the most important 

forms of psychosocial support available to them in war or refugee situations.  The child in 

school enters into an environment of intellectual stimulation and learning on a regular 

basis.  There is structure to the day, a beginning and an end to activities and, subsequently, 

a level of predictability for the future.  There is social interaction amongst peers and 
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emotional stimulation.  The child derives from education a sense of satisfaction and 

heightened self-esteem, particularly when academic success is achieved.  

 

Palestine represents one conflict zone where children in school have identified its  positive 

psychosocial roles. A study based on a representative sample of over 1200 Palestinian 

children attending school and growing up in West Bank and Gaza communities found that 

93% of these boys and girls believed doing well in school was the best way to both support 

the Palestinian cause and to ensure a positive individual future.16  These children reported 

that despite the difficulty and uncertainty in their lives, they wanted to continue in school 

because it was the best way to learn, socialize and to eventually obtain a job.  They also 

saw self-improvement as the “best” way to resist the occupation.  Only 7% of the children 

surveyed in this study stated that violence was required to resolve political differences with 

Israel, or to secure a livelihood in the future.  Furthermore, the children identified school as 

one of the few remaining places where children could engage with their peers.  More than 

75% of this sample reported they did not consider their neighborhoods to be safe places to 

play or socialize with friends. It was mainly during school hours that boys and girls 

interacted with one another.    

 

It is interesting to note that children’s support of schools remains strong despite the fact that 

most teachers and schools surveyed in this study reported that the quality of education in 

these schools had declined significantly. Children, in contrast, rarely mentioned any change 

in quality of their curriculum or their instruction.  Both children and parents reported 

observing and experiencing fear as they left for and returned from school. However, their 

time in school represented the most meaningful day-to-day activity in most of these 

children’s lives. 

 

The most important psychosocial support function a school can provide to a war-affected 

and displaced child is to maintain a minimum standard of educational service.  While there 

are a number of important support programs that may be developed at schools—as the 

examples below attest—we should not lose sight of the significant role a school has to 

remain a place for learning. This essential function can be challenged by a fragile base of 
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resources and a threatening conflict environment, leading to teacher-student ratios which 

are so high that often neither learning nor psychosocial healing is possible.  In recognition 

of these difficulties, The Inter-Agency Network for Education in Emergencies (INEE) has 

recently developed a set of standards to guide educational efforts in war and refugee 

situations.17  In addition, this interagency collation is lobbying major donors to provide a 

stable stream of financial resources to implement and sustain these standards in each 

emergency setting.   

 

These key guidelines recommended by the INEE Standards for Education in Emergencies 
are:17   
  
 Access and Learning Environment 

o Equal Access:  
All individuals have access to quality and relevant education opportunities 
o Protection of Well-Being:  
Learning environments are secure, and promote the protection and mental and 
emotional well-being of learners 
o Facilities:  
Educational facilities are conducive to the physical well-being of learners 

 Teaching and Learning 
o Curricula:  
Culturally, socially and linguistically relevant curricula are used to provide 
formal and non-formal education, appropriate to the particular emergency 
situation. 
o Training: 
Teachers and other education personnel receive periodic, relevant and 
structured training according to need and circumstances. 
o Instruction: 
Instruction is learner-centered, participatory and inclusive. 
o Assessment: 
Appropriate methods are used to evaluate and validate learning achievements. 

 Teachers and other Education Personnel 
o Recruitment and Selection: 
A sufficient number of appropriately qualified teachers and other education 
personnel are recruited through a participatory and transparent process based 
on selection criteria that reflect diversity and equity. 
o Conditions of Work: 
Teachers and other education personnel have clearly defined conditions of 
work, follow a code of conduct and are appropriately compensated. 
o Support and Supervision:  
Supervision and support mechanisms are established for teachers and other 
education personnel, and are used on a regular basis. 
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 Education Policy and Coordination 
o Policy Formulation and Enactment:  
Education authorities prioritize free access to schooling for all, and enact 
flexible policies to promote inclusion and education quality, given the 
emergency context. 
o Planning and Implementation: 
Emergency education activities take into account national and international 
educational policies and standards and the learning needs of affected 
populations. 
o Coordination: 

There is a transparent coordination mechanism for emergency education 
activities, including effective information sharing between stakeholders. 
 

INEE Process Standards for Education in Emergencies: 
 Community Participation:  
Emergency-affected community members actively participate in assessing, planning, 
implementing, monitoring and evaluating the education program. 
 Local Resources: 
Local community resources are identified, mobilized, and used to implement education 
programs and other learning opportunities. 
 Initial Assessment: 
A timely education assessment is conducted in a holistic and participatory manner. 
 Response Strategy:  
A framework for an education response is developed, including a clear description of 
the problem and a documented strategy for action. 
 Monitoring: 
All relevant stakeholders regularly monitor the activities of the education response and 
the evolving education needs of the affected population. 
 Evaluation:  
There is a systematic and impartial evaluation of the education response in order to 
improve practice and enhance accountability. 
 

 
2. Safe Spaces 

Often the first psychosocial support intervention in the midst of an emergency, a Safe 

Space—sometimes called A Child Friendly Space—program provides children with a 

structured and protective environment.  The concept is simple and replicable:  locate a play 

space; identify, orient and support community workers; mobilize groups of affected 

children; and launch wide-scale play and recreation activities as soon as possible.  

Structured play and recreation helps to normalize children’s behavior at the very time they 

need it most.  Safe Spaces are also readily scalable—using community resources, large 

numbers of children can be organized into these behavioral regulation programs in a short 
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period of time.  While recreational and play activities (cooperative games, drawing, social 

drama, among others) are at the heart of the Safe Space concept, some programs have 

evolved into multifaceted intervention initiatives that eventually included immunization 

campaigns, nutrition programs, life skills activities, and parental supports.   

 

The humanitarian response to refugees in the aftermath of Rwanda’s genocide provides an 

example of the manner in which Safe Space programs were taken to scale and provided the 

framework for refugee education and a wider range of community support programs.  It is 

also a case study of how the absence of Safe Space Programs may undermine efforts to 

monitor child protection concerns.  

 

In the spring of 1994, 250,000 Hutus fled to Tanzania in a single day to escape the 

repercussions of their leaders’--and in many cases their own—involvement in their 

country’s genocide. The humanitarian community identified the Hutus as refugees and, as 

such, they were afforded international assistance and protection.  Within weeks of flight 

from conflict areas, 30-40,000 children were organized into Safe Space programs, with 

each group of children engaging in about 3 hours of structured activities per day.  A 

“school-in-a-box” literacy and numeracy program was added to this initial effort, providing 

children not only with a greater sense of structure to their day, but a short-term learning 

opportunity as well.  These two psychosocial first-phase emergency responses served to 

initiate a more formal refugee education program and other community-based psychosocial 

support efforts. Indeed, Safe Spaces are an important step towards establishing curriculum-

based learning in refugee or IDP situations where schools do not already exist.    

 

In Goma (Zaire), a cholera epidemic and rocky, overcrowded terrain provided examples of 

significant impediments towards the provision of Safe Spaces. Moreover, UNHCR did not 

actively support education at all for refugee children. Many Hutus who had orchestrated 

and participated in the genocide (including teachers, headmasters and ministers) had fled to 

Zaire. UNHCR believed that these Hutu Power members, who already dominated the 

refugee camps, would use education and structured activities programs to continue to flame 

ethnic hatred and revenge. To be sure, Hutu Power leaders controlled civilian refugee 
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populations in Goma and other refugee camps in eastern Zaire, often through intimidation, 

beatings and killings. Their actions suggested little regard for human rights, as well as a 

perception of international relief agencies as their own personal service providers.  But it is 

now believed that the absence of Safe Space and education programs indirectly contributed 

to the continued large scale use of under-aged refugee boys to kill Rwandan civilians. As 

early as the fall of 1994, UN security personnel observed large numbers of teenage boys 

leaving refugee camps in favor of military camps in nearby mountains where they were 

trained as guerrilla combatants and used in nightly raids back into Rwanda.18 Had Safe 

Space and education programs existed, the recruitment of children from refugee camps 

could have been more closely monitored and reported.    

 

As the situation in Goma suggested, many of today’s refugee and IDP camps are 

Darwinian universes where “survival of the fittest” realities expose girls and boys to 

exploitation and abuse.  Safe Space programs can provide not only needed psychosocial 

support, but structures to monitor day-to-day protection concerns.  In a report put forth by 

the Displaced Children’s and Orphans Fund (DCOF) at the United States Agency for 

International Development (USAID), for example, a lack of Safe Spaces in Afghanistan 

was identified as an obstacle to an optimum path to psychosocial wellness among children; 

the report further noted that the presence of minefields, rubble, and pollution played a 

factor in the absence of such facilities.19  

 

Relief workers at UNICEF developed basic guidelines for Safe Space programs in schools 

or other community locations: 

 The Safe Space program must be accessible to all, including children with special 

needs.  

 The Safe Space should be safe, and the facility (a tent will do) structurally and 

sound and able to protect children from the elements. 

 The children must feel safe and secure from physical and/or sexual harassment, 

solicitation of drugs, weapons, and other dangerous materials 

 The Safe Space must be located in appropriate proximity to clean water and 

sanitation facilities 
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 The Safe Space must be large enough to accommodate sports and recreation 

programs.20 

 

3. Teacher Sensitization 

Sensitization programs, a third form of school-based psychosocial support, aim to better 

equip teachers to respond to the psychological needs of war-affected or displaced children.  

Typically, workshops are organized at national, provincial and district levels where 

teachers receive information about (a) the effects of war on children and (b) how 

psychological healing activities might be promoted in their classrooms.  Teachers learn of 

the importance of active listening, and practice the use of empathy as a healing tool.  

Drawing, socio-drama, personal narratives, journal keeping, incorporation of traumatic 

events into traditional song and dance, are among the activities that have been promoted in 

classrooms by teachers who have participated in psychosocial sensitization programs.  

 

The outcome of these programs appears to be highly dependent on the capacity of the 

educational system to support its teachers.  In Bosnia, Croatia, Kosovo, and Palestine, for 

example, where the educational structures are advanced compared to those in most war-

affected countries, research and evaluations found that teacher sensitization programs 

resulted in modest improvements in the psychosocial status of children.4  However, 

observers noted that teacher sensitization programs are still highly dependent on an 

informed, competent, and committed administrative support.20 The demise of an earlier 

teacher sensitization effort in Mozambique further underscores the importance of 

educational systems and human resource capacities.   

 

The 16-year civil war in Mozambique was especially brutal as the Mozambican National 

Resistance (RENAMO) guerrillas targeted civilians, particularly teachers.  Exposure to 

violence was widespread, and nearly 30% of children in the war-affected zones participated 

in killing.21  In 1988, in response to the RENAMO pattern of widespread terror, the 

Ministry of Education and UNICEF launched a nationwide training program to enable 

teachers to help children heal psychologically.  Workshops, organized at the regional level, 

offered teachers insights into the impact of trauma and simple ways they could utilize their 
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roles to mitigate these effects.  After initial workshops, teachers returned to their schools 

and practiced these simple techniques.  Refresher workshops and advanced courses were 

offered over the course of the year as well.   

 

However, an evaluation by the country’s Ministry of Education after one year of the 

program found no significant impact on participating children.15 75% of participating 

teachers either had not understood the basic curriculum provided or had misapplied it once 

they returned to their classrooms.  Other shortcomings included:   

 Low teacher morale due to dangerous living situations and exhaustive work 

conditions 

 Teachers psychological well-being was not considered; they, too, were in 

need of psychological care and support; 

 Poor conceptual fit between western and local trauma concepts 

 Overcrowded and undersupplied classrooms. 

 

District level teachers in Mozambique had an insufficient education themselves—on 

average equaling a 9th grade level.  They were living in threatened communities and each 

were managing 40-50 children per classroom.  School buildings were in ill repair, classes 

were often held under trees, classroom materials were scarce, and teachers commonly 

endured months without pay.  

 

The lack of government capacity and willingness to provide sufficient resources and the 

lack of attention to the well-being of teachers undermined the Mozambique government’s 

effort to provide psychosocial support to their children through schools.  Unfortunately, 

these same deficits afflict the majority of today’s conflict-ridden countries.  However, an 

approach developed and utilized by The International Rescue Committee--the Healing 

Classroom Initiative —holds promise in providing psychosocial support to schools in 

refugee camps and failed states.  The Healing Classroom Initiative focuses on first 

establishing the basic function of educational systems, including: 

 Ensuring basic but safe school structures 

 Maintaining reasonable student –teacher ratios  
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 Maintaining reasonable textbook and other material-student ratios 

 Providing basic teacher training 

 Ensuring regular pay or incentives 

 

As the majority of resources are devoted to meeting these basic requirements, the initiative 

aims to strengthen the personal and professional lives of the teachers, most of whom have 

not completed college-based teacher training programs.  In contrast to programs that 

provide psychosocial training to teachers, IRC program identifies and supports the 

emotional and social lives of teachers as a first step towards improving their abilities to 

provide psychosocial support to their students.  It is founded on the belief that in order to 

“feed” another human being, one also must be “fed.”  As described in a recent evaluation 

report, the program “aims to improve teacher development for student well-being through 

research into teachers’ and students’ experiences in school and their perceptions and beliefs 

about teaching and learning in selected pilot countries”.22  This recent assessment found, 

for example, that most teachers did not consider themselves to be “real teachers”, possibly 

reflecting a low sense of confidence in their abilities to be agents of healing and learning 

for children. The evaluation further emphasized that the life experiences of teachers should 

be integrated in teacher development programs.  By striving to ensure minimal standards 

for effective teaching, and by strengthening human capital needs, the Healing Classroom 

Initiative appears to be capable of increasing teachers’ capacities to provide psychosocial 

support to children in weak and field state scenarios.   

 

4. Psychosocial Structured Activities Programs 

A variety of psychosocial structured activities programs (PSSA) have been developed for 

classroom settings or as part of after school or summer camp programs.  In contrast to 

recreation and social activities programs, PSSA programs incorporate explicit 

psychological components into their efforts to heal children.  Save the Children (US) 

approach to PSSA programming appears particularly promising.  Adapted from the work of 

community-minded mental health professionals,23 Save the Children’s resilience-building 

programs have reached more than 80,000 children in Palestine, Nepal and Indonesia.  
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Whether implemented as part of a school’s regular curriculum, or as a core component of 

summer camps, this program seeks to meet five objectives: 

 Reduction of the risk of maladaptation 

 Facilitation of resiliency and a return to normalcy 

 Facilitation of empowerment and mastery 

 Use a natural learning environment 

 Screening for high-risk youth 

 

The program consists of 15-18 highly structured activity sessions which are used in a 

sequential process to address a range of psychosocial concerns, including security, self-

esteem, personal life events, protection-mapping, and coping and resiliency.  The structure 

of activities and their sequence remain constant; what changes in each emergency situation 

are the cultural elements of the program, including music, dance, materials and elimination 

of inappropriate activities. This PSSA program is designed for the early stages after a 

disaster as well as during and following times of violent conflict.  It operates under the 

premise that an immediate and short-term response to a sudden event can mitigate the 

impact of exposure and the potential onset of mood and anxiety disorders, including the 

onset of post-traumatic stress disorder (PTSD). Further, the approach holds that survivors 

of stressful events have the strength to express what has happened to them; when given the 

proper tools and supportive environment, children can best do this by engaging with their 

peers in dance, music, drawing, cooperative games and dramas that enable them to explore 

basic emotions such as fear, joy, sadness and courage.  

 

By implementing the structured activity program as a part of a school’s curriculum, the 

potential stigma of receiving mental health support is reduced.  Activity takes place with all 

members of a child’s class.  Entire classrooms are selected for participation rather than 

individual students. Rather than being given only unstructured play or recreation time, 

students are engaged by the teacher in specific, highly structured activities, which are 

sequentially arranged over three to four weeks to achieve the desired outcomes.  
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To date, two impact evaluations have been initiated on Save the Children’s PSSA 

programs.  In Palestine, a university-based researcher employed a range of standardized 

questionnaires to discern the impact of this program on children in the West Bank.24  Some 

900 children who completed the program and 900 who were waiting to enroll in the 

program were included in the study.  Results indicate significant differences between the 

two groups in terms of self-esteem, self-efficacy, pro-social behavior and post-traumatic 

stress symptoms.  In tsunami-affected Aceh (Indonesia), Save the Children staff held focus 

groups discussions with more than 1200 parents whose children were in the program and 

approximately 400 parents whose children were awaiting participation.25  Parents in the 

first group were asked to comment on their children’s attitudes and behaviors before and 

after the activities.   The second group was asked to comment on changes based solely on 

time.  Moreover, teachers were asked to record before and after the program the attitude 

and behavior changes in participating children. The results suggested marked 

improvements in the PSSA activity group, including reduction of traumatic stress 

symptoms, improved motivation, concentration and school performance, increased sense of 

playfulness, and reduced anti-social behavior.  The analysis also suggested a reduction in 

post-traumatic stress symptoms amongst children in the control group; however, virtually 

no change was reported in terms of motivation, concentration, school performance or pro-

social behavior.    

 

Like teacher sensitization efforts, PSSA programs are also highly dependent on informed 

and supportive ministry administrators and school headmasters.  The quality of the program 

is higher when PSSA facilitators are selected according to core competencies rather than 

other institutional-oriented criteria.  Moreover, the PSSA is not designed to help children 

suffering significant psychosocial disorders, including the criteria which make up Post-

Traumatic Stress Disorder.  It is thus advantageous to develop a referral system for the 

minority of students who will benefit from intensive counseling or treatment.  Finally, as a 

community-based development organization, Save the Children has augmented the PSSA 

program with other forms of support, such as livelihoods, health, nutrition, housing, and 

basic education, in order to better ensure positive change over time.  A three year study is 
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underway at the Columbia University Mailman School of Public Health to examine the 

impact of some of these different combinations of support.  

 

5. Peer-to-Peer Dialogue 

Many agencies organize peer dialogues, often called “peer counseling”, as a complement to 

other programmatic interventions.  Peer dialogues can be arranged for a variety of 

purposes: to address day-to-day concerns of refugee children; as an outreach component of 

a youth-community service initiative; as a school-based program of psychosocial support; 

or as part of a broader program to reintegrate former child soldiers into communities.  

While peer dialogues may be tailored for different purposes, they generally include 

opportunities for girls or boys to express thoughts and feelings about their situation, to 

explore the fairness of various rule or life constraints, work out disagreements amongst 

themselves through means other than fighting and, in some cases, to identify ways they can 

improve their situation individually or collectively.  Although these interventions are not 

forms of western-oriented psychotherapy, and the discussion leaders have too little training 

to be regarded as professional counselors, peer dialogues appear to be useful psychosocial 

tools since they build important life skills of reflection, empathy, negotiation, and 

discussion that encourage personal growth and well-being.    

 

Following another cycle of intensified violence in the Gaza region, UNICEF implemented 

the “We Care” peer counseling program in 2003.24  Partnering with the Palestinian Youth 

Association for Leadership and Rights Activation, the program aimed to support university 

students to provide psychosocial counseling to adolescents in severely affected 

communities in Gaza. Group discussions focused on family relationships, romance, school 

difficulties, peer pressure, examinations, and other aspects of their day-to-day concerns.  

Given that schools were overburdened with other concerns, this peer-to-peer approach was 

one of the few ways psychosocial support could be organized in Gaza.    

 

UNICEF’s evaluation found that adolescent participants developed stronger feelings of 

trust, mutual respect and group affinity.  They also reported reductions in fear and anxiety.  

In addition, university students benefited as the program allowed them to contribute to their 
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community at a time of collective need.  In the process, the university students reported that 

they not only experienced personal satisfaction, but that they were also able to practice 

important skills, such as active listening, empathetic understanding, and group 

facilitation.24  

 

6. School-Based Counselors 

The use of trauma concepts, counseling programs and treatment centers in non-western 

cultures has come under criticism from a number of academics and practitioners.5, 26, 27  

Critics suggest that this approach to trauma focuses on children’s deficits and tend to 

portray them as suffering from a form of pathology that can have life-long impacts.  This 

depiction, in turn, does not fit a growing body of evidence that indicates that most war-

affected children function reasonably well, exhibit complex moral reasoning, and defy 

stereotypes such as “a lost generation.” Perhaps most importantly, trauma is only one of 

many issues that face war-affected and displaced children.  Often, these children regard the 

loss of education, lack of job skills and income, and living in poverty as more significant 

threats to their well-being than trauma.  It is further argued that western treatment 

approaches in non-western settings are ineffective if not harmful. Nonetheless, there are 

numerous studies that point to wide-scale traumatic event symptoms amongst war-affected 

children around the world.21, 28, 29  Moreover, none of the psychosocial programs described 

above are designed to address the significant psychosocial disorders—and one of the major 

problems confronted by the staff of such programs is how to treat the comparatively small 

number of children and youth in need of more intervention.   

 

It is in this context that a number of national and international efforts have been undertaken 

to support counseling and treatment programs in schools.  Our review of these efforts found 

that a number of internationally subsidized school-based treatment or counseling programs 

have proven to be an effective way to address more severely affected children or youth—

but only when these have been implemented in cultures that traditionally use mental health 

services and in schools which are part of functional education systems. In Bosnia, for 

example, UNICEF supported the training of school counselors to implement a school-based 

treatment program for at-risk adolescents who had been exposed to significant levels of 
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violence.20 Prior to this effort, the role of school counselors was largely to address 

disciplinarian concerns.  These school-based counselors, supervised by outside certified 

mental health professionals, were supported to engage war-affected youth in supportive 

group therapy.  The program involved about 20 sessions of group work which aimed to 

address grief and trauma, and promote resiliency and active coping. An evaluation reported 

the following benefits:20  

 The program was eventually integrated into their overall work plan at the school, 

thereby increasing opportunities to reach additional students;  

 Participation in the program had expanded their professional role in the school from 

a “disciplinarian” to a provider of mental health services;  

 Human capacity to address war-related trauma was expanded as through the 

development of a network of school counselors and mental health professionals; 

 Student participants reported acquiring effective coping and problem-solving skills; 

 Quantitative analysis indicated a reduction in stress and anxiety among program 

participants. 

 

Our analysis of school counselor programs in other countries suggests the following 

common problems: 

 Training sessions tend to be overly theoretical and focused on trauma only 

 Insufficient time is spent teaching or acquiring skills 

 Insufficient follow-up support to counselors when they return to their schools 

 Uneven and low quality work due to insufficient monitoring 

 Lack of support from school administrators 

 Insufficient outreach to the parents and families of participating students. 

 

What We Need to Know Next 

As described above, there have been some exemplary pioneering efforts to provide 

psychosocial support to children affected by conflict and mass population movements.  But 

as a field of practice, the provision of psychosocial care to children in crises is still in its 

infancy.  The conceptual approaches adopted to justify interventions—from addressing 

PTSD to strengthening support networks—are loosely connected and poorly coordinated in 
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implementation and evaluation. Furthermore, little evidence actually exists to support the 

efficacy of these approaches and how they might be employed to better reinforce one 

another.  The international community is still largely unable to achieve sufficient consensus 

regarding psychosocial goals, strategies or outcomes.  Thus, the evidence base for effective 

interventions is lacking, undermining donor countries’ confidence in psychosocial 

investments, and leaving humanitarian workers alone to determine if their own efforts were 

in fact effective. 

 

Professionalizing this field of practice requires the development of a stronger evidence base 

for good practice. This means that donors must support program evaluations as part of their 

humanitarian response policy.  International organizations, in turn, would benefit from 

learning across agency, country, and regional bounds.   Different approaches to 

psychosocial programming need to be examined for efficacy based on agreed-upon 

outcomes, indicators and impact measures.  Common program principles—scalability, 

gender equality, and community empowerments—also should be employed to examine 

efficacy from a humanitarian response perspective.   

 

Methodologically, impact evaluations need to maintain higher standards of evidence than 

in the past, and be able to take into account counterfactuals—the impact had the project not 

been implemented.  Indeed, determining counterfactuals needs to be at the core of future 

evaluation design.  There are different ways to do this—ranging from experimental designs 

(randomization) to non-and-quasi-experimental design (non-randomization).  In addition, 

other methodological issues such as selection bias and integration of quantitative and 

qualitative methods for evaluating program impact need to be addressed in a more 

comprehensive fashion.  Consistent and rigorous program impact evaluations will be at the 

heart of efforts to professionalize this field of practice.   

 

An Overview of the Psychosocial Approach to Children 

Children affected by conflict and displacement would benefit from further insights into the 

following: 
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 How might the application of epidemiological assessment approaches result in 

more timely and accurate identification of at-risk groups of children?   

 What are the essential elements of effective programs to address PTSD, 

depression and anti-social behavior?  

 What are the most efficacious ways to address the psychological and social 

needs of child soldiers and other groups of exploited girls and boys?  

 Which social support mechanisms are instrumental in strengthening resilience 

and psychological well-being? 

 Which psychosocial approaches are able to go to scale  

 

If these important questions are addressed in a comprehensive fashion, and the 

programmatic recommendations presented in this chapter are heeded, children and 

communities at risk from war and conflict will benefit from a more timely, coordinated, 

and evidence-based psychosocial response. 
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The last century has been described as the “refugee century.”  In recent years, war and 

ethnic conflict have left over sixty nations and their hundreds of millions of citizens 

devastated by mass violence and torture.  Current scientific studies have revealed the 

enormous mental health impact of human aggression on the health status and daily 

functioning of affected individuals.  The international community ignores large numbers of 

suffering and “at risk” citizens in their economic and social recovery from conflict, to 

becoming a post war society.  Indigenous resources need to be maximally utilized in a 

culturally effective manner to promote healing and recovery. 

 

During and in the aftermath of violent conflicts and other human-induced and non-human 

induced disasters and tragedies, psychiatrists, psychologists and others in the mental health 

professions are usually asked to help explain emotional responses to these tragic events.  

However, that’s not where most people look first for comfort, support and assistance.  They 

largely turn inward to their personal faith and spiritual core, and outward to their religious 

community for assistance and healing of their spiritual and psychic wounds.  This is 

because religion, spirituality and faith are perhaps the strongest components of resilience 

that help people manage extreme stress and cope during and after disastrous traumatic 

events.  Religion, spirituality and faith provide context and meaning to suffering, and serve 

as a framework for many forms of traditional healing.  The cultural role of religion and 

spirituality, the resources of religious institutions, and an understanding of the spiritual 

worldview of those affected by violence is crucial to consider when planning and providing 

them mental health services. 

 

This chapter will define religion, spirituality and faith, provide a brief review of the 

scientific literature concerning the relationship of religion, spirituality and faith to health, 
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coping, recovery, and healing, and provide recommendations concerning the role of 

religion, spirituality and faith in mental health care in conflict/post-conflict societies. 

 

I. Definitions of Religion, Spirituality and Faith  

 

 

The meaning of the terms spirituality and religion vary by individuals and their society. To 

begin defining religion and spirituality, we find Burton’s three assumptions, as cited by 

Streets,1 an excellent starting point: 

Several assumptions come into play as the concept of spirituality is explored. 
First…spirituality is grounded in the midst of history where messy life events are being 
experienced and interpreted…The second assumption…is that human beings (a) seek 
interpersonal connection and (b) at the same time seek safety in/from connection. This is a 
way of saying that everyone, then, is a self-in-relation. This “relation” may appear different 
to different people and finds its expression in different ways, including solitude. Further, 
whatever or whoever is construed as the Ultimate will be a part of this relation…A third 
assumption involves embodiment…spirituality is experienced and expressed in the context of 
physical structure, social class, ethnicity, gender, age, and sexual orientation. Each of these 
may be an important variable in spirituality in that each offers both possibility and limitation. 
Each is a potential source of creativity as well as a reminder of personal finitude…Religion 
binds together the ontological anxiety experienced in the threat of randomness and non-
being, thus allowing some degree of confident, personal functioning. I understand religion to 
be secondary to spirituality…By “secondary” I mean that religion is an organized expression 
of spirituality, and therefore is more specific and defined in its structures. 

 (P.14-15) 
 

Basically, spirituality is embedded within all religions.  Spirituality is a positive and 

loftier side of the individual’s experience that is identified with personal transcendence and 

supra-consciousness.  Religion is an organized system of beliefs, practices and rituals 

designed to increase a sense of closeness to the sacred or transcendent (in others words, to 

help structure the individual’s and community’s spiritual journey), and to promote an 

understanding of one’s relationship to and responsibility for others living in a community.  

Faith involves religious belief and commitment to those beliefs.2  

 

However, in many streams of discourse, the terms religion, spirituality and faith are 

sometimes used interchangeably.  For this reason some researchers refer to the three as 
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religiousness and have differentiated between extrinsic and intrinsic religiousness.3  

Extrinsic religiousness is defined as using religion for one’s own needs, such as gaining 

social status or worldly goods and riches, while intrinsic religiousness is defined as using 

religion as a guiding point to purify one’s soul, transcend the illusion of everyday 

awareness, comprehend a greater sense of meaning and purpose in life, and keep one’s 

spiritual connection with the Supreme Power.4   

 

In short, we define spirituality as those experiences, beliefs, and phenomena that pertain to 

the transcendent relationship between the person and a Higher Being that provides answers 

about the purpose and meaning of life, suffering, sorrow, and death.4  We describe faith as 

an interpretive element in the religious experience5 and a process of religious belief that 

allows one to see, feel and act in terms of a transcendent dimension.6  

 

In this chapter, in order to capture the depth of all aspects of the overall metaphysical 

human experience, we mostly use all three terms (religion, spirituality and faith) together.  

When using the term religion alone, we are referring to intrinsic religiousness. 

 

II. Research on Religion, Health and Mental Health 

 

 

Many research studies have demonstrated that intrinsic religiousness and spiritual 

involvement are positively related to health, inversely related to disorders, and associated 

with overall reductions in morbidity and mortality.3  In a very comprehensive review, 

Koenig, et al reported findings from studies that have examined the effects of religion, 

spirituality and faith on physical and mental health outcomes.7  Various aspects of religious 

beliefs and practices are generally positively related to greater well-being, hope, optimism, 

purpose and meaning, adaptation to and coping with bereavement, and social support.  

Negative associations are reported with loneliness, depression, suicide, and anxiety.  

Although not all available studies are in agreement, we find with surprising consistency 

that these findings hold across physical, mental, and substance abuse disorders.  Even when 

there is degradation or destruction of their religious institutions, survivors who are actively 
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engaged in spiritual practices, are more resistant to developing the symptoms of stress 

related disorders. 

 

Seybold has developed a rationale for why positive outcomes might be expected and 

describes various physiological mechanisms that mediate the effect of religion, spirituality 

and faith on health.8  The latter physiological explanations are particularly applicable to the 

findings that religious beliefs and practices are related to reductions in specific health 

conditions, such as heart disease and hypertension, and increases in immune and endocrine 

function.   It is noted that the identification of these pathways does not remove or “explain 

away” the effects of religion and spirituality; it does, however, provide an opportunity for 

empirical science to investigate the mechanisms whereby religiosity and spirituality are 

embodied in the human experience. 

 

We acknowledge the ways in which religious beliefs and practices have had, in some cases, 

a negative impact on people’s physical and mental health; e.g., fanatical violence, 

mortifying asceticism, and sexism.9  However, there is a preponderance of evidence 

supports the therapeutic role of religion, spirituality and faith.  These research findings 

reveal strong evidence that religion, spirituality and faith protect people from various forms 

of anxiety and stress, especially those related to tragedy, trauma, and end-of-life issues.   In 

additional to this strong evidence, there are now studies underway to observe and describe 

the physiological mechanisms that correlate with these findings. 

 

III. The Role of Religion, Spirituality & Faith in Response to Severe Traumatic 

Stress 

 

 

In times of crisis, religion, spirituality and faith can help cushion the emotional blow 

and facilitate the grieving and adaptation process.  But how and why can people turn to 

religion in times of extreme suffering?  They wonder how suffering can exist if God is 

both omnipotent and all loving?  Obviously, not everybody finds consolation in religion 

during times of extreme suffering.  However, the religious duty to suffer distracts 
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attention from the otherwise all-absorbing sensation and challenges the sufferer to bear 

the burdens of pain with dignity.  Illich described how religion not only provides 

the grammar and technique, the myths and examples used in its characteristic “craft of 

suffering well”, but also the instructions on how to integrate this repertoire.10  Moreover, 

religion stimulates personal responsibility for healing, sends ministers for consolation, 

provides saints as models, and typically provides the framework for the practice of folk 

medicine.  Religious teaching, spiritual guidance, prayer, and religious ritual are the basis 

and techniques of suffering and making things “sufferable”.   

 

With some variation, through all of the major world religions we find consistent reasons to 

help explain why religion, spirituality and faith help people to cope after traumatic stress, 

many of which have backing in the research literature.2, 9 They may be expressed 

differently depending on the particular religion and culture.  These reasons are discussed 

below.   

 

Positive Worldview 

Commonly, the major world religions promote a positive worldview that point towards 

optimism and coherence.  They provide explanations and answers to life’s mysteries and 

ultimate questions.  While those answers may not be particularly satisfying to everyone, for 

a lot of people they are sufficient.  Rather than cold, merciless, and random, the world is an 

orderly place.  Although severe trauma may challenge such beliefs and faith, nevertheless 

having them fosters optimism and allows for coherent explanations.  Having explanations 

and answers helps people to cope better. 

 

Meaning and Purpose 

Not only does religion provides the world with meaning, it provides individuals with 

purpose.  Religious teachings generally maintain that each human is special and created for 

a purpose, with a particular combination of talents and abilities that no one else has.  Even 

negative life events, perhaps especially negative life events, are understood as contributing 

to a person’s spiritual growth and maturation.  These events have meaning and may, 

although perhaps not completely understood by humans, somehow lead to something good 
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or positive.  Indeed, a major function of religion throughout history has been to enable 

people to transcend suffering.  Many major religions not only offer a rationale for suffering, 

but also provide a spiritual community setting in which suffering can be a dignified 

performance.  For example, in Hinduism suffering is explained as karma accumulated 

through past incarnations, in Christianity as a backlash from the original sin - an 

opportunity for a closer relationship with the Savior on the Cross, and in Islam, as a God-

willed destiny – an invitation to surrender to God.10, 11  Within a meaningful spiritual 

context, almost anything can be endured.   

 

Psychological Processing   

A religious belief system is an important psychological “orienting system” because it helps 

interpret life experiences, gives them meaning and coherence, and enables a person to more 

readily integrate negative events into their understanding of the world.  People need to 

emotionally and cognitively integrate such experiences so that the world can continue to be 

seen as stable, predictable and safe.  Thus, even when religious beliefs appear to provide 

harsh explanations that involve punishment and damnation, such beliefs at least provide a 

group-sanctioned answer that maintains a consistently predictable world, which is therefore 

sensible.  Survivors crave for the return of an orderly world and are often not able to move 

on with their lives until this is achieved – religion is the anchor point, the foundation and 

the superstructure for re-establishing a sense of order, meaning, and a sense of 

righteousness in the world. 

 

Hope and Motivation   

Religion provides explanations that foster hope for better times ahead.  This enables people 

to assume good results are possible no matter what happens, faith helps to combat the 

hopelessness associated with severe loss and devastation.  Furthermore, even if better times 

are not possible in this life, religion transcends the earthy existence and at least holds out 

hope that the situation will improve in the hereafter, or the next life.  People are motivated 

by hope to make the necessary adjustments to adapt to difficult circumstances. 
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Personal Empowerment   

Religion provides personal empowerment by giving those who might otherwise feel 

powerless the energy to make a difference in their situations.  For example, a religious 

person can pray to God for strength to cope with a difficult loss, for healing of an injury, 

for recovery of a sick loved one, for justice, for the strength to forgive others, for peace and 

security, or for financial resources.  Knowing that one can talk directly to God, a higher 

being, or creator, whom one believes is the original and ultimate force, helps to infuse that 

person’s life with power.  No longer must he or she rely entirely on other people, outside 

agencies, or the random forces of nature to determine their fate.   

 

Sense of Control  

Religious beliefs give the survivor a sense of control that they would otherwise not have.  

Religion puts control back into the hands of the survivor.  The perceived ability to relate to 

and influence God through prayer helps the religious person regain a degree of control 

(though indirect).  In that case, however, it is important to believe that God is indeed in 

control.  Even the belief that God is punishing the person for past sins by allowing 

traumatic events to occur, may still be better than believing that no one is in control.  The 

belief that no one is in control in a situation where one’s life or a loved one’s life is being 

threatened can be a source of tremendous anxiety.  The religious person, on the other hand, 

feels in control through their relationship with God.  Paradoxically, they in fact may feel 

strengthen by psychologically give up control by “putting it in God’s hands.”  When there 

is nothing that can be done by the individual to change their situation, then turning things 

over to God may reduce anxiety and make the person more functional.  A person must, 

however, be able to trust that God will take care of things and that God has their ultimate 

best interests at stake.  That sense of trust may be altered by severe traumatic events, such 

as war related trauma, torture and other severe traumatic events, and require religious (or 

faith-based) guidance or counseling to help re-establish it. 
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Role Models for Suffering   

As noted earlier in this chapter, religion provides role models for suffering that help 

persons to accept their situations and provide strategies for dealing with them.  For 

example, in the Bible, the Book of Job describes a man who lost everything – all of his 

possessions, all of his children, and even his health.  Job responded like most people would 

respond in such a situation.  He became frustrated and angry at God and began questioning 

God.  Thus, if a character in the Bible can feel this way, then this validates the survivor's 

feelings.  That validation helps to normalize such feelings and makes them less threatening.  

Furthermore, things turned out all right for Job in the end, giving the survivor hope that all 

may be well for him or her also. 

 

Guidance for Decision-making   

Religion provides guidance for making positive decisions that ultimately reduce one's stress 

level, rather than decisions that increase stress overtime.  For example, severe stress may 

contribute to a person choosing to drink alcohol or use illicit drugs to numb their feelings.  

While this may reduce stress and in the short run, over time this may lead to addiction and 

interfere with recovery.   

 

 

Forgiveness 

Religious beliefs may encourage forgiveness of others, including the enemy or perpetrators.  

Most importantly, for some believers, the spiritual journey to forgiveness can be a powerful 

metaphysical process that contributes to long term recovery and healing from extreme 

psychic trauma.  Forgiving is not the same as forgetting what has happened to us and those 

whom we care about and love.  The power of forgiving lies in its ability to no longer allow 

our memory of what occurred to define or defile us in any way. 

 

Altruism 

Altruism is the type of therapeutic behavior that occurs when people help others, even 

when they have experienced devastation themselves.  Many survivors have a story of regret 

or shame at not having done enough for someone else that suffered more or died.  These 
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feelings of regret and shame most likely arise because altruistic behavior is a key 

mechanism for traumatized persons to re-establish linkages between themselves, their 

shattered worldviews and other human beings.  Religion promotes altruism by encouraging 

us to reach out to others, providing for the needs of those who or worse off.  This help the 

survivor to redirect his or her attention away from his or her own problems and gives them 

a feeling of satisfaction and fulfillment from helping others (as well as increase support 

from others because of this pro-social activity).  Human beings, especially when threatened 

under extreme conditions of violence, have an enormous capacity to reach out toward one 

another even if it increases their own suffering, injury or death.  Working to help others is 

an under-appreciated and under-utilized therapeutic activity in conflict and post-conflict 

situations. 

 

Answers to Ultimate Questions  

Religion provides an orientation to living after experiencing trauma that secular culture and 

science simply cannot provide.  The survivor living with this new orientation provided by 

religion finds not so much answers to vexing questions raised by his or her unfortunate 

experiences but, a spiritual bearing that enables them to emotionally and cognitively 

integrate the negative events he or she may have experienced.  As long as this frame of 

reference leads to positive adaptation and pro-social behavior, it doesn’t really matter 

whether the survivor finds the “right” answers (particularly if no right answers can be 

discerned) or explanations for what he or she has endured. 

 

Social Support   

Religion provides social support, particularly for those who are involved in the religious 

community.  Social support is known to reduce the stress of negative life events and to 

provide practical resources to meet those challenges.  Research studies12 have consistently 

demonstrated that the larger the network of friends and relatives upon which one can call in a 

time of crisis, the better the one’s ability to cope with catastrophe.  Moreover, most religions 

encourage love of neighbor and providing for those in need.  Thus, religious beliefs 

encourage persons to care for one other even when it is inconvenient, with the promise of 

Divine rewards.   
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IV. Recommendations Concerning Religion, Spirituality and Faith in Mental 

Health Care in Conflict/Post-conflict Societies 

 

 

Given the factors discussed in the previous section, a strong argument can be made that 

spirituality and faith sustains many people through conflict, during their recovery and 

healing.  And yet, as Gozdziak observed with refugees and forced migrants, these topics are 

virtually absent in policy debates and programming for survivors.11  In this final section, 

building on our experiential knowledge from post-conflict field experiences and lessons 

learned from disaster response in the United States,13 we provide practical recommendations 

for consideration of governmental health officials, mental health authorities and leaders, 

researchers, academics, and clinicians.   

 

Research  

Further research is needed to determine the prevalence of spiritual needs and the extent to 

which they are met (and by whom) during conflict and post-conflict periods.  Additionally, 

further research on the relationship between addressing spiritual needs and long-term 

mental health in conflict/post-conflicts is needed in different nations, religions, and ethnic 

and cultural groups.  

 

Education   

Mental health leaders and authorities should provide psycho-education and cultural and 

religious awareness training to frontline humanitarian relief personnel, clinicians and faith-

leaders and clerics to help dispel myths and misconceptions about each other, to define the 

unique roles that each group serves, and to emphasize the consequences of not valuing and 

including each other in the provision of services in a conflict/post-conflict community. 

Each group needs education programs tailored to their specific needs. 
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Clinical Assessment and Mental Health Services 

Mental health authorities and leaders need to train and help their clinical providers to 

include spiritual/pastoral needs as part of their needs assessment in working with survivors 

of conflict.  Moreover, professional helpers need to consider how their patients can teach 

them about their painful experiences and ways of coping with them. The patient as a 

teacher represents a shift in the traditional understanding of the helper-patient relationship.   

 

The religiousness of a patient may pose some difficulty for both the religious and non-

religious health practitioner to provide their service. The practitioner is encouraged to show 

interests in the patient’s religious or spiritual orientation to life in a non-judgmental way.  

This approach is one whereby the practitioner ask questions that encourages the patient to 

reflect upon how he or she chooses to live his or her life and what the sources are that 

sustain and gives them hope and meaning for living.14  

 

Exploring our patient’s religious beliefs and spiritual practices is not about what we as 

professionals or healers do or do not believe and practice as religion.  We use our 

awareness of our own feelings, attitudes and biases about altruism, work and religion and 

spirituality and those of our patient’s to facilitate a relationship with them that promote 

their healing. 

 

A few simple questions can be asked that will identify spiritual needs that can then be 

referred to trained spiritual care providers to address. The types of questions asked as part 

of such an assessment might include the following: 

• What sustains and gives you hope? 
• Are religious or spiritual beliefs important to you? 
• Are your religious or spiritual beliefs a source of comfort or a source of 

stress now? 
• In what way are they comforting or stressful? 
• Are you a member of a religious or spiritual community and is it 

supportive? 
• Do you have any spiritual struggles or needs that you would like help with? 

 

Therapeutically speaking, an important clinical goal for the survivor is to assume personal 

responsibility for emotional well-being and not continue to live in the role of a victim.  
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Moreover, clinicians should at least consider spirituality and faith as an important 

mediating risk and resiliency factors.  Therefore, it falls upon the clinician to assess this 

component of the patient and gain an understanding and appreciation for the patient's 

spiritual dimension.  This is important because it may define the patient's world view and 

their explanation for events and experiences and could be used to enhance the therapeutic 

interventions.  For example, while treating a Muslim patient, the clinician may choose to 

refer back to the teachings of the Qur’an to help the Muslim patient cope and rediscover the 

resiliency in their own spiritual realm.  The patient may have developed a fatalistic and 

incorrect interpretation that he/she has no self responsibility and all is "God's will" and 

therefore there is nothing he/she can do.  The patient could be assisted to gain insight into 

the servant and responsible-free human dichotomy. 

 

Organize, Coordinate and Lead  

Health Ministry officials and mental health authorities should take the lead in inviting faith-

leaders and clerics to participate in the assessment, planning and provision of care.  These 

officials need to work with the religious communities to determine what type of 

collaboration at the national, provincial, or local community level might be most helpful. 

 

Encourage Collaboration and Partnerships 

Partnerships should be encouraged between mental health workers and local faith-leaders 

and clergy.1  To help establish trust and mutual understanding, local mental health workers 

should be encouraged to visit or participate in activities with local religious communities.   

 

The patient may experience conflict about receiving psychiatric or primary medical 

assistance.  There can be tension between the hospital, mental health center and his/her 

faith community around issues such as the use of medication and the value of various forms 

of counseling techniques and therapies.  These issues are addressed better when there is an 

ongoing collaborative relationship between the centers of primary and mental health care 

and those persons and institutions that play a significant role in the client’s life.  The 

emphasis should be placed on achieving a treatment approach that honors what both 

religious and the medical communities have to offer in the client’s best interests. 
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Encourage Bi-directional Referral Networks   

Psychiatric services and mental health counseling services should offer a spiritual 

component by developing a referral network with local faith-leaders and clergy.  The latter 

are often the routine source of guidance and counseling for the community.  The faith-

leaders and clerics, in turn, could refer members who need specialized mental health care 

(especially psychopharmacology) to psychiatrists and other mental health professionals. 

Psychiatrists and other mental health professionals could provide education to faith-

communities on how to identify symptoms of psychiatric disorders, which kinds of 

interventions might be helpful, and when to make a referral to a mental health clinical 

provider.  

 

Recognize Trained Faith-leaders and Clerics as Formal Partners in Mental Health 

Care  

Besides offering necessary spiritual support, local faith-leaders and clergy are ideally 

positioned to serve as professional colleagues in meeting the psychological and emotional 

needs of survivors while triaging and referring those with more complex needs to mental 

health professionals – enhancing the efficiency with which scarce specialized 

psychiatric/mental health services can be delivered.  In many communities, clergy already 

function in this role.  However, making this part of the formal mental health system of care 

would help to systematize and coordinate the effort.   Moreover, since only a proportion of 

survivors need formal mental health services, and since those services may be of limited 

availability, local faith-leaders and clergy could provide support and counseling to those 

who only need these, and refer those who need clinical mental health services (e.g., 

specialized psychotherapy, psychopharmacology, neuropsychiatric evaluation, 

psychosocial rehabilitation).  Being referred by trusted religious leaders or clergy would 

also increase the likelihood that people would accept clinical mental health services.  This 

would also result in a better matching of need with scarce mental health resources.   
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Credentialing and Funding 

Mental health authorities should consider establishing a system of mental health 

recognition and credentialing for certain religious providers.  Particularly those religious 

care providers who do not have traditional  college or seminary educational backgrounds 

often required in order to receive, for example, Clinical Pastoral Education or pastoral 

counseling training. This training could be, for example, a certificate program based on 

these models in the United States but that take into account the knowledge, skills and 

experiences of indigenous clergy members and the emotional needs of those upon whom 

they call as their pastors and spiritual guides.  In South Africa, Indigenous Healers are 

recognized by the government as official partners in the health care system.  Culturally 

contextual mental health training for clergy and religious care providers here in the 

United States could lead to similar recognition of their role and importance in providing 

mental health care to members of their community. Mental health authorities in the 

United States should consider the notion of funding the services of faith-leaders and 

clerics that are complimentary to conventional mental health services (e.g., healing 

rituals, supportive counseling/therapy, pastoral counseling and faith-based 

psychotherapy).    

 

Consideration of Religion and State Issues 

The nature of religion and its relationship to any given state, country or nation is a 

multifaceted dimension to understanding the history or conflict occurring in any given 

society.  In the United States, for example, the proper role of religion in society is made 

more complex when we consider the issue of the separation of church and state. Many 

community mental health and primary health care centers are state institutions funded by 

public monies.  State employed mental and health care professionals who provide 

spiritual care point out that by doing so they are not promoting religious or spiritual 

values but accepting them as a part of the attributes a client brings to treatment which can 

be utilized for his/her care.   

 

However, it is not the focus of this discussion about religion and mental health services 

aiding in the recovery of people living in a post conflict society to explore the politics of 
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religion and state issues.  It is important to highlight the need for mental and primary 

health care professionals to value and explore the religious or spiritual orientation of 

those who seek their services with the aim of encouraging how such beliefs and practices 

may help in the healing process of those coming to them for help and to better understand 

those patients or client who are religious. 
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The Problem of Burnout 

Burnout has been defined as “exhaustion of physical or emotional strength and 

motivation usually as a result of prolonged stress or frustration”.1 International 

humanitarian aid workers and human service providers (e.g. doctors, social workers, 

psychologists, teachers) in post-conflict societies are exposed to stress from a variety of 

sources that may result in burnout and related stress-induced illnesses. Even in stable 

environments, human service providers are exposed to numerous factors that may lead to 

burnout. National staff working in post-conflict societies face additional stressors because 

they may have previously experienced traumatic events related to the conflict in their 

country. Over the last decade the environment in post-conflict countries has become more 

unpredictable and dangerous with aid workers being targeted by warring parties, 

intensifying their level of stress, trauma, and mental illness.2 

 

While burnout has been well-demonstrated in front-line providers in the emergency phase 

of a conflict, it has not been well studied in the post-conflict phase.  In June 2000, the 

International Emergency and Refugee Health Branch of the Centers for Disease Control 

and Prevention (CDC) conducted a mental health survey of aid workers employed by 

international humanitarian organizations in Kosovo. This survey showed that event-

related stressors were common among both international and Kosovar Albanian aid 

workers. Symptoms of depression among all aid workers were higher than among the 

general population in stable communities.3  

 

A cross-sectional survey of leading international organizations described the selection, 

training, and psychological support of aid workers in 1997 and found that procedures for 

recruitment, selection, training field support, and follow-up varied widely.4  Preventive 

mental health measures for aid workers received little attention by management of 
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humanitarian aid organizations. In 1998, another cross-sectional survey on the 

occupational health of field personnel in complex emergencies was conducted by the 

WHO and the International Center for Migration.5   Although this survey did not 

specifically measure burnout, it found general fatigue, headaches, irritability, and 

sleeping difficulties to be common.  In 2001, a study among 915 returned staff from five 

humanitarian aid agencies showed high rates of direct or indirect exposure to life-

threatening events. Approximately 30% of respondents showed significant symptoms of 

PTSD.6 

 

What is Burnout?  

Burnout is a syndrome associated with job-related stress, and the term describes the 

effects of stress on all types of workers. Lay people first described the syndrome of 

burnout, and social scientists and psychologists have developed the concept further. It is a 

prolonged response to chronic emotional and interpersonal stressors on the job, and is 

defined by three components:  exhaustion, depersonalization  (i.e., a change in an 

individual’s self-awareness, such that they feel detached from their own experiences, 

with the self, the body and mind seeming alien or distant), and diminished feelings of 

accomplishment or reduced efficacy.7  Burnout has negative consequences related to job 

performance and may lead to reduced efficacy and lower productivity.8 

 

In the past 10 years, the emotional impact of working with trauma survivors has been 

examined under several concepts other than burnout, such as primary traumatic stress, 

vicarious traumatization, and compassion fatigue.9  These concepts are related but not 

identical to burnout. Health and mental health workers in post-conflict settings may 

suffer primary traumatization by direct exposure to severe traumatic events, such as 

assaults and sniper fire.  Mental health workers in particular may be exposed to 

secondary traumatization because of their potential indirect exposure to trauma in their 

role as therapists. In fact, therapists “absorb” the emotional suffering of their traumatized 

patients/clients.  This phenomenon has been termed “vicarious traumatization”.10  The 

concept of compassion fatigue appears to have been first described in 1992 when Joinson 

used the term to investigate the nature of burnout in nurses. Compassion fatigue can be 
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seen as a more user friendly term for secondary traumatic stress reaction, which is almost 

identical to PTSD, except that it occurs in persons who are emotionally affected by the 

trauma of another.9  Each of these is a form of burn-out defined primarily by the nature of 

their causal pathway. 

 

Although all staff in post-conflict societies are exposed to stressors and are at risk for 

burnout, all are not affected in the same way. Impacts depend not only on exposure to a 

number of risk factors, but also on the presence of protective factors that may mitigate the 

effects of stress.  Addressing burnout extends beyond identifying its root cause; action 

needs to be directed at minimizing risk factors and maximizing protective influences. 

 

Risk Factor for Burnout 

Humanitarian aid workers and human service providers in conflict and post-conflict 

settings are exposed to a number of stressors and traumatic events that may result in 

stress-related illness. Over the last 10 to 15 years, the environment in which humanitarian 

assistance has been implemented has changed resulting in workers increasingly being 

targeted by violence. During the last decade, intentional violence has become the leading 

cause of death among aid workers in complex emergencies, accounting for over two-

thirds of fatalities. Death due to motor vehicle accidents, the second most frequent cause 

of death, accounted for less than one-fifth of fatalities.2  The murders of aid workers, 

which have not taken place in East Timor, Central Africa, Chechnya, Afghanistan, and 

Iraq over the last five years, illustrate the dangers of violent physical assault in conflict 

and post-conflict nations. This increased risk for assault and death is just one example of 

psychologically traumatic events confronting aid workers today.  

 

Humanitarian staffs also suffer more mundane stressors related to difficult situations in 

post-conflict societies.11, 12 They often live in poor living conditions with a lack of 

privacy, a lack of separation between work and living space, and intermittent or non-

existent running water and electricity. The job may require traveling on hazardous roads 

with unreliable means of transportation. Access to medical care is often limited and 

evacuation in case of personal illness or injury may be difficult. In addition to these 
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difficult working conditions, international aid workers are separated from their usual 

social support network. Separation from family and friends for extended periods of time 

may be a stressor in itself. Furthermore, communication with the outside world may be 

limited due to a lack of access to phone lines, e-mail, and international newspapers or 

television.  

 

For local national staff there is a greater chance that stresses are compounded with 

previous traumatic experiences.  For example, in June 2000, a study conducted by the 

CDC in Kosovo among 410 international and 429 Kosovar Albanian aid workers from 22 

humanitarian organizations, found that national staff had higher rates of PTSD than their 

international counterparts.11 This may be related to the fact that these workers had been 

exposed to an environment of oppression, persecution, ethnic killings, and hatred for 10 

years.  

 

Protective Factors 

There are a number of protective factors that may lessen the risk for a stress-related 

illness such as burnout.  The ability to cope with stressful situations depends upon a 

person’s individual psychological strengths, as well as on external factors.  These factors 

can be viewed in terms of personal (internal) and external resources.  Personal resources 

include the characteristics that constitute resiliency. Some factors that have been 

associated with resiliency to stress in different contexts include: resourcefulness, 

flexibility in emotional experience, intellectual mastery, the desire and ability to help 

others, and a vision of moral order.  Other factors include self-esteem, hardiness, and a 

strong physical and psychological constitution.13 

 

Studies among war veterans have attempted to identify personality risk factors for stress-

related illnesses, adverse life events prior to the trauma, and previous psychiatric 

illness.13  However, personality characteristics of veterans alone cannot account for the 

high prevalence of mental illness among them. Clearly, the external environment plays a 

major role in the etiology of stress-related illness. Several studies have found a 

correlation between the cumulative number of traumatic events and the prevalence of 
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mental health illnesses.14 A relationship between trauma events and depression also has 

been observed. Moreover, personality risk factors appear to become less relevant in 

determining adjustment as the intensity of the traumatic experience increases.  

 

External factors that may prove protective for workers include family and social 

networks, training, organizational support systems, and psychological support while 

working in the field, and after completing the assignment. Strengthening such protective 

factors is the key strategy underlying the guidance that follows.  

 

Action Plan to Address Issues of Burnout 

Stress and support factors (i.e. risk factors) should be in equilibrium between those 

factors that place stress on the individual and those that lessen the stress, also known as 

protective (or mitigating) factors.  Job-related and other stressors may results in burnout 

among aid workers and human service providers if these stressors are not 

counterbalanced by adequate and effective protective factors, e.g. organizational support, 

supervision, self-care resources, adequate training and education. So, while every effort 

should be made to try to minimize stressors, protective factors also need to be 

strengthened to decrease the risk of burnout.  

 

This is the central principle underlying ‘Managing Stress in Humanitarian Workers: 

Guidelines for Good Practice’.15 These guidelines were the product of three years of 

work by an international specialist working group, coordinated by the Antares 

Foundation. The guidelines seek to integrate existing knowledge of good and effective 

practice regarding the management of stress into a coherent action plan for organizations 

and their staff.  Some of the work on the Guidelines for Good Practice of the Antares 

Foundation built on the effort of the “People in Aid Code,” which was another 

collaborative effort of relief and development agencies committed to improving the 

quality of the assistance provided to communities affected by poverty and disaster.16  
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1. Establish an Active Policy on Staff Stress 

The preceding analysis makes it clear that organizations working to provide services and 

humanitarian assistance in post-conflict environments need to consider how to protect 

their staff effectively. This is not just a question of humane staff care, but also of 

organizational effectiveness. As for other areas of organizational strategy, a policy 

document is an important first step in clarifying organizational responsibilities and 

planned actions. 

 

It is important that this written policy covers response to both normally expected stresses 

in the type of work that the agency engages in as well as to unexpected circumstances 

(such as forced evacuations or critical incidents). The policy document should alert staff 

to the sorts of stresses they may face in the course of their work and inform them of the 

provisions and resources that the organization is making to support and protect them. 

These provisions and resources should cover each subsequent step in the proposed action 

plan. 

It is important that the development of a policy documents is not a ‘paper exercise.’  

There are two major means of preventing this from being the case. First, the policy 

document needs to be shared with all staff, with active dissemination and discussion of it 

at the field level. Second, the policy should be actively used in the planning and 

monitoring of all projects and programs of the organization. This means, for example, 

that the specific risks to staff posed by a project are assessed and documented in the 

course of its development and approval and that these risks are reviewed in the course of 

program monitoring. 

 

Given the frequent importance of organizational factors in staff burnout, the policy 

document should include consideration of issues such as contract terms and benefits, 

supervision, team management, monitoring of workload, as well as ‘external’ stresses 

associated with the work environment. 
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2. Assess Risks and the Coping Capacity of Staff 

 

Organizational policy should, as indicated above, provide a mechanism for assessing the 

risks that are posed by working in a particular job and identifying means of protecting 

staff from such risks. Screening and assessment of staff, considering their capacity to 

work in the circumstances of a particular job, is equally important. This screening and 

assessment should consider: 

(1) physical and psychological health (past and present) 

(2) influential life events (including past exposure to traumatic events and 

how they have been dealt with) 

(3) personal characteristics such as resiliency, coping mechanisms and 

motivations for engaging in this type of work 

(4) the ability of the person to work as a member of a team 

(5) how past difficulties in personal and professional life have been dealt with 

(6) the training and support needs of staff if they are to carry out the planned 

job effectively 

 

In addressing these issues, an organization has legal and ethical obligations not to “harm” 

staff and/or violate their privacy. However, the emphasis should not be seeking to ‘weed 

out’ people but rather recognizing that there needs to be a sufficient fit between the 

specific demands of the job and the particular capacities and characteristics of an 

individual for effective working to be likely.  The final point above–the training and 

support needs required by the individual to function effectively in the position–is a key 

step in ensuring that the process is seen as a diagnostic and supportive, rather than 

discriminatory and exclusionary. 

 

 
An experienced aid worker applies to a field management position in Iraq. She is well qualified for the 
position, with field in experience in Pakistan, Afghanistan, Haiti, Congo, Darfur and Rwanda in recent 
years. The hiring organization sees her as an excellent ‘fit’ for the position, but with consecutive 
assignments in very unstable and demanding settings–and with no period of respite from such work–
considers that her current level of fatigue and accumulated stress puts her at high risk if immediately 
deployed. She is taken on for a headquarters-based desk assignment for a three-month period, which draws 
upon her expertise and provides an opportunity for her to rebuild social networks and other forms of 
support before deployment overseas again. 
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3. Provide Preparations and Training  

Although training of staff in the technical skills required to do a job is often a high priority 

for an organization, it is less common for preparation to address the broader challenges of 

putting those skills to work in a challenging environment. Before deployment (or 

reallocation of duties), staff working in post-conflict settings should receive training that 

includes: 

 Education about the expected stresses that will be experienced (detailing the 

specific challenges of the particular assignment and the particular risks that may 

be faced by certain groups of staff e.g. women, those from certain ethnic groups 

etc.); 

 Education about how to recognize signs of stress and burnout in oneself and 

fellow workers; 

 Training in specific stress management techniques and coping skills (such as 

relaxation techniques, self care, the value of sharing experiences with co-

workers etc.); 

 Education about the risks of ineffective strategies for coping with stress, such as 

heavy drinking; 

 Preparation for dealing with the emotional responses of people who have 

experiences traumatic events; 

 Concrete information about conditions in the field, including details of cultural 

and political sensitivities and how to address them; 

 Operational orientation and specific preparation for the operational 

requirements of the job; 

 Training with respect to safety and security in the field (addressing potential 

risks and appropriate responses to such circumstances); 

 Guidance with respect to physical (self) care in the field (including HIV/AIDS 

prevention, food and water safety, physical exercise, rest and sleep); 

 

Such preparation addresses a range of operational issues that can contribute to stresses and 

the risk of burnout. Given the centrality of good management to effective working and the 

prevention of burnout, it is recommended that organizations also arrange specific and 
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culturally sensitive training in stress and stress management techniques for all project 

leaders and managers. 

 

4. Monitor the Well-Being of Staff 

Although preparation is important, an effective strategy for reducing burnout requires 

effective means of monitoring the stresses faced by staff in the course of their work and 

the resulting impact on their well being. Evidence suggests that most stress among 

humanitarian aid workers and service providers is the result of ongoing, everyday 

pressures of work (e.g. separation from family, physically difficult conditions, long and 

irregular hours, intra team conflict etc.). Poor administrative or managerial abilities on 

the part of team leaders and conflict within the team are also potentially major sources of 

stress. Also, non job-related experiences (such as marital conflict or family sickness) can 

obviously exacerbate job-related stresses. 

 

Monitoring must involve the support of staff (backed up by headquarters as appropriate) 

and field-based supervision and that considers the above issues and the impact they are 

having on staff.  It is important that such monitoring should not be seen as intrusive, but 

as part of creating a caring and enabling environment for staff.  To achieve this, effective 

monitoring will usually be achieved by some combination of informal observation by 

supervisors, periodic routine questioning by supervisors, routine use of self-report 

questionnaires, and periodic group stress evaluation sessions. 

 

5. Provide On-going Support to Staff 

Working as a humanitarian aid worker or service provider in a post-conflict setting is 

psychologically demanding. However well prepared someone is for this work, over time 

such demands are likely to be reflected in some symptoms of chronic stress. Providing 

proactive support for workers in the field should, for this reason, be seen as a routine 

aspect of staff care, rather than something that is made available only for individuals 

identified as ‘under stress’. 

 



310 
 

Team building, resolution of intra-team conflict, organizational practices that reduce 

stress (such as consistent implementation of guidelines on maximum work hours and the 

taking of leave, or facilitation of contact with family members) and the encouragement of 

individual staff members’ stress management activities are key measures in providing on-

going support to staff.  This range of measures emphasizes that while each staff member 

may face a unique ‘balance’ of risk and protective factors (given their specific job 

demands, background and circumstances) there are a number of common measures that 

can provide valuable support for field staff.  For instance, many ‘bureaucratic’ aspects of 

work practices can be sources of stress, or can provide respite from stress. Although it is 

common for staff to (inappropriately) blame an organization’s management style for 

many problems, this does not lessen the need to carefully consider how work practices 

contribute to, rather than protect from, staff stress. 

 

 

 
Field office managers from four different agencies working in Northern Uganda began to meet once a 
month for mutual support and reflection after they realized they were facing a number of similar challenges 
in their work. Discussing, in confidence, the management issues that each were facing, and sharing 
experience of how such issues had been addressed elsewhere, the managers found the group a great 
support. In addition, it prompted some managers to put in place sessions on addressing team conflict and 
‘rest and recreation policy’ that other agencies had found effective in promoting staff well being. 
 
 

 

6. Provide Crisis Support 

Crises that represent extreme stresses for staff may include incidents such as a serious 

motor vehicle accident, being kidnapped or taken hostage, experiencing a serious 

physical assault, being raped, having one’s life threatened or witnessing horrendous 

events happening to others.  Experiencing or witnessing such events causes distressing 

responses.  These responses may include, but are not limited to, acute stress disorder, 

anxiety, somatic complaints, depression, pathological grief reactions, PTSD, destructive 

or self-destructive behavior and difficulties in interpersonal functioning. Responses may 

be evident in the immediate wake of an incident or after some time and can vary 

significantly in form and degree. They may affect all staff who experience them or only 
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some staff. The ‘culture’ of humanitarian aid and mental health service provision can also 

lead to workers denying or minimizing the stress they are experiencing. 

 

Front line managers and supervisors necessarily provide the immediate responses to 

extreme incidents, both for staff members directly and for the team as a whole. This may 

include psychological first aid, psycho-education about the effects of extreme stress, and 

assessing individual and team responses. It is important that what constitutes this 

immediate response is specified clearly in the organization’s policy document. 

 

Steps beyond this first stage of response require specific training and specialist 

knowledge. The evidence-base regarding interventions after major traumatic events 

remains uncertain, and the organization should employ or contract specialists who can 

provide skilled and appropriate response to the needs of impacted individuals and groups 

 

 
Journeying to a remote settlement for persons displaced by internal conflict, a female mental health worker, 
along with three male colleagues, was abducted by militia. She was later brutally raped.  Two days later, 
after all had received physical beatings, the workers were left at the side of the road to make their own way 
back to town. Once the worker’s field manager had learned of the abduction, agreed crisis response 
procedures had been put in place. Relatives of the abductees were contacted and regularly updated on 
progress; reports were made to the appropriate civil and military authorities; briefings of all field staff were 
held regularly to update on developments and prevent the spread of rumors; a medical team and counselor 
were put on ‘standby’ to provide emergency support on the abductees’ anticipated return. On their return, 
the abductees received this emergency support, with the female worker and one man subsequently admitted 
to a hospital.  The field manager continued to implement the agreed crisis action plan over the coming 
weeks, providing support to both those directly and indirectly impacted by the incident.  Six months later, 
all workers were back at work. The female mental health worker had taken the option of revised duties, 
involving minimal travel to remote areas. One of the men was receiving counseling from a mental health 
professional for recurrent fears linked to his perceived ‘failure’ to protect his female colleague from sexual 
assault. 
 
 

 

7. Arrange Personal Reviews and Operational Debriefings at the End of 

Assignments 

A comprehensive strategy to reduce burnout requires attention to the specific issues 

associated with coming to the end of an assignment. For expatriate humanitarian workers 

this may involve physical relocation to another country (which may or may not be ‘home’), 
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dealing with professional credentialing, insurance and healthcare issues, and readjustments 

to family life.  For national humanitarian workers and service providers there may be major 

challenges associated with identifying ongoing employment, and renegotiation of domestic 

arrangements. Such stresses are additional to the pressure of the myriad of practical, 

operational tasks that come at the end of an assignment (such as completing reports, 

conducting hand-overs etc.). 

 

Personal reviews should acknowledge these challenges and review how a staff member is 

dealing with them, as well as the stresses that they have faced throughout their period of 

service. Reviews, which should be routine for all staff completing an assignment, should 

explore a staff member’s view of key experiences and their reactions to them. They should 

focus on the current emotional state of a staff member and any needs they may have for 

ongoing support. This should include further education about the possible delayed impact 

of stressful experiences on the individual, and how they may receive support if difficulties 

arise. Such a personal review needs to be conducted in a secure, confidential environment 

by an appropriately trained person, with the staff member being assured that their reactions 

will not affect their possible ongoing employment with the organization. 

 

Operational debriefings are a different form of meeting, which focus on what the staff 

member observed, experienced and learned during an assignment, and how the 

organization could benefit from this experience.  Although an operational debriefing is not 

explicitly concerned with stress management, (and will usually be conducted by someone 

with an appropriate operational, rather than staff counseling, background) the experience of 

feeling listened to about field experience and reviewing organizational practices can also 

reduce stress in staff members. 

 

8. Provide Care and Support to Staff Adversely Impacted by Stress 

The majority of the preceding steps of the action plan are aimed at reducing the risk of staff 

members being exposed to extreme stress and strengthening protective factors (within 

individuals and within the organization) that will support their well-being. However 

effective these actions are, some individuals will be adversely impacted by exposure to 
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stress in such a manner that their needs for support exceed the length of their current 

assignment.  Organizations have a duty of care to ensure that workers impacted by work-

related stresses in the course of an assignment are supported beyond the end of that 

assignment. National laws vary in the requirements they place on employers in such 

circumstances and in the practical supports (e.g. income support, health care) provided by 

the government itself.  Regardless of national law, humanitarian aid agencies and mental 

health service providers need to make all efforts to ensure that staff members who are 

physically or psychologically disabled as a result of their work for the agency can continue 

in employment.  This may require assigning staff to a position in which they are less 

exposed to significant stress for whatever time is required for recovery.  In some cases, the 

extent of the disability may make it impossible to offer ongoing employment. 

Organizations may provide disability insurance to fill in gaps in government programs of 

support. Because of the many different national laws applying to staff in various countries, 

organizations need to give especially careful attention to the impact of these issues with 

regard to national staff. 

 

The Responsibilities of the Individual Worker 

The action plan above is focused primarily on actions that should be taken by the 

organization to reduce the likelihood of staff burnout. This emphasis on organizational 

responsibility is deliberate and important. Organizations have a duty of care to their staff 

members that are working in demanding and potentially hazardous circumstances. But 

clearly staff members themselves are also responsible for self-care.17 For most of the action 

steps above, the appropriate response of the individual is likely to be very clear. If there is 

an organizational policy on managing stress, the staff worker should become familiar with 

it.  Staff workers should, at the time of applying for a post or assignment, reflect on the 

likely demands of the job and their capacities (and vulnerabilities) indicated by previous 

work assignments. Staff workers should fully avail themselves of training opportunities, 

and actively seek to prepare themselves for the demands of a particular job, setting and 

circumstance. Self-monitoring of well-being is an important skill; neither the individual nor 

the organization gains if individuals deny the impact that stresses are having on them and 

take no steps to address the situation. On-going support of staff is significantly channeled 
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through the actions and attitudes of managers, team leaders and coworkers, which can act 

to promote a caring and enabling environment for staff, or substantially erode it. Effective 

crisis support requires staff to comply fully and willingly with established emergency 

procedures, and to be prepared for and supportive of the wide range of reactions from staff 

that may be triggered by an extreme incident. At the end of an assignment, staff members 

need to be fully cooperative with personal reviews and operational debriefings, and 

seriously consider the adjustments and difficulties that are commonly encountered when 

transitioning from one role (and/or setting) to another. Those that have been adversely 

impacted by exposure to stress in the course of their work need to actively manage the 

‘balance’ of risk and protective factors in their lives to support recovery, and seek 

professional support where this is appropriate. 

 

The Need for Research and Evaluation 

The guidelines above are based upon current evidence and expert knowledge. Evaluation of 

organizational programs designed to promote psychological well-being of staff is important 

to refine such guidance and improve the effectiveness of interventions. The evidence base 

will further be strengthened by longitudinal studies of humanitarian aid workers and human 

service providers working in post-conflict settings, and studies directly addressing the 

specific circumstances of national staff. 

 

Evaluation Studies 

There are indications that good staff management and psychosocial support to aid workers 

may prevent stress-related mental illness to some extent and improve the overall quality 

and efficiency of humanitarian aid. For example, in the survey conducted by the CDC in 

Kosovo, international aid workers who reported poor organizational support were 

significantly more likely to be depressed and had higher non-specific psychiatric morbidity 

scores than those reporting excellent support.3 

 

Evaluation of organizational programs designed to promote psychological well-being of 

staff can determine the effectiveness of such interventions and build the evidence-base of 

what strategies best support the well-being of workers. The Antares Foundation is currently 
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documenting its work with a number of agencies using a method based upon ‘goal 

attainment scaling.’  This acknowledges that goals will be very different for different 

agencies, depending on their size, setting and mission.  However, all are in a position to 

identify goals for an action plan targeting improved staff support. Clear indicators of what 

‘success’ would look like are defined, and a review date set at which point performance can 

be reviewed with respect to these indicators. Figure 3 provides an example of such a 

method of tracking progress. 

 

Research Studies 

Only a longitudinal approach can establish predictive relationships between personal, 

organizational, and duty-related stressors and mental health and organizational productivity. 

Such studies can provide scientific evidence regarding mental health outcomes and 

organizational effectiveness among staff working in conditions of stress and hardship.  

Specific objectives include the following: 

(1) To identify aspects of work associated with elevated risk of poor mental health and 

burnout in staff. 

(2) To identify the risk and resilience factors moderating the impact of such stressors 

on mental health and organizational outcomes. 

(3) To provide recommendations for selection, training, and management of staff, and 

effective intervention for stressed individuals. 

 

Staff from CDC, the Antares Foundation, Fuller Theological Seminary, the University of 

Amsterdam and Columbia University are currently undertaking a study of this type.  This 

group is also collaborating on a planned series of studies examining the specific 

circumstances facing national staff. As discussed earlier, although not facing the stresses of 

‘entry’ and ‘re-entry,’ national staff members face many stresses that expatriate workers are 

unlikely to experience in the course of their work. Such stressors focus principally on both 

a worker’s livelihood and family responsibilities being played out in the fragilities and 

resource constraints of a post-conflict setting. Research needs to more effectively document 

these stressors and identify efficient and effective strategies for strengthening protective 

factors in such circumstances. 
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Section IV: Building an Ongoing Program 
of Mental Health Education 

 
 
 
 
 

“As a mental health capacity is being built in a post-conflict society, an essential 
element of maintaining culturally valid, effective, and cost-efficient services and 
activities will be the development of a standardized program of mental health 
education. Few countries affected by violence are prepared to care for the large 
numbers of citizens, refugees and internally displaced persons affected physically 
and mentally by conflict. In many cases, health practitioners have been killed or 
driven out of the country, and hospitals and clinics have been damaged and 
destroyed. Building up the mental health capacity of the existing indigenous healing 
system is the first priority. Maintaining over time the knowledge and skills of 
practitioners through a system of continuing mental health education is the second 
priority.  Without continuing education the initial mental health efforts of a national 
mental health action plan will collapse. Ongoing or continuing mental health 
education must be multi-disciplinary and multi-sectoral in order to meet the 
training needs of all practitioners and institutions needed to achieve a successful 
mental health action plan. National training programs can guarantee recognition of 
local social and cultural norms and be based upon available scientific evidence.  
National training standards can raise the educational bar for all providers, 
including national, local and international agents.   

 
An ongoing system of mental health education has the benefit of providing new 
and current scientific knowledge and practices.  It can also provide a setting for 
the discussion of ethical problems, an opportunity for mental health practitioners 
to engage in self-care, and a continuous network of technical and moral support.” 

(Global Mental Health Action Plan) 
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The Community of Practice Approach to Global Mental Health 
Sam Catherine Johnson, EdD  
Natasha Borisova, MEd 
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Many of the WHO’s strategies to improve global mental health rest on teaching new 

practices and providing ongoing professional development and supervision to health 

professionals who are working in conflict or post-conflict societies, or in peaceful 

societies with clients/patients who are refugees or asylum seekers. These professionals 

are either treating the wounds of mass violence (e.g., clinician, spiritual healer) or 

preventing the cycle of violence from continuing (e.g., human rights lawyer, job training 

program director, mental health policy planner).  

 

However, current mechanisms for providing professional development to those engaged 

in the health/mental health recovery of patients/clients who have survived mass violence 

are clearly inadequate for the multi-dimensional, multi-sectoral, culturally-valid and 

evidence-based responses required to truly improve global mental health. There is a need 

for greater access to quality learning opportunities that can stimulate real behavioral 

change in health professionals’ practices, which will translate into improved outcomes for 

patients/clients on their pathways to recovery.   

 

Take for example the professional development mechanism for physicians, one of the 

groups of health professionals that would benefit most from gaining new knowledge in 

global mental health. Current continuing medical education (CME), which most 

physicians are required to undertake, is rarely structured to support learning that leads to 

real change. Mazmanian (2007) articulates this clearly: “physicians expect CME 

activities to be high on valid content; conversely they expect them to be low on 

interaction, a predictor of CME that is effective in causing behavioral change” (2007, 

p.141). Marinopoulos et al., in a meta-study of different instructional designs for CME, 
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found that less than half of 34 available studies on CME and clinical outcomes, resulted 

in actual improvements in clinical outcomes post CME.  

 

Behavior change, as Mazmanian (2007) suggests, requires interaction. Transformative 

change, that is change that truly transforms how one operates in their professional work, 

requires that that interaction be built on valued relationships and provide multiple sources 

of feedback as well as opportunities to apply feedback in ways where there is sustained 

support and supervision.  In a study of how multiple sources of feedback were perceived 

in relation to physicians’ self-assessment, including feedback from other physicians, 

patients, and supervisors, Sargeant, Mann, van der Vleuten and Metsemakers (2007) 

found that physicians were hesitant to take feedback from others about the quality of their 

clinical care when it did not match up with their self-perception. Sargeant et al., found 

that feedback that had come from a source that had observed the physician closely and 

was in a position to make a clear assessment was more likely to result in behavior change 

than feedback that had not.  For example, physicians integrated feedback into their 

practice from colleagues who had spent time observing them closely but not feedback 

received from colleagues who had not done so.  Physicians also took feedback from their 

patients more readily than from their colleagues, explaining that patients observed 

physicians behavior more often than did their colleagues and were therefore in a better 

position to assess it. Sargeant et al., found that feedback needed to be specific so that it 

could be understood and result in concrete actions physicians could take to integrate 

change. Further, Sargeant et al., found that the physician receiving the feedback sense of 

self-efficacy, that is, his belief that he was capable of performing the expected outcomes, 

influenced whether or not external feedback that was inconsistent with self-perception, 

was integrated into practices.  

 

Methods of delivery, technologies chosen to convey information and enable professionals 

to interact, were important factors influencing what physicians gained from CME. 

Marinopoulos et al. found that live media was more effective than was print at generating 

long-term change in attitudes, practices, or development and use of new skills.  The 

authors found that the use of multiple media and hands on approaches to CME that 



320 
 

provided direct exposure to the topic being studied, were effective at generating change. 

In a randomized controlled study of internet-based versus live-interactive CME, Fordis et 

al (2005) found that “appropriately designed, evidence-based online CME can produce 

objectively measured changes in behavior as well as sustained gains in knowledge that 

are comparable or superior to those realized from effective live activities.” 

 

These studies illustrate that there are large differences in what outcomes can be expected 

from CME, based on the particular ways in which CME is designed, delivered, and 

pedagogy used, and how that lines up with learning objectives and how well or poorly it 

meets learners’ preferred methods of learning.  

 

A major issue in providing professional development to those in the health professions in 

post-conflict societies, is the inability to access quality continuing health education.  

Health professionals in remote and isolated settings may not be able to obtain face-to-

face continuing medical education when they need it. Health professionals with time 

constraints, or financial constraints, may find it difficult to access continuing education.   

 

Many providers of CME address these constraints by providing short face-to-face CME 

courses (2-3 days to one week), that are, as suggested by Mazmanian, perhaps high on 

valid content, but low on interactivity. These professional development opportunities are 

not structured to be able to support hands on learning, feedback from peers and 

supervisors, or even reflection, all of which could contribute to learning that leads to 

behavior change and transformation in one’s practice.   

 

The Internet provides a potential, largely unrealized mechanism for teaching, supervising, 

and providing ongoing support to these professionals in a sustained way. Many 

descriptions of the Web in popular media portray a limitless vehicle for learning and for 

sharing knowledge. As such, modern interactive media seem an obvious solution to the 

challenge of providing adequate professional development and support to a growing body 

of professionals dealing with trauma-related illnesses. Yet the Internet, as a stand-alone 

delivery mechanism for professional development, may fail to provide deeply meaningful 



321 
 

learning experiences that can transform a practitioner’s orientation towards professional 

work and the capacity to improve professional practice. Distance-based interaction 

provides a degree of emotional and social support, which you need for transformative 

learning.  

 

Research shows that “blended” or “hybrid” models of education that combine 

technology-mediated interaction with onsite face-to-face learning serve two purposes: 1) 

improves access to professional development opportunities by allowing participants to do 

the majority of their learning in their jobs through web-based educational activities; and 

2) provides an intensive, brief period of face-to-face learning at the outset so personal 

relationships and trust can build between faculty members and participants (Owston, 

Wideman, & Murphy, 2008).  Personal relationships and trust are building blocks for 

learners to take the risk of evaluating their own professional work and to develop ways in 

which they can improve practice within a team of trusted colleagues.     

 

As the need for professional development grows in the nascent field of global mental 

health, educational models and program design must be based on sound learning theories 

evaluated and validated as effective at meeting the needs of this population of 

participants. The Global Mental Health: Trauma and Recovery Program (GMH 

Program) is a successful example of a program that uses educational theory to develop 

high quality continuing education through combined face-to-face and web-based 

learning. This blended model is effective in ways face-to-face-only and distance-only 

educational programs are not. 

 
I. The Global Mental Health: Trauma and Recovery Certificate Training 

Program 
 

The GMH Program, the first of its kind, was created to help build a worldwide capacity 

on the local level for the identification and treatment of populations affected by mass 

violence. The pilot year of the program (November 2006-May 2007) brought together 

professionals working in more than 30 countries in primary care medicine, psychiatry, 
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social work, pastoral care, international health policy planning, and human rights law. 

The GMH Program is currently being offered on a yearly basis. 

 

The Global Mental Health Mastery Certificate Program emerged out of an historic 

meeting of the Ministries of Health of the world’s post-conflict countries in Rome in 

December 2004 (Mollica and McDonald, (2003). During this meeting the 1st Global 

Mental Health Action Plan and the concept of the Book of Best Practice (i.e. edited 

volume for trauma and recovery were developed and disseminated worldwide. The 36 

Ministers of Health who participated in this meeting agreed that, professional 

development opportunities needed to be created to build the capacity of health and mental 

health professionals to address the impact of mass violence on post-conflict societies and 

to implement the Action Plan and findings in the Book of Best Practices.  

 

The GMH Program offers a holistic, multi-disciplinary model of mental health recovery 

that is both evidence-based and culturally relevant. Program participants learn to: 

(1) Identify and treat trauma related disability; 

(2) Conduct research and evaluation; 

(3) Exercise leadership in global mental health, be it training others, establishing 

a national mental health action plan, or sharing research outcomes; and 

(4) Work effectively with the most vulnerable groups of trauma survivors (e.g., 

children and adolescents; individuals who had committed human rights 

atrocities).   

 

In addition to skills, the GMH Program seeks to improve program participants’ self-care 

strategies. GMH Program participants are working in professions, and often environments, 

that are emotionally and physically demanding. Dealing with trauma survivors often 

results in secondary trauma. Without good self-care strategies, health professionals can 

become demoralized and burn-out, impacting the quality of their work. Graduates are 

exercising new skills in both the clinical and policy domain and have improved self-care. 

Graduates shared the following when asked if they had learned anything in the GMH 

Program that they were applying to their daily work. 
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One 2007-2008 GMH Program participant explained how she improved her capacity to 

identify and treat mental illness: 

“I believe that the GMH Program has helped me re-focus on the importance of 
empathy in the therapeutic relationship!  Also, the program has helped me focus 
on the prevalence of trauma (even “smaller” traumas) in the population that I 
treat.  Lastly, the program has been helpful in examining more critically the 
clinical outcome of those who have suffered both trauma and traumatic brain 
injury.  Understanding the increased risk of violence in such patients has been 
most helpful from a preventative and treatment standpoint.” 
 

 

Another participant from the 2007-2008 Program explained how the program enhanced 

his research: “Knowledge of cultural factors in diagnosing mental illness has informed 

the thesis I am writing.” A 2007-2008 program participant described how she is 

exercising leadership through training junior colleagues and employing self-care 

strategies to the workplace: 

“I have just started a new job in a forensic-inpatient hospital. I have tried hard to 
work on creating a healing environment for the clients here, even though it is 
extremely difficult. Also, I have used the readings and the course work to further 
my understanding of working with victims of trauma. I plan on sharing the 
materials that I have received with my trainees. I work on a trauma-informed care 
unit, and will be using my knowledge and skills attained to provide care for the 
residents here.” 

 

 

For many participants, the GMH Program, while improving skills and self-care strategies, 

has in a more general sense transformed the way they practice their profession as this 

psychiatry resident who graduated from the program in 2007 explained: 

“For me it was a dream come true as it has and still does guide my future steps 
into this fascinating field of human cruelty and suffering and also of human 
resiliency and good character. It completely changed my practice and my thinking 
and made me a more compassionate, caring and loving physician. For me it was 
a very close and personal course secondary to my background and first-hand 
experience with asylum and discrimination issues. The community of practice we 
had and still have is the best thing I got out of the course.” 
 

For many GMH Program participants in post-conflict or acute crisis zones, including 

inner cities in developed countries, participation in the GMH Program reduced their sense 
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of isolation and provided much needed supervision and a community of supportive 

colleagues who could share best practices and offer insights into difficult cases and 

circumstances. A 2007 GMH Program graduate described this well: 

“A sense of a "community of practice" helped me cope with professional isolation, 
being one of very few practitioners/advocates for mental health in Northern 
Uganda. Naturally, email and chats are helpful, but I have still felt "pulled-down" 
by the lack of support I receive (i.e. NGOs, Government) in working to improve MH 
systems here.” 

 

Many alumni of the program are also shifting their practices towards a more holistic 

multi-disciplinary model of mental health recovery, in which they have long believed, but 

not always been successful at putting into practice within contexts that very narrowly 

define health and mental health care and services within a western medical model. A 

psychiatric nurse at a large US hospital and 2007 graduate of the GMH Program, 

describes this shift:  

“What were the unexpected lessons learned from this course? I found many 
stimulating and enriching lessons, too many to enumerate, and some painful ones 
also, primarily the recognition that my intellectual focus in recent years had 
grown too specific and narrow. This has been a time of personal as well as 
intellectual growth, which was my hope in the beginning. I believe that the full 
impact of the course will be more apparent to me as I reflect during the year 
ahead and continue to apply lessons learned to deeper, richer practice. The 
impact of being a part of this group of healers is life deepening!” 

 

Several graduates are exercising leadership in global mental health through various 

initiatives such as establishing new clinics or advocacy organizations. For example, one 

human rights lawyer, an alumnus of the 2007 GMH Program, is starting an advocacy 

organization to prevent human trafficking of children who have been affected by mass 

violence. There is now an active alumni group that continues to work with faculty and 

report on how participation in the GMH Program has changed their professional work. 

Interestingly, several participants from the pilot year, recruited colleagues to apply for the 

second year of the GMH Program in order to have collaborators to assist them in breaking 

new ground in the nascent field of mental health recovery in post-conflict settings. 
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The learning process in GMH begins with program participants re-conceiving their role 

within the healthcare system. Through participation in the GMH Program, many 

participants come to conceive of themselves as “helpers” rather than as “healers” who 

can fix every problem the clients have (Mollica, 2006). The program participants come to 

understand that their role as a health professional is to help the survivor of mass violence 

to access his/her own innate powers for recovery and healing (Mollica, 2006). For many 

program participants, this is an important shift in their professional practice, as they begin 

to take on manageable challenges to help patients/clients recover, and they reorient their 

approach towards providing support for the patient/client rather than simply sifting 

through a laundry list of problems that do not appear to be “fixable.”   

 

The program participants received a certificate of completion from the program sponsors: 

Harvard Program in Refugee Trauma (HPRT) at the Massachusetts General Hospital 

(MGH), The Instituto Superiori di Sanita (ISS) and the Harvard Medical School (HMS).  

Hopefully, as the network of GMH Program alumni grows, this credential, will serve as a 

gold-standard in the field of global mental health. 

 

II. GMH Program Delivery and Learning Model 

 

How were successful outcomes accomplished in global mental health with professionals 

working in over thirty countries? As discussed earlier, the GMH Program uses a blended 

learning delivery model. Blended learning effectively combines virtual and face-to-face 

delivery methods, as well as multiple teaching and learning styles (Heinze, and Procter, 

2004). The blended model includes two weeks of on-site face-to-face training in Italy, 

which all faculty members and participants attend, followed by five months of web-based 

learning using asynchronous discussions (i.e., discussions do not happen in real-time) 5

 

.  

One major aspect of the GMH Program design is that it encourages the faculty and 

participants to learn as a Community of Practice (COP). A COP is defined as: “a group of 
                                                
5 A forum discussion tool is often used within a web-based course authoring shell to hold asynchronous 
(i.e., not in real time) discussions on course content.  
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people who share a concern or a passion for something they do, and who learn how to do it 

better as they interact regularly” (Wenger, 2007, para.3).  

 

Program Structure 

There are three separate parts to the GMH Program.  In part 1, faculty first lecture and then 

host follow-up discussions to cover content in eight thematic areas in post-conflict outlined 

in the Global Mental Health Action Plan. Part 1 lasts for the duration of the GMH Program 

months.  In parts 2 and 3, participants are organized into small groups of eight to ten with 

two faculty supervisors per group (five small groups in total).  They keep these small 

groups for the duration of the GMH Program.  

 

In part 2, each program participant presents his or her toughest clinical or policy cases to 

the small group and receives feedback. Part 2 begins on-site and continues for the first 10 

weeks of Internet-based learning. In part 3, still in small groups, participants present video-

based case presentations they have produced on their “healing environments.” In these 

cases, each participant is asked to address the essential aspects of the environment: healing 

space, relationships that develop in the healing environment, healing forces and measurable 

outcomes. Part 3 is introduced on-site through lectures and is fully developed in the 

Internet based portion of the GMH Program.  

 

Faculty and Participants 

Faculty members are world-renowned experts in various sub-fields of Global Mental 

Health (e.g., epidemiology, psychopharmacology, spirituality and healing).  Program 

participants are emerging leaders or established leaders in their respective disciplines, 

representing a diverse range of professional backgrounds including: health and mental 

health care practitioners (e.g. primary care doctors, psychiatrists, psychologists, social 

workers, nurses); international health policy planners; human rights lawyers; clergy and 

educators working with refugees; and researchers in a variety of health and mental health 

disciplines.   
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Delivery of the Program 

On-site Learning 

All program participants and faculty meet onsite in Orvieto, Italy for two weeks where they 

participate in face-to-face learning. On the first day of the course, the participants are 

introduced to the mission of the course including the concept of a Community of Practice. 

 

Each morning participants attend lectures from world-renowned experts on the mental 

health recovery of survivors of mass violence and participate in a large group discussion 

after the lecture. In the afternoons, the participants divide into small groups of ten people 

with two faculty instructors. In these small groups, participants take turns presenting 

difficult clinical or policy cases. All group members discuss the case and provide feedback.  

Two afternoons are dedicated to computer training, where participants practice using the 

technology tools they will need during the Internet-based portion of the course. HPRT has 

focused on providing detailed training and sustained support for participants and faculty as 

they master new approaches to learning with new technologies.  

 

Finally, one afternoon is set-aside for community building and outdoor group learning 

activities. There is also a welcome reception and, a “goodbye for now” reception (before 

we meet again in the virtual environment!). The participants and faculty share lunch 

together each day and can walk the beautiful grounds of an Italian villa. Another important 

aspect of the face-to-face group experience is that all of the faculty members live in one 

space for the duration of the course, an attractive country inn close to the Villa. Most of the 

participants also live together (in a different location from faculty) and many share rooms.  

 

Prior to beginning the on-site learning, participants are asked to fill out a survey 

questionnaire to assess their confidence level and motivation for using a holistic multi-

dimensional model of recovery in the services they provide to survivors of mass violence. 

The same questionnaire is given at the completion of the course to assess gains in 

confidence and motivation. This year, a questionnaire to assess self-care practices was 

added to the pre and post evaluation, as self-care is essential for a sustained commitment to 

working in mental health recovery with survivors of trauma. After the two weeks of face-
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to-face learning, the participants are asked to fill out an evaluation on the quality and 

relevance of the lectures and are given the opportunity to provide feedback on how the on-

site portion of the GMH Program can be improved. Evaluation is an important part of the 

GMH Program. 

 

After the two weeks in Italy, the participants and faculty go back to their respective 

countries to continue the course with 5 months of online learning.  

 

Online learning  

The GMH Program on the Internet uses the content management system ATutor.  ATutor is 

where the five months of Internet-based learning occurs from December -May.  ATutor is a 

secure and password protected space that participants and faculty enter by going to a web-

address (URL) and entering their login and password. All faculty and participants have an 

individual login and password. 

 

Content Repository and Asynchronous Discussions 

ATutor serves as a repository for course content, including PowerPoint presentations of 

faculty lectures given in Orvieto; audio podcasts drawn from interviews with faculty; and 

student assignments, including student directed video-cases about healing environments 

and GMH Program participants’ policy and/or clinical case write-ups.  

Asynchronous discussions are large groups (46 participants and weekly faculty hosts) and 

small groups (8-10 participants plus 2 faculty)  

 

In ATutor, faculty and participants engage in online asynchronous discussions about course 

content and student assignments through the forum tool. Asynchronous rather than 

synchronous discussions were chosen for practical and pedagogical reasons. The practical 

reason is that participants are not in the same time zones and, even if they are, all are busy 

professionals with different times when they can commit to using ATutor. The pedagogical 

reason is that courses using asynchronous discussions can enable interactivity and deep 

reflection, as opposed to “fast paced classroom dialogue” (Dede, 2002, p. 499).   
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In the asynchronous discussions, faculty and participants gather in two ways. One way they 

gather is in small groups that are structured as separate courses such that only the members 

of the small group have access to the small group space where discussions are held and 

assignments are shared. In the small groups, each week one student presents his/her 

assignment, either a clinical or policy case, or in the latter half of the course the 

movie/healing environment presentation on his work environment. The presenter then 

generates on which topics he/she wishes to receive feedback in the asynchronous 

discussion and all small group members must post at least three replies per case 

presentation or “healing environment” presentation.  

 

The second way that the participants and faculty gather is in a large group.  In a separate 

part of ATutor (just like entering a separate course), each faculty member hosts for all 

participants an asynchronous discussion at a prescheduled time during the Internet based 

portion of the course.  Each asynchronous discussion lasts for one week. Unlike the small 

groups, in the large groups, student participation is voluntary. However, in our experience, 

many participants participated in these discussions as actively as they did in the small 

groups. One reason for this, other than that they were interested in learning more on the 

topics presented, is that the large-group discussion provided a mechanism for them to stay 

connected with participants who were not in their small groups, but with whom they had 

connected with in the first two weeks on-site in Italy. 

 

The Community of Practice (COP) 

Why We Chose this for the GMH Program 

The GMH Program addresses the socio-cultural environment by building its educational 

model around the community of practice concept (Lave and Wenger, 1991). Etienne 

Wenger and Jean Lave (1991) first used the construct of community of practice in their 

studies of apprenticeships to explain the relationships between masters and apprentices and 

between apprentices that were at different stages towards mastery. Wenger (2007) explains 

that, “the term community of practice was coined to refer to the community that acts as a 

living curriculum for the apprentice.” Communities of practice follow a theory of learning 

that is social (i.e., learning is a function of interactions with others), as opposed to 
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psychological (i.e., an individual learns on his own by performing actions, evaluating the 

response and adjusting behavior accordingly) (Bandura, 1977).  Most formal education is 

premised on a psychological theory of learning, but this is not well suited to professional 

development of experienced practitioners. 

 

A community of practice requires its members to have three factors.  

1. A domain of interest where knowledge in that domain is recognized as “expertise” 

by members of the COP and collective competence is valued. 

2. A community where participants share tools, resources and ways of dealing with 

persistent problems.  They discuss and engage in joint activities. 

3. A common practice. Members are practitioners. They develop a shared repertoire 

of resources. (Wenger, 2007) 

 

The domain should be “personally meaningful” to the individuals who share it (Wenger, 

McDermott, and Snyder, 2002, p. 30). In the community, “members build relationships that 

allow them to learn from each other” (Wenger, et al. 2002, p. 36).  Practice is a way of 

“assigning responsibility to the practitioners themselves to generate and share the 

knowledge they need” (Wenger et al. 2002, p. 12). Knowledge is developed through 

meaningful social interactions amongst members of the community of practice. 

 

In COPs, learning happens in four ways: in becoming, one learns to become part of the 

COP and understand how the COP changes him; in practice, one learns by applying 

theories, ideas and tools developed within the COP to daily work; in experience, one learns 

by taking what is learned in the COP and making it personally and professionally 

meaningful; and in belonging, one learns to become a central member of the COP with 

experiences, relationships and activities that are highly valued by other members (Wenger, 

1998).  

 

We turn now to an explanation of the purpose for each of these four ways of learning in the 

GMH Program. We believe that each way contributes something unique to ensuring that 

learning is transformative. That is, by participating in the GMH Program, participants alter 
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the way they work in Global Mental Health and develop a new perspective of themselves 

and their work in this field.   

 

Learning as Becoming 

In the GMH Program, becoming is a process of adjustment to membership in the new 

community. In the GMH Program, participants’ prior knowledge about global mental 

health, as well as the relationships they have and activities in which they engage to advance 

the field of global mental health, are recognized and highly valued. This then helps each 

student to develop a personal understanding of how participation in the COP changes him 

or her (Wenger, 2007). Participants accept, rather than resist, this change, because they feel 

like all members of the community of practice bring something of value to the table.   

 

For example, in the onsite component of the GMH Program, each morning different 

participants are selected to run a short discussion to address outstanding issues from the day 

before. This provides an opportunity for participants to share their expertise on the topics 

covered or air concerns.  As an illustration, the day after a lecture on diagnosis and 

treatment, a few participants from the developing world were asked to present cultural 

diagnoses of mental illness from their countries and then direct a discussion about how 

these cultural diagnoses relate to more universally applied diagnoses, such as post-

traumatic stress disorder (PTSD). This approach, which values the student’s existing 

knowledge, encourages each participant to be open to learning new and challenging content 

and to take risks of rethinking current practices in the company of others that are doing the 

same. Faculty and more long standing members of the community of practice have a 

special role in this period of adjustment, providing models of mature practice in the field of 

global mental health and assisting the participants to learn new ideas and skills.  Having 18 

faculty members has been important for the GMH Program because it helps to provide 

differentiated models and different kinds of assistance. Having many models of 

competence is important for building a learner’s sense of self-efficacy because participants 

have lots of examples of how to become competent and a sense that there is more than one 

pathway to competence (Bandura, 1977). An increased number of faculty members 

participating in any training program is possible through a blended learning approach 
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because it requires only a short commitment to place and time, but the faculty need to be 

flexible in terms of when and where they teach since the internet does not require a 

classroom.  In a community of practice, there is strong emphasis on peer learning and, even 

in the adjustment phase, participants are assisting one another and modeling best practices. 

 

Learning as Practice 

Practice, the second way of learning in a community of practice, is an opportunity to try 

out new skills and abilities. It is a “hands on” approach to building competence.  The GMH 

Program places practice squarely within the participant’s workplace. This is an excellent 

way for the program participant to build competence in what they learn in the GMH 

Program, because they are learning within a context that is professionally relevant, and they 

must take from the GMH Program those skills, tools, and content which they need to 

actually do their work.  

 

The GMH Program participant practices new skills with support from faculty supervisors 

and fellow participants through asynchronous discussions on ATutor. Allowing the 

participants to practice what they learn in the workplace builds tacit knowledge (Polyani, 

1966). Tacit knowledge is that knowledge not easily codified, but rather learned through 

close observation of competent models and trial and error (Brown, 1999). It is that 

knowledge that a carpenter has which enables him to make a beautiful cabinet or which a 

doctor has that enables her to make a difficult diagnosis and recommend an appropriate 

treatment plan.  Strong tacit knowledge is essential for mature practice in any field of work. 

 

Formal education and professional development often avoids building tacit knowledge and 

focuses exclusively on transmitting explicit knowledge. This may be because, as discussed 

earlier, continuing health education does not build in opportunities for external feedback, 

reflection, or interaction, all of which are essential for developing tacit knowledge.  Tacit 

knowledge is essential to build in the field of global mental health because it is what 

practitioners are reliant on in most of their work, where there are few explicit rules for how 

to navigate through tough situations and how to be resourceful and creative in coming up 

with solutions to difficult problems, cases and circumstances.  
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Learning as Experience 

Learning as experience is focused on generating meaning out of our learning experiences. 

It is why we are motivated to learn, and why we want to sustain efforts to undertake new 

and challenging material. Here, participants learn how to think about and discuss how 

participation in the community changes their ability, as individuals and as a group, to 

derive meaning from their experiences (Wenger, 1998). In essence, making the experiences 

meaningful in the GMH Program happens through rich, high quality interactions, where 

participants and faculty can and do build trust and relationships that enable them to share 

tacit knowledge, including lessons they have learned about how to do something well from 

both past failures and successes.  

 

In the GMH Program, faculty members play a large role in fostering meaningful learning.  

From the first day of the GMH Program, faculty members work together to ensure that 

program participants’ emotional differences are supported. Faculty members respond 

empathically to the clinical or policy case each program participant presents in Italy, 

highlighting the challenges the policy planner or clinician copes with while treating trauma 

survivors and modeling an empathic response where you “put yourself in the clinician or 

policy planner’s” shoes when offering feedback on the case he or she has presented. An 

empathic climate for learning is implicitly built into the course content, as responding 

empathically to the stories trauma survivors share with clinicians or policy planners is a 

core skill taught in the GMH Program.  In contrast, many health professionals do not obtain 

these skills in traditional approaches to professional development that do not ask 

professionals to rely on or learn from one another.   

 

The GMH Program is also designed to provide and support different models of emotional 

competence (CAST, 2005). One student, for example, may present a difficult clinical case 

in a deeply personal way, making it clear how moved he or she was by the patient’s story 

and struggles.  Another student may prefer to present a clinical case in a factual way, 

keeping his emotions related to the case to himself. Both are acceptable in the GMH 
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Program, and faculty and participants provide support and feedback to either kind of 

presenter.  

 

In our experience of the first two years of the program, the healing environment 

presentations participants were asked to make in the final 10 weeks of the program, enabled 

them to draw meaning from their work and to synthesize what they learned in the GMH 

Program.  This assignment allowed the participants to consider how closely aligned the 

mental health model of recovery they learned in the GMH Program was to their current 

practice. 

 

Learning as Belonging 

Learning as belonging is a state of full membership in the COP where the skills, 

relationships and actions one takes are highly valued, especially by newer members who 

use these as a source of learning and inspiration.  Learning as belonging has been best 

exemplified in the GMH Program by the alumni from the pilot year.  Alumni have gone on 

to teach the Global Mental Health Action Plan, the core curriculum of the program, in their 

work; and many are interested in starting a network of professionals to provide disaster 

emergency response teams.  This, we believe, is evidence of effectiveness for a student 

centered teaching model in which participants are active learners willing to display and 

share the competence that they have built. In this way, the COP extends beyond the life of 

the GMH Program.  Alumni are now involved in teaching in the GMH Program.   The 

assignments produced in the GMH Program also serve as models for incoming program 

participants.  The alumni’s healing environment presentations are used in outlining the 

healing environment assignment to incoming participants in the onsite part of the GMH 

Program. 

 

III. Implementation 

 

Others may seek to adapt this model to the challenges they face in professional education in 

the conflict/post-conflict environment. Below are some rules to follow. 
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Program Design 

Incorporate the community of practice concept directly into the course design. This will set 

the tone for recruitment. If your program is multi-disciplinary and covers a vast range of 

knowledge, it is important to recognize and include the expertise that the program 

participants can contribute. In a community of practice, more than one faculty member 

should lead the program, and participants should be given a chance to respond and provide 

their input. A multi-disciplinary faculty is key to providing content for a course that is both 

science/evidence and culture based. Also, using a blended learning model will support 

long-term learning and supervision across distance, as well as enabling participation by a 

wider range of faculty. 

 

Recruitment and Selection Process 

The process of creating a strong community of practice begins with recruitment and careful 

selection of the participants. The participants must share the same overarching goal, in the 

case of the GMH Program to reduce trauma related suffering and disability worldwide.  

The overarching goal should be articulated in a mission statement for the program, and 

should be shared with faculty and program participants. Participants in the program should 

have some level of experience. Not all those who are selected should be the same. On the 

contrary, to enrich the group learning experience, the selection should include people with 

different levels of experience, different professional backgrounds, different cultural 

backgrounds, and a variety of work locations. Faculty members have an important role in 

demonstrating models of best practices and adjusting their teaching approaches to include 

the participants’ competencies and make use of the rich diversity that the participants bring 

to the course.  

 

Face-to-face Learning  

This portion of the course is critical in the formation of a community of practice. It should 

include formal lectures and discussions, break-out sessions in smaller groups, and informal 

social gatherings. In the formal setting, faculty present their work in the form of lectures 

and facilitate the participants to engage in discussions related to the lectures.  It is important 

to create small break-out groups (in our case 10 participants with 2 faculty members) to 
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allow participants the opportunity to discuss their work and the lecture materials in a more 

intimate setting. Small groups support participants who may not feel comfortable speaking 

up in front of the large group and allow for close bonds to develop between clusters of 

participants and faculty members. The faculty can act as facilitators in the small groups and 

are seen as equal members of the group rather than as teachers with a higher status than the 

participants.  

 

The informal setting is very important, as this is where all participants and faculty 

decompress, chat, brainstorm, reflect, get to know each other one-on-one and make 

connections. This can happen during breaks, lunch, evening activities and other free time. 

In the GMH Program, 70% of the participants shared a common living space, where they 

could gather in the evenings and socialize. The faculty and participants took breaks and had 

lunch together. From these informal breaks, a strong network of colleagues and friends is 

created and many innovative ideas about collaborative work shared. This is an opportunity 

to assess and determine how to support emotional differences amongst participants, which 

would be more difficult to determine over the Internet if informal discussions had not been 

held on-site. 

 

In the same way that the participants all lived together, the faculty also lived together and 

had informal daily meetings before dinner. It was important for every faculty member to 

contribute not only their content expertise, but to also have a chance to reflect on the day 

and, if necessary, problem-solve as a group.  

 

Web-based Learning 

During the face-to-face learning stage, continuation of learning over the web is stressed. 

Participants should not feel that the course is over after they go home, but rather should 

look forward to continuing to meet on line.  

 

This phase can be difficult to conceptualize for people who have no experience in this type 

of learning. As such, in the face-to-face learning environment it is very important to 

continuously refer to the web-based learning phase and to provide adequate training on the 
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tools that will be used and the resources that are available for support in the web-based part 

of the course. Technology training should focus on how to use the tools for successful 

learning online, and how to communicate and build relationships successfully online.  As 

with any medium, there are nuances to communicating through web-based asynchronous 

discussions that should be taught and modeled for participants, and at times for faculty if 

they have not been taught in this manner before.  In the onsite technology training, it is 

important to have participants and faculty practice having asynchronous discussions.   

 

It is important to design the on-line learning space similar to the structural design of the 

face-to-face stage. Consistency with names and terminology used in the face-to-face 

environment and their transfer into the on-line environment gives the participants a sense of 

familiarity once they enter into the new on-line environment. It is critical to develop clear 

and simple instructions on how to navigate through the virtual classroom. Clarity of what to 

expect and where to find instructions decreases initial anxiety in transitioning into on-line 

learning.  

 

Course Conclusion 

Ideally, at the end of the program, all participants and faculty can gather for a brief face-to-

face meeting. However, for many programs this is not feasible. The GMH Program design 

included a culminating finale of creating an on-line gallery of student’s work, which 

included video and audio about each person’s healing environment. All the participants had 

access to this website and had the option to comment to each other by writing text or by 

phoning in and leaving audio messages.  

 

There are other ways to conclude an on-line course after an intensive learning process. It is 

important, however, to acknowledge each individual and to create a culminating event for 

the group to be connected and in which to take pride.  

 

Creating an alumni community can be very valuable in sustaining the community of 

practice over time. This provides a sense of continuity for collaboration and support 

amongst the participants who work in isolated, high need environments. 
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Technology and Training 

Choose easy-to-use technology. When making the decision on which technology to 

include, decide on the results wanted to achieve and then conduct research on which 

technology supports this in the most clear and simple way. In the GMH Program, we 

understood that our participants and faculty would be very diverse on many dimensions, so 

we chose a learning content management system (ATutor) that could adapt to different 

learning styles and preferences and that had several tools that could support different kinds 

of learners.   

 

It is also important to have a technology support team that will support the participants and 

faculty learning on-line as well as maintain the web-based learning environment. All 

participants should feel that they are not only supported by the technology team, but also by 

each other, and in the same way that they share ideas about the content, they can share best 

practices in learning to navigate the technology and master web-based learning. Although 

some participants did have better Internet access than others, all had Internet access.  

Ensuring that there are options for those with slow Internet connections or limited 

connectivity is important for sustaining the community of practice.  

 

Technology training is a time to ensure that participants understand how to use the media 

and tools they will need for online learning.  However, it is also an opportunity to sell them 

on the merits of interacting in a web-based medium and the tools chosen to facilitate this.  

For example, in the online training week that precedes the start of the online portion of the 

course (we have both 2 sessions of face to face technology training and an online training 

week), this year we had all the participants use the course wiki tool (a website they could 

write to and edit their entries on, as well as read others’ entries. The activity we designed 

for them was to write a wiki entry under their name outlining what they would do if they 

had a second life.  This has been a fun and engaging way to teach participants how to use a 

wiki and to illustrate how wikis help build community knowledge and link different pieces 

of information.   
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Content 

One of the most challenging aspects is to streamline content from many different faculty 

members teaching on several different topics.  A balance between diversity of perspectives 

and consistency in how the content is contained is important.  For each topic presented, 

find several ways to display the content.  In our case we had a PowerPoint presentation, a 

podcast highlighting key points, an asynchronous discussion to digest material, and a wiki 

for participants to be able to become more precise around specific issues/topics. There were 

also opportunities for participants to be co-creators of content and to build a library of 

resources.   

 

In addition, to create some consistency around student assignments and how these were 

presented, we created rubrics that participants were to follow in presenting their cases.  

This allowed for the participants and faculty to share a common language about what 

needed to be done to improve global mental health, so that they could then collaboratively 

think about how to make the changes to their own practices to achieve concrete goals 

(Wang, 2007). 

 

In the GMH Program, faculty have spent two years trying to get a clear and useable rubric 

that participants can use in their practice to assess strengths and weaknesses and implement 

the mental health action plan.  Faculty have spent much time on this document because, if 

the concept remains vague and cannot be broken down into steps practitioners can use, then 

they cannot focus on how to employ the mental health action plan in their work. 

 

IV. Evaluation 

 

For the pilot year of the GMH Program, an evaluation was conducted that included pre and 

post-test administration of the Harvard Program in Refugee Trauma Confidence and 

Motivation Questionnaire, a 54 item six-point likert-type questionnaire (0=not at all 

confident through to 5=completely confident).  The instrument is used to assess confidence 

and motivation to use a holistic, multi-disciplinary model of mental health recovery from 
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trauma. Paired t-test results indicated statistically significant (> 0.05) gains in confidence 

on every variable with the exception of one.  Qualitative data gathered in the pilot year was 

used to develop instruments that were used to evaluate the program in the second year, in 

which doctoral research was conducted on the effectiveness of using a community of 

practice and a blended learning model for knowledge transfer and self-care.  The analysis 

from this research study is underway at the time of writing this article.  Preliminary 

findings are provided below. 

 

There were statistically significant gains in confidence to use a holistic multi-disciplinary 

model of mental health recovery for 2007-2008 GMH Program participants. Simple paired 

t-tests indicated that there were statistically significant differences (∝ = .05) on all but 2 of 

the 54 items used to measure confidence in clinical and policy work. For the 54 items used 

to assess confidence, there was a mean gain of .80 (M ∆ = .80, SD ∆= -.21; Post-test M = 

3.90, SD =1.14).  Confidence in clinical skills improved, including the capacity to identify 

(∆.81, SD. 75; Post-test M = 4.04, SD =.97) and to treat trauma related disability ( ∆.76, SD. 

73; Post-test M = 3.80, SD =1.11).  Confidence to use evidence-based and culturally-

relevant practices in conducting research and evaluation improved (∆.77, SD. 78 ; Post-test 

M = 3.99, SD =0.79), as did the capacity to exercise leadership including training others 

using a holistic, multi-disciplinary model of mental health recovery (∆.91, SD. 93; Post -test 

M = 3.88, SD =0.94), and work with vulnerable sub-populations of trauma survivors (e.g., 

children and adolescents; individuals who had committed human rights atrocities) (∆.92, 

SD. 81; Post-test M = 3.58, SD =1.12).   

 

To capture self-care strategies, respondents were asked about typical work behaviors over 

the 4-week period prior to survey administration using a 10 item, five-point likert-type 

questionnaire (0=never through to 4=Always). Respondents were also asked to self-report 

on weekly activities, including time spent exercising, engaging in relaxation activities, 

hours of sleep per night, general sense of well-being, and time spent with non-work friends 

and with family.   

 



341 
 

Simple paired t-tests indicated that there were statistically significant differences (∝ = .05) 

on all but 1 of the 10 items used to measure work behaviors  (5 point likert type scale with 

0=Never and 4=Always) (M ∆ = .48, SD ∆=-.21; Post-test M = 3.01, SD =.84). There were 

2 multiple item indicators to represent the construct: Work Behaviors which Improve Self-

care. Paired t-test results showed statistically significant gains at the .05 alpha level in both 

these indicators. The indicator, SCEMP representing perceived empathy for the 

patient/client, (Cronbach α =.696, 6 items), revealed the largest gain from pre to post-test 

(M ∆ = .52, SD =.66; Post-test M = 3.12, SD =0.48.). By contrast, the indicator, SCKNOW 

representing attempts to gathering professional knowledge when a problem arose at work, 

(Cronbach α = .667, 4 items), revealed a slightly smaller gain from pre to post-test (M ∆ = 

.49, SD =.79; Post-test M = 2.90, SD =0.71). There were not statistically significant gains 

on single item indicators of self-care strategies which included amount of weekly exercise, 

hours of sleep per night, general sense of well-being, or time spent with non-work friends 

and with family from pre to post-test at the aggregate level.  There were however, 

statistically significant gains in time spent each week on relaxation activities measured in 

minutes per week (M ∆ = 143, SD =521; Post-test M = 315, SD =525). Anecdotal evidence 

from open-ended questions suggests that many study participants have begun to improve 

self-care and are newly aware of its importance for their work. 

 

Preliminary research results indicate that there were changes in confidence and self-care 

from pre-training to post-training at the aggregate level. Further analysis is currently 

underway to answer the question: how are increases in confidence and self-care related to 

level of participation in the community of practice.   
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Balint groups have emerged as a major potential contributor to the emotional education of health 

and mental health practitioners in post-conflict countries. The current health care crisis illustrates 

the critical need to support local health workers.  

 

In Rwanda, there are many victims of torture and violence as result of the genocide in 

1994 and the ongoing armed conflicts in neighboring countries. Human rights violation 

on the survivors of genocide and their witnesses are still reported in many parts of 

Rwanda. In the post genocide period, the economy was shattered; the infrastructure and 

the social service were almost all destroyed leaving a country to depend on the mercy of 

the international community. The country faced challenges to deal with the big numbers 

of trauma cases as result of the 1994 genocide that claimed the lives of over 1,000,000 

Tutsis and moderate Hutus, and displaced over three million others. Rwanda had no 

mental health professionals to deal with the problem and the country relied on the 

humanitarian agencies that provided service. Mental health management became problem 

for the government and other actors in the field as the numbers of trauma cases were 

overwhelming. The lack of health professionals (most had fled the country), logistics 

especially essential drugs and other medical supplies hindered progress in mental health 

intervention. The ministry of health became a vulnerable institution that had to rely on 

the support from humanitarian agencies arriving in Rwanda immediately after the 

genocide in 1994 (e.g., Caritas, Médecins San Frontiérs and the Red Cross), as well as 

local NGOs, to reduce mass suffering and the disability of mass violence.  

 

Among the local organizations that worked with the government in implementing mental 

health services is FACT-Rwanda (Forum des Activist Contre Torture). In Rwanda, 

mental health program are coordinated by the Ministry of Health through the Mental 
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Health Centre (MHC) [Website accessible at: http://www.moh.gov.rw/MHC.html]. The 

centre acts as a national reference institution in mental health care and contributes to the 

development and evaluation of policies and mental health structures at the national level. 

The major responsibilities of the centre are: 

• Prevention, specialized treatment and rehabilitation care 
• Training 
• Elaboration and updating of policy programs  
• Supervision of services 
• Coordination of interventions 
• Technical support to reference and district hospitals 

The mental health program is overwhelmed with large numbers of people that require 

their service. According to information available from the ministry website:  

[http://www.moh.gov.rw/MHC.html], there are only two donors that support the mental 

health program in Rwanda. One is the Belgian Technical Corporation (BTC) and the 

other is World Health Organization (WHO). There is need for more partners in mental 

health intervention in Rwanda if the centre is to achieve its objectives. Despite there 

being so many actors in mental health, the ministry of health has increased its support by 

establishing a school of mental health nursing and facilitated the training of more doctors 

(Doctors: 1/50,000 inhabitants, Nurses: 1/3,900 inhabitants & 17% of Nurses in rural 

areas) [http://www.moh.gov.rw/health_indicator.html] to deal with the shortage of 

personnel in the field. Today, years after the genocide, each health centre at the district 

level has staff trained in mental health issues. This has facilitated in the healing process 

by bringing mental health services close to the people. Although, Rwandan access to 

Health facilities (Health centers) is 37.9% which is low and needs more appeal for 

support.  

 

Challenges Faced by Mental Health Interveners 

Challenges to the coordination of mental health programs are still many. Rwanda is faced 

with massive numbers of traumatized people. Poverty, HIV/AIDs, violence, torture and 

the effects of the genocide are still problems to be addressed by MHC. Lack of adequate 

qualified staff in the mental health field to handle huge numbers of patients still exists. 

Inadequate funds to support mental health and health programs by the ministry are still 

http://www.moh.gov.rw/MHC.html�
http://www.moh.gov.rw/MHC.html�
http://www.moh.gov.rw/health_indicator.html�
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evident. The access rate for health services is still low this indicates many cases exist 

without being reported. A need for comprehensive campaign by the Ministry of Health in 

the formulation of new policies in mental health management would help solve many 

problems.  FACT Rwanda has faced these many mental health challenges.   

 

FACT Rwanda leadership (e.g. Dr. Kashaka Karegeya Davis) has been involved in a 

specialized Masterclass training in Italy led by the Harvard Program in Refugee Trauma 

(HPRT)and funded by the Peter C. Alderman Foundation:  

 [http://www.petercaldermanfoundation.org]. This Masterclass which meets with post-

conflict society health/mental health professionals from around the world including Rwanda 

has identified Balint groups as the most effective – and cost-effective – way of improving the 

quality of health care in highly traumatized societies. Balint groups also help to relieve the 

stress and promote the self-care of health care practitioners working courageously in extreme 

environments. 

 

I. Michael Balint and the History of Balint Groups 

 

The cultural adaptation of Balint Groups seems through the Masterclass experience to be 

readily accessible to all cultures potentially offering major advances in the practitioner-

patient relationship among highly traumatized patients and communities. 

 

Balint groups are named after the Hungarian psychoanalyst Michael Balint (1896-1970). 

Balint qualified as a doctor in Budapest 1918 and soon became very interested in 

psychoanalysis.1, 2  He was analysed first by Hans Sachs and then by Sandor Ferenczi who 

was an important influence on his ideas.  During the brief Hungarian republic after the end 

of the First World War, Ferenzci was able to hold seminars in Budapest with the aim of 

spreading the ideas of psychoanalysis, which he saw as basically humanizing, to other 

professionals including doctors and teachers.  Balint himself started some seminars for 

general practitioners in Budapest in which he discovered that lectures were ‘quite useless’ 

and soon moved on to case discussion. 

 

http://www.petercaldermanfoundation.org/�
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In 1939 he emigrated to Britain to escape from the Nazis and in 1948 he joined the staff of 

the Tavistock Clinic in London. Here he met a social worker called Enid Eichholz who was 

to become his third wife. Together they developed a case discussion seminar whose aim 

was to help social workers dealing with marital problems to gain a better understanding of 

their clients’ relationships.  

 

Then in 1950 Michael and Enid Balint, in association with other interested analysts at the 

Tavistock Clinic, began a series of seminars for general practitioners that was aimed at 

those interested in learning more about the psychological aspects of their everyday work.3 

At this time GPs in Britain were suffering from low morale and lack of self-esteem. The 

National Health Service had recently started and one of its results was to detach the general 

practitioners from the hospitals which seemed to have the monopoly of glamorous, modern 

scientific medicine. The GPs having lost their place at the cutting edge of medicine were 

left with a large number of patients, traumatized by the recent war and coming to them with 

illness behavior that was difficult to understand. Many patients had multiple symptoms that 

we would now recognize as ‘somatising’ and relating to underlying emotional disturbance.   

 

The Balints recognized this but they also saw that, while they were unable to use science 

and technology or even psychology to help these people the GPs were nevertheless able to 

do a great deal for them because of the enduring quality of the doctor-patient relationship. 

Patients greatly appreciated and benefited from their doctors’ continuing personal care and 

concern – even if they did not always show it.  The Balints wanted to know more about 

general practice as well as to educate the practitioners. So the seminars were described as 

combining the elements of research and training. This meant that while the doctors were 

being offered some psychological training, the analysts were also interested in 

collaborating with them to investigate the nature of what really want on in general practice 

and how its benefits could be enhanced. 

 

The Early Groups in London 

From the beginning, the Balints tried to avoid lectures and any form of didactic teaching. 

This was difficult at first because the doctors were eager to be given solutions to their 
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problems. But answers were rarely given and they were persuaded that experiential 

learning was likely to be much more helpful. Each group consisted of about 8-10 GPs with 

one or two psychoanalyst leaders. The doctors would be invited to present cases from their 

own practice of patients who were causing them puzzlement or concern. Their 

presentations were to be given without referring to notes (to encourage spontaneity and 

reflection) and were listened to without interruption. However, in the early days, Balint 

made it clear to his doctors that he expected them to spend at least one long session of an 

hour or more with a patient before presenting his case. This was a complete change from 

the rapid turnover of a patient every five or ten minutes which they had to cope with in the 

average consulting session. The change of pace undoubtedly helped the doctors to learn to 

listen in a concentrated way, without interruption, just as the Balints listened to them in the 

group.  

 

Frequently, these long sessions bore amazing results. Once assured of the doctor’s attention 

for a longer period, patients who had previously only talked about their physical pains 

began to reveal the details of their lives and their relationships and to show the doctor their 

emotional distress. The doctors were pleased, but often uncertain about what to do next. 

Some were keen to become psychotherapists to their patients and would offer a series of 

long sessions. Others preferred not to get so deeply involved but to stick to their role as 

family physicians, albeit with a deeper interest in the emotions and in psychosomatic 

mechanisms. After each presentation, the group would discuss the problems of patient and 

doctor and the emotional ups and downs of the doctor patient relationship. The important 

role of the doctors in the lives of these patients became clearer.  There was great 

enthusiasm for the work and many of the doctors felt that their professional lives had at last 

become satisfying and meaningful. However only a small number of doctors were able to 

take part in the groups and it was not until Michael Balint’s book on the subject was 

published in 1957 that ‘Balint’ became an important concept in the development of modern 

approaches to general practice in Britain and the world.  The book was called The Doctor, 

his Patient and the Illness.3  It was extremely influential and has become one of the key 

texts of family medicine all over the world. 
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However Balint’s ideas were not universally liked and many doctors viewed the groups 

with suspicion. It seemed to them that Balint doctors were self indulgently spending their 

afternoons psychoanalysing each other and spinning wild fantasies about the sexual lives of 

their patients which would then be used to interpret their symptoms in an alarming and 

unhelpful way.  This adverse reaction was part of the general disapproval of psychoanalysis 

which still exists although it now tends to be rejected by psychiatrists on scientific rather 

than moral grounds. 

 

Was this disapproval justified? We don’t think so. While there were undoubtedly a few 

GPs who were analysts manqué and tried to use the Balint group as a spring board to 

launch a career as amateur psychotherapists, this was not true of the majority and was 

certainly not the intention of the Balints and their colleagues. They rarely used technical 

terms from psychoanalysis in the groups and their use by members was firmly discouraged.  

Again, there was never an intention to provide personal therapy in depth for the group 

members and any who were seeking therapy were helped to find it elsewhere. This was not 

to say that the Balints wanted their group members to be personally unaffected by the 

experience. The doctors who benefited would hopefully find themselves a little more 

closely in touch with their own feelings. Their attitude to those patients who had ‘nothing 

wrong with them’ would become more interested and more tolerant. Or as Michael put it 

they would experience ‘a limited though considerable change in personality’.   

 

The Balints’ main aim was always to help the doctors to listen to their patients in a 

psychotherapeutic way and to be more aware of their own feelings, especially those 

induced in them by the patients with whom they were in such close relationships. Michael 

Balint talks in his book of the important ‘pharmacology’ of ‘the drug “doctor”’; by which 

he meant that the effect of the doctors personality was often more powerful than any tablet 

or bottle of medicine. But the dose had to be carefully calculated so that the patient 

received neither too little doctor or too much (or indeed, more than the doctor could afford 

to give of himself.) As the group continued to meet for 90 minutes every week the doctors 

would get to know each other better and trust each other with some of their confusion and 

feelings of inadequacy. This helped the work to advance more quickly. A group would 
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have a life of about 2-4 years, after which it would tend to dissolve with some of the more 

enthusiastic members forming the nucleus of a new group. 

 

Six Minutes for the Patient 

After a time, most of the doctors in the early groups became aware that they were spending 

a lot of time with a relatively small number of long interview patients, and perhaps 

neglecting to consider the needs of all the others. Balint took this very seriously and a 

newly constituted group in the 1960s produce a big change of emphasis away from the 

‘Long interview’. In the book which came out of the group, called significantly Six minutes 

for the Patient he announced that the long interview was too much of a foreign body in 

general practice and that it was better for GPs to concentrate on what they could achieve in 

ordinary 5-10 minute consultations.4 This was a great relief to those doctors who wanted to 

help more of their patients, though disappointing to a few who continued to do long 

interviews. From this point on, the Balint group became a more practical instrument for 

helping all general practitioners with any of their patients. 

 

During the late 1960s the Balints’ ideas began to spread to many countries in Europe and 

America. Michael and Enid travelled abroad to demonstrate the method and new groups 

were started up. Balint Societies were formed in France, Britain Belgium, Holland, 

Germany and Scandinavia. An International Balint Federation was started in 1974 with an 

International Congress every 2-3 years. The Federation now has 20 member countries. 

After the formation of the American Balint Society in the early 1990s Balint groups spread 

rapidly in Family Medicine training programs all over the USA. 

 

In many countries including Britain, Germany and the USA Balint’s ideas became 

embedded in the core values of family practice. Although they still have an honoured place, 

the opportunities for taking part in groups remain patchy. It is good to report that there have 

been relatively few internal controversies about the way a Balint group should be 

conducted. The main one has been whether the group leaders are required to have had 

psychoanalytic training. Michael Balint maintained that they should but Enid thought that, 

especially in countries like Britain where the supply of analyst leaders was limited, there 
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was no reason why a GP or a psychologist who had had plenty of group experience should 

not train to be a leader.  In Europe, the leaders are still more likely to be analysts while in 

the UK and the USA they are more likely to be family doctors, psychotherapists or 

behavioural scientists with a commitment to working with Balint groups. 

 

II. How a Balint Group Works in Practice 

 

A Balint group today might consist of a group of established general practitioners or a 

group of GP trainees. There are also some groups for psychiatry trainees, nurses and other 

health workers. Some groups are multidisciplinary. The group will usually have 8-10 

members and one or two leaders. It will meet weekly or fortnightly or perhaps only 

monthly, although this is less satisfactory. A session in the UK typically lasts 90 minutes 

during which two patients will be discussed. 

 

At the beginning of a session one of the leaders will ask: ‘who has a case?’ If more than 

two people have a patient to present, there may be some negotiation over the degree of 

urgency and one may be held over till the next session. The first presenter then describes 

his patient and the problem he is having. Younger doctors who are still trying to understand 

their role in primary care may present difficulties with patients who make  what seem to be 

unreasonable demands e.g. for prescriptions or sickness certification. The doctors may feel 

out of their depth with patients who have serious psychological disorders such as anorexia; 

or patients who make them feel undervalued compared with the older doctors. More mature 

doctors and those with more experience in Balint groups will be better able to identify 

problems as arising directly from the emotional content of the doctor-patient relationship.  

 

 

Doctors and Their Patients   

 For the doctors in the group it is not easy to stay focused on the doctor-patient interaction, 

which is very different from their more familiar way of making diagnoses and management 

plans learned during medical education. A Balint group tries not to focus solely on the 

patient as the object of  interest, but to include the doctor’s difficulties as well and to 
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explore what is going on between the patient and the doctor, much of which is not at all 

clear to the doctor when he brings the case to the group.  

 

The Group Atmosphere 

The doctor presenting a difficult case should have a feeling that the leader and the group 

members know what it is like to be practicing in the same context... The atmosphere should 

not be a critical one. A Balint group is not expounding or teaching a ‘right way’ of doing 

things, but is concerned to help the presenting doctor find out how things are between her 

and the patient, not how they ought to be. For this there needs to be a respectful atmosphere 

in which group members can listen carefully to each doctor’s own way of doing things, and 

allow space for the doctor’s feelings to be included as well. Doctors who experience being 

listened to in this way within a group become better able to listen to their patients. At the 

heart of the Balint method two disciplines come together: there is a marriage between the 

practice of medicine and psychoanalysis; the latter not as a body of theory, but as an 

attitude of mind and an approach to learning. Psychoanalysis knows about human 

relationships and the unconscious mind, and the value of a stable setting without which it is 

not possible to observe these areas of life. Doctors, with their daily practice in 

technological medicine, are well acquainted with a variety of patients, blood tests, all kinds 

of scans and so on, but at the same time can quickly feel disconcerted if a patient suddenly 

opens up about their feelings, or somehow always manages to leave the doctor feeling 

defeated. The atmosphere in a Balint group can be one which allows doctors to experiment 

in bringing these equally important strands of medical practice together, psyche and soma, 

and doing so in such a way that suits them as individuals. Listening and medicine, side by 

side.    

 

Freedom and Discipline 

The freedom engendered in a Balint group that enables the doctors to learn in this way is 

dependent on the discipline of clear boundaries for the group which are agreed by the 

members and upheld by the leader. These will often include such things as a stable 

membership, meeting at the same time for a fixed length of time, in the same place and at 

regular intervals. A group may also agree other ground rules for its work. It is the leader’s 
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responsibility to keep comments focused on the doctor-patient relationship, avoiding quick 

theories or psychodynamic lectures about what is wrong with the patient. The leader 

models the working method for the doctors and seeks to let ideas and reflections develop 

from within the group; perhaps encouraging those that seem likely to be productive, or 

picking up and articulating some of the conflicts and tensions within the group and 

bringing them forward for examination in the light of the doctor-patient relationship.  In 

this way, the leader sets an approach which the doctors can absorb and develop in their own 

work with their patients.  

 

A Working Group 

When a doctor begins to tell the group about his problems with a particular patient, he often 

feels no room for manoeuvre with the patient, is stuck with the patient – ‘I don’t know 

what to do, I am in a bit of a mess, this patient is distressing me.’ As the doctor describes 

the work with the patient, the doctor- patient relationship arrives in the room, and the way 

the patient ‘inhabits’ the doctor becomes experienced in the group. This is the first area of 

attention in a Balint group.    

 

Freud’s concept of ‘free association’ influenced the Balints in wanting the doctor to be as 

free as possible in her presentation of a case. Doctors are trained in their medical education 

to make formal, objective presentations of patients. In contrast, Balint groups place 

importance on the doctor making a freer, more subjective presentation. Partly this is a 

training method, a way of introducing doctors to the more personal side of their work. 

Talking about a patient without the comfort and security of case notes is a significant step 

for many doctors. The presentation of a case in this way gives a freedom to talk 

spontaneously, and to include the feelings that belong in the narrative account. There is 

then an opportunity for the doctors in the group to learn to listen in a deeper way too. One 

of the most important things to learn in a Balint group is the ability to listen. Doctors need 

to listen to their patients, but it is an active listening: not only to words, but also to bodily 

language, to the patterns of illness, to those remarks that the patient stops halfway when 

making, and then may contradict. As a doctor in a group you begin to learn about this by 

listening to your colleagues, the same process as listening to a patient.  
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Once a case is presented – and the doctor comes to a natural conclusion to whatever he 

wants to say – the second area of attention in a group comes into play: the relationship 

between the presenting doctor and the group as they set out to understand the doctor’s 

predicament and offer some help. After some initial responses, questions and comments, 

something rather mysterious happens: the doctor who has brought the case begins to 

behave a little bit like the patient to the rest of the doctors in the group, who themselves 

take on the role of the doctor. After an early stage in which comments from the group help 

to open things up, the group then begins to get a bit stuck with the doctor, just as the doctor 

had got stuck with the patient. The doctor feels perhaps that whatever he tries, the patient 

blocks any progress in the treatment. And the doctor brings that frustration to the group, 

and the group says, well, have you tried this and that, but after five to ten minutes of 

suggestions from the group, the doctor is beginning to behave a bit like the patient, 

beginning not to want to take it any further and blocking the group’s suggestions.  So the 

conflict that exists in the doctor-patient relationship, whatever it is, then often gets taken up 

unconsciously and becomes re-enacted in the group. Without a leader, it is likely that the 

group would get caught in whatever is the unconscious dynamic that has led the doctor to 

present her case in the first place. Not a lot of progress is likely to be made. 

 

The third sphere of attention, then, is the leader’s difficult task of trying to observe and 

think about how the group process reflects the conflicts underlying the case being 

discussed. Just as a doctor in his consulting room will need to identify and feel something 

of the patient’s predicament but also withdraw enough to think about whatever might be a 

helpful professional response, so also does the leader in relation to a Balint group. He must 

allow himself to be drawn into the group’s pre-occupations (it would be hard to prevent!) 

but then also be detached enough to think about what he feels and comment to the group 

about this in a useful way. In a Balint group such comments are made in relation to the case 

under discussion and refer to the doctor’s professional difficulties and how the group might 

be reflecting these, not in relation to the doctor’s personal difficulties. By working in this 

way, the leader provides a further layer of reflection through which the group may be able 

to generate new perspectives to help the presenting doctor gain a fresh view about his work 
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with the patient under discussion. Much of the leader’s job is to help the group stay on 

track and to concentrate on the doctor-patient relationship.  

 

 The focus in a Balint group is primarily on the doctor-patient relationship and only to a 

secondary degree on the personal life of the doctor. This means that less emphasis is placed 

on the (transference) relationship between the presenting doctor and the leader than would 

be the case if a Balint group was a form of psychotherapy for the doctor or a supervision 

group. The therapeutic focus in Balint work is on helping the patient, through a 

development of the doctor’s professional capacities. Clearly such a change is likely to bring 

benefits in the doctor’s personal life as well but these are not the primary aim of the work. 

A Balint group is more a place of learning through discovery and should not be a teaching 

group. Michael Balint referred to the group meetings as ‘seminars’ and the activity in them 

as ‘research-cum-training’. So it is important for the leader to hold back his natural 

tendency to teach or demonstrate his knowledge and let the doctors discover something for 

themselves. In this way, whatever an individual doctor assimilates from the group is likely 

to be more enduring and consonant with their own development. 

 

Is There Evidence for the Effectiveness of Balint Groups? 

Quantitative evaluation of this kind of work suffers from the same difficulties which beset 

research on the effectiveness of psychotherapy. The numbers involved are small and there 

are many variables. Ideally one would like to use the improvement or otherwise of patient 

welfare as an endpoint. But it would be difficult to be sure that a patient who had been 

relieved of his symptoms or his depression owed this benefit exclusively to the 

participation of his doctor in a Balint group. Similarly if one looks at changes in the doctor, 

there will be many other influences at work on his capacity for empathy and insight, not 

least his own personality and background. Nevertheless, in the last few years we have seen 

the beginnings of a serious attempt to evaluate the effectiveness of Balint groups by 

looking for evidence of a change in attitudes and values in those who have experienced the 

process. Work is also being done on comparing the development of groups of doctors who 

have experienced Balint training with those who have not.   The development of some of 

these projects has been described in the Proceedings of the International Balint Congresses 
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in Oxford, England (1998),5 Portoroz, Slovenia (2001),6 Berlin, Germany (2003),7 

Stockholm, Sweden (2005),8 and Lisbon, Portugal (2007).9 Both quantitative and 

qualitative methods are being used.  The results suggest that young family doctors who are 

Balint trained are more psychologically skilled, more tolerant of patients whose diagnosis 

is uncertain, more reflective and more aware of their own feelings about patients.5, 9 They 

have a greater degree of job satisfaction, are more able to tolerate feelings of helplessness 

and are less likely to suffer from ‘burnout’.6 They have a more holistic approach, a more 

positive attitude to psychosomatic disorders, greater work satisfaction and are less likely to 

refer patients or order unnecessary tests.10 

 

Qualitative accounts have also demonstrated the emotional development of young 

doctors,11, 12 hospital doctors,13 and students.14, 15 An ethnographic study of the way trainee 

doctors received and processed their Balint group experience was carried out as well by 

Pinder et al.16 

 

Does Balint have a Lasting Effect in Creating ‘A Culture of Supervision’? 

Doctors who have taken part in Balint groups may be divided into: 

(1) Those who had a brief exposure and do not appear to have been able to make 

much use of it. 

(2) Those who were in a group for a year or more, never returned to it, but still regard 

it as a positive experience. 

(3) Those who continued to be interested, joined a Balint Society and continued to 

participate in groups when possible throughout their careers, either as members or 

group leaders or both. 

 

Sadly there is no satisfactory quantitative data on the first two groups. Those in the first 

category may have been in an inadequately led group or may simply have been 

temperamentally unsuited to this form of supervision. The evidence about category two is 

so far only anecdotal. Nevertheless, leading members of the profession have publicly 

acknowledged the lasting benefits of their youthful experience in a Balint group.   
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The third group, the enthusiasts, self evidently continue to see Balint work as an 

important part of continuing professional development.  They may regard membership of 

a group as ‘a lifeline’ that helps to keep them in touch with colleagues who share a 

humanistic approach to the practice of medicine in which the importance of the emotions 

is recognized. 

 

How Could Balint Groups be used to Support Doctors and Others Working with 

Trauma Survivors? 

The benefits of a Balint group are usually in three stages concurrent with the group’s 

development. To begin with everyone welcomes the opportunity to share experiences 

with patients which are troubling and even oppressing them. These are even sometimes 

described as ‘horror stories’. The group members know that their stories will receive a 

sympathetic, no-judgmental hearing from friendly colleagues who have ‘been there 

themselves’. A little later on in the group’s life, if all goes well they may, with 

encouragement from the leaders, begin to develop a greater capacity for empathy. They 

may be able imagine how it might feel to be in the shoes of a patient they have previously 

found obnoxious. This is often particularly difficult if doctor and patient have something 

in common that the doctor cannot consciously acknowledge. An example might be a 

patient who exhibits a desperate desire for attention or a feeling of exclusion that the 

doctor has also experienced perhaps in different circumstances. The third and most 

advanced stage comes when the doctor is able to gain some conscious insight into his 

own attitude to particular types of patient. This may enable him to lower unnecessarily 

rigid defenses and to help the patient more constructively without feeling emotionally 

threatened. 

 

When we come to consider working with trauma survivors it is easy to see how the Balint 

group might fulfill some of the health workers emotional needs. This is a field of 

medicine that is fraught with emotional difficulties and dangers. The doctor who listens 

to a story of prolonged abuse and  horrific suffering is likely feel traumatised and 

damaged himself. There is a need first of all to share the experience with someone who is 

willing to listen and also strong enough to contain the pain without being seriously 
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wounded in their turn. Hearing one of these terribly distressing accounts may make the 

listener feel that he too has been assaulted or abused and he may in turn want to pass on 

the pain if only in order to be rid of it.  

   

A Balint group could function at a basic level as a support group in this area. If it 

consisted of colleagues who had shared the same work and the same sort of patients the 

group might be able to accept its individual members pain without  blocking it. And to 

absorb it collectively without collapsing.  Secondly, when the group has been working 

together long enough it may be able to help the presenting doctor to tolerate and nurture 

within himself the suffering presence of the patient. Patients who have suffered in this 

way are unfortunately not always wholly likeable. They may become very demanding. 

An ability to see things from the patient’s point of view even when he seems to be 

‘behaving badly’ would be very helpful.  As in most chronic ‘disorders’ it seems likely 

that the patient has a great need for a doctor or nurse or social worker who is capable of 

staying with him and withstanding a good deal of uncomfortable emotional projection.  

Finally, the group members might gain some insights about themselves from jointly 

reflecting on their feelings about these patients.      

 

Selection and Training of Group Leaders 

The presence of experienced leaders with their own framework of support outside the 

group would also be vital.  The group leaders need to provide an environment and a 

culture in which the group members can feel safe. They need to feel that everyone will he 

listened to with attention and respect. The leaders will encourage members to express 

their different opinions but will firmly prevent unwanted personal intrusions or attacks. 

They will know how to guide their group members without lecturing them or dazzling 

them with clever interpretations. Their aim will be help the group members to make their 

own discoveries about their patients and themselves. While a training in dynamic 

psychotherapy is of enormous value in enabling a Balint leader to see what is going on at 

an unconscious level in the group, it is not a sufficient qualification for the job. The best 

training for Balint group leadership is to participate in a group as a member and then as 

an associate leader with the opportunity to discuss the events of each session with the 
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leader (or indeed the whole group) at the end of the case discussion. The American Balint 

Society holds regular leader training Intensive course lasting 4-5 days. After taking part 

in a number of these courses, novice leaders are assessed for progress to the next stage 

which is co-leading a group with regular supervision from a more experienced leader. 

Similar training schemes are being developed in other countries. The International Balint 

Federation is able to provide advice and guidance on leadership training for suitably 

qualified professionals. 
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Section V: Coordination of International 
Agencies 

 

 

 

“The coordination of health and mental health activities in post-conflict 
countries is often characterized by anarchy.  After an initial input of 
international agents and resources during the emergency phase, the recovery 
phase can lapse into an overall lack of governance of public health activities.  
Ministries of Health often do not have the human and economic resources, nor 
the mandate, to develop, organize and implement a national system of mental 
health care. International and national efforts are often uncoordinated, leading 
to duplication and the development of parallel systems that can undermine the 
existing indigenous healing system and prevent the building up of local 
capacity. The implementation of unscientific, non-culturally competent services 
and programs, and the failure to efficiently use even limited existing resources, 
are always a threat. 

 
The shift from an acute complex humanitarian emergency to post-conflict 
recovery will demand a shift in responsibility for mental health from the UN, 
International Federation of the Red Cross and Red Crescent, International 
Organization for Migration (IOM), and other international actors, to the 
MOHs.” 

(Global Mental Health Action Plan) 
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Science-Based Mental Health Services: Psychosocial Programs  
Maryanne Loughry, PhD 
Alastair Ager, PhD 
  
 
 
Mental health issues should be understood within the broader context of the psychosocial 

well-being of post-conflict societies. Such well-being is influenced by many factors. A 

framework developed by the Psychosocial Working Group1 suggests that resources 

available in three key domains significantly impact the psychosocial well-being of 

communities. These domains of human capacity, social ecology and culture and values are 

outlined. Conflict degrades the resources available to communities in each of these 

domains, and intervention is appropriately targeted at assisting engagement with difficulties 

by increasing such resources. The recently released Inter-Agency Standing Committee 

(IASC) Guidelines on Mental Health and Psychosocial Support in Emergency Settings 

reinforce this approach.2 They highlight the importance of identifying protective resources 

and specify minimum humanitarian response to facilitate recovery. The basis of ‘best 

practice’ interventions is outlined, with key principles for effective intervention identified. 

Key actions for promoting psychosocial well-being are identified, as well as key research 

areas for developing the evidence-base for such interventions. 

 

The Relationship between Mental Health and Broader Psychosocial Well-Being 

The increased involvement of civilians in war is evident from our television screens, 

newspapers and firsthand experience. In the last decade civil conflicts in Rwanda, the 

former Yugoslavia, East Timor, Liberia, Israel and the Palestinian Territories, the hidden 

wars in Uganda and Sudan, as well as the televised wars in Afghanistan and Iraq, have 

increasingly been brought to the attention of the general public through images of brutality 

and suffering. The International Committee for the Red Cross (ICRC) estimate that 10 

civilians die for every soldier or fighter killed in battle.3  

 

Following the Indochinese war, and the subsequent refugee exodus, researchers 

investigated the psychiatric and social needs of refugees while in camps and later in their 

countries of resettlement.4 In the early 1990s, many of these researchers led the exploration 
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of the diagnosis Post Traumatic Stress Disorder (PTSD) as a framework for the 

conceptualisation of the experiences of refugees. Little research was conducted in countries 

in the midst of conflict because of the difficulty accessing the affected population and 

associated ethical considerations. This situation changed with the conflict in the former 

Yugoslavia. Local mental health workers were caught up in the midst of the conflict and 

from situations of siege and assistance were able to research and document the conflict 

‘first hand’.5,6 Predominantly, this research continued to focus on the symptoms of 

psychological distress resulting from the distress and traumatic experiences of conflict. 

However, a critique was starting to develop that questioned whether PTSD and its related 

symptomotology was an adequate account for the personal and social experience of misery, 

humiliation, sorrow and social uprooting that characterised such wars as the Balkan 

conflict. This has led to an increasing emphasis on the importance of such a clinical 

conceptualization as PTSD (or, indeed, any other psychiatric condition) being seen in the 

much broader context of communities within which the social and cultural fabric – as well 

as the individual psyche - has been disrupted. 

 

The close inter-dependence of mental health issues with the wider personal, social and 

cultural circumstances of communities recovering from conflict is now widely accepted. 

Although psychosocial support generally describes intervention that aims to protect or 

promote psychosocial well-being within affected populations rather than directly address 

psychopathology or mental disorder, the linkage between mental health and psychosocial 

support is thus significant.2 Indeed, other than for those with extreme and enduring mental 

health needs, in the common absence of rigorous, functional, culturally-valid assessments of 

psychopathology in post-conflict settings there may be no clear basis to define a clear 

dividing line between mental ill-health and poor psychosocial functioning. 

 

Psychosocial interventions can be defined as actions that seek to address the interplay of 

social conditions and psychological well-being: 
The term ‘psychosocial’ is used to emphasize the close connection between psychological 
aspects of our experience (our thoughts, emotions and behavior) and our wider social 
experience (our relationships, traditions and culture).  These two aspects are so closely 
intertwined in the context of complex emergencies that the concept of ‘psychosocial well-
being’ is probably more useful for humanitarian agencies than narrower concepts such as 
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‘mental health’. Interventions focusing narrowly on mental health concepts such as 
psychological trauma run the risk of ignoring aspects of the social context that are vital to 
well-being. The psychosocial emphasis on social as well as psychological aspects of well-
being also ensures that the family and community are fully brought into the picture in 
assessing needs.1  

 

 

With such a broad definition, a very diverse range of interventions is delivered under the 

‘psychosocial’ banner. This, in itself, is a confusing state of affairs. Most significantly, 

however, such diversity presents difficulties for the development of a firm evidence-base for 

such interventions. If there is a lack of consensus on the goals of psychosocial interventions, 

there is little hope for the development of a consensual evidence-base to guide best practice. 

 

For this reason, the Psychosocial Working Group (PWG) was established in 2000, 

comprising five major humanitarian agencies and five leading academic groups involved in 

the planning, delivery and evaluation of psychosocial interventions in situations of conflict 

and post conflict. Representing something of the diversity of programming approaches in the 

field, the group was charged with developing a conceptual framework for psychosocial 

intervention with respect to which an evidence-base for best practice could be established.1,7,8 
 

I. A Conceptual Framework for Psychosocial Intervention 

 

The Impact of Events and Conditions 

The proposed framework begins with the assumption that in post-conflict settings the needs 

of individuals are appropriately conceptualized within the context of a family or household 

which, in turn, is located within an ‘affected community’. The ‘events’ experienced by the 

community may include direct exposure to military conflict, disruption of livelihoods, 

population displacement etc. The nature of these events is very diverse, and they often 

contribute to broader conditions that continue to impact the community over many years. The 

common feature of such events and conditions is that they challenge the community and its 

members by disrupting or diminishing the resources of that community. Such challenges 
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typically involve physical, material and economic losses. They also potentially erode 

psychosocial well-being. 

 

Psychosocial Well-Being 

The term psychosocial well-being has come to be preferred to narrower concepts such as 

mental health by humanitarian agencies to the extent that it points explicitly to social and 

cultural (as well as psychological) influences on well-being. The psychosocial well-being of 

an individual is here defined with respect to three core domains: human capacity, social 

ecology and culture & values (Figure 1). These domains consider respectively the human, 

social and cultural capital available to people responding to the challenges of prevailing 

events and conditions. Human capacity is fundamentally constituted by the health (physical 

and mental) and knowledge and skills of an individual. In these terms, improving physical 

and mental health, or education and training in support of increased knowledge, enhances 

human capacity and thus psychosocial well-being. While the importance of mental health 

and, particularly in work with children and adolescents, development of skills are widely 

accepted as a contribution to psychosocial well-being, social connection and support has 

increasingly been seen as an important complementary dimension of experience. There is 

strong empirical evidence linking mental health outcomes to the presence of effective social 

engagement, but wider cultural and programmatic concerns also justify the specification of 

social ecology as a discrete domain underpinning psychosocial well-being. Thirdly, the 

culture and values of a community – traditions, practices, bases of local identity and 

belonging – also represent key resources underpinning psychosocial well-being. As shown in 

Figure 1, the issues outlined are not the only factors that impact on wellbeing in complex 

emergencies.  The loss of material and economic resources of households, the disruption of 

infrastructure on communal and regional levels, and the degradation of the environment all 

have an important impact on psychological well-being.  Such issues form part of the broader 

context within which individuals, families and communities begin to engage with the events 

that have affected their lives.1 
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Challenges to Psychosocial Wellbeing 

Poverty, depression and anxiety, social withdrawal, physical disability, mental illness and 

loss of skilled labor all serve to degrade available human capacity, as do less tangible 

impacts such as a reduced sense of control over events and circumstances. Events and 

conditions also frequently lead to wide disruption of the social ecology of a community, 

involving social relations within families, peer groups, religious and cultural institutions, 

links with civic and political authorities etc. Targeted disruption of such structures and 

networks is often the central focus of contemporary political and military conflict. Impacts 

on the social ecology of an affected community frequently include changes in power 

relations between ethnic groups and shifts in gender relations. Events and conditions may 

also disrupt the culture and values of a community, challenging human rights, cultural 

values and mores etc. Conflict can threaten cultural traditions of meaning that have served 

to unite and give identity to a community. Conflict can also serve to reinforce hardened 

images of other political or ethnic groups, encouraging escalation of violence and hatred.  

 

Psychosocial well-being – of both individuals and of the communities of which they are 

members – is thus seen to be dependent upon the capacity to deploy resources from these 

three core domains in response to the challenge of experienced events and conditions. 

While psychosocial well-being is appropriately defined with respect to these three core 

domains, other issues clearly have a significant influence on such well-being. The loss of 
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physical and economic resources available to households, disruption to community and 

regional infrastructure, and degradation of the natural environment all plausibly have 

impact on the psychosocial well-being of communities. Such issues define the broader 

context within which individuals, families and communities seek to protect psychosocial 

well-being.  

 

Available Resources 

As noted, the resources of each of these three domains can be seen to be eroded by the 

experience of conflict. Importantly, however, each domain also represents a pool of resources 

that can be mobilized to respond to the demands of the post-conflict setting. All affected 

communities respond to and engage with the disruption caused by conflict. In terms of this 

conceptual model, this engagement involves interaction between the various domains 

highlighted. Social networks are utilized to protect significant cultural activities. Human 

capacity is invested in restoring social linkage. Culture and values are drawn upon to bolster 

human capacity and well-being. The effectiveness of this engagement and the utilization of 

resources within the community may be seen to be a measure of the ‘resilience’ of that 

community.  

 

It is tempting to think of this process of engagement as one with the goal of ‘restoration’ of 

the situation existing before the impact of events, a perspective emphasized by a number of 

authors. However, experience in such settings as Rwanda and East Timor, where elements of 

a pre-conflict situation have contributed directly to the onset of violence, suggest that it in 

some circumstances it may be more appropriate to recognize this process as one of 

‘transformation’, involving development of new relationships between the capacities, 

linkages, values and resources of a community. Such transformation is a process rather than a 

single event. Adjustments in human capacity, social ecology, and values may shift over 

many, many years.  

 

Whenever external resources are considered necessary to support the engagement of an 

affected community with the challenges it faces, the framework identifies programmatic 

intervention developing in response to the interaction of that community and an ‘external 
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community’ of governmental and non-governmental agencies. It is acknowledged that 

affected groups have assets and resources that can facilitate the psychosocial well-being of 

their community. However, access to these resources can vary considerably.  Effective 

programmatic response is frequently heavily reliant upon the effectiveness of the interaction 

between the affected and ‘external’ communities (Figure 2): 

 
Interventions are initiated when agencies judge that communities or individuals do not 
have enough resources to meet the challenges they face.  Often in complex emergencies 
this judgment is made in relation to the need for material assistance or a lack of basic 
health care or shelter.  Sometimes agencies also decide to intervene if there are specific 
groups within a community who are marginalized by others and are therefore not 
receiving the same amount of support or resources.  An example of this is when a 
particular ethnic or religious group is excluded from participating in decision-making or 
from receiving assistance within a community. 

 
The ‘external community consists of , amongst others, the humanitarian agencies that 
decide to offer resources – in whatever form or capacity – to the affected communities.  
How well agencies are able to work in the communities depends on a number of different 
factors: the relationship that they establish with the communities they work in; the 
security situation that affects booth the communities as well as the agencies, and by the 
particular philosophy of the organization itself.  Intervening agencies are like the 
communities they work with, brining their own specific material and human resources; 
their own social relationships and networks; their own culture and values.  All of these 
influence how agencies make decisions about the type of interventions they can offer.1 

 

 
 

Events and conditions also impact the functions of this external community and the 

resources they can provide (e.g. security situation influencing program implementation) as 

well as the ‘affected’ community. While this external community offers potential support 
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through the deployment of additional human capacity (and, generally, physical resources), 

its operation is also influenced by its own (often complex) social ecology, and by the 

culture and values of its agencies. The domains of human capacity, social ecology and 

culture & values are thus helpful for understanding the process of engagement of the 

external community with the affected community, as well as of the affected community 

with prevailing events and conditions.9 

 

Defining Psychosocial Interventions 

The framework suggests that post-conflict psychosocial interventions can be defined as 

actions that support the engagement of individuals, families and communities with the 

demands of post-conflict settings by strengthening the human, social and cultural capital 

available to them. In practical terms, the PWG sees psychosocial interventions as actions 

that typically: 

(1) alleviate human suffering by mitigating the effects of violence on human 

development and capacity; 

(2) Provide protection to those especially vulnerable to the impacts of conflict; and/or 

(3) Promote community healing and reconciliation (reducing conflict and increasing 

economic and social development). 

 

II. Developing Best Practice for Psychosocial Intervention 

 
What then is best practice for such interventions? The framework suggests a number of 

domains within the affected community with respect to which interventions might be targeted 

(e.g. human rights initiatives with respect to the domain of culture and values; mental health 

programs targeting enhancement of health and well-being within the domain of human 

capacity; restoration of social linkage to support the socialization of children). These suggest 

a number of alternative routes to impacting the psychosocial well-being of a community and 

its members. Research on the concept of resilience10 has, until recently, provided the major 

evidence-base for such interventions. Resilience refers to the capability of individuals or 

communities to withstand demanding circumstances. Broadly, the research literature on 

resilience points to the resources – which, in terms of the framework, can be grouped in terms 
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of human capacity, social ecology and culture and values – that help mitigate against the 

impact of conflict, stress and loss.   

 

Best practice in interventions that develop such resources – and those that promote resilience 

– is very much centered on the process of identifying needs, and supporting local processes 

of engagement, rather than producing resources that are not relevant to local coping 

strategies. In the Palestinian Occupied Territories, for example, Save the Children US and 

Catholic Relief Services have contributed to the well-being of Palestinian families through 

the establishment of safe play areas where children can come to play, complete their 

homework and participate in recreational activities. A key component of these safe play areas 

has been a parallel program for the children’s parents.  In this parallel program parents are 

giving instruction in psychological and physical first aid by local agencies including the 

Palestinian Red Crescent. In addition, the recreation activities for the children have been 

facilitated by local student teachers and young adults. All of this ensures that the ‘affected 

community’ are aware of the activities being provided in their local setting, are seen to be 

receiving practical assistance as well as useful information and all in a manner that is 

sustainable should future funding for such  programs be limited. This intervention was 

followed by researchers from inception to final evaluation11.  Measurements of the children’s 

behaviour, parental support hopefulness were made before the intervention and one year into 

the intervention.  A control group who received a non-psychosocial intervention was also 

measured. The study concluded that the intervention appeared successful in improving the 

children’s psychological and social well-being (although there was no apparent impact upon 

hopefulness). 

 

Based on the PWG framework, agencies could develop many different types of interventions 

in a variety of areas.  Examples might include human rights promotion; programs that help 

children and their parents; or health programs – in essence any program that helps build 

human capacity, promotes the social ecology or facilitates the culture and values of a 

community. What principles should guide agencies when making decisions about what type 

of intervention to initiate? 
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One of the key principles of good practice that the framework recommends is that agencies 

undertake a thorough appraisal of the challenges people face in the specific emergency 

situation they are in, and also of the resources they possess to meet those challenges.  In 

research projects in both Sierra Leone and Northern Uganda investigating the effects of 

child soldiering on children, former child soldiers were invited to share their insights into 

markers or signs that they think may identify children who are adjusting well to being back 

with their families and signs that indicate they may be having difficulties.12 Finding out 

directly from the community what represents good adjustment – and barriers to its 

attainment – is a vital first step in ensuring agencies initiate interventions that are important 

and relevant to the communities they wish to assist. 

 

Poor practice is often marked by failure to adhere to such basic principles of community 

consultation and negotiation of appropriate intervention strategies.13 The benefits of such 

negotiation are evidenced by a range of programming examples. For example, in a recently 

established and crowded refugee camp in Eastern Europe, a psychosocial agency teamed 

up with a health agency to provide what refugee mothers wanted: a quiet and warm setting 

where mothers could bring their newborn babies for a warm bath and simple supplies. 

Within these setting women could talk with each other of their own needs and experiences 

while providing their child with focussed attention. The families of these women saw this 

activity as an essential part of the day and did not question the women taking the time to be 

away from their other domestic duties. Similarly, in Northern Uganda local women formed 

an association called Kitgum Concerned Women’s Association (KICWA) to assist local 

former child abductees.  KICWA partnered with the International Rescue Committee (IRC) 

to develop a psychosocial program for these children in their children’s villages in a 

manner sensitive to the culture of the affected community.12 The success of negotiating the 

type of intervention which will be implemented depends on how good the communication 

is between communities and agencies. If communities cannot influence the planning of the 

intervention it is likely that the interventions will be inappropriate and fail. 

 

Another important principle is that agencies should see themselves in a supporting role 

rather than in the lead role when helping people rebuild their communities. Communities 
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themselves will decide what areas they want to focus on and the agencies should support 

the initiatives that people are undertaking rather than deciding to work on a completely 

different aspect of communal life.  Agencies must approach the challenge with a clear idea 

of their own capacity, expertise and value added.   In this way psychosocial interventions 

are a form of collaboration towards a common goal.   

 

As mentioned above, communities do not always seek to restore and re-establish conditions 

as they were prior to the conflict as these conditions may have contributed to the violence 

in the first place.  Another important principle of practice derived from the PWG 

framework noted earlier is that agencies be aware of, and support,  the transformation that 

communities undergo as they seek to change relationships and ways of living together.  

Agencies should not assume that communities are always looking towards the past as many 

are orientated towards the present situation and their future, seeking new ways of being.14   

 

These recommended programming practices are summarized in Table 1, providing a 

concise statement of the key outworkings of the PWG model outlined earlier. 
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III.  The Strengthening Evidence Base for Psychosocial Intervention 

 

The model outlined – and the programming principles derived from it – increasingly 

reflects senior practitioner judgments regarding best practice in psychosocial intervention. 

But, as the IASC guidelines recognize2, the science of psychosocial support has until 

recently been severely limited, leaving the field open to criticism that it is influenced by 

conjecture more than evidence. This signals the importance of supporting moves to conduct 

scientific studies of effectiveness wherever possible. And the last five years have indeed 

seen a major acceleration in the development of such scientific endeavors. This includes an 

increasing number of published studies15,16,17, edited volumes14 and, most notably, a 

specialized journal: Intervention: International Journal of Mental Health, Psychosocial 

Work and Counseling in Areas of Armed Conflict. 

 

We close with a case study that demonstrates not only the programming principles 

suggested by the PWG framework but the potential for rigorous scientific evaluation 

studies to document impact and thus contribute to the developing evidence-base for the 

field. The SEFAFU (‘Sealing the Past Facing the Future’) program was a major 

psychosocial initiative by the agency CCF addressing the needs of girls who had been 

abducted by armed groups in the course of the civil war in Sierra Leone.18 The program 

adopted many features reflecting the principles outlined earlier. Discussions within 

communities considered the barriers to girls’ reintegration following their return, 

identifying stigma and fear, health problems and economic disadvantages as key 

challenges. Intervention elements accordingly addressed these concerns. Girls were 

provided with access to traditional cleansings - led by spiritual leaders in the community - 

which were seen locally as a means of washing away the evils of their experiences. 

Cleansings included a short period of sequestration and re-education, followed by a 

washing with a traditional herb soap, and finally a feast to celebrate the girls’ re-entry into 

the community. Medical care to treat sexually transmitted infections (STIs) was also 

provided. The program also sought to address the girls’ futures and their position in the 

community by providing skills training and micro-credit. The program additionally 
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provided support to the community through education and sensitization activities and 

through community celebrations.  

 

The program has been widely hailed as a standard in post-conflict programming for girls 

formerly associated with armed groups and fighting forces.19 But what evidence is there of 

its impact on girls lives? An evaluation of the work in one of the targeted areas of 

programming – Koinadugu District - used locally-derived indicators of reintegration20 and 

village timelines to conduct a retrospective cohort study.21 Four major indicators of 

successful integration were identified: securing a ‘good marriage’, engagement with 

community activities, inclusion in women’s bondo activities and having a ‘steady head’ 

(related to termination of drug use, often enforced during abduction). The study involved 

considering girls’ experience in relation to these indicators both in settings where SEFAFU 

had been active (intervention communities) and also in similar communities where it had 

not (comparison communities). Although girls in both intervention and comparison 

communities had made progress towards achieving integration outcomes at the time of 

interview, the intervention was associated with improved mental health outcomes (i.e. 

higher frequency of reported ‘steady head’) and higher ratings on some aspects of marriage 

quality (girls who had engaged with SEFAFU were more likely to have husbands making 

provision for the family in terms of medicines and clothing). For girls who had found the 

greatest challenges in securing reintegration, the intervention additionally appeared to 

support community acceptance and inclusion in women’s bondo activities (SEFAFU 

participants reporting significantly higher levels of such activity than matched girls from 

comparison communities). This study supports the evidential base for the effectiveness of 

the approaches recommended in this chapter, and demonstrates both the value and 

feasibility of incorporating scientifically-grounded evaluations of such initiatives. 
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Beneficial and detrimental Roles in the Humanitarian Approach to 
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The conversations and stories that people construct and exchange in situations of conflict 

are clearly important, whether they influence the resolution of conflict or, on the contrary, 

contribute to its perpetuation. These stories are constructed within the wider context of 

relevant societal parameters such as media reports as well as more specific social and 

mental health theories.  When these stories are woven into the context of an international 

conflict situation, even the staffs of international organisations that are working to 

minimise the destructive consequences, often unwittingly, tend to get involved actively in 

their construction and dissemination. This is especially the case for that group of staff who 

are sent to work “on the ground.” 

 

In addition to these co-producers and co-narrators of conflict situation stories, there is an 

overarching constellation, a set, within which the specific meaning of the conflict is 

constructed.  This constellation consists not only of the relevant societal parameters but 

also of three principal players: the aggressors, the victims and the authorities.  Using this 

constellation, one would be able to derive a typology according to the unique dynamics of 

each given situation. In most cases of conflicts, the international personnel tend to consider 

themselves as playing the role of an overseeing, managing and pacifying authority, 

whereas, in fact, they can also be perceived, according to different points of view and 

regardless of their own intentions, as being either saviors or aggressors.  

 

Imperceptibly, members of such international organisations tend to contribute to the 

formation of constellations, which tragically may perpetuate the very premises that gave 

rise to the original conflict.  In other words, by their very intervention, the international 

actors risk to maintain the classic triangle of aggressor/victim/rescuer in various forms and 

combinations.1-8 This triangle exists not only in terms of actual positions and power 
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dynamics but also in terms of narrative formulations and constellations that society uses to 

account for these type of phenomena.   

 

Figure 1. 

 
 

The pervasive nature of this constellation (Figure 1) and more specifically of the triangle 

of conflict has become the subject of study by many different disciplines.  The 

anthropologist R. Thornton suggests that:  
Narratives of violence have a specific social and cultural function.  With narrating events 
we link a series of actions – whether by chronology, conspiracy or psychological 
predisposition – into a comprehensible framework.  In this way the violent event that has 
radically disrupted the flow of normality appears to have been predictable, and the 
moment of chaos that has challenged order is tamed .9 
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In other words, when we “clothe” an experience or a situation of chaos within a story or 

narrative, we transform it, give it sense and, in a way we attempt to tame chaos.  However, 

this is not a neutral activity.  As A. Feldman notes, “Narratives not only explain events; they 

are integral to how we decide what is an event and what is not”.10  More specifically, with 

reference to destructiveness, Papadopoulos observed disturbingly that ‘Within the cloud of 

the inherent epistemological confusion and the anguish emanating from the unintelligibility 

of … [these complex destructive phenomena], the theories mental health experts advance in 

attempting to understand destructiveness may ultimately amount to being not much more 

than ornate psychologisations and pathologisations which are intended to ease the resulting 

distress. Thus, unwittingly,…we are used by society, as experts, to explain away the 

disturbing complexity of destructiveness and replace it with sanitised theories’.11-13   

 

In many international crises, like in the case of Kosovo, it seems that the triangle of conflict 

(originally described by Karpman in 1968 using the terms ‘perpetrator’, ‘rescuer’ and 

‘victim’) tragically becomes the recurrent pattern. Characteristically, Bruck wrote that “The 

human community needs to be split into perpetrators or transgressors, objects or victims, and 

responsible authorities”.14 This well described allocation into the various different roles tends 

to get entangled within every type of organised intervention by the different intervening 

agencies and NGOs.   

  

The media exposure/transformation of wartime events, that was so particular to the Kosovo 

crisis and more recently in Iraq, also allowed the journalists to co-produce the diverse 

versions of this basic conflict plot. This specific function of the media (i.e. to break up the 

facts and then put them back together to produce a seemingly coherent story) has been aptly 

characterised as “mythinformation”, a term coined by television producer Danny Schelchter.9  

This suggestive term evokes the operative mechanism that weaves stories by connecting 

various events, intentions, persons and situations within a strong blend that appears true and 

credible because it is familiar, and it is familiar because it includes the fundamental triangle: 

perpetrator/victim/rescuer. External (i.e. international and humanitarian) interventions do not 

arrive at a situation that is neutral but rather to one where “mythinformation” has already and 
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effectively fossilised the meaning of the events and of all relevant phenomena, interpreting 

them through variations of the central plot of the basic protagonists: perpetrators, victims and 

rescuers. 

 

Rescuing the Rescuer 

One of the main tasks of the IOM (International Organization for Migration) Psychosocial 

and Cultural Integration Unit philosophy of intervention is, indeed, the attempt to alter the 

disabling effects of this stifling constellation.   

 

However, to be effective in these complex emergency circumstances, it is important to 

remember that the basic reality of this constellation is not limited either to the specificities 

of the field conditions of a given conflict or to the strict time-frame of the conflict.  Indeed, 

this constellation lasts much longer than the duration of the actual conflict and it extends to 

subsequent strategies of support of refugees and asylum seekers, which are designed by the 

receiving countries, and it can even last for many generations.   

 

As Papadopoulos noted, in working with traumatised individuals in these settings, ‘the … 

triangle of victim-savior-violator tends to keep perpetuating itself creating endless 

variations with different people in the same roles’.6 Indeed, one of the most destructive 

effects of this triangle is that it keeps re-producing itself in different formations by either 

shifting the actors into different positions or by recruiting new persons and assigning them 

to the existing three set roles.  As experience shows, both the victims as well as the rescuers 

can easily shift into the perpetrator’s role when, for example, they become tyrannical over 

others with their demands, which originally were legitimate and benevolent.  As 

international mental health professionals, our most accessible way to modify the rigidity of 

this triangle is through the only one component of this constellation that we have easier 

access to, i.e. us, the ‘rescuers’. In other words, by rescuing the rescuer from the archetypal 

stereotyped way of functioning that strengthens the triangular constellation, we could affect 

modifications to the triangle and thus diminish its destructive consequences.   
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Figure 2.  

 
To be able to break away from the debilitating effects of this suffocating triangle, those who 

are assigned to the role of rescuer must become aware of the multitude of figures and 

scenarios that construct its complexity.  Only if the humanitarian workers are able to have 

substantial awareness of the labyrinthic implications of their pre-assigned roles in this 

triangle (i.e. as rescuers), can they offer other members of the constellation (such as those in 

the role of the “victim”) solutions that are not repetitive and inhumane; otherwise, the 

‘solutions’ they will offer will inevitably reproduce the same dynamics of violence that 

created the initial conflict.   

 

In other words, it is by breaking away from the fossilised set pattern and prescribed positions 

that the rescuer might help construct a future less exposed to the systematic repetition of 

violence.  (Figure 2) 

 

The Rescuers’ ‘Ghosts’ 

Every act of international co-operation, especially if it occurs in the context of 

humanitarian intervention in a transitional situation immediately following a conflict, and 

even more so in the field of psychosocial support, is susceptible to a series of pre-

assigned models, and “ghosts”. The word ghost is used here to refer to the invisible 
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elements that are included in the complex role of any person in position of power over 

another person. This includes the host of attitudes, feelings, intentions, perceptions etc that 

are accompanying such a role, e.g. the combinations of pity and care, anger and compassion.  

The term ‘ghost’ was originally used by Eugène Enriquez not in relation to these phenomena 

but in the context of education and more specifically, the image of the educator.15  Losi 

extended the use of the term ‘ghost’ by applying it to the humanitarian workers in order to 

offer an alternative to the rigidity of the victim triangular constellation.1, 16-18  More 

specifically, the following ‘ghosts’ can be identified: 

 

1. The ‘Trainer’ 

The ‘trainer’ is interested in “forms” and intervenes in order to re-form, trans-form and/or de-

form. If the humanitarian workers’ representations of themselves fit within the common 

category according to which they view themselves as “model figures,” by implication, they 

deprive their beneficiaries of their own experiences, their difficulties, their anguish and their 

trial-and-error progress. Instead, the approach of such workers aims, unwittingly, to substitute 

the others’ experiences with a “good form” that is fixed, repetitive but, ultimately, sterile. 

Enriquez notes that this temptation is very common mainly among psycho-sociologists, “in 

that they believe to have realized, in the balance reached, a particular ideal that they wish to 

transmit, as is the case with educators, who desire to reform those who were ill-formed”.15 

 

2. The ‘Therapist’ 

In cases of humanitarian intervention after a conflict, it is easy to feel immersed in a universe 

that is considered “abnormal” and therefore to assume an attitude and a stance that attempts 

to readapt the individuals affected by or involved in the conflict.  It is easy to feel a duty to 

restore them, to heal them of their ‘behavioral and emotional insufficiencies’ and to help 

them lead a ‘normal’ life. This is the explicit or implicit policy of most organisations that 

work with trauma. Implicit in their idea is the model that they are dealing with an affliction 

that requires healing. Moreover, this model assumes that the afflicted person had been in a 

stable (healthy) state which was then upset by external agents (in this case, the violence and 

aggression of war), and that, by applying the appropriate therapy to such persons, their state 
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of initial health will be restored. Therefore, presupposes a reversibility (to some degree) of 

the organism, i.e. once healed, it will not feel the consequences of the “illness” (aggression). 

 

It is important to reflect upon the roots of this model, this ‘ghost’.  In fact, at the basis of this 

restitutio ad integrum stance (that often is translated into policy as well as it may become 

obsessive in individual care givers) we find a very real tendency in our society to form a 

dichotomy between the ‘sick’ on one hand and the ‘care givers’ on the other.  This model 

tends to be exported in the context of international actions when international actors 

medicalise the social with each glance they cast at it.   

 

Papadopoulos expressed this dynamic as follows: ‘…inevitably our identity as mental health 

professionals imposes on our observations the…constraints [of]…the pathology-health 

polarity; this results in us combining the causal-reductive approach within the oppositional 

narrative of pathology and destructiveness which then together produce an inevitable 

psychologisation and pathologisation of destructiveness.  By no means do I wish to suggest 

or imply in any way that destructiveness is ‘normal’ or acceptable.  But is placing it on the 

‘normal’ - ‘abnormal’ polarity the only way out?… Perhaps the first step towards such a 

deeper understanding would be for us to appreciate the fact that we are indeed trapped and 

imprisoned by and within these constraints where the pathology narrative occupies a key 

position’.11   

 

3. The Practitioner of Maieutics (‘Midwife’)  

The objective of those who adhere to the maieutic model is not to restore or heal but rather to 

give birth to or to favour development and maturity, to permit the realisation of inaccessible, 

prohibited or repressed potentials.  Implicit in this approach is an idea of man as essentially 

good. In this context, the humanitarian workers will not try to impose form, but rather to 

share a bond of trust with their beneficiaries, who can let their true essence flow, liberating 

themselves from the elements that oppressed them. 

 

The maieutic model, which idealises human nature, has an important corollary in that it also 

idealises the humanitarian workers, who are then considered to be the incarnation of 
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goodness. The unique understanding and maieutic attitude that such workers adopt and 

propose, imply an enhanced and idealised image of themselves and others, diverting their 

attention from the catastrophic situations in which they work. 

 

4. The ‘Interpreter’  

Essentially, the vocation of an ‘interpreter’ is to interpret everything, to find an interpretation, 

a cause and a reason behind every behaviour, action and phenomenon.  Their task is to render 

comprehensible the phenomena they encounter. Often, these interpretations also imply 

justifications in so far as they tend to offer the deeper motives behind the actions. One of the 

difficulties with this ‘ghost’ is the confusion between ethical / moral considerations and the 

intelligibility of a phenomenon.  In addition, behind this interpretive “at all costs” stance 

there is a hidden power dynamic; the worker feels powerful “to be the one who has the right 

to speak because he/she is the depository of knowledge….the one who will not be challenged 

by the word of the other, but to be the one who spies on each word so he/she is able to grab it, 

to stereotype it, to minimize it”.15  Grasping incomprehensibility is not an easy task.   

 

5. The ‘Militant’ 

According to this ‘ghost’, the humanitarian worker believes that it is possible to intervene 

everywhere in order to bring about social transformations.  In this role, such workers proceed 

by somehow comparing themselves to a kind of a prophet or revolutionary, confirming a 

rather simplistic idea that evil comes from outside, that everything is due to society or to the 

part of society which plays the role of aggressor.  Such an implied view casts aside the many 

complexities of these phenomena which include the existence of destructive conditions that 

give rise to unwilling (and indeed unconscious) connections between that who dominates and 

that who is dominated , persecutor and victim of persecution. 

 

During a training program we offered (in December 1999) for psychosocial counselors in 

Kosovo, a young interpreter pondering on certain events said: ‘While the Serbs were still 

here, everything could be blamed on them.  Now that young women are disappearing from 

the streets, we need to accept the idea that there is evil also among us.’19 
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It is evident that a Manichean interpretation of dichotomous reality facilitates the creation of 

an environment that blends relations between the humanitarian worker and those whom 

he/she assists/rescues, bringing them to an euphoric situation or to a comfortable enthusiasm, 

blocking their views from a clearer vision of the obstacles that they will have to overcome in 

relation to the various complex situations and power relations, including that of their own.   

 

6. The ‘Repairer’ 

This figure shares many aspects with the previous one (the “militant”), but with a substantial 

difference. Similar to the ‘militant’, the ‘repairer’ perceives society as inadequate and guilty 

of imperfection, but unlike the ‘militant’, the ‘repairer’ considers that political and social 

transformations have objectives that are too vague and unrealistic and, hence, dedicates 

his/her time directly to those in need in order to repair and improve society. 

 

The ‘repairer’s’ objective is to promote activities by which the community can be reborn 

through the reparation of damages suffered. They will sacrifice themselves for others, will 

not waste time and energy and will lose themselves in their work, which they see as a true 

mission.  In other words, such workers are not far from being almost missionaries.  The 

‘repairer’ “does not want to be identified as a prophet embracing a cause, but, similar to the 

‘militant’, he/she feels also the temptation of sanctity”.15  The question that needs to be asked 

of these workers is who invested them with this mission? Then, will the act of restoring, 

helping and saving the ‘victims’ not help to perpetuate structures of exclusion? What 

secondary benefits do those who sacrifice themselves in this way receive? It might be 

suspected that the ‘repairer’, through sacrifice, also sacrifices the others by being immersed 

in their problems and ‘devouring’ them with affection. Those who live within the sacrifice, 

also live through the sacrifice and for the sacrifice. In other words, the ‘repairer’, with his/her 

sacrifice, also sacrifices the others by over-protecting them, regulating their problems, 

ultimately, alienating them from the reality of their actual context and problems as they 

experience them.    
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7. The ‘Transgressor’ 

Admittedly, the ‘transgressor’ ghost in its entirety is not one that is encountered often in the 

humanitarian intervention situations. Yet, it is an important one because elements of it appear 

more frequently. The fundamental characteristic of this model is to favour the emergence of 

spontaneity, pushing of boundaries and direct or indirect irreverence of the given, the 

institutionalised, the traditional, the accepted.  In the context of humanitarian interventions, 

this model ‘expresses a sort of megalomania of being the father, the parent that generates the 

unknown and promulgates transgression and generalized instability’.15  

 

 

8. The ‘Destroyer’  

The ‘destroyer’ ghost functions, essentially, at an unconscious level in interpersonal 

interactions following the defense mechanism of reaction formation. This means that 

unacknowledged and repressed desires may emerge to make an individual act in opposition 

to his/her conscious intentions, beliefs and ideals. Enriquez, (referring to Searles), stresses 

that this kind of desire is present in every affectionately healthy individual and therefore 

comes into play in every therapeutic or training relationship.15 In such relationships, 

humanitarian workers following their conscious function as ‘helpers of “unfortunate” 

people’ and their desire to heal them may also activate a reaction-formation according to 

which they may inadvertently act in ways that cause harm to their beneficiaries. The intention 

to form and heal can be altered by the opposite desire to de-form, break, and shatter the other.   

 

We can understand this ghost in a more concrete way when we consider the oppositional 

duality of action by humanitarian workers. On the one hand, they can provide those they help 

with an incentive for autonomy and encourage them to search for their own resources, whilst, 

on the other hand, they may also lock them within their own closed interpretative system, 

leaving them within a regressive situation and dependence. The swing from one to the other 

polarity is substantial at the external level, yet at the deeper unconscious level these polar 

opposite possibilities are extremely close to each other and the humanitarian worker may 

unconsciously flip from one to the other.   
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This brief overview of the various ‘ghosts’ shows that the humanitarian worker is very likely 

to be possessed by one or more of these ‘ghosts’ in the course of his/her work, especially if 

this is conducted under stressful circumstances in post-conflict environments.  It is therefore 

advisable that such workers devise conditions that can facilitate the possibility to recognise 

the complexities of these ‘ghosts’ and endeavor to trace their impact on themselves and on 

others. Otherwise, by offering their services as ‘rescuers’, such workers are likely to 

transform their interventions into dangerous intrusions that perpetuate violence.   

 

The usual ingredients of the humanitarian workers’ approach to these types of interventions 

are idealism and passion which are likely to intermingle with disappointment and frustration 

and it is these opposites and contradictions that tend to create the fertile ground from which 

these ‘ghosts’ will emerge. The attraction for this kind of work probably resides in 

contemplating and sharing the desire of omnipotence along with the fear of impotence; the 

wish to be (at least in intention) a bearer of life and the fear of (unwittingly) repeating 

destructiveness and inflicting further pain.   

 

The overall plight of the individuals who have experienced the direct effects of destructive 

conflict tends to activate in those who come to assist them (i.e. the humanitarian workers) 

various types of ‘ghosts’. Then, once these workers are on the ground and begin to interact 

with the local people, i.e. their beneficiaries, there is an inevitable influencing of each other 

which leads to the co-construction of each other’s roles and very identity. This means that the 

way each actor in this equation (i.e. ‘victim’ and humanitarian worker) experiences their 

predicament influences the other in a reciprocal way and it is therefore imperative to 

investigate in a systematic way the various combinations of this unique interaction and co-

construction within the context of these emotionally charged situations.   

 

The ideas expressed here are based on the rich experiences from the various field projects (in 

training and psychosocial interventions) of the Psychosocial and Cultural Integration Unit of 

the IOM which is based in Rome.1, 2, 17, 20  Essentially, what is proposed here is a systematic 

way to investigate the various combinations of typical roles of the humanitarian workers (i.e.  

their ‘ghosts’) and of their beneficiaries.  The victim triangle offers a means to comprehend 
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one of the most relevant constellations of these phenomena but it is not sensitive enough to 

address finer and differentiated interrelations. Therefore, what is needed is an additional 

framework that would enable more refined understanding of the complexities of these 

interactions.   

 

In addition to the various typical roles or ‘ghosts’ that humanitarian workers tend to be 

affected by, it is important to identify corresponding typical positions that their 

beneficiaries tend to adopt.  Bala and Kramer (2004) distinguished the following four21:  

(1) The ‘drifter’: the person who believes he/she has no chance to influence the 

outcome of events. 

(2) The ‘hibernator’: the person who avoids change and remains fixed in the 

current situation. 

(3) The ‘fighter’: the person who is always looking for ways to change the 

prevailing situations. 

(4) The ‘explorer’: the person who is open to new and flexible options and 

opportunities. 

 

Therefore, in order to comprehend deeper the complexities of all the possible permutations 

of interactions between the caregivers and the care receivers, it would be instructive to 

relate these two typologies. In doing so, the first objective is to show that if humanitarian 

workers adhere completely to any one (or more than one) of these set models/ghosts, they 

are likely to fall into a trap which would perpetuate violence and destructiveness, despite 

their personal selfless intentions to contribute to the creation of a better humanity. The 

second objective is to show that it is possible for humanitarian workers to adopt a series of 

possible positions that would enable them to reduce the risk of perpetuating the rigid role of 

rescuer, thus releasing the other implicated actors (i.e.  the ‘aggressors’ and the ‘victims’) 

from the rigid bond of their reciprocal co-construction of identities that tends to perpetuate 

violence.22, 23   

 

In the table below (Table 1) typical styles that humanitarian workers and their beneficiaries 

tend to utilise (mostly unconsciously) to position themselves in these situations are crossed 
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in order to identify potentially beneficial or detrimental combinations.24 The positive 

outcomes are marked as plus and the negative as minus.  The general principle seems to be 

that when both sides have similar styles they would tend to multiply the negative effects of 

their interaction.  For example, when the humanitarian worker’s predominant ‘ghost’ is that 

of a ‘trainer’ (characterized by high degree of rigidity) and he or she works with a refugee 

whose predominant style is that of a ‘fighter’, then this particular combination is likely to 

produce an escalation of the conflictual situation because both would tend to hold onto their 

own firm positions, whereas if the same worker was working with a refugee whose 

predominant style was that of a ‘drifter’ then the outcome would be different as the refugee 

would accept most willingly the rigidity of his or her worker.   
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The IOM Approach as Applied to the Psychosocial and Trauma Response Projects 

The Psychosocial and Cultural Integration Unit of the IOM initiated and conducted a major 

project in Kosovo that lasted several years, immediately after the end of the war hostilities.  

This was called ‘Psychosocial and Trauma Response’ (PTR) and another project was 
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conducted in Serbia based on the same philosophy but adapted to the new and different 

realities and specificities.  Both projects are grounded on the acute awareness of the 

complexities discussed above.  This awareness was operative at all stages of the projects, 

from their conception to their final evaluation.  Conscious of the dangers of these ‘ghosts’, 

we endeavoured not to introduce pre-fabricated approaches and instruments to reach pre-

established objectives; instead, our projects began with wide and in-depth consultation 

meetings with local resource people along with international experts.  These consultation 

phases produced the specific nature of the projects, which essentially consisted of the 

psychosocial support to a population traumatised by war and its horrors, through the training 

of psychosocial counsellors.  Moreover, the training courses were not pre-planned in an 

abstract manner but they were constructed on the basis of consultation and feedback within 

the context of close collaboration between the local resource people, the IOM Unit and the 

international consultants.  We endeavoured to avoid the tendency to use exclusively Western 

European criteria in our training curriculum; that would have meant falling into the 

contradictions and traps described above.  It was on the basis of this awareness and these 

collaborative consultations that innovative paths emerged which included the use of Body-

Community Theatre work, ‘Archives of Memories’ and the community transcultural (ethno-

psychiatric) clinical approach.2, 7, 18, 19  All these approaches are based on the understanding 

that trauma cannot be understood and treated as being exclusively a phenomenon that is 

confined within an individual and within a solely medical and pathological connotation.25-28   

 

The Body-Community Theatre was the first component of the training and was intended to 

facilitate the trainee counsellors to address their own traumatic experiences as well as to 

enable them to develop group cohesion in order to form themselves into a good working 

group.  In other words, the first component had a marked therapeutic dimension which was 

considered essential in order to make the prospective psychosocial counsellor-trainees open 

to learning after they themselves had been traumatised by the war.  This part of the training 

was conducted by an Italian group of experienced specialist trainers whose background was 

in community theatre as well as in art, creative and body psychotherapies.  The specialist 

trainers encouraged participants to convey their personal stories of the war in non-verbal 

ways and gradually these were formalised and created an actual theatrical production that 
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was shown to the public in the main theatre of Pristina.  In this way, this part of the training 

extended its healing benefits to the wider Kosovar society by staging a story that was not 

only that of the trainees but also of the whole Kosovar society.   It is important to emphasise 

that the production was mainly based on movement and dance rather than the verbal medium 

and this is often considered more appropriate, at least in the early stages of post-conflict 

situations.    

 

The experience of the first component of the training programme showed that it was 

imperative that the actual individual and community narratives of the war are respected, 

honoured and recorded and, consequently, named the second component ‘Archives of 

Memory’.  This part consisted of a systematic collection of all relevant material from the 

wider community –  interviews, letters, stories, photos, diaries, drawings, all items that 

related to the war events and the way people responded to the experience of war, i.e.  

experiences of losses and survival, of oppression and defiance, of devastation and courage.  

The methodology used was mainly based on oral history and included other relevant 

anthropological approaches.  The trainee psychosocial counselors participated actively (under 

the guidance of specialist researchers) not only with their own stories but also in the 

collection and systematization of stories from their families, friends and wider communities. 

 

The rationale for both the Body-Community Theatre and The Archives of Memory is based on 

the understanding that, under the pressure of the emotional climate of the conflict situation 

(during the actual conflict and after), certain narratives tend to dominate thus subjugating all 

other discourses.  These dominant narratives tend to follow simplistic formulae that, 

inevitably, are minor variations of the central archetypal and stereotypical positions that the 

victim triangle dictates.  Therefore, it is essential that, before any training or other activity 

takes place, for the individuals first to be liberated from the asphyxiating confines of the 

dominant discourses and find their own unique voices and connect with their own genuine 

experiences with as minimal as possible interference from the blanket collective ‘meaning’ 

that the dominant discourses impose.29 In other words, these two interventions (the Body-

Community Theatre and The Archives of Memory) facilitate the reconstruction of the 
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complexity of the experiences thus deconstructing the dominant constellations which would 

tend to locate people within the simplistic position of the ‘victim’ helplessness.   

All materials collected for the Archives of Memory are available on the website 

http://www.kosovomemory.iom.int. 

 

The research for the Archives of Memory (always under the direction of Silvia Salvatici) was 

then extended by IOM outside Kosovo. In Italy and in Serbia (two of the regions most 

affected by migratory flows that occurred during and after the war in Kosovo) interviews 

were collected among the communities of Kosovar refugees.  In Serbia the project was 

conducted in collaboration with the Italian NGO ‘ARCS’ (Arci Cultura e Sviluppo) under the 

direction of Nicola Mai and in Italy in collaboration with the European University Institute, 

under the direction of Luisa Passerini. 

 

In addition to the Body-Community Theatre and The Archives of Memory, IOM developed a 

programme of training psychosocial counsellors in collaboration with the department of 

Psychology of the University of Pristina.  This systematic training that was conducted by 

international experts and local staff included a didactic (theoretical) as well as practical and 

experiential components.  Overall, it emphasised the ethno-psychiatric approach which is 

based on cultural sensitivity and an active attempt to reconnect communities with their own 

(often lost or undervalued) cultural traditions of healing.29-33  In their eagerness to learn the 

‘established’, ‘Western’ theories and practices and legitimise their own ‘professionalism’ in 

the eyes of international ‘experts’, local professionals tend to reject all local wisdom and folk 

practices.  During the training we offered, trainee psychosocial counsellors were asked to 

define trauma according to their own local way of conceptualising it and were encouraged to 

actually introduce this understanding in their actual work with traumatised individuals and 

families.  In this way, local, religious and folk elements entered the way trainees practiced.  

Consequently, trainees paid exceptional attention to the specificities of their clients’ unique 

combination of cultural elements and beliefs.  Each family they worked with had its own 

unique combination of various elements, e.g.  ‘Western’ life-style with Islamic religious 

dimensions and certain local folk beliefs.    
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In short, the overall approach that IOM followed in these projects could be characterised as 

‘ethno-systemic-narrative’.  In addition to the ethno-psychiatric orientation, the approach is 

systemic because it emphasises the importance of developing a sound exploration of the 

complexities of the various overlapping systems, i.e.  how each one reciprocally influences 

the others.  The main overlapping systems in these situations are those of international 

interveners, visiting ‘experts’, local population, local authorities, local professionals, the 

warring factions and their ideologies as well as all those assorted narratives that are used to 

account for the phenomena (events and experiences), the medico-psychiatric paradigm of 

PTSD, the various cultural / religious beliefs, etc.  Finally, the IOM approach is particularly 

informed by the narrative trends that shed light on the way that collective and shared 

narratives interact with individual experiences.   Papadopoulos’ ideas about ‘Storied 

Communities’ are particularly relevant in appreciating the importance of collective shared 

narratives that may either maintain dominant discourses or enable the re-story-ing and indeed 

restoring communities after being traumatised.34   

 

Trauma, Resilience and Adversity-activated Development 

The predominant paradigm that is used in post-conflict situations is based on the 

diagnostic category of post traumatic stress disorder (PTSD). The IOM approach 

appreciates that trauma is much more than a psychiatric symptom; it is also a social 

phenomenon that it is connected with the various narratives that attempt to grasp the 

specificities of post-conflict situations.  The ‘Trauma Grid’ provides a framework that 

endeavours to convey the complexities of the various ‘consequences and implications’ of 

trauma in a simplified format.35-37   

 

To begin with, it is important to consider the different meanings of the word ‘trauma’.  

The common meaning of trauma (in Greek) is wound or injury and it comes from the 

verb titrosko - to pierce.  This means that the original meaning of trauma is the mark, the 

injury that is left as a result of being pierced. Papadopoulos’ etymological investigations5, 

6, 38 revealed interesting new perspectives: i.e. titrosko comes from the verb teiro which 

means ‘to rub’ and in ancient Greek it had two meanings: to rub in and to rub off, to rub 

away. Accordingly, ‘rubbing in’ produces an injury, a wound, whereas ‘rubbing off’ or 
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‘rubbing away’ has the effect of cleaning up a surface from whatever it was marked on it 

before, like an eraser erases the writing on a piece of paper.  In the reality of clinical 

contexts as well as in post-conflict situations, the second meaning of trauma refers to the 

experience of renewal, of the need to reshuffle one’s life priorities following exposure to 

adversity; people who had been traumatised often express spontaneously this need for 

looking at life afresh.  This means that despite the painful and distressing effects of the 

trauma, people may also experience that the very power of trauma can also have another 

impact on them, e.g.  making them revise their life’s philosophy, appreciating more the 

fact that they are alive, valuing friendships, assuming a new zest for new activities, etc.    

 

If we apply these meanings to the psychological reactions in conflict-situations, we may 

distinguish the following three categories of possible responses to trauma.35-37 People 

may indeed be traumatised (in terms of being injured or wounded psychologically), or 

react with renewed energy and zeal for life; in addition, it is also possible that at least 

with reference to certain functions, they may not be affected at all. For example, certain 

skills and abilities may not be negatively affected by their traumatic experience. This 

means that such functions are resilient to change (even of the negative kind) and they 

remain intact, despite the effects of the trauma.  Resilience is a term that has many 

meanings. Here it refers to those positive functions and abilities that existed (in the 

individual, family, community or culture) before the traumatising event and they 

continued to exist without being affected either negatively or positively by it.    

 

For completion, it is also useful to discern three sub-responses to the first category (of 

wound and injury). It could be argued that people respond to traumatic experiences in 

three possible ways that vary in terms of severity within the context of being 

psychologically ‘injured’: (a) by Ordinary Human Suffering (OHS) – for this kind of 

response, no professional intervention may be necessary; (b) through Distressful 

Psychological Reactions (DPR) which again may be of a transient nature and they may 

not require specialist attention. Internal resources as well as appropriate support from 

their families or communities may help them overcome any negative consequences, again 

without the need for professional assistance. However, it should not be forgotten that 
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there is a third possible response to traumatic experiences; (c) people may indeed develop 

diagnosable psychiatric disorders, PTSD being the most common.   

 

Finally, the last category of possible responses to trauma could be called Adversity-

Activated Development (AAD) and it refers to the group of positive consequences that 

can be activated by the very trauma.35-37 Essentially, AAD refers to the processes that 

activate positive development (in individuals, families, communities and cultures) as a 

result of being exposed to various forms of adversity.  People who had been exposed to 

severely traumatising experiences, in addition to their negative reactions, they often also 

experience a need to review their lives and re-adjust them in order to accommodate the 

severe forms of adversity they had survived.  Persons say that having come close to death 

they now value life and close relationships, and they do not wish to waste their lives 

away but they want to use them in a more consciously positive and constructive way than 

before.   

 

All these three main types of responses (along with their sub-categories) can be observed 

in individuals but also in families, communities as well as at the level of wider society 

and culture.  This means that if one wanted to examine the implications of trauma in a 

conflict situation, it would be important to have in mind the totality of all possible 

responses at all levels, as illustrated schematically by the ‘Trauma Grid’ (Figure 3).35-37 
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Phases of Trauma 

One of the difficulties in working with traumatised survivors of military conflict is that 

the experience of the actual war incidents is so overwhelming that they tend to mask all 

other traumatising situations that are experienced.  As Papadopoulos clearly describes, 

after an event that caused traumatising experiences, people and the community at large 

tend to block their wider understanding of events and tend to fix their interpretations of 

these events on narratives that focus on only some episodes that fit within the wider 

accounts/narratives/stories about the conflict.5  In this way, individual experiences can be 

distorted to fit within the dominant political story of that particular conflict.  Such fixed 

stories provide people with a certain meaning and identity that enable them to survive.  

However, these generalised, collective stories tend also to be extremely limited in terms 

of their grasp of complexity, their allowance to accommodate the variety of individual 
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experiences and their range of the entire history of the conflict; moreover, they tend to be 

extremely polarised.  As such, they tend to be fixed to the episodes that are directly 

connected with military action, whereas people tend to have traumatising experiences 

from a much wider range than that.  Accordingly, the phase when the devastating events 

occurred seems to remain fossilised and it is this phase that tends to fix the meaning of 

everything else.  This means that the totality of the other phases of trauma is suppressed 

under the weight of the simplistic narratives of the imposing triangle of conflict 

(aggressor/victim/rescuer) which fits best to the phase of military action.  Yet, as 

Papadopoulos emphasised, there are at least four phases of experiencing trauma in 

conflict situations.5, 6, 38  These he identified as ‘anticipation’ (when people sense the 

impending danger and try to decide how best to avoid it), ‘devastating events’ (this is the 

phase of actual violence, when the enemy attacks and destroys, and the refugees flee), 

‘survival’ (when refugees are safe from danger but live in temporary accommodation and 

uncertainty), and ‘adjustment’ (when refugees try to adjust to new life in the receiving 

country or in a safe place in their own country).6   

 

To be able to help people and communities that have endured these shattering 

experiences, it is necessary to create conditions that can enable different narratives to 

emerge which, in turn, can empower people to free themselves from their current 

dominant stories (often dictated by the simplistic tyranny of the triangular constellation of 

conflict), to explore the totality of their pain (not only restricted to one phase of trauma), 

and to activate their resilience and their adversity-activated development potentialities. 

However, as the ‘Trauma Grid’ suggests, this needs to be done not only at the individual 

level but also at the various other collective levels (i.e.  family, community, society, 

culture). At a societal level, there is a tendency to have polarised narratives (e.g. ‘we are 

good and they are bad’) which prevent complexity and the appreciation of finer 

responses. Often, in post-conflict situations the conflict is not stopped.  Armed conflict 

may cease but conflict is maintained by polarised narratives of revenge which is an 

understandable consequence of the victim and trauma triangular constellation. However, 

all cultures are also capable of developing narratives of resilience and magnanimity and 

have the ability to bear suffering with dignity beyond crude, polarised and demagogical 
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rhetoric that encourages the perpetuation of violence.  And this is the challenge that the 

IOM approach endeavours to respond to–to empower individuals and communities 

recover in a genuine way from the conflict polarisation whilst respecting the reality of 

crimes and atrocities committed (and supporting the bringing to justice all those 

responsible for them), and, without minimising the losses, pain and suffering of the 

afflicted population of all warring sides, to enable them move beyond the simplistic 

polarisation at all levels in order to activate the resilience, AAD and potential of all 

concerned.   

 

 

Recommendations 

Interventions in post-conflict societies should consider responses consistent with the key 

elements described above.   More specifically, the intervening professionals should 

 

1. Be aware of the debilitating effects of the helpers’ ‘ghosts’, of the victim triangle, of 

the dominant discourses that tend to perpetuate conflict by imposing simplistic and 

polarised perceptions. Consequently, appropriate conditions need to be fostered that 

would enable helpers develop and maintain a reflective position in relation to the 

complexities of the various processes and interactions 

2. Be aware that the conventional academic preparation of ‘Western’ professionals in 

the field of mental health is not sufficient to respond to the complexity of 

psychosocial needs in war torn societies.  Consequently, attention should be given to 

introduce as much as appropriately possible local conceptualisations about adversity 

and trauma and ways of dealing with their effects. Specifically, workers should be 

mindful of the wide range of trauma effects (as conveyed by the ‘Trauma Grid’)   

3. Enter into collaborative partnerships with local resource persons, services and  

organisations in order to co-construct all aspects of their intervention 

4. Enhance collaboration between professionals belonging to different field of 

knowledge, e.g.: anthropology, sociology, psychology and psychiatry, theatre, oral 

history; and encourage the organization of interdisciplinary teams 
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5. Be mindful that in addition to individual psychological and psychiatric symptoms, 

wider communities are affected by the conflict and appropriate methodologies need 

to be employed to address these issues (as demonstrated above)  

6. Be aware that after a phase of international collaboration and support, war torn 

societies will have to cope for a long period with post conflict problems through their 

‘local’ resources.  For this, it is essential that from the beginning of international 

cooperation projects to focus interventions on reinforcing local professional resources 

for long term sustainability through appropriate capacity building 

7. Be aware that humanitarian workers need to be supported before, during and after 

their experience in the field.  Systematic supervision has to be guaranteed for them to 

avoid burn out.  
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Section VI: Mental Health Linkages to 

Economic Development 
 
 
 
 

The mental health consequences of mass violence are no longer invisible.  The Global Burden of 
Disease (GBD) study was the first major scientific overview to establish the economic and 
development costs of depression. The global costs of depression across nations was ranked fourth in 
1990, preceded only by lower respiratory infection (ranked first), diarrheal diseases (ranked 
second), and prenatal diseases (ranked third).  GBD data anticipate that by 2020, depression will 
move globally to rank second, and the disease burden caused by war will be ranked seventh.   
 
While the impact of depression on economic behavior in post-conflict societies needs further 
clarification, high levels of hopelessness and despair, in some cases affecting more than 40 percent 
of citizens living in local towns and villages, is having a major negative effect on social and 
economic development. 
 

In non-traumatized industrialized countries, the impact of mental illness on the labor market, 
measured in terms of job performance and productivity, has been well established.  This research 
needs to be replicated in post-conflict societies. Preliminary evidence suggests, however, that to date 
there are significant economic costs of mental illness among highly traumatized civilian populations 
in the following areas: 

• Days of work lost (per week) 
• Quality of job performance 
• Ability to plan for economic activities (e.g. farming) 
• Increase in domestic violence 
• Increase in high-risk behavior and its consequences (e.g. unsafe sex and HIV/AIDS) 
• Increase in diabetes, cardiovascular disease, and stroke 
• Premature death among the elderly 
• Negative impact on social capital, neighborliness 
• Higher suicide rates 
• Poor school performance by children and adolescents 

 
It is now urgent that governments in post-conflict societies focus policies and programs on the 
linkages between mental health and economic development, while research is further clarifying this 
relationship. 

 
(Global Mental Health Action Plan) 
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Mental Health Disabilities and Post-Conflict Economic and Social 
Recovery 
Robert J. Muscat, PhD 

 

Costs and Consequences of Ill Health 

The economic losses stemming from ill health - for the individual, the family, and the 

society and economy generally - have been well established and quantified in the large 

literature on health economics. The losses from mental ill health - particularly the drag on 

post-conflict economic recovery in developing countries, which is the subject of this 

chapter - have been less appreciated. They merit serious attention.   

 

The economic costs of ill health - more documented and analyzed in developed than in 

developing countries - consist of a) the costs of medical treatment; b) costs imposed on 

family care-givers; c) in the case of mortality, the years of work unrealized and the loss of 

human capital; d) from disabilities, the income foregone during lost work days or from 

reduced productivity at work; e) the costs of welfare support of the ill and disabled. To 

avoid such losses and the suffering involved, societies also spend substantial amounts on 

health maintenance and disease prevention, including health education, inoculation, natal 

care, portable water, environmental sanitation, etc.  

 

In developing countries, health status is typically poorer than in wealthier countries. 

Resources available for health maintenance and disease prevention are generally very 

inadequate. Treatment resources are often concentrated in urban areas. Some diseases long 

reduced to minimal occurrence in wealthier countries remain widespread in developing 

countries.  

 

Although health statistics are relatively weak in developing countries, they are sufficient to 

outline the enormity of the unmet needs. The WHO Commission on Macroeconomics and 

Health found that the economic losses from ill health in developing countries have been 

large and underestimated. The Commission cited quantifiable losses from major diseases. 

For example, “In sub-Saharan Africa losses due to HIV/AIDS are estimated to be at least 
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12% of annual GNP. Economic development in malaria-free zones is at least 1% higher per 

year than in areas where malaria is endemic.” Evidence suggests that “each 10% 

improvement in life expectancy is associated with an increase in economic growth of about 

0.3% to 0.4% per year, other growth factors being equal.” Most of the world’s children 

who are not immunized, and virtually all of the women who die annually in pregnancy and 

childbirth, live in developing countries.1 The Commission estimated that eight million lives 

could be saved every year and very substantial economic benefits could be realized if their 

recommended increases in health investment were realized. The projected economic 

benefits were on the order of six times the recommended investment.  

 

All of the above addresses problems of physical illness and applies to developing countries 

under “normal” circumstances. In those developing countries emerging from violent 

conflicts, the problems of ill health are greatly compounded. Depending on the scale, 

duration, and intensity of the violence, post-conflict countries have been left with problems 

such as a) large numbers of disabled persons and a continuing long-term increase in the 

disabled as vast numbers of landmines claim new victims month after month; b) a 

collapsed health infrastructure; c) cohorts of children unprotected due to lengthy 

suspensions of inoculation programs; d) large numbers of widow-headed households with 

nutritional and other health risk exposures, often compounded by legal and traditional 

gender biases that create land, credit and other obstacles for female cultivators; e) obstacles 

to rural economic recovery, even to subsistence levels, when displaced populations return 

to holdings that have been degraded due to destruction of irrigation facilities, terraces, 

storage and marketing structures, and environmental damage; f) degradation of cultural and 

social capital, and of pre-conflict communal networks and authority and dispute-resolution 

systems.  

 

Consequences of Post-Conflict Mental Ill Health 

The mental health consequences of these conflicts have been much less studied than the 

physical consequences. Nevertheless, there are indications that mental health consequences 

may have wide ramifications for economic behavior and for social and economic recovery 

- e.g. affecting labor force participation, individual productivity, production-related 
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collective or cooperative action, investment and savings behavior, and school educability. 

Such deleterious effects need to be taken into account by non-health professionals 

responsible for designing and implementing recovery programs in agriculture and rural 

development, and education, in particular, and possibly in other areas. Such consequences 

could be particularly significant where the numbers of individuals and households affected 

by these problems are large. As the survey results presented in other chapters indicate, the 

numbers can be substantial as a proportion of a population when large fractions of that 

population have experienced displacement, deprivation, warfare, and torture, rape and other 

physical and emotional trauma. In short, the scale and severity of these consequences 

moves the problem of mental health beyond the confines of the health system per se, into 

the mainstream of factors affecting overall post-conflict recovery. 

 

Studies in a few countries with advanced health data show that mental health problems can 

be extensive even in societies that in their recent history, and for most age cohorts, have not 

undergone anything remotely resembling the violent conflicts many developing countries 

have experienced in the last three-to-four decades. For the European Union countries as a 

whole it has been estimated that 20% of the adult working population has some type of 

mental health disorder at any given time. In the US more than 40 million people are 

estimated to have some mental illness. Studies also show the economic consequences for 

both the individuals and families affected and for the enterprises where they are employed, 

in the form of lost income, the costs of treatment, work errors and accidents, work days 

lost, rapid labor turnover, conflicts with fellow workers and supervisors, and so on. In the 

US, mental/emotional disabilities are cited as causing 200 million lost work days each year; 

in the UK, 80 million.2  In the EU, the three leading causes of disability are mental 

disorders, cardiovascular disease and musculo-skeletal disorders. 

 

If comparable studies were available for post-conflict developing countries, one would 

expect high incidence but very different profiles of mental disorder, etiology, and 

behavioral consequences. We know from studies of a few refugee populations that the 

incidence of acute clinical depression and post-traumatic stress disorder (PTSD) can range 

between 40-70%. Prevalence among the population that has remained in place during these 
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conflicts is probably lower, but still above the rates found in non-conflict countries.3 A 

good portion of a total post-conflict population will be able to adapt and cope well, as 

individuals, if the post-conflict environment is secure and experiencing economic recovery, 

which is often not the case. But sizable fractions will remain suffering from either disabling 

psychiatric illness or severe psychological reactions to trauma.4   

 

Instead of deriving from dysfunctional family environments, abuse in childhood, 

employment anxieties, individual physiological imbalances, etc., the large scale of mental 

illness in post-conflict developing countries is seen to derive from the widespread physical 

and emotional trauma, fear, destruction of communities and institutions, betrayals and loss 

of trust, and social and cultural degradation that have characterized many of these conflicts. 

Persons with mental health problems in developed countries have the substantial 

advantage, compared with those in post-conflict developing countries, of residing in 

relatively supportive circumstances. The former have the benefit of an array of mental 

health institutions and cadres of mental health professionals; easily accessed modern 

medication; financial support networks; supportive legislation; and specialized training and 

employment opportunities. The prospects for their broader environment, their communities 

and cultures, are relatively peaceful and assured.  In short, the environment is positive and 

enhancive for treatment and socioeconomic integration.     

 

In post-conflict situations, the conditions surrounding the ill are typically very different. 

Health providers of any kind may be in very short supply. Mental health professionals are 

likely to be few in number. Extended families may be reduced in size where the violence 

has been widespread.  Early return to economic viability, even at subsistence levels, may be 

difficult for families now short of former adult male heads of household. Destruction of 

farm tools, irrigation channels, seed stocks, and other agriculture production requirements 

creates great uncertainty and anxiety over near-term, rural living standards, if not over 

sheer survival. Urban areas typically suffer from high post-conflict unemployment. 

Returning refugees and resettled displaced persons, already likely to have the highest 

incidence of mental health disorders, may also have higher rates of unemployment than 

other groups (as in Bosnia, due to employment discrimination and weaker social networks 
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and job connections). Traditional communal and religious support networks have 

frequently been degraded. The future may appear highly uncertain and still threatening; the 

conflict may not have been completely resolved through peace accords accepted by all the 

antagonistic parties;  widespread banditry may undermine local security; landmines may 

continue to claim new victims. A general social breakdown may result from mass ethnic 

conflict, causing a loosening of traditional restraints on criminal activity, domestic 

violence, rape, kidnapping, and emergence of youth gangs. In short, the environment is not 

enhancing for those afflicted with mental health problems. The realities of post-conflict 

conditions are likely to reinforce and compound the anxiety and depression of the trauma 

survivors.  

  

The effects would also have to be measured in different forms. In many third-world 

countries, much of the labor force is rural and self-employed in individual household units. 

Lost work days or impaired productivity on the job, easily measured in the urban 

employment context, are more difficult to identify in third-world agriculture, even if 

effective statistical services were available. In addition, persons initially resettling into bare 

subsistence, unable to fall back on formal social safety nets and surviving with extended 

families or communities too decimated to provide much material support, may not be able 

to afford outright idleness if they are to survive. Families in such dire straits are often 

supported by international humanitarian aid. Such aid can have the undesirable effect of 

creating dependency on the part of the beneficiaries, thereby delaying the recovery process 

and undermining a return to self-confidence and self-reliance. 

 

Dysfunctional Effects on Socioeconomic Recovery 

Examples of behavior that is dysfunctional from a socioeconomic recovery perspective have 

been cited by observers and development practitioners in countries where one would expect 

such problems to be evident, perhaps measurable. We cite some examples from Cambodia, 

Rwanda, and Guatemala.  

 

First, there have been indications of a highly foreshortened view of the future. In economic 

terms, people apply a high discount rate to the present value of potential future income or 



408 
 

benefits. They are willing to forego very little short-term benefit in exchange for the 

possibility that longer-term benefits will thereby be higher. In an early post-conflict example 

this writer encountered in Cambodia, widowed heads of households being helped under a 

UNICEF project resisted the project workers’ advice that they turn some of their land from 

rice to fruit tree cultivation. The trees would take 2-3 years to bear the first fruit crop. The 

higher monetary income from selling fruit - but only after a delay of 2-3 years - was less 

valuable in their perspective than the lower but faster return from rice cultivation. Although 

these farmers would have been better off within a “relatively short” time by normal 

calculation, their lack of confidence in the predictability of even the near future led them to 

make decisions that were not (in the view of the aid providers) to their best advantage. They 

were not willing to forego relatively quick and certain consumption in order to make an 

investment in larger future consumption. After the passage of some time, according to one 

observer, the planting of fruit trees was resumed.  

 

In Rwanda, after the genocidal conflict, some lasting dysfunctional patterns may reflect a 

similar high time discount, or relative disregard for long-term consequences of present 

actions.  Efforts to stem the spread of HIV/AIDS by inducing people to reduce widespread 

high-risk sexual behavior have apparently made little headway. One possible explanation is 

that people discount the risk of a long-gestating disease in a context where they see short-

term survival as uncertain. Another possible dysfunctional effect of depression over future 

uncertainties would be a neglect of capital maintenance, i.e. present effort needed to maintain 

future consumption, comparable to the fruit-tree foregone-investment example. In Rwanda, it 

has been observed that numbers of farmers - ten years after the country’s genocidal conflict, 

and contrary to their traditional, pre-conflict practices - are still neglecting the maintenance of 

terracing. Terraces are essential for cultivation in Rwanda’s hilly environment. Agricultural 

revival has also been hampered by the disappointing scale of farmer replanting of coffee 

trees, an important source of pre-conflict income and of export earnings.5 

 

Second, effects on educability of children have been seen in Rwanda. Young children who 

experienced the genocide and its aftermath are now teenagers in secondary school. The 

schools at this level are reported to have problems with students expressing rage and acting 
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violently. In the primary schools there are also behavior problems that may reflect inter-

generational effects of lingering psychological dysfunction within families. In Burundi, poor 

school attendance has been associated with “distress” of the household heads.  

 

Third, trauma survivors may be unable to work individually, or to participate in 

economically-relevant collective action. The individuals, and the community as a social 

entity in all its aspects, may have been rendered incapable of internally generated recovery. 

The depth of individual depression or lack of energy, the length of time it takes for 

individuals or the community as a whole to recover, have been observed to depend on the 

local context. Thus in one Guatemalan village where lives had been “shattered, resignation 

and passivity as a strategy for survival is a heavy albatross that chokes the possibility of 

recovery. Everyone in this ethnic Mayan village [San Andres] experienced a tremendous 

sense of guilt, fear, depression, loss, abandonment, despair, humiliation, anger, and solitude. 

For some....the blow was so devastating that it shattered their faith in God.” 
In some Guatemalan villages, the burden of the past has paralyzed the present. They have 
retreated into passivity, conformity, and mistrust....No crime, no matter how excessive, 
no matter how cruel and degrading...was ever punished. There were no limits, there was 
no recourse, and the result is a profound sense of continued vulnerability....The past lurks 
in the present and threatens to overwhelm the future.6 

 

In another Guatemalan village, by contrast, the inhabitants were able to shake the hold of 

the past.  

The unspeakable horrors this village [Santa Maria Tzeja] suffered should logically throttle 
any progress, optimism, energy, confidence, enthusiasm, ambition, or collective action 
(political or social). Yet this extraordinary community has become a model of 
success....Through human rights workshops, speaking about the past...they have moved 
forward. Key to this process is the public nature of their grieving...receiving responses and 
reactions to their deep pain....Nevertheless, the process of healing will take time.6 

 

 

The nature of anthropological observation-close, but one community at a time - makes it 

difficult to draw generalizations about scale. Anthropological work on Cambodia shows 

similar contrasts. Some observers have described what they perceive as general psycho-

social collapse, an inability to reconstitute the community as a functioning entity. Others 

have described vigorous revival of social and economic life. Note that the author of the 
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above citation on Santa Maria Tzeja village considered its recovery “extraordinary,” 

implying that lingering communal torpor was the more common Mayan post-conflict 

experience.  

 

Ebihara and Ledgerwood, two anthropologists who have studied post-conflict Cambodia, 

refer to assertions “in some development (and other) literature that Cambodian society was 

so fragmented and atomized by the horrific conditions of [the Khmer Rouge period] that 

people, even kinsmen, no longer help one another. Frings...argues that Khmer no longer 

care about each other, have no sense of moral obligation or genuine desire to help, are 

motivated only by self-interest, and will provide assistance only if they get something in 

return. Ovesen et al ...take this argument a step further to assert that a Cambodian village is 

nothing more than a cluster of houses that does not constitute a significant social entity, let 

along a moral community.” 7 

 

Ebihara and Ledgerwood see a very different Cambodia. They speculate that perceptions of 

more selfish and self-interested behavior than in the past might simply have been drawn 

from the fact that post-conflict social circles are smaller; their internal assistance behavior 

would be harder to see. Or a paucity of assistance behavior might reflect necessity; people 

are too poor to share more than a food subsistence minimum. The village (Svay) they have 

closely observed is different in many ways compared with its pre-conflict social structure 

and dynamics. But the more positive picture it presents, nevertheless, for both psychosocial 

and economic recovery may not be representative, or may represent only a portion of rural 

Cambodia. The fact that Svay is only ten miles from Phnom Penh and has good road access 

to the capital may mean that its conditions are more favorable for recovery in all respects 

than the majority of Cambodia’s villages.  

 

Despite the apparent building of a functioning village society in Svay, based on a 

configuration of old and new relationships, authorities, and modes of interaction, the 

inhabitants continued to report mental health disabilities more than 20 years after the end of 

the Khmer Rouge regime. Some of their reports point clearly to reduced work capacity. 
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Despite some material improvements to their lives, present-day villagers obviously bear 

scars, both physical and emotional, from the horrors of the Pol Pot regime...[M]any 

survivors are plagued by profound fatigue, lack of strength, weak limbs, faulty memories, 

and other problems that are thought to be the consequence of overly arduous work, severe 

deprivations, and beatings during DK [Democratic Kampuchea, the Khmer Rouge name 

for their state]. Villagers report such difficulties as: “My legs are still weak from all the 

work; sometimes I collapse and fall down.”.... “I can’t lift heavy things.”  “I’ve forgotten 

how to read and write Khmer since Pol Pot.” ....We found no other evidence of serious 

psychological problems, although it is quite possible some of the villagers’ physical 

ailments could be somaticizations of emotional reactions to past horrors.7 

 

While Ebihara and Ledgerwood record the emotional scars in Svay, they dismiss “periodic 

statements...that Cambodia has become a nation of the mentally unbalanced.” 

 

The effects of lingering psychological disability on social and economic behavior are 

obviously subtle and difficult to separate out from the complex of motivations and 

circumstances that shape human behavior. The anthropological literature on Cambodia, and 

the village observations cited from Guatemala, suggest that behavioral disabilities have 

persisted long after the cessation of the period of trauma; that they can affect, injuriously, 

work capacity and the rebuilding of communities and social capital; and that the outcomes 

will vary widely from place to place.  

 

A final example that illustrates economic constraint from social breakdown also comes 

from Cambodia. A team from the U.S. Agency for International Development studying 

post-conflict gender issues reported that women (in interviews and focus groups) 

complained about “a lack of trust and unwillingness to help in time of need,” compared 

with pre-conflict days.  

 
This problem has had a profound effect on micro credit programs in Cambodia. It is 
noteworthy that the average size of self-help group for credit ranges from three to five, 
quite low compare with other developing countries. A number of women indicated that 
they would only join immediate family members for group credit programs. Because of 
the difficulty of convincing non-related individuals to work together, credit groups have 
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established new requirements. Relatives may be members of the same economic group, 
but they must physically live in separate households.8 

 

 

To develop an accurate picture of prevalence and of the specific ways post-conflict mental 

health disabilities affect both household and communal economic recovery we need a 

different source of information and data, viz. household sample surveys of living 

conditions and health, including mental health, status. The World Bank has made a start in 

this direction. Data sets that may yield some of the needed insights appear to be available 

for a (very) few post-conflict countries (Rwanda, Burundi, Bosnia, Cambodia). Inserting 

critical mental health status questions into the Living Standards Measurement Surveys 

(LSMS), which are the standard survey instruments the Bank supports for poverty studies, 

could provide reliable quantified (single country and comparative) analyses of disability 

prevalence and the association of such disabilities with other household characteristics and 

dynamics - of health behavior, school attendance, labor force activity, income, and so on. 

Other sources are needed to increase our understanding of the psychological dimensions of 

post-conflict community reconstitution. A systematic mining of available anthropological 

studies should be helpful and not very costly. Another source could be a review of donor 

project experience as captured by easily accessible project completion reports and 

evaluations of post-conflict projects in which community response has been a central 

component. Longitudinal studies would greatly enrich our understanding of the conditions 

that enhance recovery and coping behavior over time. Service information routinely 

obtained from people who seek mental health assistance in primary care or referral 

facilities could be enriched with a standard set of questions on household economic status 

and activity, and on the situation of the household’s children. Such information, gathered 

over time, could provide direct observation on linkages between mental health, 

socioeconomic functioning, and inter-generational effects. The richest source (probably the 

most difficult to arrange and finance) would be longitudinal studies that combine individual 

and household, and community, level observation and analyses, i.e. individual/family 

psychosocial and economic tracking set within analyses of the socioeconomic 

evolution/recovery of the same set of (selected, representative) communities. 
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Conclusions 

The interactions between mental health and socioeconomic functioning are complex and 

much remains to be learned. Causation certainly runs both ways. Problems of mental ill 

health affecting the economic, social, and learning behavior of significant numbers of 

people can have deleterious effects on post-conflict socioeconomic recovery. Community 

dynamics and recovery experience, and general employment and economic conditions, 

feedback on the prospects for individuals’ mental health recovery.  It would be surprising 

if, for many of those who have experienced these traumas, the interactions were 

unimportant for the restoration of either mental health or effective socioeconomic 

functioning. 

 

Our review points to two areas for next steps: (1) advancing the state of knowledge, an 

endeavor where the international agencies can make major contributions, and (2) at the 

national level, ensuring that problems of the conflict’s psychosocial effects are fully 

understood by the general recovery planning authorities, and that potential 

complementarities between psychosocial recovery and economic recovery are identified 

and acted upon. 

 

1. Advancing Knowledge 

The need for, and increasing availability of, effective (and cost-effective) mental health 

interventions, is becoming more widely recognized. More needs to be done to advance our 

knowledge of the interactions between mental health and socioeconomic recovery. For 

example, building on the results of the first inclusions of mental health questions in LSMS 

surveys, the World Bank should expand the data-gathering referred to above by introducing 

the relevant (and perhaps more numerous) questions in similar surveys in more post-

conflict countries. For selected countries where the results of such surveys, plus the 

knowledge of the national health authorities, indicate that mental health consequences are 

of a serious magnitude, the Bank and WHO should consider undertaking more in-depth 

research on consequences and economic interactions, along the lines we have suggested - 

labor force participation, productivity, educability, collective economic action, and 

voluntarism. Greater understanding of scale and interactions - and the effects on overall 
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recovery - would be very useful for both the health authorities and the planners of general 

recovery. As the authorities most knowledgeable and most responsible, the national health 

professionals are in the best position to make a case for such research to their overall 

recovery planning authorities and to WHO, the Bank, and other relevant international 

agencies.  

 

2. Psychosocial and Economic Complementarities 

Greater dialogue between national authorities responsible for mental health and those 

responsible for overall socioeconomic recovery should serve to strengthen professional 

understanding and the whole array of recovery interventions. Mental health professionals 

should be included in the planning of service and reconstruction programs at the 

community level, especially programs involving populations that have experienced 

violence, fear, economic devastation and other war trauma, such as widow-headed 

households, child soldiers, orphans, and refugees and internally displaced persons. Stronger 

dialogue and coordination between health authorities and general planning authorities 

(planning commissions, ministries of finance and/or economics, etc.) would benefit both 

sides. Overall planning authorities would gain greater understanding of how conflict’s 

psychosocial legacies may be affecting and constraining the general 

recovery/reconstruction effort. They would gain a heightened understanding of the need for 

allocating resources to address these legacies.  Working together, both sides would be 

better able to identify specific policies and programs that have the potentiality of 

complementing the direct programs and therapeutic interventions of mental health 

professionals. Examples of such areas might include job creation for traumatized war 

victims; food-for-work programs; local development programs requiring cooperative 

participation by community members; agriculture extension services targeting widow-

headed households and other victimized groups; sports and physical education for youth; 

adult education and literacy programs; preparation and job-training for demobilized 

combatants and for child ex-combatants, to facilitate reentry into the civilian labor force; 

and school health and disciplinary problems of attendance, bullying, and delinquency. 

Mental health professionals should also be able to contribute to the effectiveness of post-
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conflict reconciliation programs, such as truth commissions, community-level rebuilding of 

trust and confidence, and faith-based counseling and reconciliation.  
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Mental Health, Employment and Development in Conflict-Affected 
Settings 
Laura McDonald, MALD 

 

 

The burden of mental health disorders on health and productivity have been largely 

underestimated according to the World Health Organization (WHO).  The Global Burden 

of Disease study, found that the impact of major depressive disorder (MDD) in terms of 

disability adjusted life years (DALY) is significant, accounting for the leading cause of 

years lived with a disability.1  The study projects that by 2020 depression alone will 

account for the second most number of DALYs of all major health conditions.  In conflict-

affected countries, which were not included in this study, the prevalence and associated 

burden is even greater.  Research of various conflict-affected settings and populations has 

found a strong association between poor mental health and disability, poor physical health 

and chronic disease and social functioning.2-7  

 

The high prevalence of mental disorders in developing and conflict-affected settings, and 

its link to reduced functioning and poor physical health underscores mental health as a 

serious public health – and economic – concern in these settings.  According to the 

International Labour Organization (ILO), mental illness affects “more human lives… 

giv(ing) rise to a greater waste of human resources than all forms of disability.”8  It does 

not just affect an individual – but his/her family and community as well.  The toll of 

depression in terms of job performance, for example, is thought to be – on the basis of 

research from industrialized settings – more significant “than that of chronic [physical] 

conditions such as arthritis, hypertension and diabetes.”8  

 

A large body of evidence has found that various mental disorders are associated with 

reduced functioning (e.g. disability), unemployment and reduced productivity (through 

both absenteeism and presenteeism).9  In the U.S., for example, depression alone costs 

between an estimated $44 to $55.1 billion in terms of medical care and lost productivity, 

respectively.10, 11 One study by Kessler et al. measured the impact of PTSD in terms of 
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reduced productivity (work loss and work cutback).12 Brunello et al. extrapolate, on the 

basis of this study and other information, that work impairment associated with PTSD is 

significantly translating “into an annual productivity loss in excess of $3 billion” in the 

U.S.13 The cost of anxiety disorders in the U.S. was $42.3 billion in 1990 with only 31% 

associated with psychiatric treatment.14 

 

Economic costs of mental disorders as estimated above have not been quantified in 

developing and conflict-affected countries due, at least in part, to  difficulties in 

undertaking research in highly insecure areas, limited access to healthcare, and the high 

proportion of economic activity occurring in the informal sector.  Available research, 

however, shows that mental health, through various pathways, impedes the achievement of 

key development objectives.  In addition to the studies cited above associating mental 

disorders to poor physical health and chronic disease, Baingana et al. found in a study in 

Burundi (N = 5,999) depressed mothers were less likely to send their children to school.15  

Other studies found evidence that depression amongst mothers is positively associated with 

poor health and development.16 Further, mental disorders have been associated with social 

isolation and limited community participation.17 Bayer et al. recently found that individuals 

with PTSD may be less invested in peace and reconciliation than those without PTSD in a 

study in Uganda.18 

 

As recovery in the aftermath of conflict relies heavily on human resources, the 

strengthening of social capital, community participation and cooperation–the impact of 

mental disorders as a significant barrier to such recovery and development seems likely.19 

The argument that prevention and treatment of these disorders should be a consideration for 

development efforts is gaining ground. 

 

A large body of literature explores the relationship between mental health and socio-

economic status (SES) having been studied in developed countries20, 21 and in developing 

ones.22  While some recent studies have found that it may be a feature of poverty (high risk 

events) rather than income and/or poverty, per se, which is associated with poor mental 
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health23, 24, most studies find a significant relationship between “low SES and psychiatric 

morbidity”. 

 

Two hypotheses which might explain possible associative mechanisms dominate this 

literature:  the social causation and the drift or selection hypotheses.  The former posits that 

the association is attributable to the likelihood that someone with lower SES is more 

vulnerable to poor mental health as a result of stress and relative deprivation23, 25, 26 caused 

by the environment (social, physical, structural) and lower likelihood of receiving 

“effective treatment”.7 (The drift or selection hypothesis, on the other hand, asserts that 

poor mental health leads to lower SES as a result of lower achievement of education and 

reduced job-seeking behavior as well as higher health costs associated with poor mental 

health.23, 27, 28) 

 

The association is most likely and in most instances a combination of both mechanisms at 

play.29  An individual may possess various risk factors for mental disorders (e.g. low self-

esteem and reduced educational achievement) which may play a role in becoming 

unemployed.  This, in turn, may lead to worsening of mental health, followed by financial 

difficulties and/or anticipated ones, setting in motion a cyclical descent into worsening 

mental health and poverty. Despite these findings, understanding this relationship will 

require longitudinal studies in various settings.  However, this relationship has significant 

implications for conflict-affected populations–both in understanding their experience and in 

developing appropriate and effective responses. 

 

Economic Interventions in the Hierarchy of Needs for Traumatized Persons 

Conflict-affected populations experience violence, abuse, torture, forced displacement and 

short- and long-term material deprivation.  Each of these traumas constitute a serious risk 

factor for developing severe psychological distress and/or mental disorders such as 

depression, PTSD, and anxiety during and following conflict.  Research also emphasizes 

aspects of the post-conflict or post-flight experience which often greatly exacerbates an 

individual’s mental health and well-being constituting a type of “secondary” trauma. 
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One illustration of this is the internationally sanctioned practice of warehousing – where 

large populations are kept in transitory camps for years – and in some cases – decades.  

Refugees are “left in a state of idleness [bordering poverty] which only reinforces their 

dependency on humanitarian assistance, while negatively impacting their human dignity.”30 

Their basic needs (food, water, shelter) are key objectives of relief organizations.  Other 

essential human needs – those of self-reliance, empowerment, esteem and hopefulness – 

are afforded limited systematic attention in both the short- and long-term. 

 

In view of existing knowledge by which poor mental health and SES are linked, it seems 

feasible that the limited availability of employment opportunities (or future-oriented and/or 

meaning-driven activity) in such settings–and among populations exposed to numerous risk 

factors – may exacerbate an individual’s negative mental health status. Further, limited 

opportunity for productive activity (including income-generating or general future-oriented 

activities), likely factor into an individual’s decision or willingness to practice other 

behaviors (e.g. substance abuse, prostitution), in turn, increasing their risk of mental 

disorders and disease, including HIV/AIDS. 

 

While the mental health impact of unemployment following conflict warrants further 

research, some studies have demonstrated that lack of employment is positively correlated 

with poor mental health following disasters (Nandi et al., 2004). There are also studies 

which highlight the association between boredom, particularly amongst children and youth, 

and drug use (such as cannabis).31  

 

As war’s trauma cannot be erased, if not prevented – in its aftermath, human needs do not 

remain stagnant–but actually grow. This viewpoint has been acknowledged and discussed 

among international relief and development communities.32 Beyond basic requirements for 

survival – human needs encompass all levels of Maslow’s Heirarchy (see Figure 1 below) 

despite the fact that attention and assistance focuses predominantly on the more “essential” 

ones such as safety and the material basis (i.e. physiological) of maintaining life. While 

work encompasses the ability to independently sustain a person’s material existence, it also 

contributes to esteem and belonging.   
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While it is generally believed by the humanitarian community33 that providing protection and 

meeting material needs in complex emergencies will eventually provide the foundation for 

self-actualization, reality may actually be the reverse.  A primary focus on work and altruistic 

behavior is not only associated with greater resiliency to the mental health impact of 

violence- these factors also lead to greater safety and material needs being met.34    

 

In fact, Figure 2 reveals the more likely scenario. The current myth fails to see that 

traumatized persons in the conflict stage are actually striving as hard as they can to maintain 

independent work, self-esteem and their belonging to a group. Mollica and his colleagues for 

example, in the Cambodian refugee camps on the Thai-Cambodian border found that  in spite 

of the strict enforcement of material dependency and lack of work by Thai and UN 

authorities, almost all refugees were found to be involved in income generating activities.35 

This resiliency needs not only to be acknowledged but actively built upon by the 

humanitarian relief and development community. 

 

Just as human needs encompass numerous areas – as noted in the hierarchy, organizations 

aiming to protect and promote health and recovery of conflict-affected populations must take 
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steps to address all essential human needs in conflict’s aftermath – not simply those which 

are traditionally provided. 

 

Figure 2.  

 
 

Employment and Activity: Addressing Mental Health with Development Tools 

Research in industrialized countries are in line with the causation and selection hypotheses, 

emphasizes the complex relationship between working status and mental health with 

associations found between unemployment and poor physical health, depression, and 

substance abuse.  Research has also shown that employment can play an important role in 

improving self-esteem and identity, as well as feelings of competence, while it can be a 

protective factor against depression and, stigma, “social exclusion” and accompanying 

“feelings of shame, fear and rejection.”36 This knowledge of the powerful potential of 

employment in addressing mental health needs provides rationale for programs which aim 

to promote employment among marginalized communities – amongst individuals with 

common mental disorders and severe mental illness and amongst those living in poverty.  

Welfare and other supportive employment and empowerment programs (such as public 

works programs) are used to target individuals in need and to promote self-reliance, self-

sufficiency, competence and empowerment among marginalized populations.  Studies 
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demonstrate that employment-type programs (e.g. supported employment for those with 

severe mental illness (NAMH), employment assistance programs for marginalized 

populations), if implemented correctly, can achieve these outcomes while providing 

stability and normalcy in daily life. 

 

In developing countries, this view is echoed in the objectives of micro-credit and micro-

finance schemes and other self-reliance activities.  The well known Grameen Bank model 

is touted for “empowering” individuals “to improve their lives” – by only providing them 

with the possibility to pull themselves out of poverty.  Other organizations, such as the 

World Food Programme (WFP) support “food-for-” programs where an individual is 

provided with food as compensation for participating in “education” or work-type 

activities.  Similar to objectives of microfinance and micro-credit programs, these aim to 

“promote recovery” by providing food through mechanisms which restore self-reliance (or 

empowerment), self-esteem, identity and meaning, and hope for the future.  These 

programs are thought to be a powerful antidote to the pervasive “sense of hopelessness and 

anomie that often occur when political instability undermines the possibility to change.”37  

 

While the aforementioned programs explicitly aim to achieve objectives of self-reliance, 

promote health and economic gain, such programs often leave unmentioned and, therefore, 

unmeasured their overall mental health impact. This neglect and/or oversight leaves these 

economic interventions within the realm of charity, i.e. something that seems to be the right 

thing to do – and out of the domain of basic public health.  This is unfortunate, as these 

programs might have the potential for playing an important role in recovery of war-affected 

communities’ health and well-being.  Inadequate consideration of the mental health impact 

of current innovative employment programs may actually be placing the health of many in 

jeopardy as evidenced by the numerous suicides of debt-trapped farmers in India. 

 

While the importance of productive and meaning-driven economic activity has not actively 

been considered to date as a potential tool for mental health protection and promotion, a 

number of sources highlight this consideration’s growing place in the field of relief and 

development.  For example, in a recent conference entitled “Healing the War”, one 
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presentation’s description emphasized that “adolescents need vocational and life skills 

training opportunities… otherwise, they risk becoming caught in a cycle of dependency, 

delinquency and aggression, depression and hopelessness.” 

 

Just as employment-type interventions disregard the mental health contribution of such 

interventions, mental health and psychosocial programming have paid limited attention to 

the potential value of employment-type interventions for promoting, protecting and 

restoring mental health. A large body of literature, amongst relief and development 

organizations aiming to promote and protect mental health following conflict emphasize 

that interventions, first and foremost, should focus on a “return to normalcy” as paramount 

to mental health recovery. Yet work is almost totally ignored as a major social instrument 

of normalization post-conflict. 

 

Psychosocial interventions have not in any standardized way emphasized employment-type 

interventions as an important opportunity for promoting and protecting mental health.  

While it is noted that if “poverty” is an ongoing issue in emergency settings, “economic 

development initiatives” should be encouraged (examples including: micro-credit schemes 

and income-generating activities (IGA))38 – specific guidelines as to how this should be 

done, and specific features of employment-type programs critical to mental health – are not 

detailed. 

 

Such limited focus on standardizing and providing guidance in this area from the mental 

health and psychosocial field – is surprising given theoretical foundations and scientific 

study to date which emphasizes employment as an important component of mental health. 

Those which aim to protect and promote mental health in conflict-affected populations–

should develop their capacity (and that of their field) to respond to pragmatic needs, 

including socio-economic concerns and future planning while strengthening their ability to 

provide guidance and promote collaboration in such efforts.  Indeed, psychosocial well-

being and competence to satisfy material needs are inter-related.  People in war-torn 

societies–whether in an emergency, reconstruction or development phase – need their 

earning ability. Yet, it is not simply earning ability alone that matters – for example, it has 
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been acknowledged that, “vocational and skills training for young people not only helps to 

augment income-earning ability and economic independence, it also serves to increase a 

feeling of identity and self-worth that enhances psychological healing.”39  

 

Acknowledgement of and attention to the pragmatic needs of conflict-affected population 

and the realities of their life is important for without it – it will likely lead to frustration 

amongst those very populations for whom interventions aim to assist.40 As Higson-Smith 

states in regard to her KwaZulu-Natal Programme for Survivors of Violence, “it was clear 

that our work could not focus merely on the internal worlds of trauma survivors, but that 

we would be obliged to join communities in their frustrating and disheartening struggle 

with seemingly insurmountable social and economic problems.”41 

 

Time for a Paradigm Shift 

Despite the potential of employment-type interventions in addressing mental health outcomes 

and promoting physical, mental and economic growth and recovery, there is to date little 

acknowledgement of the potential of these areas to contribute to protecting and promoting the 

mental health of traumatized populations and communities.42 Despite our knowledge that 

“conflict has psychological, social and economic impacts – support programs often address 

these dimensions separately” – ignoring the impact that each could have on the other.43 This 

current practice and approach could be remedied by strengthened understanding of the 

contribution of various interventions to mental health outcomes and better collaboration 

between organizations focused on “employment” and/or self-reliance and mental 

health/psychosocial-mandated organizations. 

 

Protecting, promoting and treating the health of conflict-affected populations requires 

thinking “out of the box” – given the magnitude of their health and mental health needs and 

the limited resources available to attend to them.  In this way, organizations that aim to 

promote development and recovery in post-conflict settings would be wise to move away 

from conceptualizing mental health assistance as primarily psychiatric interventions. In 

addition to addressing the needs of many through population-based programming, broad-
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based interventions utilizing tools from other sectors may be particularly useful and 

supported in societies where stigma of mental illness is often severe. 

 

Poor mental health, left unabated will continue to compromise development gains and force 

organizations to forfeit important opportunities to positively influence health, recovery and 

sustainable development. A barrier to development – calls for an adequate response from the 

promoters of development themselves – development leaders and organizations.  In addition 

to promoting health systems which incorporate clinical and psychosocial interventions – 

development actors can take important steps to promote mental health using familiar tools – 

employment-type programs – where they possess a strong comparative advantage. 

 

Like all health conditions, addressing mental health in conflict-affected settings requires 

attention to social, economic, and structural factors and determinants.  Acknowledgement of 

the multiple social, physical, structural, economic and political influences on mental health 

necessitates an openness to and further research on the potential of interventions outside the 

“clinical” realm to effectively address mental health. Further, like most health interventions 

in conflict-affected settings, a population-based approach is the most feasible given the large 

number of individuals who have experienced the trauma of mass violence. 

 

Locally designed and supported community-based therapeutic and psychosocial interventions 

along with interventions such as those focusing on employment-type activity can together 

contribute to improving mental health in the post-conflict environment.  Similarly, 

employment and labor market interventions in these settings can also benefit by being 

informed by psychological theory, as well as knowledge of mental health needs and 

practices. 

 

The proposed shift should not be misconstrued as a panacea, by itself, for poor mental health 

and its corresponding risk factors – and all other needs in post-conflict settings.  As was 

articulated in the case of micro-credit, “while…[it] can undoubtedly offer some women 

entrepreneurs the initial boost required for sustainable self-employment, causation must be 

exercised in viewing it as a panacea for structural economic and social problems.  It cannot 
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substitute social policy and function as the single strategy to end poverty, caste 

discrimination, gender imbalance, ill-health and literacy.”44 It is herein useful to note, 

however, that to date, employment- type assistance in combination with mental health 

support and collaboration, has received surprisingly little systematic attention and 

consideration in promoting and protecting mental health, recovery and development of 

conflict-affected populations. 

 

Adopting a more holistic approach to understanding mental health – as suggested above – 

represents one step international organizations can take to move away from existing 

assistance paradigms where populations are defined “by their plight, with little regard for 

their identity prior to the conflict and with little consideration for their participatory role in 

their society’s recovery and rehabilitation.”19 Organizations which count on traumatized 

populations to participate and facilitate economic growth, recovery and development must 

provide them with the tools – both internal and external – which will facilitate their recovery 

and that of their communities.  Organizations should now move forward and carefully 

consider innovative economic approaches to address the gamut of human needs which affect 

health and well-being.  Marsella, Levi, Ekblad and others who acknowledge and emphasize 

the potential of income-generating activities (IGA), and other employment-type activity to 

address the sense of helplessness among conflict-affected individuals.37  Further, these 

interventions respond to the hope that each individual holds that work, activities, and training 

will allow them to construct a new identity and be accepted into society.  Addressing mental 

health outcomes through employment type approaches – paying attention to the “mental 

health” impact of interventions and combining such interventions with more directly mental 

health interventions, can play an important role in improving mental health.  Such 

improvements can also, reduce current toll in terms of disability of mental disorders and can 

reduce negative health outcomes associated with mental disorders as discussed earlier. 

 

One example which aimed to address the psychosocial and economic needs of traumatized 

women together is that undertaken by a Palestinian non-governmental organization (NGO) 

which articulated its objective was to “empower women who live in difficult circumstances 

and are subject to violence.”(http://www.opsiconsult.com/publication/38160704639221.pdf) 
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Explicitly acknowledging the interplay between psychosocial gain and productive activity, 

this NGO acknowledged “for these women to recover from traumatic and highly 

disempowering experiences…they must gain the power to control their personal situation and 

to address and reduce social injustice” which they would achieve through participation in 

economic activity. The NGO focused on “helping women strengthen their power from 

within, gain self-confidence, expand their personal space and improve their economic 

situations.” By explicitly acknowledging the linkage between mental health and economic 

benefits – it is possible to ensure that each element of this equation is informed by evidence-

based practice and that the impact of such interventions can be measured according to gains 

on each spectrum. 

 

Mental Health Action Plan Recommendations  

A shift is needed in the design of programs to address health and promote recovery in the 

post-conflict settings.  Requisite to this shift is systemic acknowledgement among 

international actors that conflict-affected populations are asked to participate in their 

country’s recovery and that a broader – both internal and external recovery -- is warranted 

and feasible if organizations consider all human needs – not just those that lay at the bottom 

of the pyramid.  Such shifts in perception can lead to collaborative thinking, innovative and 

unique solutions built on solid and beneficial partnerships.  The potential role of activity and 

employment is promising and warrants further consideration and action from those who aim 

to promote and protect health, development and recovery amongst conflict-affected 

populations.   

 

A number of recommendations for integrating economic interventions in the Global 

Mental Health Action Plan include:  

 
1. Integrate governmental and non-governmental activities between the mental 

health sector and the labor and social welfare sectors. This includes the 
coordination of mental health activities with the Ministries of Labor, 
Education and Social Welfare. 

 

A greater acknowledgement of the opportunity for economic activity to promote and protect 

mental health in the post-conflict phase should be incorporated into policy and activities at 
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the highest levels of government.  Knowledge  of the connection between economic 

opportunity and mental health can be achieved through research and its dissemination and 

through “greater dialogue between national authorities.”45 In-depth discussion and 

knowledge-sharing should be strengthened across key relevant ministries.  Mental health 

professionals familiar with employment and welfare sectors can play an important advisory 

role at this juncture.  Their work will entail ensuring that employment activities are sensitive 

to existing mental health needs and that established programs are able to protect and promote 

mental health.45  

 

Such collaboration and knowledge-sharing mechanisms can be legitimized and strengthened 

through policy development and accompanying legislation.  As collaboration between mental 

health experts and economic and labor interventions has not been widely practiced in various 

governments of developing and conflict-affected countries it is advisable to pilot such 

activities before undertaking their broad integration. The importance of collaboration cannot 

be underestimated – ensuring that the value of employment is acknowledged as an important 

path to psychological health and practicing this “…requires close cooperation across 

professional and organizational boundaries – psychosocial experts must be aware of clients’ 

economic realities while skills trainers must understand their emotional make up.”43 

 

2. Promote, as a major aspect of the government’s mental health activities, job 
production, job training, vocational training and the development of economic 
productivity in the formal and informal work sector. Similarly, technical and 
vocational training must be made available to school-aged children and 
adolescents. 

 

Awareness at highest level of government can result in policy change which focuses on the 

aforementioned elements (including, but not limited to, job training, vocational training, 

and economic productivity).  While national governments are strengthening their capacities 

to support such activities, support organizations such as a4e (Action for Employment)46 

could, for example, contribute to capacity at various levels, ensuring that individuals 

including the most marginalized are provided with skills training, assistance and placement 

that is fitting for their needs; while ensuring that research on labor market opportunities are 

assessed and correspond to human resource training and development programs. 
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Such action warrants concern, for example, in the reintegration of ex-combatants into 

society.  Improving their opportunities to access employment, adequate training combined 

with therapeutic options, the frustration of ex-combatants who complete training but face 

unemployment and limited future options can be addressed.  Innovative and combination 

approaches – as discussed above – can be employed by the government and other 

organizations to alleviate this problem.  Full rehabilitation should also be afforded to other 

vulnerable groups including, amongst others, individuals with severe mental illness, people 

with disabilities, survivors of sexual and gender-based violence, and unaccompanied 

children.  Programs on a small-scale (e.g. Foundazione St. Camille de Lellis)47 have 

demonstrated the potential impact on mental health recovery and inclusion of these 

individuals and their families within societies. 

 

Such holistic efforts require broad collaboration.  It has been stated that, “for most people 

the best ‘treatment’ is good policy that promotes social and economic stability, an 

important principle that should encourage a ‘whole of government’ effort to achievement 

these objectives.”48 Employment-focused interventions should correspond to the objectives 

of the decent work agenda which “is the convergence of… four of ILO’s strategic 

objectives including:  the promotion of rights at work, employment, social protection and 

social dialogue.”49 Coordination between ministries/sector programs involves additional 

costs and complexities – where again these should be piloted and further researched for 

their utility.  Activities should be informed by mental health professionals and should be 

evaluated for their role in improving mental health outcomes. 

 

3. Design, implement and link micro-enterprise activities to the country’s 
indigenous healing system. 

 

In most non-Western societies, populations rely significantly on traditional healers.  In 

Africa, according to the World Bank, it is estimated that 80% of the population relies on 

traditional medicine. A number of programs have demonstrated the importance of the 

inclusion of traditional healers in addressing the health and mental health needs of 

traumatized communities.  They have found to be useful, for example, in “case identification, 
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management and referral of more complex cases…” while they “restore a sense of identity 

and cultural continuity.”50 By including indigenous healers in the design of programs, and by 

raising awareness among them of such programs, traditional healers will be more apt to 

respond and provide pragmatic guidance to their patients.  This consideration follows from 

the assertion that “medical, social, security, food, housing and spiritual needs of the 

traumatized community must be catered for in a culturally accepted way.”50 

 

Within conflict- affected settings, it is noted that “mentally affected people are part and parcel 

of their massively traumatized community together with their traditional healers who live 

amongst them and with whom they share their same environment, beliefs, fears, hopes, 

faiths, culture and any available resources including their destiny…., traditional healers must 

be part and parcel of the integrated approach to mental health care delivery in a very cost-

effective and efficient manner.”50 Their role in all processes related to mental health and 

human suffering should be strengthened in the development process to ensure sustainability 

of efforts and general legitimacy.  Careful consideration and innovative approaches should be 

adopted to ensure their inclusion. 

 

4. Design, implement, and link microenterprise and work opportunities into the 
country’ s pr imary health care setting. 

 

WHO has advocated strongly that mental health be embedded within primary health care in 

the developing world.  This principle is especially valid in a post-conflict society where the 

health structure has been damaged and is therefore, in the process of a major overhaul or 

health reform.  While traditional primary health care settings are poor at diagnosing 

depression and PTSD in traumatized patients, they are even poorer in identifying the need 

for work and in linking to available NGO and government work programs.  It is possible 

that at worst, primary health care patients without economic opportunities cannot recover 

from their depression/PTSD, and at best cannot sustain remission without the possibility of 

independent living.  Primary health care clinics must be tied into the possibility of offering 

economic opportunities to their patients in order to promote their health and recovery over 

time. 
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5. Introduce instruments and actors through which this action plan should be 

conducted. 
 

Some of the actors who can play a key role in developing this area of assistance include, 

but are not limited to: the Harvard Program in Refugee Trauma (HPRT), the World Health 

Organization (WHO), U.S. Agency for International Development (USAID), UN 

Development Programme (UNDP), the International Labor Organization (ILO), and 

ACCION International, to name a few.  The effective implementation of the proposed plan 

can be best ensured through the continued involvement of experts in the domains of 

employment and mental health, as well as applied research. 

 

Mental health experts should become familiar with current activities, approaches (including 

strengths and limitations) in this area, through for example, the Microcredit Summit 

Campaign and Microfinance Gateway. In this way, mental health actors can seek to inform 

practices to ensure that they positively impact mental health. This might be accomplished 

through field-level assistance, weighing in on decision-making at various levels, but also by 

leading in the development of guidelines, instruments and/or safeguards which can be widely 

used.  Along these same lines, labor market and development experts should carefully 

consider the multi-dimensional impact of employment programs on individual and 

population-level health and well-being.  This might require systematic inclusion of mental 

health needs assessment and consideration for the impact of employment-type interventions 

on mental health in evaluating interventions.  As guidelines and practice develops through 

such awareness-raising and such activities, monitoring and evaluation should be rigorous and 

dissemination assured. In time, such an approach will best ensure the development of a sound 

evidence-base which can guide future activities. 

 

6. Establish indicators to monitor and evaluate the impact of economic and 
social development on the mental health status of the general population. 

 

As noted above, often employment-type interventions are not evaluated for their impact on 

mental health and well-being. Research on the impact of aforementioned interventions, and 

the development of solid monitoring and evaluating systems, with comprehensive 
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indicators, can provide insight current practice and strengthen available knowledge of types 

(and features) of employment and their impact, both negative and positive, on conflict-

affected populations. Tools to measure mental health impact should be developed on the 

basis of existing instruments and should be culturally appropriate and piloted amongst 

focus groups following guidelines on cross-cultural adaptation of instruments.51  

 

Improved information and monitoring of existing program can provide important insight 

into those features which have an important mental health impact and can be used to 

modify existing and guide planning of new interventions. Such research – and solid 

measurement tools and indicators – are instrumental in ensuring the relief and development 

actors’ comfort level in addressing and discussing the linkages between mental health and 

employment.   

 

Continued discussion and forums for exploring inter-sectoral collaboration and 

information-sharing could be encouraged through traditional research mechanisms 

including the Internet, conferences, and dissemination of research and practical field-level 

experience. Moving this work into the realm of evidence-based practice will require 

rigorous monitoring and evaluation, analysis of findings, and dissemination of results. 

 

Guiding Principles in Undertaking a “Combination” Approach 

The following are some initial and provisional guidelines which may contribute to:  1) 

existing knowledge of potential impact of such actions; and which if followed may be more 

likely to lead to: 2) positive health and economic outcomes among population. This list is 

only provisional and requires consideration and adaptation for context and each should be 

evaluated and tested. It is recommended that when planning and programming for 

strengthening employment – mental health/psychosocial interventions, the following 

guidelines be considered: 

 

Undertake action at earliest moment based on feasible options 

An individual’s sense of hopelessness, helplessness and poverty is severe in the post-conflict 

phase or post-flight – for example, when individuals are residing in transitory settlement 
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camps. Action in this area should focus on establishing programs (e.g. skills training, 

employment) in cooperation with relevant government partners (those involved in labor, 

welfare and employment) which address human needs of security, self-esteem, belonging and 

self-actualization. Action steps and planning should be well-grounded in environment’s 

realities.  If economic incentives are not available, providing war-affected individuals with 

the opportunity to practice “altruistic” behavior can lead to improved psychosocial health.5  

 

Emphasize features of good work 

Features of “good work” available within international labor standards literature should be 

emphasized on the grounds that aspects of the work environment critical for mental health 

include the “ability to take control, the ability to use one’s skills, variation, predictability and 

economic resources”.52, 53  Employment which does not have such features can actually have 

a detrimental impact on mental health.54 Indeed, a poor work environment may be no better 

for mental health than unemployment. A study by Lindstrom found that, individuals with 

high demands, with either high control or low control and unemployed had higher odds of 

poor psychological health than those with low demands and low control and/or high control 

and then employed.55 

 

 

Draw on local culture’s resources and interests – with attention to future 

Activities (in terms of productive activity, employment and therapeutic work) should be 

grounded in the local population’s cultural resources, values, and social structure.  Further, 

knowledge of local economy and future projections of the labor market should also be 

utilized to guide pragmatic decision making on approaches, activities, and skills training. 

 

Ensure adequate training and appropriate expectations 

Skills training activities should be provided to individuals with information as to the possible 

risks and benefits of any activities. Security and safety should be a primary objective of any 

program. This, for example, in the case of micro-finance requires provision of training in 

management, assessment, etc. 
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Make available clinical mental health treatment 

A number of people will have difficulty participating in activities given trauma they have 

endured and consequent disability. A large portion of the population may need more than 

employment-type interventions and an effective system should be in place.  In these cases, 

practice should be evidence-based and ensure effective and timely referral to specialized 

treatment as needed. 

 

Make assistance available to individuals with severe mental illness 

Supported employment if appropriately designed and administered leads to improved 

outcomes among individuals with severe mental illness. Existing guidelines and research to 

date should be heeded in their development and implementation. Access and type of 

employment options that are most appropriate and beneficial might be quite different from 

those beneficial for the general population – and should be carefully considered. 

 

Explicitly note and evaluate multi-dimensional impact 

If activities aim to improve mental health and socio-economic outcomes, these should be 

measured as such at baseline, during and at the end of the program. Evidence on effective 

action in this area will be an important contribution to modification of practice – allowing 

such interventions to move away from the realm of doing what seems right to a legitimate 

intervention warranting resources that will effectively address the mental health needs of 

conflict-affected populations. 
. 
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Section VII: Mental Health and Human 
Rights 

 
 
 

Linkage of a mental health framework to human rights is essential. Torture and 
other forms of human rights violations have a major mental health impact on 
affected persons, often leading to serious mental illness, including depression, 
post traumatic stress disorder, chronic alcoholism and drug addiction, and 
psychosis.  The emotional development of children and adolescents can be 
seriously arrested.  Survivors of rape and other “crimes against humanity,” 
including the massacre and disappearance of victims, have serious mental health 
implications and demand special treatment approaches.  Human rights abuses 
are also associated with major debilitating and life-threatening illnesses, such as 
HIV/AIDS and Hepatitis B, as well as physical damage caused by landmines and 
other war-related injuries.  While human rights abuses cause physical and mental 
illness, the recovery from these illnesses can improve social capital, increase trust 
among neighbors and reduce hatred and acts of revenge.  Strong scientific 
evidence suggests that the inter-generational transmission of emotional distress 
can also be reduced, preventing future cycles of mass violence in the next 
generation.   

 
A human rights priority of post-conflict societies is to promote the health and 
healing of traumatized people. This mental health action plan recognizes the need 
for traumatized persons and communities to receive basic mental health care and 
is consistent with the UN Declaration of Human Rights Article 25 Item 1: 
 
Article 25. 
(1) Everyone has the right to a standard of living adequate for the health and 
well-being of himself and of his family, including food, clothing, housing and 
medical care and necessary social services, and the right to security in the event 
of unemployment, sickness, disability, widowhood, old age or other lack of 
livelihood in circumstances beyond his control. 
 
The international community and national MOHs should be prepared to address 
the chronic, debilitating suffering associated with violence and the strong social 
benefits that occur by healing this suffering. Once individuals impacted by 
violence are treated, society as a whole will have a greater opportunity to achieve 
collective healing, including social justice, reconciliation, and the prevention of 
future human rights violations. 
 

(Global Mental Health Action Plan) 
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Human Rights and Mental Health 
Eugene B. Brody, MD 

 

 

The impact of acute or chronic conflict upon a society, with special reference to its members, 

freedoms and entitlements, depends in part upon its pre-conflict characteristics, and in part 

upon the nature of the conflict, itself.  In the 20th and 21st centuries, industrialized, liberal 

democracies with traditions of individual freedom have been able to effectively reconstitute 

themselves after having mobilized for war.  When efforts to ensure national security have 

threatened their freedoms and institutions, they have evoked popular resistance and the 

valued freedoms have, as a rule, been reinstated. They have also had sufficient resources to 

resume supplying citizens with the material advantages or entitlements of belonging.   

 

In contrast, developing, low income, nations with authoritarian governments, lacking the 

traditions of a freedom oriented civil society, have experienced greater difficulties in 

reconstituting themselves as socially effective organizations.  With some exceptions it is in 

respect to these last that concern with post-conflict human rights has emerged. Their 

significant conflicts have been most often intramural (as in civil war), although some have 

involved external political or socio-cultural entities (as in attacks by or against other 

countries). They have typically produced massive numbers of refugees, both internal, within 

the affected country, and external, into neighboring regions.  They have damaged and 

exhausted resources for survival.  Previous opportunities for education, employment and 

innovation are no longer available.  Educated and technically qualified citizens who might 

lead recovery efforts have been lost, targeted by enemies or escaped to other countries which, 

unable to cope, have closed their own borders, or established refugee camps. Under these 

circumstances countries of asylum have often employed restrictive measures in efforts to 

preserve their own integrity.  

 

The Nature of “Post-conflict” Societies  

The designation, “post-conflict,” was initially used to indicate countries in the aftermath of 

civil war, ending as the result of negotiated peace accords or with the victory of one party 
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over another (Krishna, 1999).1  However, neither victory nor peace is usually complete. 

Social organization is not static. It is evolving, in a state of flux, and this imposes continuing 

uncertainties on individuals who, despite relief from one set of stressful, typically acute, 

circumstances are required to cope with other sets of, typically chronic, stressors.  The 

entities involved may be complicated by uncertain political borders, not necessarily identical 

with those of a country, nation or state. They may be cultural or ethnic groupings extending 

over several political boundaries. An example of such a grouping is the Kurdish people. Its 

territories, extending across the boundaries of Iraq and Turkey, are often designated in the 

aggregate as Kurdistan. Other frequently encountered examples are religious. Dominant 

themes for such groupings include their freedom to assert and express a particular identity.    

 

Even after overt conflict has ceased, its covert manifestations may continue. These can 

include historically rooted, disagreements between tribal, political, religious or ethnic 

groupings. The effort to assert a national identity or for one to prevail over the other may be 

associated with continuing, chronic low-grade conflict within the nation-states of which they 

are a part. An example is that between the Sunni and Shi’a branches of Islam.  Persisting 

antagonism between former adversaries may be muted, despite mistrust and suspicion, 

because of fear or the need to collaborate in the service of mutual survival. It may re-emerge, 

however, as the post-conflict context becomes more stable.  

 

Life for citizens following the cessation of overt conflict depends, in part, upon the nature of 

the victorious power, their relationship to it, and its relations with the vanquished.  ”Peace-

keeping”, nation-building” and social reconciliation after overt hostilities have ended may 

have to take place in the presence of persisting external or internal threats as well as recurring 

humanitarian emergencies and the destruction of pre-war arrangements for keeping order and 

sustaining the population.  If the pre-war arrangements were oppressive, the victor may try 

(at least nominally) to avoid re-instituting them. In the absence of other viable arrangements, 

however, a lack of structure may contribute to prolonged periods of social disarray in which 

citizens, while theoretically appreciating new freedoms, may call for renewed authoritarian 

methods to restore order. This can be especially marked in societies which are the residuals 

of failed dictatorships. People suffering from organizational disarray after actual hostilities 



442 
 

have ceased, may, in retrospect, accept—at least temporarily—authoritarian leadership as the 

price of an orderly society. Even industrial democracies, as in the case of the United States 

after the September 11, 2001 attacks, may accept temporary abrogation of some civil 

freedoms in the name of increased security. 

  

The Definition of Human Rights   

Why are certain kinds of freedoms and entitlements regarded as “rights”? The idea of 

“human rights”, like other ideas about right and wrong behavior, implies the presence of a 

moral decision-making faculty. It is a human construction. Despite the influence of local 

culture and environment people everywhere share assumptions about their own nature and 

that of others who resemble them.2 Central is some approximation of the idea that a special 

quality at the core of being human is inherent to one’s status as a self-reflective, sentient 

being.  In the case of pre-literate societies this quality has often included the element of 

uniqueness, the self-designation of the group in question, in contrast to all others, as “the” 

people. When humans are conceived as creations of an all-powerful God, the special quality, 

not shared by other living creatures, may be considered a divine spark.  

 

In developed societies this quality at the core of human-ness has most often been identified as 

worth or dignity.  The ancient Romans believed that such worth or merit deserves respect, 

and, therefore, just treatment. Blackstone (1765 et seq. in Golding, 1981) described “the 

absolute rights of man” endowed....with “the natural liberty of mankind”.3  Kant viewed 

human beings as self-legislating moral agents. 

 

The respect accorded to human status carries with it the privileges and protections essential to 

maintaining personal integrity. It is these privileges and protections which have come to be 

called “rights”, i.e. they are unarguable, universal rather than unique, and inalienable 

corollaries of being human. In sharp contrast to the familial, tribal and other local loyalties of 

most human groups, international acceptance of a universal concept of rights implies 

allegiance or loyalty to humankind as a whole,  not divided by national, ethnic, religious, 

gender or other socially constructed boundaries.  This kind of recognition is essential to any 

concept of world, in contrast to purely national law. 
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Thomas Jefferson, a slave owner, wrote that all men, as equal products of a Creator, have 

inalienable rights to life, liberty and the pursuit of happiness.  However, before and since 

Jefferson, communities have not been willing to grant everyone the status of being fully 

human with its associated dignity and rights. This was not only true for slaves. Strangers have 

been particularly vulnerable to being dehumanized, especially in societies under stress. The 

same has been true for non-citizens, enemies, prisoners of war (and of criminal justice 

systems who may lose their right to vote), members of minority groups (including refugees 

and other migrants), women, children and mentally impaired or psychotic individuals. In 

some contemporary societies women still do not have the personal and political rights 

accorded to men. Even in the industrial democracies, notably the United States, women’s 

reproductive rights or freedom to manage their own fertility, i.e. to control their own bodies, 

is under intermittent governmental attack. To the extent that ideological considerations have 

led the U.S.  Government to withhold funding from international non-governmental 

organizations concerned with women’s health in post-conflict and other settings, this 

constitutes an assault on human rights with mental health consequences.   

 

The human rights characteristics of post-conflict societies can impact mental health directly, 

through the establishment of health and social support policies, the actualities of therapeutic 

or preventive endeavors, and the availability of institutional aids to individual and group 

coping.  Restrictions on the freedom of individual choice in a range of spheres inevitably 

impact mood, creativity, self-esteem, and a sense of societal belonging. 

 

Rights sometimes appear to be in conflict with each other. Thus, the efforts of open societies 

to protect themselves from destructive influences raise the question of whether or not civil 

liberties must be sacrificed in order to ensure a right to security. Uncertainty about putting a 

new government in place, and distrust of new centers of power, can be significant no matter 

what the character of the previous leaders.  As the loser in a conflict is the target of the new 

authority’s efforts to maintain order, these efforts may be experienced, as oppressive and a 

violation of human rights. 
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Civil rights cannot logically be considered in isolation from socio-economic (basic survival) 

and health rights. When the resources basic to survival, also considered rights, cannot be 

obtained because of scarcity, efforts to obtain them are typically granted priority over civil 

rights.  However, most accusations of rights violations have focused their attention on 

freedoms from restriction upon political dissent, including that from cruel and unusual 

punishment or bodily violation, rather than the support necessary for health and basic 

physical survival.  

 

Interpretations of the concept of “human rights” depend upon who uses it and in what socio-

economic and political context. It can be used in a cynical, idealistic, philosophical or legal 

manner. Emerging concern with rights has often been a reaction to coercive governmental 

pursuit of power over individuals and groups. Concern typically arises as freedom of 

expression and assembly are restricted as authorities try to restrict political dissent. This may 

include sanctions against members of organizations deemed threatening by authorities, or the 

punishment of individual dissenters, including imprisonment, torture or mental 

hospitalization. The establishment of international rights tribunals has made it possible to 

publicly try national leaders for rights violations and for citizens to file complaints regarding 

such violations. But the concept is vulnerable to exploitation. Nations have sought election to 

membership in the contemporary United Nations Commission on Human Rights as a way of 

deflecting criticism of their own internal rights violations.  

 

 

The Internationally Agreed-upon Concept of Rights 

Two major categories of rights declarations have been articulated by the U.N. 1948 Universal 

Declaration of Human Rights.4  While both are intended as universal, each depends 

significantly upon the support of an intact nation-state. If the attention and energies of the 

state are diverted by conflict it may suspend its support for the civil rights of its citizens in the 

name of maintaining security. 

 

The first category of rights offers protection to the integrity of individuals through guarantees 

of personal freedoms. It emphasizes rights of personal self-determination, freedom from 
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domination by a single, impenetrable authority, and the inviolability of one’s own body in the 

face of such threats as torture aimed at effecting a change of mind or behavior. It promotes a 

vision of a pluralistic civil society based on mutual tolerance and respect for co-existing 

differing groups of people (variously defined) with differing views.  With diversity and free 

expression at its core it requires the protection of the nation-state of which it is a part. These 

civil freedoms or rights are understood as “negative” since they depend on the absence of 

state coercion and political suppression as well as protection against coercion by others.  

 

The second major category of rights recognizes and protects individual worth and dignity 

through guarantees of socio-economic and cultural entitlements. These are understood as 

“positive” rights since they require the state’s active provision of the conditions necessary to 

well-being. They include employment, medical and social services, and access to the fruits of 

scientific research important to the attainment of mental and physical health. 

 

The UN Declaration’s consideration of  research  led to a major twentieth century rights 

development , termed “bio-ethics”, to deal with  rapidly advancing biomedical technology in 

such fields as artificial reproduction, organ transplantation and genetic manipulation. This 

was formalized in UNESCO’s formation of a bio-ethics division. A major effort was to 

develop international instruments to protect human rights in the face of broadening 

possibilities for technical intervention into individual psychological and physiological 

functioning.2  

 

A significant obstacle to an international operational rights standard regulating the behavior 

of national governments toward their own citizens is the principle of national sovereignty. 

This forbids human rights interventions by outside entities (states and non-governmental 

organizations, i.e. NGOs) to protect citizens from collective abuse by their governments. 

Such intervention is regarded as interference with the “internal affairs” of the nation in 

question. This principle has become more porous with the passage of time, especially with 

the rise of a world public opinion based on news coverage in mass media, but it remains a 

barrier. 
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Inter-governmental Human Rights Accords 

For at least a century governments have been aware of the need for human rights protection 

under circumstances of conflict between sovereign states, even as they tried to exclude 

outside influences on their internal affairs.  An early step was the 1894 Geneva Convention 

for victims of armed conflict which, by giving neutral status to medical personnel, recognized 

the individual soldier as entitled to “at least a minimum of respect for his essence as a 

person....(p. 7).” 5  This convention was later revised to focus on prisoners of war. In 1926 

The League of Nations breached national sovereignty by influencing a large group of 

countries to adopt a 1926 convention outlawing slavery. Finally adopted in the 1950s,5 it 

continues to be transgressed in some countries. 

 

The first set of twentieth century international standards with human rights applications, 

including the prohibition of child labor, was that produced by the International Labor 

Organization (ILO) reviewed by Valticos.6 A first Convention in 1930 prohibited forced 

labor, particularly by natives in colonial territories at the hands of the colonizers. By 1957 

forced labor was regarded as a form of racial discrimination. Valticos noted that many labor-

related rights, formulated in individual terms, such as hours of work or social security, are 

meaningful only when exercised in a collective manner.  

 

The founding Charter of the United Nations adopted immediately after the end of World War 

II in April 1945 stated that it would promote “universal respect for and observance of human 

rights.” Its Article 55 committed it to promoting “higher standards of living” including the 

remediation of “social, health and related problems”. In November of that year the Preamble 

to the constitution of UNESCO (the UN’s Educational, Scientific and Cultural Organization) 

referred to denial of “the democratic principles of the dignity, equality and mutual respect of 

men...” as a cause of war. In 1946 the newly formed UN appointed a Human Rights 

Commission. It met under the chairmanship of Eleanor Roosevelt from January 27 to 

February 10, 1947 to draft an “international bill of rights.”7 Meanwhile, in 1948, the UN 

passed a Genocide Convention which forbade “acts committed with intent to destroy, in 

whole or in part, a national, ethnical, racial or religious group.” 

 



447 
 

On 21 August 1948 the first international mental health NGO, the World Federation for 

Mental Health, proclaimed its founding document, Mental Health and World Citizenship. It 

called for “an informed, reflective, responsible allegiance to mankind as a whole...a world 

community built on free consent and respect for individual and cultural differences” and 

concluded that “the ultimate goal of mental health is to help [people] live with their fellows in 

one world.” 

 

On 10 December 1948, still in the brief window of hope and optimism between the end of 

World War II and the onset of the Cold War, the UN General Assembly approved the 

Universal Declaration of Human Rights submitted by Eleanor Roosevelt’s Commission. Its 

assertion of the “inherent dignity...and equal and inalienable rights of all members of the 

human family” reflected the values of the industrial democracies.  Although it was presented 

as a non-binding set of universally applicable guidelines, it had to overcome the reservations 

of several totalitarian states of the period. This was especially true for its Article 18 assuring 

the right to freedom of thought, conscience and religion, including the right to change one’s 

religious beliefs. Some states asserted that it represented an inappropriate imposition of 

Western and Judeo-Christian values upon non-Western cultures, indeed, a form of cultural 

imperialism. The “Western” states were mainly the industrial democracies. The others were, 

in the main, less developed and more authoritarian. At particular issue was the matter of 

individual expressive-political freedom versus collective well-being requiring communal 

order and the fulfillment of individual needs for food, shelter and work? Authoritarian 

governments asserted that the individual autonomy viewed as a “right” by “Western” 

governments was incompatible with the value of supporting the community and extended 

family.  In this view community welfare should take precedence over that of individuals. In 

the opposing view, community welfare flows from that of free individuals. It should be 

noted, however, that the idea of “community welfare” may be used to screen coercive 

attempts to maintain “order” by suppressing individual political acts labeled as deviant or 

anti-social. 

 

Key precipitants for the UN declarations protecting personal freedoms were the Nazi 

atrocities of the 1930s and 1940s predicated on the belief that certain categories of people, 
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most specifically Jews, were less than human, and , in terms of Nazi doctrine,  not  worthy of 

life.  Life unworthy of life, and, therefore, ineligible for rights associated with being human, 

was defined on bases fitting the beliefs of the most powerful and socially dominant group: 

racial, ethnic, religious, health and developmental, and, while not specified, inevitably 

political. Although the Declaration has not been adequately followed it has provided a set of 

principles which have served as standards for inter-group discourse, including that between 

nations. Its freedoms, i.e. principles of civil liberties, have served as reference points for 

dealing with perpetrators and survivors of gross violations of personal integrity suffered 

during periods of political violence, as in South Africa (Zungu-Dirwayi et al, 2004). 

 

Children’s health rights were included in a 1959 UN Declaration of the Rights of the Child, 

elaborated in a November 20, 1989 Convention. 

 

In 1966 the Declaration’s freedoms or negative rights, embodied in a Covenant on Civil and 

Political Rights, and the entitlements or positive rights, embodied in a Covenant on Social, 

Cultural and Economic Rights, were adopted as  treaties  by the UN.  The freedom to be self-

determining was associated with the freedom from torture and “cruel, inhuman or degrading 

treatment” (Article 5 of the Declaration) and linked to rights to an inviolate personality, and 

freedom of speech and expression. It included a reference to the importance of education for 

the “free and full development of ...personality” within one’s community. Women’s health 

rights, including that to plan a family, were elaborated in the 1967 General Assembly 

Declaration on the Elimination of Discrimination Against Women with more specific 

recommendations in later declarations. Authoritarian governments, sometimes while publicly 

embracing many of the civil liberties principles, have continued to regard them as threatening 

their established orders. 

 

Social entitlements, especially those  to “medical care and the necessary social services”  

have been viewed by United States authorities less as rights than as privileges, requiring the 

assumption of relevant responsibilities. They have been more emphatically espoused by 

welfare-oriented liberal democracies, and authoritarian nations such as the former USSR, in 

part as a counterweight to accusations that they had violated their populations’ civil rights. 
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Article 3, guaranteeing that “everyone has the right to life, liberty and security of person”, 

especially the idea of a right to security, has only begun to attract significant attention since 

the rise of international terrorism. 

 

In 1985 the UN General Assembly passed a Declaration of Basic Principles of Justice for 

Victims of Crime and Abuse of Power. While its advocates viewed it as a possible opening 

for external intervention in case of a government’s collective abuse of its citizens, its main 

significance was to articulate the importance of mental health impairment in consequence of 

governmental victimization and the need, under these circumstances, for reparative mental 

health services. 

 

Human Rights Challenges to Mental Health 

Most aspects of life in post-conflict societies have the potential to threaten both the freedoms 

and entitlements, and thus the psychological security, of individuals, families and sub-

communities. The post-conflict context is characterized by radically changed and diminished 

structures of opportunity for freely chosen political expression, religious observance, and 

informed decision making, as well as lost opportunity for employment, education, health care 

and other services which offer both actual care and possibilities for coping.  The currently 

reigning authority can interpret the society’s right to security as so all-encompassing that it 

overwhelms individual and community freedoms. In vulnerable individuals, including those 

traumatized by earlier conflict, as well as those whose self-protective mechanisms have been 

eroded by age and illness, loss of privacy rights can lead to defensive coping which proceeds 

to maladaptive anxiety and paranoid thinking. When those suspected of being enemies of the 

new order are apprehended, the right of judicial review may be withheld by the authorities. 

The mental health consequences of prolonged incarceration and isolation from friends, 

family and legal representation in the name of societal security can be devastating.   

 

In a setting in which stable work- places and long time employees have been replaced by 

large numbers of refugees and migrant workers, their treatment by controlling authorities can 

become an issue. It is a human rights issue insofar as it reflects discrimination against 
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minorities as well as deprivation of the right to employment and all of its corollary benefits. It 

is a mental health issue insofar as it contributes to demoralization and depression.  

 

Where customary ethical norms have been destroyed or diminished in effectiveness due to 

prolonged conflict and residual hatreds certain previously condemned behaviors may persist. 

Examples are arbitrary arrests, discrimination on ethnic grounds, and the continuing use of 

children as combat troops. These concerns are most prominent in societies where conflict 

between tribal-ethnic-religious groups has been central to the persisting trauma. In these 

instances the achievement of a national identity while preserving cultural diversity presents a 

major challenge with human rights implications.   

 

The status of women is an indicator of the prevalence of civil freedoms in most societies. In 

certain traditional societies chronic violations of their freedoms and autonomy are most 

egregious in the case of so-called “honor killings” by male relatives when women’s sexual 

behavior is deemed to have dishonored the family. Although post-conflict settings offer the 

possibility of escape from traditional restrictions, liberated behavior may place the woman at 

risk. Less extreme is the subtle encouragement of domestic violence under the guise of 

promoting strong families, as in contemporary Uzbekistan, through reinforcing the 

dominance of aggressive husbands. One approach to these issues is through empowerment of 

women by small grants permitting their entrepreneurial money-making activity. 

 

Human Rights and Impaired Mental Health  

In stable industrial democracies, the most obvious human rights issues for people with 

diagnosed mental illness concern their coerced incarceration and “treatment”. Some 

totalitarian states, in an effort to maintain internal order, have tried to divest political 

dissidents of responsibility by labeling their views as symptomatic of illness, legitimating 

forced hospitalization and the administration of mind-altering drugs. 

 

The unresolved challenge in stable or post-conflict settings is how to foster individual dignity 

and freedom and the patient’s rights to autonomy while at the same time espousing 

communal well-being and preserving the social fabric. Some leaders of patients-rights 
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movements have identified mental health as a human rights rather than a medical issue. That 

is, it is more effectively maintained by protecting personal dignity and the capacity for self-

determination than by providing “treatment” for behavioral deviation classified as illness. 

Physicians, on the other hand, aware of the need to protect the patient and society, regard 

such an approach as medical abandonment. 

 

In 1989 the World Federation for Mental Health issued a Declaration of Human Rights and 

Mental Health which made it clear that the fundamental rights of people defined as mentally 

ill shall be the same as those of all other citizens and that they have the right to be treated 

under the same standards of competent, humane and technically adequate care as other ill 

persons.8  The lack of availability of clinical care for victims of violence, based on their 

identification as members of discriminated against groups, constitutes a clear rights violation. 

Lack of adequate personnel and facilities for the identification and treatment of diagnosable 

mental illness can be viewed as a human rights violation. Even after changes of regime 

victims may not seek care because of continuing fear of retribution, concerns about privacy, 

fears of unsympathetic clinicians who may have belonged to a former oppressive regime, and 

wishes not to re-experience trauma. Interpretations of whether or not violations exist can 

become especially complex when therapist and patient belong to traditionally opposing, 

mutually feared or hated groups. This was obvious in the interaction between Israeli and 

Palestinian clinicians and patients in the mid-1980s.9 

 

Repeated psycho-social trauma, including the loss of important relationships and familiar and 

reliable interpersonal support systems, can produce consequences in vulnerable individuals 

which fit the criteria of mental illness. Along with physical trauma they contribute to 

undiagnosed psychological incapacity and loss of economic and interpersonal capacities. 

There is increasing documentation of the nature of the stressors. Recent data from Rwanda,10 

for example, with a high post-conflict prevalence of orphans, suggest the nature of  traumas 

experienced by children, 95 percent of whom were subjected  to violence, including 88 

percent who had expected to die from machete attacks.  More than half and up to three-

quarters had participated in massacres, seen corpses, and been threatened directly with death. 
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Zungu-Dirwayi et al, reviewing the literature and reporting their own data from South Africa, 

note that particularly high rates of psychiatric disorder have been found among survivors of 

gross human rights abuses.11 The apartheid era in South Africa was characterized by frequent 

collusion between the health care sector and the state. Injured political activists were reported 

to police, were subject to withheld treatment and doctors, themselves, were sometimes 

involved in torture: “It is clear that fear and distrust of state health services continues to the 

present day despite the demise of the apartheid regime”. 

 

In South Africa many anti-apartheid clinical groups would not allow people to work with 

them “who were not part of the struggle”.12  Examples of trauma centers operated by 

politically sensitive staff include several established in the Republic’s transition from a 

segregated police state to what was called a “government of national unity” or as some  put it, 

from “a culture of apartheid” to “a culture of human rights.”12 Three such centers were The 

Centre for the Study of Violence and Reconciliation in Johannesburg, the Trauma Centre for 

Victims of Violence in Capetown, and the Child Guidance Clinic of the Clinical Psychology 

Department of the University of Capetown. All were involved in varying degree and focus 

with training staff members and others to be socially sensitive advocates as well as clinicians. 

When possible police and related personnel were among those receiving training. Visits to 

these centers made it clear that violations of rights to political freedoms and to freedom from 

intrusions into one’s physical body, as in cases of torture, could not be separated from 

deprivations of social, economic and cultural entitlements including education, housing and 

health. 

 

The Johannesburg Centre, in addition to providing social support groups for people who had 

been imprisoned and tortured, and for relatives of those who had disappeared, was concerned 

with the prevalent domestic violence of the region, rape and gender sensitization. Their police 

training focused prominently on gender sensitization and in some instances on their former 

roles both as perpetrators and victims of violence.  Centre staff did not regard their clients as 

psychiatrically ill, but as “emotionally challenged”.  
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The Capetown Trauma Centre included among its long-term goals “empowering 

communities to deal with the aftermath of violence”. Its philosophy was inspirational 

described in terms of “the image of a young tree growing out of broken prison bars...to assist 

people in turning painful experiences into opportunities for growth and a new life.” This 

center operated five special projects, all concerned with the turbulent and unsettled nature of 

the post-conflict society. The “urban violence” project, at a health center in a black township,  

dealt with teachers and children in schools, victims of street fights, gang fights, community 

conflict and “taxi wars” between minivan operators seeking monopolies. The “rural 

violence” project dealt mainly with problems of unpaid farm workers still flogged and treated 

as chattels by land owners in isolated areas, and beaten and starved by local police. These 

workers, because of their past history, tended to be passive in the face of landowners fighting 

legislation designed to protect their rights. The “refugee and returned exile project” dealt 

mainly with adolescents and young adults emphasizing education and counseling with a 

focus on self-esteem, identity formation, and skills for developing friendships, resolving 

conflicts and leadership. The “torture and captivity” project paid particular attention to 

children who had been prisoners. The final project, “training”, aimed at both professionals 

and lay people, to build a core group of support-givers and counselors. They were helped by 

a volunteer network of physicians, nurses and pastoral counselors, all involved in human 

rights advocacy campaigns, especially to reduce police violence and promote reconciliation 

between previously hostile factions of society. 

 

The Child Guidance Clinic became politically active in 1985 when it began to work with 

child victims of the security forces. Later, however, “with a closer look we realized that the 

problem wasn’t just violence. It was years and years of inadequate education, housing, social 

structure...our role is to come in and help the teachers work in what is on the surface a 

completely unworkable situation.” Graduate students, thus, were selected on “the basis of 

their commitment to deal with community problems, and the focus is on advocacy and 

sensitivity to issues of society, culture and racism.” 

 

Conventional psychiatric and mental health centers in South Africa also demonstrated their 

capacity as loci of human rights advocacy. The Community Mental Health Centre of the 
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Cape Mental Health Society, for example, supported school programs for teachers and 

preschoolers focused on ‘anti-bias” and “anti-racism” work. While in 1996 the passing of 

apartheid had not had a major effect on the material lives of these disadvantaged people “it 

touches”, according to the Society leaders on their “dignity and self-esteem”. Lack of 

security, however, was a problem. In order to make social workers available to as many 

people as possible they were posted in community venues. Several of their vans had been 

high jacked from these localities. 

 

Primary health care settings have been suggested as non-threatening sites for treatment and 

research in this area, with the proviso that staff members be given special training to deal 

with such victims.11 The primary health care facility offers many advantages for those whose 

symptoms are primarily somatic in nature, as well as former victims seeking relative 

anonymity.  

 

The Relationship of Civil and Economic Rights 

Paul Farmer, in his book Pathologies of Power: Health, Human Rights, and the New War on 

The Poor, makes a compelling case for the proposition that civil rights cannot be effectively 

defended if social and economic rights are not.13  He describes “a host of offenses against 

human dignity” (p. 8) in poor nations such as Haiti in the aftermath of prolonged civil 

conflict. These include prevailing AIDS, drug-resistant tuberculosis, the suffering and social 

impairments associated with pervasive and chronic ill-health, and the growing inequities of 

social advantage and health within as well as between societies. Central are inequities in 

accessible rights to food, shelter and health basic to simple survival. Those most routinely 

subject to these un-remarked human rights violations are the destitute poor marginalized as 

“undeserving” by the middle class of their stabilizing societies. They include, among others, 

drug addicts, sex workers, illegal non-citizens, welfare recipients and the homeless.  

 

Farmer also draws attention to the ways in which the national and international policies of 

corporations, governments and UN associated agencies (e.g. regarding trade, market-based 

medical care, lending and financial support, embargoes, and apparent racial preferences in 

refugee acceptance) impinge on the lives and welfare of the destitute poor of many countries.  
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He argues that the rights violations which characterize societies are not random, but are 

symptoms of deeper pathologies of power, involving the creation and management of 

institutional structures, determining who will suffer and who will be protected. Exclusion 

from the mainstream culture, from opportunities for health care, jobs, housing, and education, 

are conceived as violent consequences of global structural forces determining the survival 

rights of vast numbers of people in all of the world’s regions. His key organizing concept of 

“structural violence” is borrowed from Johan Galtung.14  

 

Social Reconciliation 

The reconciliation of the citizenry with former state-based oppressors, as well as the coming 

to terms of formerly hostile factions, is essential to the political and human rights 

rehabilitation of post-conflict societies. This reconciliation provides a context for diminished 

fear, anxiety and depressive preoccupations, as well as anger and a wish for revenge, in the 

post-conflict society. A secure, non-hostile context promotes the emotional security of its 

inhabitants. However, mutual trust cannot be rapidly restored after brutal conflict with still-

fresh memories. Further, intergroup harmony has not always existed prior to the immediately 

preceding conflict. Under these circumstances mutual acceptance of the adversary’s right to 

exist, that is an increase in tolerance, is an achievement in itself.  

 

The best known institution developed to promote this process was South Africa’s Truth and 

Reconciliation Commission established on 15 December 1995 and headed by Nobel Peace 

Prize winner, Archbishop Desmond Tutu.  It was important to the many traumatized 

individuals who were ready to forgive if they could know “who and what to forgive.”12 

Perpetrators of the earlier brutalities could apply for an amnesty hearing, with a full, “not 

coerced”, disclosure, proving that their acts were politically motivated.  The cut-off date for 

amnesty applications was 16 December 1996. Even toward the end of its tenure, however, 

since the Commission represented a compromise between the security forces’ effort to 

legislate a general amnesty and others wishing revenge and reparations, it remained 

controversial. Truth commissions with variable outcomes have taken place in Argentina, El 

Salvador, Nicaragua and Haiti. The outcome of their efforts, in the absence of an emerging 

charismatic leader such as Nelson Mandela, has not been regarded as generally successful. 
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USAID’s Center for Development Information and Evaluation (CDIE) has undertaken three 

case studies of social reconciliation activities.1 One was of peace committees in South Africa 

in pursuance of the National Peace Accords signed in September 1991 to prevent violence 

and promote peace. A second study assessed the impact of collaboration between Israeli and 

Arab scientists on relationships conducive to peace. The third study examined the role of 

peace media in promoting inter-ethnic reconciliation in Bosnia and Herzegovina, and the 

effects of economic development initiatives in fostering ethnic tolerance. All data in these 

three studies were qualitative in nature, derived from in-depth interviews, document reviews 

and field observation. 

 

These and similar studies report modest, temporary improvements in the desired direction 

between small segments of the societies in question, e.g. the collaborating scientists, business 

people, or journalists, themselves. Certain intervening objectives were significant steps in the 

direction of reconciliation. These included: facilitating communication between parties; 

establishing reciprocal dialogue with acknowledgments of the past aimed at reducing anger, 

prejudice and misunderstandings (and, although the term was not used, achieving mutual 

forgiveness); establishing positive relationships through cooperative activities. Opening 

channels of communication between antagonists was a particularly important first step. An 

important secondary objective of collaborative activities has been promoting development in 

such areas as agriculture, trade, and small scale industry. A sense of shared economic interest 

appears to often transcend ethnic considerations. 

 

Most of these steps have been identified in earlier attempts at reconciliation, such as joint 

meetings between Israeli and Palestinian psychiatrists which took place over several years 

without a systematic record. Dialogue has been promoted through problem solving 

workshops between influential persons and community leaders on both sides. It seems 

especially important to bring to light the human rights violations experienced on both sides.  

Ethnic reconciliation commissions have been established n Poland, Bulgaria, and the Czech 

Republic. The same might be said for efforts to establish peace committees and commissions 

and peace research and training organizations in general. An example of the former is the 
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Human Rights Chamber of Bosnia-Herzegovina to which appeals can be made by parties 

who consider themselves victims of violations.15 Conflict management training has usually 

been undertaken by academic institutions and NGOs.  

 

Media experiments, some supported by USAID, have been tried in various parts of the world. 

Peace radios, established in Burundi, Rwanda and Somalia have helped correct extremist 

propaganda.1 Efforts at training journalists for unbiased news reporting have not been 

regarded as successful. 

 

The Human Rights Role and Tasks of the Field Worker 

The promotion and protection of human rights is part of every task undertaken by the 

reconstituting community. Advocacy for human rights issues cannot be separated from the 

other responsibilities of the field worker in post-conflict settings. They are seamless in the 

sense that individuals entrusted with responsibility for the health and welfare of people in 

recovering communities, however focused, have a fiduciary role thrust upon them. 

Regardless of their particular assignments, they become advocates for community members 

who no longer have the energy, ambition or techniques to accomplish necessary tasks or 

who simply lack the essential skills and knowledge. Furthermore, their positions and 

projects may not be endorsed by, or in fact may be opposed by, the personal wishes and 

ideologies of the reigning authorities. Even after the cessation of formal conflict, such 

leaders may be reluctant to give up their claims to power and wealth. They may also 

impose restrictions on civil liberties in the name of security. This may put involved 

community members, and most particularly the field worker who offers them guidance, at 

risk of expulsion from the area or even of physical harm. They can also require the field 

worker to discuss the benefits which might accrue to the authorities in consequence of their 

permitting the development of an open society. It is, thus, important for the field worker to 

be knowledgeable about the nature and background of human rights concepts, and of the 

usefulness of conflict-resolution approaches, as well as having the social skills to 

communicate with leaders, community and authority, in a non-threatening manner. Among 

the continuing requirement for these tasks is that of learning the personal back-grounds and 

trauma histories of community members. 
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An overarching task for the field worker is the creation of a new opportunity structure. 

Thus, many of his or her essential skills overlap with those of group workers. They 

contribute to creating social support groups for members of the community. More 

specifically they are involved in efforts to increase economic and social opportunities, 

including those for employment, all of which are involved in developing increased 

opportunities for self-determination.  Among the opportunities which may require the 

active involvement of field workers are those of religious choice or freedom. This can be 

especially difficult in the presence of persisting ancient schisms between members of the 

community. It can require the worker’s participation in meetings between religious as well 

as lay leaders.  

 

An especially challenging task is that of advocacy for the rights of minority groups within 

the reconstituting community. These may include internal refugees as well as those 

returning home from temporary exile. Among the problems to be overcome is that of 

dealing with the stigma attached to stranger status in many communities. Training for field 

workers should include attention to the psychology of refugees and the problems attached 

to ethnic and other varieties of prejudice, including that directed against mentally ill 

persons. Issues relating to gender equality may be especially difficult in communities 

where the status of women, in particular, is that of an inferior chattel. The field worker will 

be faced with the problem of reconciling human rights on one hand with the power of 

ingrained culture maintaining gender inequality on the other. 

 

The most direct opportunity for human rights advocacy may be presented by victims of 

political persecution. In this instance, as illustrated by the South African experience, the 

psychological treatment of trauma cannot be separated from recognition of its political 

aspects.  
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It is the genius of Sophocles that more than two thousand years ago he wrote a drama that still 
speaks directly to the enigma of our experience of personal and collective violence. The play 
ponders the fate of every traumatised person: how we can survive and be made whole again once 
terrible events place us in painful and unpredictable circumstances and our society either ignores or 
abandon us.1, p.34-35 

 

 

This chapter explores the interdependence between human rights and mental health. We shall 

review progress and shortcomings in the practice of international human rights instruments 

and their operational bodies including those governing protection of and assistance to 

conflict-afflicted populations. Progress in mental health will be seen through Project 1 

Billion’s Mental Health Action Plan2 and the WHO Declaration of Cooperation in Mental 

Health of Refugees, Displaced and Other Populations Affected by Conflict and Post-Conflict 

Situations,3 (herein WHO Declaration).  

 

It is scientifically established that conflict and violence affect the cognitive, emotional and 

social functioning of people; however, traumatized people when appropriately supported 

can reach a high level of healing and functioning especially when personal and community 

resources are mobilized, leading to sustainable progress. “Through early interventions in 

this domain, an important contribution can be made to national reconciliation and peace, by 

allowing the refugees to express, analyze, ventilate and exchange their experiences on an 

individual and community basis, and thus eventually catalyze problems.”4 Although 

healing traumatized populations is essential for ensuring human rights, the absence of a 

socially oriented human-centered approach in humanitarian response leads to ineffective 

human rights action which keeps mental health a low priority. The scale of the problem is 

overwhelming: For decades, the international community remained blind, deaf and mute to 

the magnitude of the suffering of millions of people. “The social and human costs of mass 

violence are staggering. More than 1 billion persons in over 47 countries today have been 

affected by mass violence, embodied in the experience of war, ethnic conflict, torture and 
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terrorism. The last century has been described as the ‘refugee century’ with the 

international targeting of civilians and human suffering showing no signs of abating in the 

21st century”2. It must also be remembered that the heaviest toll is paid by the most 

vulnerable, such as survivors of extreme violence (including torture), women, children, 

orphans, elderly, physically and mentally ill and disabled, ethnic and religious minorities 

and the poorer of the society. Yet, geopolitical, strategic, and economic interests still take 

precedent over human rights, physical and mental wellbeing.5 Humanitarian policies and 

action are subjected to double standards in moral values and to geopolitical, military, 

financial and other interests of powerful states, regimes and local governments. Politically 

correct statements are often opportunistic. Political and financial commitments remain a 

fantasy. 

 

Plagued by these problems and many others, humanitarian actors do not often actively 

involve survivors of mass violence. Further, it is rarely recognized that response to basic 

humanitarian needs and physical and legal protection are in and of themselves mental 

health actions. This chapter will make the case that guaranteeing the human rights of 

traumatized persons is essentially a mental health action that helps to ensure the health and 

well-being of the affected community. 

 

Limitations of Human Rights Instruments and Agencies 

It is essential for humanitarian aid workers and health practitioners to know the human rights 

instruments, i.e. international laws and covenants that apply to traumatized communities and 

persons. The UN has become one of the most important, legitimate international forums for 

decision and action in the protection of and humanitarian support of mankind. The creation of 

the UN after the World War II stemmed from the global willingness to take action for peace. 

[The main steps in its creation were the: First International Peace conference, Hague, 

Netherlands, 1899; Treaty of Versailles, France 1919, creation of the League of Nations; 

International Conference, San Francisco, USA 1945, creation of the Charter of the UN; 

Official Creation of UN, 24 October 1945.] UN agencies are in large part responsible for 

creating, monitoring and enforcing human rights conventions and declarations. The UN must 

work in conjunction with local, regional and international human rights bodies to ensure that 
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mental health support is deeply embedded in all aspects of the prevention of and 

rehabilitation from human rights violations. 

 

With the critical importance of the UN in mind, however, it is still important to note some of 

its limitations – notably which many actions are outside of its control, or that negative results 

can occur from a sound but impartial structure. Oftentimes, signatory states ignore, partially 

implement, or even violate their obligations and rules that govern them due to political 

dynamics which the UN cannot control alone; mainly the Security Council and/or the 

General Assembly of the UN have the authority to make and impose binding decisions in 

these instances. Resolutions may be voted on but not implemented. As a result, some of the 

challenges the UN faces include struggling to impose early warning and concrete preventive 

and remedial mechanisms regarding conflict, natural and man-made disasters. However, 

failures attributed to the UN are in fact shared failures, as the international community 

charged with making the UN a viable institution often falls far short of their obligations as 

member states. For example, the UN protection of refugee women exposed to rape has been 

problematic. 

 

Conflicts until the First World War did not systematically involve civilians. However, in 

recent years, deliberate attacks and the use of terror strategies against civilians have become a 

sophisticated political and military weapon. Since civilians have become targets in war and 

terror strategies, individuals, communities, political-religious-ethnic-tribal groups are now 

subjected to extraordinary systematic human rights violations. Violence affects all spheres of 

their lives: personal, family, community, national history, cultural and social; behavior and 

traditional practices, identity, coping mechanisms… the list is long. These overwhelming 

hazards generate deep suffering, feelings of impotence, shame, humiliation, loss of self-

esteem and dignity, demoralisation. People are daily forced to cope with extreme living 

conditions in a reality of profound injustice and poverty. The loss of trust in one’s own 

leadership and in the international community due to lack of physical and legal protection are 

devastating to persons and communities. The feeling of isolation paralyzes even the strongest 

among them. The breakdown of physical health, of cognitive, emotional, social and 

economic functioning, and the loss of hope hinder recovery. The heavier toll is paid by the 
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most vulnerable. It takes generations for the deep invisible wounds to subside before anyone 

may realistically consider that healing, functioning and recovery were attained.  

 

Yet, in spite of substantial scientific data revealing the acute and long term disabling mental 

health impact of mass violence10, the UN is still unable to guarantee safety and protection for 

millions of refugees and internally displaced persons. Since the original classic study of the 

mental health conditions and associated risk factors for suffering and illness demonstrated in 

the Thai-Cambodian refugee camps, UN political compromises in the refugee camps in the 

Sudan and Kenya are merely  repeating the destructive refugee camp policies of over 2 

decades ago. For example, sexual violence remains high in UN protected camps. Any kind of 

support to these survivors will have no or limited impact as long as perpetrators can act 

freely, and without punishment11. In spite of this deeply flawed situation at the field level, the 

human rights of traumatized people need to be continually advocated and the agencies 

responsible for the protection of human rights held accountable. 

 

Human Rights, and Health and Mental Health 

The human rights, and the health and psychological well-being of a person, is closely linked. 

This claim is demonstrated in the philosophies of the works of Primo Levi12 and Victor 

Frankel13, and is empirically supported by the medical and psychiatric studies that show the 

serious detrimental effects of human rights violations 14 15. Preservation of a person’s human 

rights is essential for health; without them, the body, mind and soul deteriorate. 

Unfortunately, this linkage has been difficult for the non-medical human rights community. 

This may be due to the fact that the general definitions of human rights are unwieldy and in 

many ways uncertain as to the impact on the persons of human rights violations. Human 

rights are understood to be a “special, narrow category of rights” and have been described by 

Richard Falk as “a new type of rights” and regarded by William Edmundson as those rights 

that “recognize extraordinarily special, basic interests, and this sets them apart from rights, 

even moral rights, generally.”6, p.4-5 Simply, human rights constitute a body of affirmations set 

forth and defined in various instruments including conventions, declarations and laws that 

seek to protect individuals from harm and to preserve their capacity to live freely within the 

bounds of the law. In addition to the unwieldy definition of human rights, another reason why 
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it has been difficult to understand exactly how health and human rights intersect is because 

human rights have proven to be difficult to realize in practice. Some human rights have been 

made into enforceable laws yet many still remain rights only in theory.  

 

Human rights have been difficult to realize in practice because the discussion about the role 

of human rights is unsettled. On the one hand, most people are familiar with the idea that 

human rights ensure human dignity by affording individuals the same opportunities 

regardless of their ethnicity, gender, and sexual orientation. Specifically, “human rights come 

into play to stop governments and other actors from pursuing expedient policies at the 

expense of the well-being of certain individuals and the proper functioning of a democratic 

society under the rule of law… and serve to protect people from the ‘tyranny’ of the 

majority.”6, p.2 

 

On the other hand, it is also important to recognize a less vocalized position, which addresses 

the issue of the intentions of actors using the notion of human rights to further their 

illegitimate claims. Namely, some fervently believe “the whole idea of ‘universal’ human 

rights is actually a gigantic fraud, where Western imperialist or ex-colonial powers try to pass 

off their own, very specific and localized, idea of what ‘rights’ should be universal, trampling 

roughly over everyone else’s beliefs and traditions;” similarly, “some fear that human rights 

are becoming instrumentalized, deployed as excuses for intervention by powerful countries in 

the political, economic and cultural life of weaker countries from the South.”6, p.12,14 

 

Our purpose herein is to offer a familiarisation of basic human rights instruments and their 

limitations thereby enabling mental health workers to better protect and serve their clients. 

We hope a basic understanding of rights, and how they may be recognized and enforced, will 

enable field workers to advocate individually and with others on behalf of their patients 

and/or clients. 
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Major Human Rights Instruments to be Known by Health and Mental Health 

Practitioners 

A complete review of human rights instruments can be found at 

http://www.ohchr.org/engligh/law. For the purpose of this discussion, the following 10 UN 

Human Rights instruments are briefly summarized. 

 

1. Universal Declaration of Human Rights (1948) (UNDHR) 

The UNDHR “although not a binding legal instrument, contains concrete human rights 

obligations.”6, p.42-44 It is the cornerstone of contemporary human rights law as its 30 articles 

assert that all persons have certain inalienable civil, political, economic, social and cultural 

rights. It became binding, customary international law due to its long acceptance and 

adoption into national constitutions and laws such as those set forth in Articles 1 and 2: “all 

human beings are born equal in dignity and rights’ and are entitled to all the rights and 

freedoms set forth in the Declaration ‘without distinction of any kind such as race, colour, 

sex, language, religion, etc.” Its Articles 3 to 21 delineate civil and political rights such as 

right to: life, liberty and security; fair trial and public hearing by an independent and 

impartial tribunal; asylum; freedom from torture or cruel, inhuman or degrading treatment 

or punishment; freedom from arbitrary arrest, detention or exile; freedom of thought, 

conscience and religion; freedom of opinion and expression, etc. 

 

Its Articles 22 to 27 set forth economic, social and cultural rights such as the right to 

education and the right to form and join trade unions, etc. Finally, its Articles 28 to 30 

describe how rights set forth in the UNDHR may be realised when they do not interfere 

with the rights of others and do not disrupt an individual’s responsibility to meet the 

“requirements of morality, public order and the general welfare in a democratic society” 

and duties to her community. The following case illustrated the use of UNDHR16. 

 “[My] 17-year old brother, Joelito, was tortured and killed by local police in 
Asuncion, Paraguay. At 3 that morning I was awakened by policemen, who took 
me to a neighbour’s house and showed me my brother’s beaten body. The chief 
inspector, Americo Pena-Irala, told me to take the body home and never talk 
about what had happened. I remember telling him, ‘Tonight you have power over 
me but tomorrow I will tell the world.’…For my family, the court decision put us 
at risk but also gave protection… the case remains a symbol of injustice of the 

http://www.ohchr.org/engligh/law�


466 
 

Stroessner dictatorship, and my brother is considered a martyr for human rights.” 
–Dolly Filartiga, American Courts, Global Justice, N.Y. Times, March 30, 2004, 
at A21. In the Filartiga case, the UNDHR was used to interpret and elucidate the 
human rights provisions contained in the Charter of the United Nations (a treaty 
binding the US to act) and the law of nations; in doing so, the Filartiga family was 
able to successfully sue those who tortured and killed their son. The court 
awarded the family $10 million in damages but unfortunately has not yet been 
able to collect this award from the perpetrators. 

 
 

2. Convention on the Prevention and Punishment of the Crime of Genocide 

(CPPCG) (1948)6, 7 

The Convention on the Prevention and Punishment of the Crime of Genocide (CPPCG) has 

135 parties and was created to prevent and punish those responsible for acts of genocide. 

The CPPCG was created in reaction to the horrors that occurred during WWII and seeks to 

prevent the “commission of certain acts with the intent to destroy a national, ethnic, racial 

or religious group” and “commits states to bringing to justice alleged perpetrators.” 

 

In part, CPPCG was used to address the limitations of the idea of crimes against humanity 

that was originally used in Nuremberg Tribunal to try Nazi leaders such that now, under the 

CPPCG, state parties would be held accountable for committing acts of genocide against 

their own people in times of war and peace; however, in order to get state parties to agree 

to this, the definition of genocide was narrowly construed and consequently the reach of the 

CPPCG was shortened. Regardless, the CPPCG makes an essential contribution to the 

preservation of human rights by making the “individual perpetrator punishable ‘whether 

they are constitutionally responsible rulers, public officials or private individuals’” and has 

been used successfully in various criminal tribunals. Recently, the International Court of 

Justice in the Hague, the Netherlands tried Slobodan Milosevic, President of Former 

Yugoslavia and other Serb political and military leaders following the ethnic cleansing in 

Bosnia- Herzegovina; the tribunal of Arusha is in charge of trials of those responsible for 

the genocide in Rwanda; and the tribunal of Cambodia has brought to court the Khmer 

Rouge. 
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3. The Four Geneva Conventions Created to Cover War Situations (1949) 
 

The First Geneva Convention relates to the wounded in battle field; the Second to the 

wounded on wrecked ships, the Third to prisoners of war, the Fourth to civilian populations 

in war. They are the fundamental instruments of the work of the International Committee of 

the Red Cross.6 It should be noted that this convention enabled the international community 

to intervene and liberate thousands of Bosnian- Muslim citizens who were detained, tortured, 

starved in concentration camps in Bosnia/Herzegovina during the war in Former/Yugoslavia, 

1992-1996. This also led to the arrest and trial of those who were inter-alia responsible of 

these human rights violations.   

 

4. Geneva Refugee Convention (1951) and Protocol Relating to the Status of 

Refugees (GRC) (1967) 

These instruments govern and regulate the rules of refugee protection and assistance. For 

example, for children, the GRC prohibits their assault during wartime and requires they be 

provided “aid and care”.6 “The Protocol on the Status of Refugees ensures the universal 

application of the GRC. The Protocol has 141 states parties and 145 states signed one or 

both of these instruments.”7 In 1951, the office of the United Nations High Commissioner 

for Refugees (UNHCR), was created to protect and assist refugees and internally displaced 

persons (IDPs) due to conflict. Its mandate was recently extended to IDPs in disasters. 

UNHCR’s mandate is to assist any person who: “owing to well-founded fear of being 

persecuted for reasons of race, religion, nationality or political opinion, is outside the 

country of his nationality and is unable or owing to such fear or reasons other than personal 

convenience, is unwilling to avail himself of the protection of that country; or who, not 

having a nationality and being outside the country of his former habitual residence is 

unable, or owing to such fear or reasons other than personal convenience, is unwilling to 

return to it”.4 

 

5. International Convention on the Elimination of All Forms of Racial 

Discrimination (ICERD) (1965) 

Signed by 169 states, it calls for the eradication of racial discrimination in both law and 

practice. States are obligated to develop legislative, judicial, administrative regulations and 
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other means to prohibit and punish such acts.7, p.231 The ICERD Committee monitors 

compliance, regularly hears states’ reports and may also examine claims from individuals. 

The Commission on Human Rights “appointed a special rapporteur on contemporary forms 

of racism, racial discrimination, xenophobia and related intolerance” which is “examining 

incidents of contemporary forms of racism worldwide; racial discrimination; related 

expressions of intolerance, as well as state measures to overcome them”.7, p.242-243 It is on 

the basis of this convention that local, regional and international action was taken at many 

levels to eradicate apartheid in South-Africa and other countries implementing racial 

discrimination at a large or limited scale. 

 

6. International Covenant on Economic, Social and Cultural Rights, 

(CESCR) (1966) 

Built upon the foundation of the UNDHR, the International Covenant on Economic, Social 

and Cultural Rights (hereinafter CESCR) is one of the most important human rights treaties 

because it has been so widely accepted, it delineates such a large number of rights and 

because it takes the rights set forth in the UNDHR and translates them into binding 

commitments which are monitored by the CESCR’s committee, the Committee on 

Economic, Social and Cultural Rights. The Committee on Economic, Social and Cultural 

Rights, founded in 1985 by the Economic and Social Council, is comprised of 18 experts 

who make recommendations to states to encourage their compliance and implementation of 

the CESCR’s provisions.7 A state that agrees to be bound by the CESCR “agrees to take 

steps for the progressive realization of Covenant rights to the full extent of that state’s 

available resources.”6,p.48   

 

Also, the CESCR is part of a larger system of laws, in which The Universal Declaration, 

taken together with the two International Covenants on Human Rights and the Optional 

Protocols to the International Covenant on Civil and Political Rights, make up the 

International Bill of Human Rights.7 One would consult the CESCR to understand the right 

to work in just and favorable conditions, the right to social protection, to an adequate 

standard of living and to the highest attainable standards of physical and mental well-being; 

the right to education and the enjoyment of benefits of cultural freedom and scientific 
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progress.6 The UN Committee on Economic, Social and Cultural Rights has interpreted the 

right to health under the CESCR to mean that a the state party must first “avoid measures that 

could prevent the enjoyment of the right;” secondly, a state must “take measures to prevent 

third parties from interfering with the right to adequate health care;” and lastly, a state must 

“take positive measures to enable individuals and groups to enjoy the right to health.” Thus, 

health is not necessarily a guaranteed right per se, but rather a commitment by the state to 

provide adequate health care to its citizens and has been described by Paul Hunt, a UN 

expert, as the “right to an effective and integrated health system, encompassing health care 

and the underlying determinants of health, which is responsive to national priorities, and 

accessible to all.”6 

 

7. International Covenant on Civil and Political Rights, (ICCPR) (1966) 

Signed by 151 states, is well recognised in human rights law. The first, 1966, gives 

individuals the right to petition under the ICCPR; the second, 1989, calls for abolition of the 

Death Penalty.7 It’s Committee (18 members), monitors compliance and action through: (a) 

states reports,7 (b) through individuals’ claims in closed meetings to protect them, but the 

conclusions are published in the annual report to the General Assembly.7 The ICCPR sets 

“the rights of freedom of movement; equality before the law; the right to a fair trial and 

presumption of innocence; freedom of thought, conscience and religion; freedom of opinion 

and expression; peaceful assembly; freedom of association; participation in public affairs and 

elections; and protection of minority rights; the prohibition of arbitrary deprivation of life; 

torture, cruel or degrading treatment or punishment; slavery and forced labour; arbitrary 

arrest or detention; arbitrary interference with privacy; war propaganda; and advocacy of 

racial or religious hatred.”7 

 

8. Convention on the Elimination of All Forms of Discrimination against 

Women (CEDAW) (1979) 

Its 175 members are obliged to recognize women’s equality to men under the law, and set 

eradication steps in marriage, health, employment, nationality, education, etc; Its Protocol 

(1999, with 59 members), permits individuals to report violations.7 Its Committee of 23 

experts has enhanced its implementation. At the 23d special session of the General 
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Assembly in 2000, follow up on the implementation of the Beijing Declaration and 

Programme of Action, countries pledged for additional initiatives, such as strengthening 

legislation against all forms of domestic violence; enacting laws and policies to them and 

against forced marriage and female genital mutilation. Targets were set to ensure free 

compulsory primary education for girls and boys, and to improve women’s access to health 

care and prevention programs. 

 

9. Convention against Torture & Other Cruel, Inhuman or Degrading 

Treatment or Punishment (CAT) (1984) 

This Convention obligates its 134 member states to prohibit torture and to punish those who 

commit the heinous crime; specifically, CAT states that “no exceptional circumstances may 

be invoked to justify torture, nor may a torturer offer a defense of having acted under 

orders.”7  

 

A state who has agreed to be bound by CAT is required to take steps to ensure that acts of 

torture are not done on its soil, to not return a person to a country in which there is a 

substantial likelihood that she may be tortured, and to make certain that “acts of torture can 

be prosecuted in the courts of that state even though the acts occurred abroad.”6 Torture was 

prohibited as an international crime when performed as an act of genocide and/or a crime 

against humanity, and was also deemed to be a war crime when performed on certain 

prisoners; however, CAT took the definition a step further and “prescribed individual 

criminal responsibility for a single act of torture.”6  

 

CAT created a monitoring agency, the Committee against Torture, to ensure the state parties’ 

compliance with its obligations under the convention. The committee reviews both state party 

claims as well as individuals’ petitions (for those whose states have accepted this procedure) 

and may also “initiate investigations regarding countries where it believes the practice of 

torture is serious and systematic.”7  

A family man in his 40’s became a political prisoner of a repressive regime when 
he was taken from his home at gun point and imprisoned for speaking out against 
the government of his home country. While imprisoned, he was routinely 
shackled with both arms above his head, stripped naked and beaten. Sometimes, 
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during these so-called interrogations, his guards would attach electrodes to his 
genitalia, nipples and other sensitive parts, and would unmercifully shock him. 
He has permanent scars from these “interrogations” which were used as proof of 
torture and enabled him to successfully receive asylum in the United States. 
However, he is plagued by recurring nightmares and relives these attacks during 
the day thereby preventing him from holding a steady job, having personal 
relationships, and staying in one place for any length of time. Currently he is 
homeless, penniless and haunted by his memories. The Convention Against 
Torture was used in conjunction with local US asylum laws to help him win his 
asylum case and remain in the US without fear of being returned to the country 
where he was tortured.  

 

10. Convention on the Rights of the Child (CRC) (1989) 

The Convention of the Rights of the Child, (CRC) has 192 state parties. It emphasizes the 

importance and vulnerability of children and creates in one code a comprehensive set of laws 

that protect children across all classes of human rights; specifically, “parties are to provide 

guarantees for children’s survival, development, protection and participation” and are 

required to ensure “the best interests of the child must guide all actions” with particular 

attention being paid to refugee, minority and disabled children.7 It is important to note that 

the while the CRC is the most widely ratified Convention, the United States is one of the few 

member states that has not ratified it.6 Its two Optional Protocols (2000), “prohibit(s) the 

recruitment of children under 18 into armed forces”… and “strengthens prohibitions and 

penalties concerning the sale of children, child prostitution and child pornography.”7 Its 

monitoring Committee regularly “considers reports submitted by states parties… and makes 

recommendations to States and to the General Assembly on ways for appropriate 

implementation of the CRC.”7  

 

Collaborating agencies such as UNICEF, “support programmes providing education, 

counseling and care to children working in very hazardous conditions, whether as sex slaves 

or even as domestic workers, and vigorously advocate against the violation of their rights.”7 

Also, “the General Assembly urges states to take action on the problems of street children, 

who are increasingly involved in and affected by crime, drug abuse, violence and 

prostitution. The Commission on Human Rights appointed a special rapporteur on the sale of 

children, child prostitution and child pornography.”7 
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For example, it was revealed in 2001 that in a first asylum country in Africa, refugee children 

were massively sexually abused by staff of local and foreign humanitarian agencies. 

UNICEF and UNHCR were able to undertake a vast investigation leading to the punishment 

of perpetrators and the establishment on emergency grounds of exceptional legal/physical 

protection, psychological, social care and rehabilitation of the children, including education 

of parents, teachers, and the community (unpublished UNHCR manuscript). 

 

Advances in Responses to Mental Health Needs in Post-conflict Situations 

“I lost hope which is the strength of mortals…” said Andromaque, defeated queen of Troy, 

when she was being deported in Euripides’ play. Even if it has been recognized for many 

centuries that it is essential to restore hope and normalcy to the life of the highest possible 

number of war-afflicted people much needs to be done in order to see this happen. Boutros 

Boutros-Ghali, a former UN Secretary General said in 1995 “I observed that the conflicts and 

tensions of today’s world are affecting the mental health of millions of people. To cope with 

this situation – which is fully as important, if not as immediate, as the need for food, medical 

care, and shelter – it is necessary that our vision be broadened. We must look more closely 

together to deal with medical and social issues, which are often viewed separately, as a 

multidisciplinary whole.”8, p.iii-iv Although there has been great progress in human rights 

legislation, the linkages between these instruments and mental health remain hard to accept 

and implement. Most likely this is not due to political corruption or the set aside of human 

rights instruments by governments and communities to seek other priorities than the human 

rights of its citizens, or perceived enemies. Embedded within human rights instruments in an 

unintended tendency to neglect the health and mental health impact of human rights efforts 

and the successful and deleterious effects of human rights violations.  Human rights are 

basically legal documents based upon principles of law that can be de-contextualized from 

the human, medical and socio-cultural impact of violations and the protection of rights. The 

law rarely takes into account the suffering of the individual, his/her family and community. 

In contrast, health and mental health is a deeply human activity that does not focus primarily 

on laws and conventions, but on individual suffering and healing. Rarely do human rights 

practitioners and agencies include in their activities personal healing. Similarly, rarely do 
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health and mental health practitioners consider the social justice and human rights issues 

related to their patient’s illnesses and mental health problems. 

 

Despite the wide gap between human rights and medical worldviews, many important 

reverse and or advances in mental health and human rights have occurred, including the 

WHO Declaration of Cooperation, Mental Health of Refugees and Other Populations 

Affected by (Post) Conflict Situations3 and the Global Mental Health Action Plan2 of Project 

1 Billion.   

 

The WHO Declaration of Cooperation, Mental Health of Refugees and Other 

Populations Affected by (Post) Conflict Situations Geneva (2001) (http://www.who.int/en) 

More than a decade ago, as a response to the atrocities occurring in Bosnia, there was an 

international call for “clear policies, coherent and coordinated strategies, scientifically valid 

responses, and the necessary resources required to permit prevention and thus enhance the 

refugees’ intellectual and psychological well-being, as a basis for their social and economic 

recovery and development.”4, p.161-162   

 

A similar but unfulfilled pledge had to been made fifty years earlier, in Article 1 of the WHO 

Declaration, “It is widely recognised that conflict, human rights violations, and forced 

displacement have a substantial negative impact on the physical and mental health of millions 

of people.  This is a serious public health concern, requiring priority action from the 

emergency onwards to address the consequences of trauma, to prevent personal and 

collective psychosocial disability and dependency, and to contribute towards preventing 

future conflicts.”3, 8, 9 
 

The WHO Declaration of Cooperation and Mental Health is the only UN mental health 

policy instrument that exists and encompasses 30 years of human rights and mental health 

work worldwide. Dr Gro Harlem Brundtland, former Director-General of WHO, stated in her 

opening speech of the International Consultation on Mental Health of Refugees and 

Displaced Populations in Conflict and Post-Conflict Situations, From Crisis Through 

Reconstruction, in Geneva, 23-25 October 2000, that "...We are proposing this document as a 

http://www.who.int/en�
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contribution towards obtaining international consensus in policy, strategy, and programmes, 

and as the guiding principle for our efforts in this field. It is our moral and professional 

obligation to provide the resources, to preserve mental health, restore dignity, and create hope 

and self confidence for fellow human beings."8 

 

The WHO Declaration of Cooperation entirely focuses on the unquestioning mental health 

needs of traumatized populations worldwide, secondary conflict, human rights violations and 

forced displacement. It establishes the mental health needs of traumatized persons as a 

“serious public health concern” requiring “priority action” from the emergency phase to post-

conflict reconstruction. Emphasis is placed on: (1) establishing and meeting the mental health 

needs of vulnerable groups, such as children and victims/survivors of extreme violence 

including torture; (2) mental health capacity building is emphasized that is community 

focused and that can respond to the greatest number of affected individuals; (3) establishing 

the mental health capacity of the primary health care sector is considered a top-priority as 

opposed to specialized mental health programs; (4) mental health needs assessment of the 

traumatized population is an essential activity to be conducted within the emergency phase; 

(5) co-operation and partnership at all levels and involved agencies including UN, 

government and NGOs is underscored; (6) the access of the traumatized population to public 

health and human rights education during all phases of the conflict and post-conflict is 

required; (7) all agencies need to provide and monitor ethical behaviour, evaluation and 

research standards among all personnel serving traumatized peoples. Although these 

principles are currently not legally binding, they represent a clear UN policy statement as to 

the importance of mental health in conflict and post-conflict settings.  

The Global Mental Health Action Plan of Project 1 Billion (http://www.hprt-cambridge.org/) 

is “an historic achievement that began when seven Ministers of Health from Afghanistan, 

Cambodia, Bosnia, Indonesia, Peru, Rwanda, and Uganda met with 18 country 

representatives and major UN agencies (e.g. WHO, UNICEF) and donors in Sarajevo, 

Bosnia and Herzegovina, in September 2002. At the Sarajevo meeting Project 1 Billion was 

formulated and the working group of the world’s post-conflict Ministries of Health occurred 

in Rome in 2004 as the critical next step. The Global Mental Health Action Plan and this 

Book of Best Practices emerged.2  
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The Global Mental health Action Plan is unique and innovative because it places human 

rights as a core activity of post-conflict recovery. Human rights activities are seen as essential 

to the healing and recovery of traumatized patients, families and communities. The Global 

Mental Health Action Plan, however, focuses on a limited aspect of human rights, such as the 

healing of those who have been damaged by human rights violations. This plan makes a 

strong recommendation that all human rights activities must include a direct healing 

component at the individual and social level. While human rights actions are essential to 

health and mental health care, healing is seen as being essential to human rights in post-

conflict societies.  

 

Unfortunately, a legal and covenant based framework for human rights often neglect the 

repair and prevention of violence and its destructive personal, social and economic 

consequences. For example, there is no evidence to date that there is a positive impact of 

human rights programs such as truth commissions and trials of perpetrators by UN tribunals 

on the health and emotional well-being of violated persons17. A considerable amount of 

rigorous scientific research is needed to prove health and mental health claims of truth 

commissions, which are now primarily in the realm of “wishful” thinking.  

 

Practical Approach Linking Human Rights to Mental Health Activities 

A powerful call for human rights and mental health linkage is made in the Global Mental 

Health Action Plan of Project 1 Billion: “Linkage of a mental health framework to human 

rights is essential. Torture and other forms of human rights violations have a major mental 

health impact on affected persons, often leading to serious mental illness, including 

depression, post-traumatic stress disorder, chronic alcoholism and drug addiction and 

psychosis. The emotional development of children and adolescents can be seriously arrested. 

Survivors of rape and other ‘crimes against humanity’, including the massacre and 

disappearance of victims have serious mental health implications and demand special 

treatment approaches. While human rights abuses cause physical and mental illness, the 

recovery from these illnesses can improve social capital, increase trust among neighbors and 

reduce hatred and acts of revenge. Strong scientific evidence suggests that inter-generational 
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transmission of emotional distress can also be reduced, preventing future cycles of mass 

violence in the next generation.” 2 

 

A repatriation case study by M.P. (unpublished manuscript) illustrates the successful linking 

of human rights covenants to mental health care. In a first asylum country, a UN agency 

could not obtain co-operation, appropriate protection and material support for the refugees 

per its mandate. The establishment of health and mental health services, social services, 

education and resettlement was hampered due to the daily forcible repatriation of refugees 

leading to killings, heavy turmoil in the refugee camp, and fear and lack of co-operation by 

the refugees. The UN representative running the camp felt forced to ignore these violations 

and their deleterious impact on the well-being of the refugees in order to prevent additional 

threatened damage to the refugees by the host country. In a major confrontation between the 

UN and local government authorities of the hosting country, the forcible repatriation of 19 

refugees was literally physically stopped. Government officials were forced to negotiate with 

the UN, and subsequently backed off from the confrontation. Illegal forced repatriation from 

that point on stopped. In this case, de facto policies and actions by the host country which 

was creating a “mental health” nightmare subsided after UN authorities chose to fulfil their 

moral and legal responsibilities mandated by (1) Refugee Convention, (2) International 

Covenant on Civil and Political Rights (ICCPR) and (3) International Covenant on 

Economic, Social, and Cultural Rights (ICESCR). The basic refugee right to “non-

refoulement,” i.e. non-forcible repatriation overrode the government’s claim as to the 

legitimacy of its repatriation activities. 

 

The health and mental health care practitioners in this refugee camp were at the end of the 

stream, coping with the damaged people cascading over the waterfall and caring for them 

after they hit the rocks below. It is the intention of this article to assert that human rights 

agents and health and mental health practitioners need to work together on a unified team so 

that interventions can occur upstream in order to prevent abuses from occurring and their 

related medical and psychiatric problems. The UN official who challenged the host 

government was a psychologist who “knew” first hand the human suffering caused by forced 
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repatriation on the refugee “victim,” family members and the community. In this case, the 

intervention was both a human rights action and a positive public health response. 

 

Health and mental health is embedded within human rights and vice versa. Each area of 

knowledge, skill and expertise are intimately linked and need to be better integrated at the 

field level. In reality, on one level, the health practitioner and the human rights worker in 

their respective working methods are not that far apart. The medical practitioner uses 

diagnostic criteria based upon accepted medical and psychiatric criteria to determine the 

sufferer’s diagnosis and treatment. The medical diagnosis is a “call to action.” Similarly, the 

human rights worker contextualizes the sufferer or violated person’s human rights  based 

upon a human rights instrument. The human rights assessment, or “diagnosis,” is also a “call 

to action.” To set right or to establish a “just” and “equitable” scenario that promotes human 

rights and prevents human rights violations.  

 

On the human rights side, therefore, it is recommended that human rights workers and 

agencies in post-conflict settings: 

1. Review the health and mental health impact of past and current human rights 

violations on the affected community. For example, in a situation of sexual 

violence, the following needs to be known by conducting a community needs 

assessment: 

a) How much and what type of sexual violence occurred and/or 

is still occurring. 

b) Identification of precipitator and those cultural and social 

values that institutions promote and/or sustain sexual violence.  

c) Who is affected, eg. male/female, children, elderly 

d) Community reaction to the sexual violence, eg. stigma, killing 

of violated women. 

e) Health and mental health impact, eg. HIV/AIDS, depression, 

PTSD. 

f) Capacity of local health/mental health practitioners and NGOs 

to cope with the problem. 
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2. Determine those healing dimensions that can be integrated into all human rights 

actions including ready access to health and mental health care. 

3. Have an ongoing evaluation and assessment process that monitors the health 

and mental health impact of human rights activities such as tribunals and truth 

commissions on witnesses and all who give testimony public and or privately 

against perpetrators. 

4. Provide emotional and mental health support to all those who testify at tribunals 

and truth commissions. 

5. Engage health and mental health practitioners and agencies to participate in all 

human rights activities. 

6. Develop an effective self-care strategy for human rights workers. 

 

On the mental health side, it is recommended that health and mental health practitioners in 

caring for traumatized populations and patients/clients in conflict and post-conflict 

situations are engaged in human rights work. Practitioners and their agency must be fully 

aware of this necessity. On one hand, the health care team is trying to repair the damage to 

the health and well-being of traumatized populations through direct medical care and 

psychiatric services including public health oriented psychosocial programs and 

community development. On the other hand, they are preventing as well as documenting 

past, current, and future human rights violations. Rarely do health and mental health care 

practitioners have the capacity or mandate to arrest perpetrators and prevent violence, but 

they certainly can be involved in providing medical and psychiatric evidence on human 

rights violations to the proper legal authorities, provide testimony against perpetrators and 

encourage patients to be involved in legal redress. It is recommended that health care 

practitioners and agencies in post-conflict settings:   

 

1. Review thoroughly the historical, cultural and social dimensions of the current 

conflict that is affecting your agency, client/patient and community. The 

following organizations can provide useful information through their websites on 

countries in conflict and post-conflict situations: the International Committee of 

the Red Cross (http://www.icrc.org); Physicians for Human Rights 

http://www.icrc.org/�
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(http://physiciansforhumanrights.org); Médecins Sans Frontiérs 

(http://www.msf.org); the American Refugee Committee 

(http://www.arcrelief.org); Amnesty International (http://www.amnesty.org); the 

United Nations Refugee Agency (http://www.unhcr.ch); the United Nations 

Office for Humanitarian Affairs (http://www.ochaonline.un.org); the United 

States Department of State (http://www.state.gov/); and the European 

Commission for Humanitarian Aid (http://ec.europa.eu/echo). 

2. Review the UN Declaration of Cooperation (http://www.who.int/en) for a human 

rights framework for mental health activities. 

3. Review Project 1 Billion’s Global Mental Health Action Plan for an overview of 

an integrated, holistic, multi-dimensional approach to mental health activities. 

4. Make a checklist of all of the human rights instruments and local laws that apply 

to current mental health plan and programs. 

5. Engage local and international human rights agencies and human rights lawyers 

and advocates to help eliminate the gap between human rights protection and 

current realities. 

6. Monitor the degree and nature of human rights violations on the community and 

potential clients served. Measure the overall health and mental health impact of 

these violations and relative improvements over time, specifically those 

influenced directly by your intervention. 

7. Determine the existing gap between human rights protection and current on-the-

ground reality (e.g. rape is still common in the refugee camp). 

8. If human rights violations are serious, chronic and unremitting, have an advisory 

board that can help decide on how to react to this situation; e.g. public 

denunciation in the media, and/or withdrawal from the conflict. 

9. Develop a mechanism for dealing with human rights and ethical violations by the 

staff of your agency, e.g. sexual relationships with refugee patients/clients. 

10. Develop a self-care strategy for staff caring for survivors of human rights 

violations. 

 

http://www.msf.org/�
http://www.arcrelief.org/�
http://www.amnesty.org/�
http://www.unhcr.ch/�
http://www.ochaonline.un.org/�
http://www.state.gov/�
http://ec.europa.eu/echo�
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We are a long way from guaranteeing fundamental freedoms through the ratification of 

conventions, declarations and laws. “To place our faith in treaties and declarations seems 

rather foolish. But rather than dismissing the treaties… as a distraction or inadequate for the 

task, it is perhaps preferable to see the treaties as providing the framework against which we 

can legitimately judge the performance of governments…” in the absence of the treaties “it 

would be too easy to discuss the notion of human rights as nonsense or an imposition of 

foreign values.”6 Human rights instruments provide an important framework for the health 

and mental health care of highly traumatized populations. And if used in conjunction with 

local laws and customs, human rights provide a major level of protection against human 

rights violations. 

 

Today, over one billion persons in conflict and post-conflict zones struggle to cope with 

unimaginable depths of suffering, human rights violations, chaos in their lives and aggravated 

poverty, which can only subside through inter-alia humanitarian action linking human rights 

to mental health. This is a radical and big claim that has never been operationalized or 

studied. Every health and human rights program can check off the extent of their human 

rights and mental health activities and improve on their relative efforts.  The overall impact of 

this successful interaction can be subsequently monitored and evaluated overtime (see Figure 

1).  

 

It is hypothesized that without this integration, personal and societal recovery will remain an 

unreachable goal. The historic human rights progress achieved through the creation of the 

United Nations and the development of moral, legal ethical normative and practice 

instruments and the historic progress brought about by the Global Mental Health Action 

Plan, and the WHO Declaration of Cooperation, must be used if there is a real intention to 

undertake the challenge for global recovery and peace. 
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Figure 1. 
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Section VIII: Evaluation, Research and 
Ethics 

 
 
 
 
 
 

All mental health policies and activities must be subject to evaluation. 
Evaluation is simply defined as the systematic use of measurements and 
comparisons to determine the value or success of a course of action. It is 
unfortunate that to date few mental health projects in conflict and post-
conflict settings have assessed their relative overall success. It is 
important to continuously monitor project outcomes over time in order to 
improve specific mental health strategies and activities. This Results-
Oriented Approach (ROA), if universally applied can at minimum 
guarantee that no persons and/or communities are harmed and at 
maximum establish a global set of “best practices’ that can be culturally 
adapted and modified in various post-conflict settings throughout the 
world. 
 

(Global Mental Health Action Plan) 
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An Innovative, Scientific and Culture-based Model of Mental Health 
Evaluation 
Solvig Ekblad, PhD  
 

 
 

They, the white experts are usually coming with a jeep one day and going the next 
day without any results for us. 

- local person in an African refugee camp (Ekblad 
and Silove, 1998)1 

 

Evaluation of mental health programs in the post-conflict recovery stage is primarily aimed at 

ensuring that a program meets culturally accepted standards, and not only does its work. It is 

difficult and challenging to evaluate program outcomes such as mental health status, health 

care quality and cost. Evaluation is not an end stage process, but a concern during the entire 

intervention process. According to Vass (2001), in order to secure the constructive process of 

national and local recovery peace needs to be based on health work guided by evidence and 

not ideology.2 However, in post-conflict settings evaluation can be neglected by other urgent 

priorities such as provision of dwelling, food, water, community health and mental health 

care, indigenous service, infrastructure rebuilding, and reconstructing of trust and a hope for 

the future. Nevertheless, it is of significance to ask the questions, ‘Is this programme 

benefiting the mental health service in post-conflict recovery, and the target population 

within it, and are the costs in line with the benefits? Culturally and scientifically valid 

evaluations can answer these questions for policy planners. Overall evaluation can help to 

determine the usefulness of an approach as well as mitigate any harm being caused by an 

intervention. 

 

Individual reactions to post-conflict recovery are partially culturally determined and are tied 

to the individual’s social construction of reality. The literature shows that often mental health 

interventions are not based on scientific evidence and the best practices are not utilized.3 At 

present, humanitarian agencies strongly recommend the implementation of mental health 

interventions and psychological support during post-conflict social recovery.4 According to 

Organization For Economic Cooperation and Development – Development Assistance 

Cooperation (OECD-DAC) criteria, “if lessons are to be learned from evaluations, 
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assessment of relevance and appropriateness should involve an examination of why 

interventions are relevant and/or appropriate in some cases and not in others.”5 While 

evidence derived from interventions in individual traumatic events and natural disasters may 

be limited, generalizations to post-conflict recovery are still necessary if only as “testable” 

theories. According to Silove, “mental health issues are poorly understood both by helping 

agencies and affected communities, interventions often are undervalued, and controversy 

amongst professionals about priorities tends to undermine advocacy of services.”3 While 

there is reason for optimism about investing in the mental health treatment of traumatized 

people in post-conflict recovery, there are substantial gaps and little consensus about which 

mental health interventions should take priority (e.g., PTSD vs. psychosocial problems vs. 

disability vs. resiliency). Accurate evaluation can contribute to the establishment of priorities 

partially based upon outcomes.6, 7 Finally, an evaluation based upon partnerships must be 

conducted in an ethical way; for example, Karolinska Institutet’s employees are required to 

observe guidelines in conjunction with all international cooperation (Appendix 126). 

 

This chapter establishes a framework for evaluation linked to other chapters in this textbook 

with the aim of being better able to elaborate evaluation within different context. 

 

I. A New Evaluation Framework 

 

1. Types and Purpose of Evaluation 

An evaluation is conducted “when one wants to assess the cost, effects or impact of a 

treatment or treatment system.”8 The evaluation provides feedback to key individuals in 

charge of different kinds of decisions. Evaluation enhances credibility and drives learning. A 

healthy culture for evaluation “is one that encourages the routine collection and 

dissemination of information to help improve how services are delivered.”8 Empowerment 

evaluation is the use of evaluation concepts, techniques and findings to foster improvement 

and self-determination, in building communities of practice and a culture of learning.9 

 

Evaluation also reveals hidden problems earlier in a process. The timing of an evaluation is a 

challenge as it often takes place when impact is yet not visible. Evaluation promotes the use 
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of culturally valid and scientific interventions. As Silove states, “the effectiveness of 

interventions depend on the resources, context, culture and historical background of the 

affected society.”10 Evaluations can provide knowledge of the availability, accessibility, 

acceptability, and quality of mental health services, as well as reveal whether these services 

are community-based, family-focused, and in line with human rights principles in post-

conflict phase settings. 

 

Assessment, planning, monitoring and evaluation are interconnected. In general, the purpose 

of evaluation is to (1) estimate the impact of an intervention at different levels (e.g. scientific, 

policy and field) (2) increase the efficacy of interventions at different levels, (3) improve 

community and participant knowledge through information sharing, and (4) demonstrate to 

donors the values of the project. Evaluation aims to respond to specific types of questions and 

therefore the decision to use a particular type of evaluation will be determined by the 

questions.  

 

As Marsden and his colleagues show, there are 5 major evaluation approaches (Figure 1). 

These include: 

1) Needs assessment 
2) Process evaluation 
3) Outcome evaluation 
4) Consumer (patient) satisfaction 
5) Cost-Benefit Analysis  

 

A special form of needs assessment takes place in the emergency phase of a conflict. While 

rapid needs assessments have been found to be helpful, they are limited in scope and do not 

serve as standards of general practice.11-13  

 

In the post-conflict phase, psychosocial needs assessments provide (a) an understanding of 

the post-conflict situation; (b) an analysis of threats to and capacities (individual coping/life 

skills, social support mechanisms, community action and government and NGO capacities) 

for mental health and psychosocial well-being; and (c) an analysis of relevant resources to 

determine, in consultation with stakeholders, whether a response is required and, if so, the 

nature of the response.4 
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While rapid/post-conflict needs assessments have received the most attention as evaluation 

tools, the other four areas of evaluation are still embryonic in form and are in need of 

development. This chapter introduces concrete steps as a foundation for all evaluation 

approaches. At the outset, this new evaluation framework for mental health recovery must 

address the following fundamental issues before the full evaluation is initiated: 

 
• Who or which agency has requested/decided to carry out an evaluation? 
• Who will fund the evaluation? 
• What are the objects of the evaluation? 
• Who (external and local?) will take the lead role in the evaluation? Skills needed?  
• Who are the members of a group to be evaluated (i.e. reference groups)? 
• What is the mission of the evaluation? 
• What are the proposed time limits for the evaluation? 
• What are the reporting content and dissemination requirements? 
• Ownership of the data? 
• Confidentiality of the data? 
• Physical protection of the data in the field and after reporting? 
 

Answers to these questions help identify the objectives and indicators for evaluation, 

relevant approaches for assessing outcomes and dissemination.  

 

2. Specific Goals and Hypotheses 

One major aim of mental health in the post-conflict recovery phase is to reduce the incidence 

of mental disorder and illness and to support resiliency and ability. This is a long term goal 

that can be measured if monitoring and evaluation starts in the early steps of programming. 

 

It is very important that the specific goals of your activities be stated as a hypothesis (es). It is 

almost always the case you and your goals and aims are based upon theoretical assumptions 

that may not have been definitively proven in other settings. Let us say that we want to 

reduce the prevalence of depression in a refugee camp by screening all refugees for 

depression and then offering a certain type of treatment. Our aim is to reduce the level of 

depression in a refugee population. Our theoretical hypotheses in this case are: 

1) Screening accurately identifies depressed refugees. 
2) Our chosen intervention will reduce the symptoms and disability associated with their 

depression. 
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In each and every policy project or activities evaluation is determining the truth and validity 

of our theoretical assumptions. Be clear – what are your theoretical assumptions being tested? 

Evaluation results can definitively tell us whether or not our theoretical assumptions are 

correct in a specific given case, although it may not be generalizable to other settings or meet 

the full research criteria of a randomized controlled trail (RCT). Yet an RCT and the latter is 

not the ultimate goal of evaluation. RCT’s can be planned and implemented by researchers.   

 

3. Try to Find Out What Others Know About the Topic You Want to Assess 

You want to assess and identify scientific studies in electronic databases and libraries. 

Abstracts from conference proceedings and unpublished research reports – “grey literature” – 

are of value but more difficult to find for review. Further, websites of agencies and academic 

centres that address the issue are of value. A simple rubric for mental health evaluation 

review of available research is: 

 
• Type of study: original research 
• Type of participants: study participants disaggregated by age, sex, ethnicity, 

service users; key persons, gate keepers 
• Outcome results: positive and negative 
• Conclusions: speculations on causes of outcome results 
 
 

Figure 2 provides a help in establishing the quality of the evaluation results reviewed in the 

published literature. Also, as you practice determining the overall value of evaluation 

findings, you’ll become better adept at developing your own evaluation skills. For example, 

the most common form of evaluation, as shown in Figure 2, is “post-test only/treatment 

group only.” This type of evaluation is primarily anecdotal since it only reveals the 

percentage of participants out of the total group who improved. Anecdotal reporting is of 

very limited value since we have no idea of the baseline of the participants. If we know the 

baseline measures we could compare the before and after results. This type of information is 

more valuable since it allows us to review the changes in important outcome measures over 

time. The best evaluation occurs when we have a non-treated control group to compare with 

our treatment group between two time periods (i.e. pre and post-test).  
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Now, we can truly say that the treatment we offered helped since we can rule out through the 

controls that the participants would not have improved without our intervention. Without a 

control group we do not know how many people would have improved on their own without 

our intervention. 

As previously stated, every evaluation is actually testing a theory or conceptual model that is 

usually poorly stated in most published evaluation studies. So at the very end of your review 

of the scientific and grey literature be clear in your mind whether the evaluation has 

contributed any new support to the conceptual framework being evaluated. Some popular 

evaluation framework for post-conflict recovery are those by Silove,3, 7, 10 Ekblad and 

Jaranson,14 Hermann,15 and Harvey.16 In a desire to mitigate distress in post-conflict 
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recovery, there is a risk among foreign experts to only pay attention to the scope and 

character of illness and psychosocial needs based upon norms within their own society 

without paying attention to the local cultural context. Therefore, it is important to establish 

local knowledge related to your specific evaluation interest. An evaluation must be culturally 

adapted.  

 

4. Decide on the Best Method to Assess the Results (i.e. Qualitative/Quantitative 
or Both) 
 

There are many factors to consider when conducting mental health evaluations. Figure 3 

provides a summary from the Inter-Agency Standing Committee (IASC) guidelines for 

evaluating the psychosocial issues in an emergency setting.4 Each of these areas can be 

evaluated pre and post intervention (except factors such as gender), can serve as outcomes 

and are risk/resiliency factors. Which ones you choose to evaluate will be based on your 

hypothesis (e.g. enhancing certain types of psychosocial support reduces psychosocial 

distress). These guidelines are superficial in regard to mental health outcomes and do not 

consider the types of psychiatric distress in children/adolescents and major trauma related 

psychiatric disorders such as depression, PTSD and grief reaction. In addition, since these 

guidelines are for the emergency phase they may ignore the chronic medical and 

psychological problems of the post-conflict recovery phase especially those factors affecting 

development and resilience (e.g. social capital, employment).  
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Note: Type of information when conducting assessments of mental health and 
psychosocial issues (revised from IASC Guidelines on Mental Health and Psychosocial 
Support in Emergency Settings) 4 
 

Each of the 5 evaluation areas of interest (see Figure 2) can be measured with evaluation 

instruments either using a qualitative or quantitative approach – or both. Qualitative research 

is defined as “a means for exploring and understanding the meaning individuals or groups 

ascribe to a social or human problem. The process of [qualitative] research involves emerging 
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questions and procedures, data typically collected in the participant’s setting, data analysis 

inductively building from particulars to general themes, and the researcher making 

interpretations of the meaning of the data.”  Quantitative research, on the other hand, is 

defined as “a means for testing objective theories by examining the relationship among 

variables. These variables, in turn, [are] measured, typically using instruments, so that 

numbered data can be analyzed using statistical procedures.”18 

 

Qualitative approaches most often include in-depth semi-structured interviews of participants 

on the relevant outcome measures. Empathic and trusting rapport with the participant is 

essential in order to obtain useful information. Qualitative approaches are varied including 

everything from the keeping of diaries, testimonies and discussions to focus groups. When 

resources are very limited and/or little is known about the outcomes being studied in a certain 

population at risk or cultural group, qualitative methods are ideal. They are especially 

necessary when scientifically validated and culturally sensitive measurements with known 

psychometric properties do not exist. 

 

Mays & Pope19 take up the following regarding the accuracy of qualitative research: 

• Triangulation compares the results from either two or more different methods of 

data collection such as interviews and observation, or more simply two or more 

data sources and is seen as a better way of ensuring comprehensiveness and 

encouraging a more reflexive analysis of the data than as a pure test of validity. 

• Respondent validation or “member checking” includes techniques in which the 

evaluator’s account is compared with those of the participant to establish the level 

of correspondence between the two sets. It is better to think of participant validation 

as part of a process of error reduction which also generates further original data, 

which in turn requires interpretation. 

• Clear exposition of methods of data collection and analysis should include 

sufficient data to allow the reader to judge whether the interpretation proffered is 

adequately supported by the data. 

• Reflexibility includes sensitivity to the ways in which the evaluator and the 

evaluation process have shaped the collected data, including the role of prior 
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assumptions and experience, which can influence even the most avowedly 

inductive inquiries. “The effects of the personal characteristics of the evaluator such 

as age, sex, social class, and professional status on the data collected and on the 

‘distance’ between the evaluator and those participating also needs to be 

discussed.” 

• Attention to negative cases: “…Such ‘deviant case analysis’ helps refine the 

analysis until it can explain all or the vast majority of the cases under scrutiny.” 

• Fear dealing: “The final technique is to ensure that the evaluation design explicitly 

incorporates a wide range of different perspectives so that the viewpoint of one 

group is never presented as if it represents the sole truth about any situation.” (p.51) 

 

Quantitative methods demand the involved researcher/s to collaborate with key local people 

and organizations as well as the affected populations. This will empower and help local 

people to take control over their situation by working together in defining well-being and 

illness, identifying problems, resources and potential solutions and feedback. The principal 

demand of the quantitative evaluation measurement is that the measurement tool be simple, 

valid (it should measure what it is supposed to measure), and reliable (consistency over time). 

There are several reliability measures used in evaluation research such as test-retest-reliability 

(measure consistency across time) and inter-rater reliability (measure consistency across 

observers). Internal consistency is reliability for multi-item scales and indicates the extent to 

which all items measure a single construct. There are several validity measures. Face validity 

means if the contents of specific questions or measures refer to what the indicator is assumed 

to measure. Usually, there are three ways to assess validity: content validity, concurrent 

validity and construct validity. For further reading on the psychometric properties of 

evaluation measures, Measuring Trauma, Measuring Torture20 is recommended.  

 

When optimal, a chosen measure is free from response bias and insensitive to extraneous 

factors such as physical setting, participant expectation, evaluator and other involved 

behaviour and accountability pressures.8 Unfortunately, few measures are culture-fair (having 

universal application regardless of the cultural and social setting). For this reason, all 

measurements must be validated in the language and cultural setting in which they are being 
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used. For example, an evaluation tool being used in Cambodia with known psychometric 

properties is not recommended to be transferred for use in, say, Uganda without assessment 

of its psychometric properties in Uganda. In the budget cost for a proposed project, costs for 

such work needs to be clarified. Many organisations (international, national, regional and 

NGOs) make this mistake and thereby come up with poor and invalid evaluation results.21, 22  

 

For both methods you will describe when relevant how sample size will be calculated (power 

calculation) and the statistical analysis. What are the number and timing of follow-up points? 

What are the subject tracking procedures and interview methods (face-to-face, self-

completion, cell phone, etc)? How to minimize gate-keepers which may influence the rate of 

participation? What is the alternative plan if any circumstances happen in the post-conflict 

society which makes it difficult to accomplish the evaluation? 

 

Further you will clarify participant inclusion/exclusion criteria. How is subject recruited? If 

used, what is the unit of randomisation methods (e.g., geographic, individual, cluster)? The 

assessment should include different groups at risk for social exclusion, such as age groups, 

different religious, cultural and socio-economic subgroups as well as patients with mental 

disorder and key persons (e.g., community leaders, teachers and health and community 

workers).  

 

Each of you involved in the evaluation team must pay attention to impartiality, independence, 

avoid social tensions, and be aware of those who have been involved in the conflict and the 

dynamics afterwards in post-conflict stage. Here the question regarding community gate-

keepers is recommended to be answered.  

 

5. Determine if Your Evaluation or Study Needs to be Reviewed by an Ethics 

Committee 

It is important that you use high ethical standards on confidentiality and informed consent. 

Your evaluation team has an ethical responsibility to determine if your evaluation or study 

needs to be reviewed by an ethics committee in the local context and at your organization 

and/or university. All evaluation participants will need to give their informed consent (e.g. 
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orally, signature, thumb-marking, by witness) to participate. The informed consent forms 

need to be easily understood and clearly stated. The evaluation questions should be very 

clear, and should be translated/back-translated according to usual methods. If the 

participants cannot read, it is inappropriate to send written information to them about a 

project. It may even alienate such potential participants by pointing to their illiteracy and 

hence belittling them. It would be appropriate to telephone or call at the doorstep of such a 

participant. The right to be invited in an appropriate manner must always include 

assurances as to the privacy of personal data. 

 

Voluntary informed consent, privacy, and the best interests of the participants and 

confidentiality must be respected and in view of the principle of “do no harm”, care must 

be taken to avoid raising unrealistic expectations during assessments4, and do not promise 

what you cannot deliver. Raising unrealistic expectations must be avoided during the 

assessment and evaluation. Interviewers who have contact with highly vulnerable groups 

such as children and survivors of sexual violence should have skills and experience 

appropriate to conducting sensitive interviews.  

 

Ethical challenges begin to arise whenever you as a foreign expert arrive on the scene to 

assess the post-conflict situational needs. What makes us suppose that we know what the 

people need? It has in general been agreed in the literature that those who have suffered 

traumatic life events are not necessarily clinically disordered. When a community is 

described as traumatized, it may be influenced by our Western psychiatric perspective on 

individual and community reactions and with a deficit-focus on assessment on clinical 

symptoms.17  

 

Ethical issues specifically related to trauma include: What happens to participants, who are 

also vulnerable, lacking psychosocial and health support, and marginalised, when they are 

asked about their experiences of traumatic life events? Are such questions an intrusion on 

personal integrity? Is there a risk for re-traumatising with negative health effects? 

Furthermore, direct negative feedback may be considered impolite in some cultures and 

complaints may only be viewed in a similar way. Direct and challenging questions may 
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also be culturally inappropriate. Experience with an attitude towards use of collecting data 

may differ between cultures. Even though all these factors affect participation in the 

evaluation, the evaluator must have the experience so that participants feel a relief, 

confidence, and trust when the evaluation is openly discussed with them.  

 

6. Data Collection and Quality Assurance 

When referring participants for evaluation, you are recommended to routinely review 

important instructions and information about the measures. For example, are these measures 

verbally communicated or are they in easy-to-read handouts that are in the participant’s own 

language? Collecting the information for the evaluation may be performed in your office, in 

the participants’ home or any other place due to the participants’ wishes or other human and 

financial factors. It is of significance that you build up a trust with the participants involved in 

the evaluation before collecting the data. The literature shows that target groups for 

evaluation are receptive to culturally sensitive screening questions in the context of a trusting 

relationship. According to our experience, one way to increase the knowledge about the 

participant’s views of a questionnaire is to ask the following three questions and with open 

comments before ending: 

1. Were the questions difficult to answer? (yes or no) 

2. Were the questions relevant for your situation? (yes or no) 

3. Were the questions insulting? (yes of no) 

 

It is also important to conduct a quality assurance review of the interviews to make sure 

everything is filled out properly and completely. A specific difficult issue in evaluation may 

be that participants are reluctant to answer sensitive questions. Before handing back the filled 

in questionnaire, you are recommended to go through the pages find missing answers. See if 

there is a pattern to skipped questions; sometimes, participants may avoid answering 

questions due to traumatic life events (one of the criteria in PTSD is avoidance). In the end of 

every section, there may be written a sentence in a participant-friendly way to check that all 

answers are filled in. The reason should also be written such as user-friendly (the participant 

is expert on his/her self perception of health and illness) and the importance of answering all 

questions in order to be able to analyse and conclude the results. 
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7. Data Analysis and Results 

The first step of data analysis is descriptive and includes number of participants evaluated, 

numbers interviewed and lost (drop-outs and refusals), and a basic simple presentation of all 

findings. After this is reviewed and the major evaluation outcomes are identified, more 

sophisticated statistical analysis can occur. The latter is usually not necessary to reveal major 

evaluation results including simple tests of significance. 

 

There will be an estimate of the prevalence of the outcomes in your project. These may not 

be generalizeable to the general population since clinic assessments have a higher prevalence 

of severe outcomes than the general population. But they do paint a picture of the mental 

health of highly vulnerable groups who have found their way into your project. Did your 

results relate to the stated mission and theoretical assumptions? Are the priority of short-, 

intermediate-, and long-term service needs concretized? Further, you should report the short-, 

intermediate-, and long-term staff care needs and service plan. What are the extent of bias 

and/or design weaknesses and limitations of your evaluation which could have been 

prevented and are out of the evaluation team’s control?  

Your results will also include a description of the local community’s reactions and use of 

results before the results are published and you invite the participants to read their citations 

before publishing. Due to our experience you are recommended to give a short time for this. 

 

8. Interpretation and Significance of Results 

Interpretation of the significance of evaluation results should be an exciting and informative 

learning process for all parties involved including the community participants and/or patients, 

agencies and field staff, and local, government and international policy makers. The degree to 

which difficult mental health problems have been solved not only tells us about the scientific 

validity of our hypothesis, but also reveals the discoverable social, cultural and personality 

factors that contribute to the health, mental health and social-economic well-being of 

traumatized people. In almost every properly done evaluation, new discoveries and insights 

emerge. It is an important exercise before an evaluation to write in a journal a “prediction” of 

outcomes and then put the personal aside until after the evaluation is complete. At this time, 
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compare evaluation results to initial impressions to check out “why.” In most cases, the 

preliminary journal predictions were inaccurate. Evaluation is not only about making the 

“obvious, obvious,” but also about rejecting commonsensical opinions that are wrongly 

based upon prejudice, cultural biases and inadequate scientific information.   

 

9. Dissemination  

The collected qualitative and quantitative data in your report should be shared in an 

accessible and timely way with the local community before it is published. You should share 

the non-identifiable results of the evaluations in an accessible and transparent manner with 

the local community, the assessment team and with other relevant organisations. The 

literature shows that reports are not usually widely read. With the technical improvements by 

internet it would be easier in the future to have access to these reports.23, 24 

 

Your distribution of the results with recommendations is often a critical issue for follow up. It 

is of importance that your results and recommendations are translated in the local language/s 

and are orally reported for those who cannot read/write. The ownership of the evaluation 

outcome is responsible for the next stage. 

 

In the process of disseminating your results, you are recommended to answer the four 

following questions in the conclusion of your evaluation report: 

• What contributions do your findings make to the individuals, their families and 
community served? 

• What were the challenges and opportunities in conducting this work and evaluation? 
• How were the results shared with the community and other religious practitioners? 
• Are your results generalizable and replicable in other groups, communities and for 

other practitioners? 
 

The case study below shows one example 28 from my own evaluation work that follows 

the above format. 
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Case Study 

The following real life case study by the author illustrates the major points presented in 

the New Evaluation Framework. This study evaluated the mental health needs of Kosovo 

Albanians who were mass evacuated to Sweden in June, 1999:  

 

The Swedish government decided to take in 5,000 refugees under the Humanitarian 
Evacuation Programme between April and June 1999 and the refugees were to be 
given temporary residence permits valid for 11 months. By end of June 1999, about 
3,700 arrived from Kosovo. The detection of current needs and responding to 
traumatised Kosova refugees was of great importance. In this context the Swedish 
Immigration Board, at the end of May 1999, approved a project (with EU funding), 
concerning current medical, psychological and social needs among 400 newly 
arrived adults from the Kosova province in Sweden27 and the prospective evaluation 
of needs assessment ended up in a PhD thesis at Karolinska Institutet.28 

 
The evaluation framework is presented in the following Table 1. It is recommended that 

field workers use this evaluation framework model in setting up their evaluation and filling 

in the details as the evaluation process progresses.  
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Appendix 1: Karolinska Institutet Ethical Guidelines for International Cooperation 
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Measuring Trauma, Measuring Torture 
James Lavelle, LICSW 

 

 

Clinicians are often faced with the changing nature of the trauma story, the gaps and lapses in 

the patient’s memory, the emotional upset shared by both therapist and patient from personal 

accounts of horrible life experiences, and the complex task of assigning a diagnosis to the 

diversity of symptoms reported by trauma survivors. In clinical settings which treat survivors 

from diverse cultural backgrounds, these issues are further complicated by the impact of 

cultural beliefs and values on the meaning attributed to negative life events and on the 

expression of emotional distress. Screening instruments can provide a psychological and 

sociocultural insight into violence and its consequences. The history and use of two of the 

most widely cited surviving instruments in traumatized populations will be presented and 

discussed. 

 

The Hopkins Symptom Checklist-25 (HSCL-25) and Harvard Trauma Questionnaire (HTQ) 

were initially conceived in the early 1980s, when the Harvard Program in Refugee Trauma 

(HPRT) was being conceptualized for the first time, as at the Indochinese Psychiatric Clinic 

(IPC). Feelings of hopelessness and despair experienced by refugee patients and their 

clinicians in the early days of the IPC were palpable. It was clear that the serious emotional 

distress they presented needed to be challenged with new knowledge and skills.  New 

screening instruments had to be created that could reduce the feeling of hopelessness by the 

refugee patients and offer a diagnosis to the health care center that was also a simple 

culturally sensitive medical test. These instruments focus on the patient’s traumatic life 

history and related emotional suffering, and give the clinician and the patient important 

insight into the trauma story. 

 

The HSCL-25 and HTQ were able to meet these challenges. In addition, these tools revealed 

that there was much more to the story of each patient than their symptoms, and helped to 

open the door to a better understanding of the different cultural and psychological meanings 

of trauma. A clinician’s struggle to improve their healing strategies and move away from a 
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sole focus on pathology, instruments like the HSCL-25 and HTQ are needed to measure the 

resiliency of traumatized persons. There are two major clinical advantages of using screening 

instruments with traumatized patients in regard to the trauma story: (1) First, it’s a way for 

the clinician to acknowledge the traumatic life experiences of the survivor, giving them 

permission to speak about their disturbing life events in greater detail; (2) Second, the 

checklist format allows the patient to put “words around events and symptoms” that they 

would be unable to acknowledge in an open-ended interview. 

 

The HTQ and HSCL-25 have a number of other practical advantages in caring for trauma 

survivors. They are: 

• Simple, brief, and inexpensive; 

• Can be adapted linguistically and culturally; 

• Provide a full range of symptoms within a population through quantitative 

measuring overtime; 

• Capable of identifying the major psychiatric disorders of depression and PTSD 

because of their excellent psychometric properties in diverse cultural groups. 

 

The scientific accuracy and simplicity of the HSCL-25 and HTQ have led them to be used 

in over 30 languages.  Recently, the instruments have been validated in Arabic, Tajik, and 

Bosnian (Oruc L, Kapetanovic A, Culhane M, Lavelle J, Miley K, Forstbauer S, Mollica 

RF, Henderson D. Screening for PTSD and depression in Bosnia and Herzegovina: 

validating the Harvard Trauma Questionnaire and the Hopkins Symptom Checklist. 

International Journal of Culture and Mental Health December 2008; 1(2): 117-133)1, 2   

 

Mental health services for survivors of mass violence need to demonstrate the impact of 

therapeutic interventions.  Conveniently, these instruments can also be used to evaluate 

treatment outcomes. To answer questions such as: What is the trajectory of symptom 

change over time?  Are there subgroups identified by demographic background, ethnicity, 

trauma history or other socio-cultural factors that lead to a better or worse outcome? By 

using these instruments as evaluation tools, clinical and psychosocial programs can 
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improve and continuously adapt their efforts to the specific patient populations they are 

serving. 

 

 For instance, a treatment outcome study at IPC was conducted in 1990 and it was 

discovered that while Vietnamese and Cambodians had improved, the Laotian/ Hmong 

patient populations had deteriorated.3 A deeper look at the latter revealed that their use of 

opium back home had shifted to an over use of alcohol in the USA and that the IPC 

clinicians were missing this phenomenon in their diagnosis and treatment.3, 4  

 

Use of the HTQ and HSCL-25 

The HSCL-25 and the HTQ can be effectively used in any clinical setting including clinics 

and psychosocial programs in a refugee camp and/or the local community. These instruments 

have been administered to thousands of refugees, torture survivors and traumatized civilian 

populations with no reports of psychological damage to respondents. Successful 

administration of these instruments requires some other basic recommendations and 

guidelines. 

 

Although it is recommended that the interview be conducted by a trained mental health 

professional, it may also be administered by any trained interviewer from the affected 

community with a minimum of a high school education and the capacity to conduct an 

accurate interview under supervision of a mental health professional. Refugees themselves 

have been trained and supervised to use these instruments. Self-administration is never 

advised since the instruments’ questions can generate emotional arousal and upset in the 

respondent/patient.  

 

The interview should be ideally conducted in a confidential, private and quiet setting with 

enough time so that the respondent does not feel rushed. Administration of the HSCL-25 can 

take 15-30 minutes and the HTQ can take up to one hour; however, they can be administered 

informally and easily integrated into any counseling session. Regardless of what the 

respondent or the family says, it is most beneficial to conduct the interview with the 
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individual alone. Trauma survivors may feel reluctant to fully share their traumatic 

experiences in front of friends and relatives.  

 

Every interview should start with the respondent’s informed consent after explaining to the 

respondent that he or she has the right not to answer any or all of the questions. Respondents 

should feel completely free not to answer any questions they find upsetting or difficult to 

answer. In addition, if the patient becomes too upset to answer questions, the interview 

should be stopped immediately. Second, questions should be answered in a non-roiled 

sensitive manner in order to build rapport and trust through empathic listening. Always 

remember that mental health questions can be associated with stigma and shame. Before 

asking about specific symptoms it is crucial to understand the time period of the symptoms 

checklist, which is the immediate current week, i.e. “How often have you had the following 

symptoms in past week including today.” Make sure to clarify each symptom’s severity and 

any resulting disability. Make appropriate if necessary. For instance, make note of whether 

the patient has alcohol or drug use problem, or any other serious disabilities that requires 

special treatment. Most importantly, if a respondent indicates they are suicidal on the HSCL-

25, they should be seen immediately by an appropriate medical or mental health professional.  

 

The Harvard Trauma Questionnaire (HTQ) 

The initial HTQ has been revised (i.e. primarily the trauma events section) and this revised 

version is now called the HTQ-R. A full description of the scientific basis for these changes 

are reported in the manual Measuring Trauma Measuring Torture.5 The use of the HTQ-R 

is no different than the HTQ. The HTQ (and HTQ-R) is composed of five parts: trauma 

events, personal description, brain injury, post-traumatic symptoms, and scoring of the 

instrument. All of these parts play a crucial role in understanding and measuring trauma.  

 

Part I: Trauma Events 

Part I of the HTQ asks about a range of specific traumatic life events that may have affected 

the survivor. It is vital to understand the exact historical and socio-cultural meaning of very 

HTQ trauma event question. This section of the HTQ is generated by reviewing the historical 

and human rights context of the trauma event as well as through information gathered 
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through ethnographic studies (e.g. oral histories and biographies) and key informant 

interviews. 

 

The earliest version of the HTQ6 had 17 trauma events questions and 4 possible responses (E 

= experienced; W = witnessed; H = heard about; N = no) because it was initially believed 

that each response was distinctively different and had a different impact on the survivor 

emotionally. Scientific studies, however, revealed that “heard of” is almost always checked, 

and is redundant to the other responses. As a result, in the HTQ Revised version (HTQ-R) 

response options have been simplified to “yes” or “no” for individual itemized trauma events 

that have been either experienced or witnessed. During the questionnaire interview, there is 

always opportunity to explore specific trauma events in depth. 

 

Special attention is given to the patient’s torture history.   Item 11 of the HTQ-R 

operationalizes torture according to the World Medical Association Declaration of Tokyo 

adopted in 1975.   Respondents are asked to say yes or no to the following question: “While 

in captivity, did you receive deliberate and systematic infliction of physical and mental 

suffering?”7  If the respondent answers ‘yes’ to the question stated above, a list of 28 specific 

torture events has been included and can be used to determine what specific torture events 

had occurred (see Appendix). 

 

Trauma and torture events vary from conflict to conflict, depending on cultural forms of 

human aggression and conflict. Brainwashing, for example, was common among 

Cambodians, but not among Bosnians. In contrast, Bosnians were commonly used as human 

shields, and this did not happen in Cambodia. In the refugee study of Cambodian refugees 

living in Site II Study on the Thai border, a factor analysis identified 6 dimensions for trauma 

events.8   Other studies identified two additional dimensions (forced to harm others and 

disappearance of loved ones).8-10 The 8 dimensions are listed in Table 1. 
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The HTQ trauma checklist provides a unique overview of the many multiple traumas and 

tortures experienced by the respondent as well as reveal very severe specific events, e.g. 

rape experience or murder of a child. The individual meaning of these events can further be 

explored in Part II: Personal Description of the questionnaire, which addresses specifically 

the trauma story. 

 

Part II: Personal Description 

Part II of the HTQ is an open-ended question that allows the respondent to record, in an 

open-ended manner, the worst event that they had experienced during their period of 

exposure to mass violence and persecution.   It provides the clinician or researcher with 

insight into the respondent’s own subjective experience and the emotional weight they assign 

to a particular event.  For example, after answering positive to many Pol Pot period (1975-
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1979) trauma events, a Cambodian woman respondent stated, “The worst thing that ever 

happened to me in my life is that, when I was a young girl, my father would not allow me to 

go to school so that I could learn to read and write.”  This very personal situation which was 

not included in the trauma/torture questions provides insight into a life experience that 

continues to be extremely disturbing to the respondent. 

 

Clinicians and researchers are often afraid of asking questions regarding trauma, especially of 

atrocities and other horrific events, because they are uncertain of the cultural sensitivity of 

these questions, and they are afraid the respondent might have an emotional breakdown. 

Fortunately, respondents (when asked) routinely have stated they felt relieved to share their 

trauma story. For example, after a primary health care training on the HTQ, a doctor, for the 

first time, decided to ask her Vietnamese female patient, whom she had seen four times per 

year for twelve years, to tell her trauma story. The woman revealed the tragic situation:  

Her house was bombed when she was a young girl in Vietnam; her entire family was 
killed except for herself and her brother.  She grew up in an orphanage with her 
brother.  When she was old enough to marry she met a young man who had just 
joined the military and they got married and had 2 children.  Her husband was killed 
in battle 3 years later. She escaped by boat from Vietnam with her 2 children; one 
child died at sea of starvation. Finally she arrived in Boston after a lengthy stay in a 
refugee camp with her daughter. Four years ago she met a “very nice man” in the 
Boston Vietnamese community and they decided to marry.   He died last year of 
cancer.   

 

 

The doctor stated after hearing this story for the first time: “I felt like my patient was a 

stranger; I felt ashamed!” The HTQ provided this clinician, through its checklist approach, 

an opportunity to establish the respondent’s full trauma story. If this clinician had used the 

HTQ years before, she would have been in touch with the patient’s personal history and the 

relationship of the latter to her medical problem.  In summary, the HTQ Parts I and II 

provide a safe comfort zone for the clinician and scientist, and allow the patient/ respondent 

to reveal many of their most disturbing life events. 
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Part III: Brain Injury 

Section III inquires directly about traumatic brain injury (TBI), including beatings, 

suffocation, near drowning, starvation, and other injuries to the head (THI). This section was 

also expanded in the HTQ-R as evidence indicated that head trauma was frequent among 

populations who had experienced extreme violence. Brain injury is often associated with 

psychiatric symptoms and impaired social functioning.  Some of the psychological symptoms 

reported by torture and trauma survivors may be secondary to neurocognitive changes 

secondary to TBI.   

 

New evidence on the psychiatric morbidity associated with THI in torture survivors is 

emerging (Mollica RF, Chernoff, MC, Lavelle J, Lyoo IK, Pham, DV, Buy DV, Renshaw P. 

The Mental Health Sequelae of Traumatic Head Injury in South Vietnamese Ex-Political 

Detainees Who Survived Torture. Archives of General Psychiatry, In Press). Anecdotal and 

scientific studies in THI and PTSD, depression and disability are challenging the human 

rights field to pay closer attention to the neurological impact of head injury. 

 

Part IV: Post-Traumatic Symptoms 

The HTQ-R includes 40 symptoms, items similar to the original HTQ.  The first 16 

symptoms were derived from DSM-IV criteria for PTSD. Items 17 to 40 assess personal 

perceptions of psychosocial functioning in response to the complex stresses of persecution, 

violence and displacement. These refugee-specific items cover six functional domains which 

have been labeled SPIESS. They include: 

1. Skills or Talents of the Respondents 
2. Physical World 
3. Intellectual Life 
4. Emotional Well-Being 
5. Social Support 
6. Spiritual/ Existential Belief System 

 

In establishing these six domains of functional limitations, it was hoped that SPIESS would 

reveal culture-specific symptoms related to trauma that are not already included in the 

PTSD items, but are important within a specific cultural setting. SPIESS items are also 
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related to the broad spectrum of psychosocial functioning. The cultural validity of SPIESS 

is still waiting to be established.  

 

Part V: HTQ Scoring of Trauma Symptoms 

Total item scores are established for trauma and torture events and symptoms. Add up item 

scores and divide by the total number of the answered items. The scoring of HTQ symptom 

items is simple since each item is asked and coded on a 4-point scale.  

 
 1 = not at all 
 2 = a little  
 3 = quite a bit 
 4 = extremely 
 
A DSM-IV diagnosis for PTSD can be reached by the following numerical calculation: 

 

DSM-IV Score:    item 1 + item 2 + … + item 16 

     16 

The PTSD symptom scores are then compared against an established cut-off point.  

 

Hopkins Symptom Checklist-25 

The HSCL is a well known and widely-used screening instrument whose history dates from 

the 1950’s. It was developed by Derogatis and his colleagues as an improved instrument for 

use in outpatient settings.11-13 Initially, it was used it to assess the outcome of psychotherapy 

and especially psychotherapy in combination with psychopharmacologic agents.14 Rickels, 

one of the original developers of the HSCL, and his colleagues used the HSCL-25 to elicit 

information on symptoms of anxiety and depression in medical patients and were able to 

demonstrate its usefulness in identifying patients with previously unrecognized clinically 

significant emotional distress.15, 16 Since its inception, the HSCL has undergone continuing 

elaboration and refinement. Several versions of the instrument are now in use, ranging in 

length from 25 to 90 items (including 31-, 35-, 58-, 64-, and 71-item versions). A shortened 
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version of this instrument, the HSCL-25, was ideally suited for use with refugee patients 

especially in primary health care settings.   

 

In the early 1980s, the Harvard Program in Refugee Trauma adapted the HSCL-25 for the 

first time for use with refugees from Cambodia, Laos, and Vietnam30. Indochinese patients, 

like many primary care patients, tended to report mental health problems in the form of 

physical complaints; because of this tendency, studies have shown that the psychiatric 

problems of primary care patients are often overlooked in medical settings.17 In addition, 

Southeast Asians tend to feel that medical symptoms are the only legitimate reason to seek 

help. Studies show that Asians are more likely than Westerners to see mental affliction as a 

source of humiliation and potential ridicule.18, 19  Perhaps, as a result of this stigma, and fear 

of cultural inappropriateness or insensitivity, clinicians often hesitate before asking patients 

about their mental health at the cost of not diagnosing a major psychiatric illness. For 

example, in Bosnian20 and South African21 primary health care studies, undiagnosed and 

untreated levels of PTSD and depression were high, i.e.  approximately 15% or more of the 

primary health care population. 

 

HSCL-25: Symptoms of Anxiety and Depression 

Items 1-10 in the HSCL-25 measure anxiety, and are consistent with DSM-IV diagnosis of 

generalized anxiety. These items, however, have not yet been fully established as to their 

diagnostic validity in refugee and other traumatized populations. Since anxiety symptoms are 

relatively common in many psychiatric disorders, including depression, it is unclear whether 

these items constitute a DSM-IV anxiety sub-scale, anxiety expressions of depression or 

generalized emotional disorders. The 15 items (items 11-25) for depression have been well-

established for measuring the DSM-IV diagnosis of major depression. 
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Scoring HSCL-25 

The procedure for scoring the HSCL-25 is similar to scoring the symptom items of the 

HTQ. Each item is assigned the following number: 

1 = not at all 
 2 = a little  
 3 = quite a bit 
 4 = extremely 
 

The items are added up and divided by item numbers to get: 

 

 Total Score: item 1 + item 2 + … + item 25 

     25 

 Anxiety Score: item 1 + item 2 + … + item 10 

     10 

 Depression Score: item 11 + item 12 + … + item 25 

     15 

In contrast to the changing cut-off for PTSD for the HTQ, the HSCL cut-off for 

establishing major depression in different refugee groups has been consistently a cut-off 

point of 1.75. 

 

Interpretation 

Interpretation of the interview begins with recognizing that checklist responses are guideposts 

to help provide structure and organization to a clinical evaluation. Obtaining a general 

impression by paying attention to physical environment, patient’s appearance and body 

language is the first step of interpretation. The next element of interpretation requires that the 

interviewer evaluate the individual checklist items and responses and make special note of 

those questions in which the respondent displayed a significant emotional upset, and what 

trauma events he/she answered responded positively. Finally, calculate the score and decide 

whether the patient is checklist positive or negative for PTSD. While the final score helps the 
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clinician understand the degree of emotional difficulties, it is the overall trend of the in-depth 

interview and overall pattern of the open-ended questions that will help the most in 

determining the course and/or need of treatment. 

 

Adaptation of Instruments 

The adaptation of these two instruments requires more than simple linguistic translation.  

Translation, back-translation, and consensus, as well as comparison and consensus of 

translation and back translation by an expert group and methods of resolving differences, lead 

to a highly valid instrument.22 Gaviria and colleagues noted that “the development of 

equivalent measures of the same instrument in several languages requires more than 

mechanical translation; it requires similarity in regards to style and connotation.”22 The HTQ 

has been developed so that individual types of events unique to the survivors’ situation must 

be clarified and included in the trauma event list each and every unique historical trauma 

situation. Determination of psychometric properties (e.g. sensitivity and specificity) of each 

instrument in different social, cultural and clinical setting is necessary.  An extensive research 

project validating the HTQ and HSCL-25 in Bosnia and Herzegovina is reported by Oruc and 

colleagues in their research in a primary health care setting.9 

 

Establishing the Psychometric Properties of the HSCL-25 and HTQ 

There are two main ways of choosing a cut off point for both the HTQ and the HSCL-25, 

depending on resource availability and purpose of measurement. For instance, there might be 

only enough funding to see 100 patients in a population of 1000, in which case priority will 

be given to the top 10% of symptom scores. This cut-off point can be quickly established by 

taking a small random sample and screening them. A list is made of scores in decreasing 

order and the cut-off score used that captures 10% of the group. 

 

The established scientific approach, however, for choosing a cut-off point  for screening 

instruments is to validate the screening instruments against a clinical “gold” standard and 

using an ROC (Receiver Operating Characteristic) curve analysis to set the cut-off point. This 

process can be summarized in the following 5 steps: 
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1. A stratified sample of 50 individuals screened using the HTQ and the HSCL-25 with 

high, medium, low probability of PTSD and depression, respectively. 

2. A psychiatrist or trained mental health professional, blind to the HTQ and HSCL-25 

scores, meets with each of the 50 subjects to establish a clinical diagnosis using a 

semi-structured interview schedule such as the Standard Clinical Interview for DSM-

IV (SCID).23 

3. A Receiver Operating Characteristics (ROC) curve analysis is generated for PTSD 

and depression based on symptom scores and SCID diagnoses.23 

4. A cut-off point is selected to maximize specificity and sensitivity, according to 

resource availability and policy preferences. Sensitivity is the likelihood that an 

instrument (e.g. HTQ and HSCL-25) positively diagnose an individual with the 

illness it is measuring, while specificity refers to the likelihood that the same 

instrument will falsely and positively diagnose an individual without the illness. 

Remember, the sensitivity of an instrument becomes lower  and lower for the same 

instrument when used in a psychiatric clinic, primary health care and a community 

population, respectively.  This reduction of sensitivity occurs because the total 

percentage of severe cases gets less and less with the smallest percentage in the 

community. This change is sensitivity of an instrument is called the spectrum effect. 4 

 

The HTQ and HSCL-25 have been administered by HPRT to 5000 research subjects in 

highly traumatized situations.8-10 The cultural validation and psychometric properties of HTQ 

and HSCL-25 have recently been established in Bosnia and Herzegovina20, Tajikistan1, and 

Iraq.2  As an example, the psychometric properties of the Bosnian HTQ are shown in Table 2 

along with the corresponding ROC curve analysis shown in Table 2. 20  



519 
 

 

 

The area under the curve (AUC) is estimated in order to gain diagnostic accuracy of the 

instruments without consideration of their sensitivity and specificity.24 The point on the curve 

will be selected where sensitivity and specificity are both maximized leading to an 

appropriate cut-off point for diagnosing depression and PTSD respectively. In Table 2, this 

would be a cut-off score on the HTQ of 2.06. 
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Reliability analysis will use Cronbach’s α, point serial correlation methods to reveal 

relationship between SCID diagnoses and instrument results, Kappa to assess inter-rater 

agreement, and log linear analysis to determine the relationship between demography, trauma 

and symptoms/diagnosis. 

Extensive research has shown that these instruments are reliable and culturally valid when 

adapted appropriately.1, 6, 20, 25-29As a result, they are now widely accepted internationally as a 

“gold standard” for use in populations that have experienced extreme violence. 

 

Recommendations for Use in the Field and Clinic 
 
What is the proper way of using screening instruments in the field and clinic? First, the 

instruments chosen, and there are many more now available in addition to the HSCL-25 and 

HTQ, must be selected for a specific purpose. What are the field worker, clinician and/or 

researcher trying to achieve? For example, a psychosocial worker may want to identify 

teenagers at high school with serious depression. A clinician in primary health care may want 

to identify patients with PTSD; a human rights worker establishes the level of violence 
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experienced by a given population. Decide on the goals to be achieved and then select the 

most suitable instrument that can help achieve these goals. 

 

Second, too often an instrument is applied to a specific traumatized population without 

proper translation and back translation, techniques which are now well established. It must be 

remembered that even an excellent, item-by-item translation, however, may not in any given 

culture be meaningful and conform to the original construct of the instrument. The fifteen 

symptoms items of the HSCL, for depression, even if properly translated, may not be, in fact, 

measuring depression as we know it in Western society. Always try to establish if there are 

any “folk diagnoses” or “culture-bound” concepts that give greater and more accurate 

meaning to what is being measured. Whether you are trying to measure a concept such as 

humiliation or shame, first try to be very specific and clearly define what you mean by this 

concept and see whether or not it holds up in the culture you are studying. 

 

Third, screening instruments have the advantage of being simple and easy to use especially if 

interviewers are refugees themselves and may not trained scientists or clinicians. It does not 

make sense to use a self-administered instrument in illiterate populations who also may have 

no experience with screening instruments. Always, before using the instrument, chose a 

representative sample of respondents and ask them directly if they understand the questions 

being asked of them. It is often surprising to find out what respondents are actually hearing in 

a question. At this time, you can also establish how disturbing the questions being asked are 

 

If you are not a scientist, review with one the proper development of a screening instrument. 

This means you must have basic and a sufficient understanding of the instruments 

psychometric properties to know what the instrument is revealing. All tests, including lab 

tests and clinical exams, have false positives and negatives. Make sure you know how 

accurate the information you are collecting is and if it is safe to have false negatives and/or 

positives. 
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Review the existing scientific literature and handbooks created by the instrument’s developer. 

For example, the HSCL and HTQ are extensively reviewed in a handbook Measuring 

Trauma Measuring Torture5 available upon request from HPRT. 

 

Consider the instrument used in a traumatized population with the same serious scientific and 

ethical considerations as any medical test. Screening instruments can not only disturb 

respondents and interviewees, but a bad instrument, if poorly used, can generate data and 

information that can have a negative public health impact on a traumatized population. 

 

In resource poor environments, culturally and scientifically validated screening instruments 

can play a major screening, clinical, and scientific role. As in the case with the HSCL-25 and 

HTQ, accurate information, sometimes being collected for the first time, can improve the 

health and mental care of traumatize persons as well as facilitate advocacy for human rights 

protection and improved public health policy. 
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Today, there are 11.4 million refugees under the United Nations High Commissioner for  

Refugees (UNHCR) mandate and 26 million conflict-generated internally displaced persons.1  

As defined by the U.N. Refugee Convention of 1951, a refugee is someone who experiences 

a “well-founded fear of being persecuted for reasons of race, religion, nationality, 

membership of a particular social group or political opinion” (Chapter 1, General Provisions, 

Article 1).2  That person is outside their country of origin and unable or unwilling to return. 

(Chapter 1, General Provisions, Article 1).2  In the last century we have seen a rise in 

complex humanitarian disasters which result in massive population dislocations and 

destruction of communities, family networks, as well as ecosystems - all contributing to the 

soaring number of refugees.   Human rights abuses during complex humanitarian 

emergencies are common, as is insecurity. According to Amnesty International, torture and 

ill-treatment are practiced in over 150 countries around the world. Combatants fighting in 

internal conflict situations are often poorly trained in the Universal Declaration of Human 

Rights, Hague Laws and the Geneva Conventions, and so the rules of international 

humanitarian law are frequently blatantly ignored.3  Moreover, in violation of International 

Law, civilians may be specifically targeted in combat.4  During World War I it was estimated 

that ninety percent of casualties were military personnel and ten percent were civilians, while 

today it is estimated that only ten percent of war casualties are military and ninety percent are 

civilians.  

The impact of violent conflicts has multiple layers of societal disruption.  The African 

Development Bank Group notes, “The socioeconomic consequences of violent conflicts on 

African countries [for example] have been profound and multiple. These have been 

manifested in the form of both visible and invisible impacts – in the form of tremendous 

human and material losses.  Impacts also have included the loss of physical assets and 

infrastructure; the reduction of agricultural land due to mines laid in large areas; massive 

population displacements and civilian casualties and loss of human capital; wiped-out 
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achievements of decades of economic and social development; and the spread of 

communicable diseases, in particular HIV/AIDS – all of which have perpetuated mass 

poverty.”5  In countries that have experienced mass violence for many years, efforts to restore 

infrastructure and return to some sense of “normalcy” may greatly over shadow efforts by 

researchers to do their work. 

In times of conflict and post-conflict, standard forms of ethical practice should govern 

research-related activity. As during peacetime in the United States, the National Commission 

for the Protection of Human Subjects of Biomedical and Behavioral Research in its Belmont 

Report, presents principles that form the ethical underpinnings of Federal research 

regulations.6 These principles can be summarized as respect for persons, beneficence, and 

justice.  The Belmont principles highlight that respect for persons means that individuals 

should be treated as autonomous agents (capable of deliberation and acting in accordance 

with such deliberation).  Those individuals incapable of self-determination and individuals 

with diminished autonomy should be provided with protection. Beneficence refers to 

maximizing benefits and minimizing harms. Consideration is also given to securing well-

being.  In this context, justice refers to those who ought to receive the benefits of research and 

as well as who bears its burdens.  

Special protections in research must be given to traumatized populations similar to that given 

to pregnant women, the mentally ill or infirmed, prisoners, and children.  A number of 

conditions need to be considered and/or satisfied before, during, and after conducting 

research, including: the application of rigorous scientific methods in the effort to gain 

maximum information and generalizable knowledge; an analysis of the risks and benefits to 

the community of the research proposed; the competent training of investigators and research 

assistants; the conceptualization of a complete informed consent process; the justification of 

the use of any special populations; and the realization of cross-cultural issues in the 

development, implementation, and presentation of the study and study results to the 

community.  Scientific review must consider the study design, including the provisions for 

avoiding or minimizing risk and for monitoring safety in the study. Committees competent to 

review and approve these scientific and ethical aspects of research proposals thus must be 

multidisciplinary.  The Global Forum for Health Research reports that 90% of the health 



540 
 

research dollars worldwide is earmarked for the improvement of the health of only 10% of 

the world’s population.7 Ultimately, research in developing countries should be governed by 

the duty to alleviate suffering, the duty to show respect for persons, the duty to be sensitive to 

cultural differences, and the duty not to exploit the vulnerable.8 Text box 1 below describes 

indicators of population vulnerability.   

  

By developing the research question with the community itself or its Diaspora, one can better 

attuned to the research questions that may be of greater interest or priority to the community 

that is war affected. By engaging multiple constituents, it is necessary that research agenda 

and questions are open to negotiation, creativity and constant reinvention.9  To better 

understand what is happening in the field, it is important to consider local concepts.11, 12  

Reviewing the actual questions with members of the cultural group, can aid in taking into 

account cultural-based concepts and social mores leading to a better understanding of what 

material is sensitive and how to handle it as the latter approach is illustrated by a recent study 

with Darfurian refugees conducted by Physicians for Human Rights and the Harvard 

Humanitarian initiative.10    

At the beginning of a research project, meeting with members of the community can also 

provide information on how to show respect to research subjects, make them feel 

comfortable, and gain insight into how decisions are made by individuals, families and 

communities. One must also understand the ecological framework in which people live.13 

The development of a survey or measure, in areas that have seen conflict conditions may be 

Text Box 1. Factors associated with vulnerability of a population15 

 Limited economic development 
 Inadequate protection of human rights in general 
 Inadequate community/cultural experience with, or understanding of scientific 

research 
 Limited political awareness (in the case of HIV, of the importance and process 

of vaccine research 
 Limited availability of health care and treatment options 
 Limited ability of individuals in the community to provide informed consent 

(often based on class, gender, etc.) 
 Insufficient formal experience with – or inability to conduct – ethical or 

scientific review of proposed research 
 Insufficient infrastructure and technical capacity to conduct the proposed 

research 
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difficult because of instability at the field level. Certain vulnerabilities will arise that are 

unanticipated. The researcher must be flexible to respond to changes on the ground.   

Research in conflict areas requires proper protection of research subjects because subjects in 

these areas are especially vulnerable to exploitation and continued stress. Generally speaking, 

because of fragile socio-economic conditions and the threat of renewed violence, when 

outcome studies of interventions are involved, it is recommended that the control group be 

offered a universal standard of care, meaning the best treatment available in the developed 

world (as opposed to the region).  It is recognized that the best available treatment may not 

always be possible, at which time the overarching goal is to undertake research offering the 

best intervention currently available as part of the national health system.8  Alternative 

proposals focus on providing the control group with “the highest attainable” level of medical 

care.9 It is considered unethical to leave a control group untreated. For example, let us 

imagine a scenario in which no psychiatric drugs exist for depression and that during a 

clinical trial for a depression drug, the control group patients receive only traditional healing. 

A traditional healing control group could be placed on a waiting list for drugs and eventually 

enter into the study as members of the index group. In this way, all participants have equal 

access to potentially beneficial drug care.  

Universal principles of research in the post-conflict setting are predicated on: conducting 

research with the same respect for all subjects wherever they are in the world, obtaining 

authentic voluntary informed and understanding consent that reflects the realities of the 

economic, social, linguistic and cultural framework of research subjects and their 

communities; and contributing infrastructure or resources for other diseases.14  It is important 

to note the ethical differences between clinical care and research (see Table 1), because each 

activity places the physician/researcher and patient/subject in different roles and presents 

each with unique responsibilities and goals. In acute conflict situations, research may seem to 

be a luxury because its impact on the research subjects is unknown. In this type of setting, 

evaluation is necessary to determine the efficacy of clinical interventions and should not be 

ignored as is now commonplace in conflict and post-conflict settings. In conflict settings, 

evaluation results can set the stage for research especially when the interventions used are 

found to be ineffective and even harmful to the patients/clients.  
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History of Unethical Experimentation 

Early research in infectious diseases involved direct inoculation of infectious agents into 

healthy subjects, or purposeful withholding of treatments from sick subjects. This research 

began with the injection of cowpox and smallpox in an eight year old child (1796), followed 

by studies by Walter Reed on yellow fever (1900), studies of prisoners in the Philippines who 

were intentionally given cholera (1906), and the U.S. Public Health Service study in 

Tuskegee, Alabama of syphilis left untreated in African American males, even after effective 

treatments had been discovered (1932-1972).  

 

In the years leading to the Second World War, experimentation of potential warfare agents 

began to take place. Following the invasion of Manchuria by the Japanese in 1931, military 
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officer Dr. Shiro Ishi began preliminary germ warfare experiments. This was followed by the 

establishment of a Japanese biological warfare unit.16 During WWII, between 1941 and 

1944, countless experiments were conducted on concentration camp inmates: sterilization 

experiments at Aushwitz; typhus and phosphorus burn experimentation at Buchenwald; 

epidemic jaundice and typhus experimentation at Natzweller; high altitude, freezing, malaria, 

and sea water experiments at Dachau; and bone regeneration and transplantation experiments 

at Ravensbrueck.  Concurrently, the U.S. government conducted mustard gas experiments on 

U.S. servicemen and also injected plutonium during 1945-1947 to determine the metabolic 

fate/toxicity of internal radiation emitters in atomic bomb workers accidentally exposed. 

Since WWII, residents of state schools, prisoners, patients, and indigent people have without 

consent been administered or exposed to radioactive tracers, skin products, uranium 

injections, irradiation, hepatitis, live cancer cells and oral contraceptives.  In 1997, the U.S. 

sponsored a placebo-controlled experiment which did not provide treatment for HIV-infected 

pregnant African women. These are just some examples of the exploitation of individuals in 

research which has led to a greater emphasis on protection of human research subjects.  

 

During the Nuremberg Trials a U.S. Military Tribunal called to accountability Nazi doctors 

who performed unethical human subject experimentation during WWII.  The conclusion of 

the Nuremberg “Doctors Trial” set forth guidelines termed “Permissible Medical 

Experimentations,” now know as the Nuremberg Code.  The Nuremberg Code states17:    

1. “The voluntary consent of the human subject is absolutely essential. This means that 

the person involved should have legal capacity to give consent; should be so situated 

as to be able to exercise free power of choice, without the intervention of any element 

of force, fraud, deceit, duress, overreaching, or other ulterior forms of constraint or 

coercion; and should have sufficient knowledge and comprehension of the elements 

of the subject matter involved as to enable him to make an understanding and 

enlightened decision. This latter element requires that before the acceptance of an 

affirmative decision by the experimental subject there should be made known to him 

the nature, duration, and purpose of the experiment; the method and means by which 

it is to be conducted; all inconveniences and hazards reasonably to be expected; and 
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the effects upon his health or person which may possibly come from his participation 

in the experiment. The duty and responsibility for ascertaining the quality of the 

consent rests upon each individual who initiates, directs or engages in the experiment. 

It is a personal duty and responsibility, which may not be delegated to another with 

impunity. 

2. The experiment should be such as to yield fruitful results for the good of society, 

unprocurable by other methods or means of study, and not random and unnecessary 

in nature.  

3. The experiment should be so designed and based on the results of animal 

experimentation and knowledge of the natural history of the disease or other 

problems under study that the anticipated results will justify the performance of the 

experiment.  

4. The experiment should be so conducted as to avoid all unnecessary physical and 

mental suffering and injury.  

5. No experiment should be conducted where there is an a priori reason to believe that 

death or disabling injury will occur; except perhaps, in those experiments where the 

experimental physicians also serve as subjects.  

6. The degree of risk to be taken should never exceed that determined by the 

humanitarian importance of the problem to be solved by the experiment.  

7. Proper preparations should be made and adequate facilities provided to protect the 

experimental subject against even remote possibilities of injury, disability, or death.  

8. The experiment should be conducted only by scientifically qualified persons. The 

highest degree of skill and care should be required through all stages of the 

experiment of those who conduct or engage in the experiment.  

9. During the course of the experiment the human subject should be at liberty to bring 

the experiment to an end if he has reached the physical or mental state where 

continuation of the experiment seems to him to be impossible.  

10. During the course of the experiment the scientist in charge must be prepared to 

terminate the experiment at any stage, if he has probable cause to believe in the 

exercise of the good faith, superior skill and careful judgment required of him that a 
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continuation of the experiment is likely to result in injury, disability, or death to the 

experimental subject.”  

Thereafter, in the U.S. the FDA required that three phases of human clinical trials (safety, 

efficacy and controlled trials) must be conducted before a new drug can be released to the 

public.  In 1991, the World Health Organization announced the Council for International 

Organizations of Medical Sciences (CIOMS) Guidelines, which outline four ethical 

principles in human research18: respect for persons, beneficence, non-malfeasance, and 

justice. These ethical principles, summarized in (Text Box 2) are useful in guiding research 

in post-conflict settings.  

 

 

 

 

 

 

 

 

 

 

I. Practical Considerations  

 

Approaching and Protecting Communities 

A community is defined as: “a group of people with something in common, e.g. a language, 

geographical boundaries, age, attendance at a primary care clinic, shared cause, bond of 

identity, history of values. They perceive a commonality among themselves.”20 Text Box 3 

shows the hierarchy of community involvement in research, from the lowest level of 

involvement to the highest. Research studies in post-conflict settings should attempt to reach 

level five of community engagement. First, it is important to define and characterize the 

community. Then, the problems of the community are identified and prioritized through the 

process of formulating a community diagnosis. An intervention is developed and 

 
Text Box 2. Ethical Norms in Research19 

 
 Important study 
 Good scientific design 
 Maximization of information 
 Competent investigators; adequate facilities 
 Favorable balance of risks and benefits 
 Informed consent 
 Equitable selection of subjects; justification for special 

populations 
 Compensation for research-induced injury 
 Follow-up 
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implemented, as well as evaluated.  Decision making then takes place regarding future 

interventions.21 It is important to involve the community at every step of the research process.    

 

Communities are very diverse.  It is important to have “buy in” by the leadership of a 

community.  It is well known that they have leaders who are formal as well as leaders who 

are informal.  At times, informal leaders may have greater impact on the success of a project 

than those leaders deemed formal.  This is illustrated in a project in Cambodian in which 

pagoda volunteers held in high esteem by the community were more effective than newly 

established community formally elected representatives.22  

  

 

 

 

 

 

 

 

In order to protect communities involved in health research, five requirements have been 

cited: (1) consultation with the community, (2) disclosure to and consent of the 

community, (3) involvement of the community in the conduct of the research, (4) 

community access to data, and (5) publication of research results (HUGO Ethics 

Committee, 2000). 

 

Understanding the Community 

It is necessary to understand the values of the local culture, and the political and social 

forces affecting community members in order to conduct ethical and effective research in 

post-conflict settings. To begin to understand the latter, it can be helpful to talk to 

expatriates prior to leaving for the country. Reviewing the relevant literature and 

speaking with country experts is also helpful. Identifying formal as well as informal 

leaders will help researchers gain a better understanding of the community, while 

contributing to the development of a working relationship. This relationship should not 

 
Text Box 3. Hierarchy of community engagement23 

 
1.     No effort to organize or involve the community 
2.     Involvement deemed important, but outreach is limited and community 

participation is superficial 
3.      Systematic effort to involve the community, some leaders involved 
4.      Community is organized, but not viewed as an equal partner 
5.      Extensive outreach, see each other as valued partners, community 

members, leaders, and grassroots involved 
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be hierarchical in nature, and be built upon respect for the community. The research team 

should not have hidden agendas.  

 

It should be kept in mind that there may be distrust between the community and the 

research team. This distrust may originate from prior research teams that have canvassed 

the area and have neglected to give information back to the community. Generally 

speaking, most communities do not want to be objectified.  They need to see the direct 

benefit of research to their community. Therefore, it is important to first develop a trusted 

relationship with someone in the community or to connect with people who have 

relationships with the community, recognizing that these relationships take time to 

develop. 

 

Populations in post-conflict settings may have significant difficulties with obtaining basic 

water, food, clothing, and shelter.  Thus research questions may pale in relation to the 

everyday efforts of these communities to survive. This is particularly the case when the 

population has experienced losses of family, jobs, community, safety, and livelihood.  

Tensions may exist between those who left before and during the conflict and have since 

returned and those who did not leave.   These factors should be examined carefully as they 

can potentially all contribute to exploitation of the community when conducting research in 

post-conflict settings. 

 

As asserted, when working with a community, that community should be involved in the 

development of the research project in question.  It should be kept in mind however that the 

research entertained may have social and cultural implications for the community itself.  For 

example, a study about domestic violence in a community can be a source of shame.  Or in 

certain cultures there may be fear that the researcher is representing the government, or there 

might be a reluctance to answer research questions having sociopolitical overtones.  There 

can be a concern that research findings will lead to further marginalization of already 

marginalized communities or that information gathered will be misused. Researchers should 

take these considerations into account when developing research projects in post-conflict 

settings.   There are often complexities within a community that may not be obvious to the 
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outsider.  Getting input from non-governmental organizations on the ground who have 

worked with communities can also be helpful in not only establishing a relationship, but also 

understanding nuances and history.  

 

Gathering primary data about the community may involve conducting interviews and surveys 

of the population or speaking with both formal and informal leaders.  Secondary data can be 

gathered from census or vital statistics data, as well as by consulting information that may 

previously have been collected for some other purpose. 

 

Benefits and Risks 

According to Gbadegesin and Wendler, “individuals are exploited when they engage in 

transactions with others, but fail to receive a fair level of benefits…  The fairness of the 

benefits that a community receives as part of its involvement in a research study depends 

upon the risks and burdens that the community bears as a result of its involvement in the 

study.”24  The Fair Benefits Framework laid out by Gbadegesin and Wendler consists of 

several components: (1) benefits to participants during the research refer to improvements in 

health and health care; (2) benefits to the population during the research, such as collateral 

health services unnecessary for research study, public health measures, and provided 

employment and economic activity; (3) benefits to the population after research, including 

reasonable availability of effective interventions, research and medical care capacity 

development, public health measures, long-term research collaboration, sharing of financial 

rewards from stages, and free, un-coerced decision-making by the population bearing the 

burdens of research; and, (5) transparency made possible by central, publicly accessible 

repository of benefits agreements and process of community consultations.25 

 

The Declaration of Helsinki states in paragraph 29 that, “The benefits, risk, burdens, and 

effectiveness of a new method should be tested against those of the best current prophylactic, 

diagnostic, and therapeutic methods.”26   There are those who argue that less than “worldwide 

best” should be considered only when the following four conditions are satisfied: (1) 

scientific necessity – less than worldwide methods are needed to answer the research 

question; (2) relevance for the host community – an important health need of host community 
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will be addressed by answering the scientific question; (3) sufficient host community benefit 

– the trial will produce a fair level of benefit to the host community; and (4) subject and host 

community nonmalfeasence – subjects and host community will not be worsened 

prospectively than they would be in the absence of a trial.27   

 

Research Assistants 

Training of research assistants is necessary in order to ensure the accuracy and completeness 

of research findings. Educational levels and credentials of research assistants should be taken 

into account in their training.  It is important to respect the experience and expertise of local 

groups in hiring them as research assistants and in conducting research. Local communities 

may be antagonizing the drawing away of local community members to high paying research 

jobs. Awareness of this tension needs to be taken into consideration. Researchers and their 

assistants should be aware of opportunities to develop local capacity, speaking to the 

importance of developing longer-term relationships for training, skill development, and 

professional development in the community. Safety is also a major issue for research 

assistants, most commonly where there is ongoing violence in and around the community of 

study. When research questions use sensitive language or involve gathering information 

about human rights violations, research assistants and subjects may be at risk.   

 

It is necessary to understand the age and gender dynamics of the community. Similarly, it is 

important to assess how ethnic or religious differences within a community as well as class 

and education affect the research process. These dynamics will impact the quality of data 

obtained. These concerns become very important when addressing research areas that involve 

elements of stigma, such as sexual behavior and drugs abuse.28   

 

Recruitment 

Building a good relationship with the community is essential for the successful recruitment of 

study subjects. The community again is an excellent source of information regarding where 

and how best to find research participants. Specific meaning of involvement in a research 

study must be identified. There may be fears, for example, of stigmatization that includes the 

wish not to be singled out, provide personal information or other statements that may put the 
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research subject at risk. Undocumented individuals and those subject to torture and other 

human rights violations may be especially weary of participating in research. In some 

environments, and depending on research sponsors, there may be fear in the community of 

losing basic services as a result of the research or of re-exploitation, imprisonment and harm 

by a repressive regime. All efforts must be made to guarantee that no one is hurt by 

participating in the research. Knowing the rhythms of day-to-day lives, such as market day, 

and daily requirements are also important aspects of doing a research study.     

 

Meaning of Voluntary Informed Consent 

It is important that research subjects understand the nature and consequences of human 

research.  In different cultures and societies, research and informed consent may mean 

different things. While in the developed world, for example, a subject’s voluntary informed 

consent must be obtained, in the developing world, a subject’s permission may be made by 

family members or others rather than the individual himself. It also may be necessary to first 

get informed consent from the village elders or the elders of the community,29 or from family 

members before a prospective participant is approached.  There is a power differential 

between researcher and subject that must be examined in gaining informed consent.  Race 

and class may affect the informed consent process. In some cultures, potential subjects may 

be polite and can be reluctant to refuse involvement.  There can be fears related to signing 

documents, including consent forms. And, in some societies, it must be taken into account 

that written language is fairly new, or large segments of the population are illiterate. Despite 

these considerations, the duty of respect for persons absolutely insists that consent be 

obtained from each participant individually, and that it should be voluntary, informed and 

understanding.8  

 

Potential Risks of Participation 

Researchers should always explore the means by which to reduce potential risks in the 

research setting. Part of this exercise is to first identify risks. Risks of conducting research in 

post-conflict settings include: re-traumatization of the subject; reenacting of an interrogation 

session; undue coercion as a result of offering financial incentives to research; breaking 

confidentiality and/or privacy; dangers of retribution when dealing with human rights 
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violations; and fear created by using language such as “human rights violations” or “torture.” 

For example, it is often not safe to document information about perpetrators: will descriptions 

of human rights violations, torture and violent result in harm to the research subject? It is 

critical to consider how interviewers and information is protected. Researchers will learn on 

the ground whether or not it is safe to be involved in the study at all. If it is, in fact, unsafe for 

either researchers or subjects, there must always be a willingness to stop the study. Safety 

takes priority over all other research goals. 

 

Across cultures, those who are in a greater position of power are able to write history.  The 

question related to the research content is: which “truth” is actually being written?  There is 

always the risk for history and research to be manipulated for political gain. The perception 

of this risk may also result in over or under-reporting by subjects over the course of studies. 

Assessing risk must be a dynamic process.  It is not only done once when a study is 

conceptionalized. Risk must be continuously assessed as it applies to subjects, potential 

recruits, recruiters, interpreters, as well as research staff. 30, 31 

 

What is being Measured? 

It is necessary to do translation and back-translation when working in other languages so that 

the quality of research data is valid and accurate.  Cultural idioms of distress are best when 

understood in context, and so effort must be made, and measures must be created that define 

exactly what a “case” is. These measures must represent cultural norms of the population, 

and therefore should include culturally valid content. Inevitably, as the research is in process, 

the research team will learn cultural-based information that will be important for interpreting 

and understanding the results.  Having a mechanism for documentation will be very helpful.  

 

Protection of Data 

Data must be protected so that personal information is not identifiable. There should be no 

way to connect information disclosed with the person who provided it. Information needs to 

be stored in secured places. Computers should always be locked, as they can be a specific 

target in any attempts to gain personal information and data on research subjects.  Using 
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technology to send information to a secure location out of the country or encrypting stored 

information are options that some research teams utilize.  

 

Use of Interpreters 

The use of interpreters brings up many ethical concerns. First of all, they must be trained to 

participate in the study in a clinical manner. It is important to note that interpreters hear 

information firsthand, and are therefore receptors of painful information. While 

confidentiality is essential, the interpreter must also know certain information obtained must 

be reported to the researcher, such as active childhood sexual abuse. The supervisor can then 

consult with the proper local authorities.  

 

Consideration needs to be given to the background of interviewees and their interpreters and 

how their relationship will unfold in the interview setting. Tensions between interviewee and 

the research assistant can arise related to race, ethnicity, age, class and level of education. 

Important information may be withheld by interviewees because of this cultural tension. 

Finally, since interpreters are the bearers of information, their safety can be placed at risk in 

areas where there is conflict, or where discussion focuses on human rights violations. 

Safeguards need to be put in place in order to protect interpreters. In addition, all research 

staff is susceptible to secondary traumatization and may be in need of self-care.  

 

Advocacy and Dissemination 

It is necessary for researchers to clarify their agendas.  One raises the question – should 

researchers be political activists?   Should human rights workers remain neutral?  It is 

important for information learned to be shared with the community. It is important to 

consider when designing the research question the relevance of the work to the reduction of 

human suffering.  Some participants will ask that their stories be told to the outside world.  

For some, this may be the first opportunity that they have for someone to listen to what has 

happened to them.10 In bearing witness, it is the opinion of the authors, that one must speak 

out and shed light on suffering or human rights violations that are occurring.  This is part of 

the social obligation of doing this work. Yet a serious moral issue is involved when 

researchers specifically engage in research to reveal atrocities and other human rights 



553 
 

violations already having preconceived ideas as to the research “results” and the 

“implications” of these results as to who are the so-called “guilty” parties. Researchers are 

supposed to be scientifically “objective” and “neutral” when dealing with certain issues, such 

as torture. Is this neutrality possible? Can a researcher who condemns government asylum 

and detention policies study this topic? Can researchers objectively study a problem and then 

turn over the data to human rights advocates and opposing government officials? Clearly, the 

political and moral biases of the researcher and his/her organization must be publically 

acknowledged at a minimum.  

 

II. A Case Study 

Physicians for Human Rights in collaboration with the Harvard Humanitarian Initiative 

completed a study of Darfuri women living in a refugee camp in Chad.10 The purpose of the 

study was to systematically assess the human rights violations and sexual violence committed 

against Darfur women, the long-term health impacts of sexual violence, and evaluate current 

living conditions. The questionnaire, both long and short versions, was submitted to the 

Harvard School of Public Health Institutional Review Board and cleared by the IRB for use 

by the team in the field.  This was a nonprobability sample of 88 women who ranged in age 

from 18-75 with mean age of 35 years.  They were primarily from the Masalit tribe. Forty-

three percent were unaccompanied by a husband. In this sample there were 32 confirmed or 

highly probable instances of sexual violence among 29 women (17 in Darfur and 15 in 

Chad). 

 

Ground work began well in advance of the study planning that included communicating with 

UN officials in Chad, working with mental health, legal and country experts to develop an 

instrument and appropriate methods for investigation. A security protocol was developed and 

the field team received training in interviewing techniques, security, how to manage 

documents, and how to use communication equipment.  

 

Approximately six months before the study was initiated, a feasibility assessment was 

completed on the ground to understand the social environment. This involved meeting with 

UN and local officials and international and local NGOs including those that provide 
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psychosocial and health care services to survivors of rape. The assessment team also met 

with community leaders (male and female sheiks and sheikhas) at the camp to explain the 

purpose and methodology of the study and receive their input.  They also visited six refugee 

camps in eastern Chad.  Issues were raised as to how to reduce any risk that might be 

engendered by talking about sexual violence. This information helped to modify the research 

approach. 

 

In an effort to understand the in-country community, the U.S. team spoke with members of 

the Darfuri Diaspora and shared with them an early draft of the survey document for input. 

Areas covered included the nature of social interactions, personal space and willingness to 

disclose personal feelings.  Suggestions were made on how to build rapport. The informed 

consent form was also reviewed.  The Diaspora women made recommendations as to how to 

talk about sexual violence and elicit chronological information about their experiences in 

Darfur, in flight, and subsequently in Chad. 

 

Local interpreters were hired and trained who would act as bridges between the two cultures 

and who had a specific sensitivity to issues of sexual and gender-based violence. English 

skills and comprehension were highly valued as was willingness to be exposed to a difficult 

environment in terms of security and amenities and the need to be flexible.  

 

Once in the field, a regional security officer was also interviewed about security and safety 

around the country. It was recommended that evacuation plans be established given the 

continued environment of insecurity on the Chad-Sudan border. International and local 

NGO’s were again consulted, and the project explained. A change in the security of the 

region warranted modifications to the survey which were done. 

 

They also met with members of the Sexual and Gender Based Violence Task Force 

comprised of representatives from UN agencies working in Chad. Recommendations were 

made related to the process of recruitment of interview subjects so as to minimize any risk to 

the women participating. Information provided molded the study so as to involve all women 

who would be willing to participate in a conversation about their lives as opposed specifically 
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to women who were survivors of sexual violence. By so doing, it minimized the potential 

stigma of women being associated with a study on sexual violence.   

 

In addition, the research team met with local government and camp officials. It learned that 

women would need to be given permission by family members to participate.  Camp leaders, 

both men and women, were also interviewed to obtain permission and support. Their input 

was instrumental in grounding the work in the lives of these women and current conditions in 

the camp.  The issue of risk to interviewees and team were an ongoing consideration.  

Security concerns resulted in elimination of a second site. 

 

Preliminary results were shared with UN officials prior to leaving the country. Since the 

study has been completed major advocacy initiatives are underway, in addition to the 

establishment of a website in which the report is available: www.darfuriwomen.org 

  

 
Text Box 4. Ethical Issues that Impacted this Research Study32 

 

1. Involvement of relevant Diaspora members from the very beginning of the study.  
2. Assessment of risk to personal safety of participants and staff on a daily basis.  
3. Knowledge of local idioms of distress that helps avoid cultural insensitivities.  
4. Having the community help set priorities as to its major needs and concerns.  
5. Proper administrative permission from the community and UN authorities to conduct the study.  
6. Culturally sensitive and valid informed consent.  
7. An advocacy component to the study so that participants/the community can receive benefits 

from research results.  
8. Recognition of gender issues in a country may also be applied to local participants, staff and the 

foreign research team.  
9. Recognition of local conditions that greatly influence the recruitment process.  
10. Recognition that talking one-on-one may have contributed to personal healing (there is, however, 

no evidence, to prove this).   
 

 

Summary 

When doing research in conflict areas, the same ethical principles which govern research 

activities in non-conflict areas should apply. The CIOMS: International Ethical Guidelines 

for Biomedical Research Involving Human Subjects provide us with a list of principles 

against which research proposals should be vetted.  As during peacetime, the Belmont Report 

Principles of respect for persons, beneficence, and justice must be upheld. Although 

http://www.darfuriwomen.org/�
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survivors of conflict and mass violence may possess extraordinary personal resilience, their 

circumstances can make them vulnerable. Efforts of engaging the community at all stages of 

a project not only help to protect communities from exploitation, but also to ground the 

research in the aspects of human lives that can result in a reduction in human suffering; a 

social obligation of research.  
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Harvard Program in Refugee Trauma 
 
 

Over the past 30 years, the Harvard Program in Refugee Trauma (HPRT) 
has pioneered the health and mental health of traumatized refugee and 

civilian populations.  HPRT’s vision has always been to advance both an 
evidence-based and culturally valid approach to aid in the relief of 

suffering for the one billion persons worldwide affected by violence and 
natural disaster. HPRT’s major scientific advances have placed mental 
health on the global health policy agenda for post-conflict nations and 

areas recovering from natural disaster worldwide. 
 
 

For More Information Please Visit: 
 

http://www.hprt-cambridge.org 
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