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

In allowing the medical model to so fundamentally shape our response to the mental health needs of refugees, we have—perhaps inadvertently—followed what Kaplan (1964) termed “the law of the instrument,” which dictates that when the only tool in one’s possession is a hammer, there is a tendency to see everything as a nail in need of hammering. Having seen the devastating effects of war and displacement on people’s mental health, and believing that what we have to offer in response is an array of professionally staffed, clinic-based services, we have opened the doors of our clinics to refugee clients. Specialized treatment centers have been created to serve refugees who have been tortured, and population-specific clinics have been funded to serve the mental health needs of specific refugee groups. With the very best of intentions, we have made available those services with which we are familiar, and which have historically defined the scope of our professional activities. 

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

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

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

2. Western mental health services, when they are available, are often underutilized because they are culturally alien to most refugees, the majority of whom come from non-Western societies and bring with them culturally specific ways of understanding and responding to psychological distress; 

3. Clinic-based services are of limited value in addressing the constellation of displacement-related stressors that confront refugees on a daily basis, and that represent a significant threat to their psychological well-being. Examples of displacement-related stressors include the loss of social networks and a corresponding sense of isolation and lack of social support, unemployment, the loss of previously valued social roles and role-related activities, a lack of environmental mastery (i.e., possessing the knowledge and skills needed to negotiate the local environment), and the various stressors associated with living in poverty (Beiser, Johnson, & Turner, 1993; Gorst-Unsworth & Goldenberg, 1998; Lavik, Hauff, Skrondal, & Solberg, 1996; Miller, Worthington, Muzurovic, Goldman, & Tipping, 2002; Omidian, 1996; Pernice & Brook, 1996; Silove, 1999; Silove, Sinnerbrink, Field, & Manicavasagar, 1997).
  As we discuss below, these three factors, when taken together, raise serious questions about the value of our nearly exclusive reliance on Western, clinic-based models of mental health intervention with refugees. 

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

In short, we believe it is time for a paradigm shift for those who seek to understand and respond effectively to the mental health needs of refugee communities. The good news is that we needn’t look far to find a promising alternative to a primary or sole reliance on the medical model. The ecological paradigm of community psychology, with its roots in public health and its emphasis on collaboration and community empowerment, holds great promise as an alternative framework within which culturally appropriate mental health interventions for refugees can be developed, implemented, and evaluated. In fact, ecological interventions with refugee communities are already being conducted in various regions of the world. Such programs are still quite scarce, however, and program staff work in relative isolation, with little by way of shared experience upon which to draw. They are essentially pioneers, charting new territory as they proceed, drawing on theories and methods that have rarely been implemented in work with refugees. Psychologists, psychiatrists, and others involved in such projects have left the clinic and entered the community, and in so doing, both the rules and the roles have changed. Expert-driven services have been replaced by collaborative endeavors in which community members contribute their expertise and play essential roles in the intervention process; individual treatment has been supplemented or replaced by communal rituals and activities; and the conventional emphasis on treating psychopathology has been complemented by a new focus on identifying and developing community strengths and resources that can promote healing and adaptation. 

       This book represents a “taking stock” of sorts. It is a pause in the action, a chance for reflection and the sharing of experiences, both successful and problematic. It is an opportunity for those with considerable experience in the field to communicate their experiences and ideas to individuals and groups just getting started. And it is a time for serious consideration of both the possibilities and the potential limitations of ecological interventions with refugee communities. We have asked the authors of each chapter to reflect critically on the projects in which they have been involved, and to address a common set of points regarding the context, design, implementation, and evaluation of their work. There are significant differences among the projects in terms of sociopolitical and cultural contexts, populations of focus, and specific intervention goals and methods. What they have in common is an emphasis on ecological intervention strategies that maximize community participation and involve community members as respected and effective collaborators in the various phases of the intervention process. 

In this chapter, we first briefly describe the scope of the world refugee situation. We then provide a short summary of research findings regarding patterns of psychological distress among refugees, and construct an empirical foundation for suggesting that clinic-based intervention strategies are fundamentally limited in their capacity to address these high rates of distress. We then turn to a discussion of the ecological model, and offer a rationale for its adoption as an alternative framework to guide mental health interventions with refugee communities. Finally, we consider some of the key issues and critical challenges inherent in doing community-based mental health work with refugees. The chapter concludes with some brief introductory comments regarding each of the projects described in the book.

The World Refugee Situation

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

owing to a well-founded fear of being persecuted for reasons of race, religion, nationality, or membership of a particular social group or political opinion, is outside the country of his nationality and is unable, or, owing to such fear, is unwilling to avail himself of the protection of that country. 

Critical to this definition is the emphasis on finding oneself outside the country of one’s nationality. In fact, however, it has become abundantly clear over the past few decades that the majority of people displaced by violence do not seek safe haven in other countries; instead, they become “internal refugees,” remaining within the boundaries of their homeland either because they cannot or will not avail themselves of protection elsewhere. Their numbers are difficult to assess accurately, for unlike “official” refugees, internally displaced persons (IDPs) do not fall under the protection or jurisdiction of any particular international organization. Outsiders often have limited access to internally displaced communities, making accurate estimates of their numbers particularly difficult. This is especially true in contexts in which repressive governments have a vested interest in denying the existence of communities displaced by the state’s own violent practices and human rights violations. Thus, the current estimate of 20-25 million internally displaced people (Global IDP Project, 2002) should be viewed as a crude approximation, with the actual number of IDP’s possibly being higher. 

Throughout this introductory chapter, we break with tradition and use the term refugees to refer collectively to all people forced by political violence to flee their homes and communities, regardless of whether they enter another country or remain within the borders of their homeland. We do this partly out of semantic convenience, and partly out of a belief that the term internally displaced persons, although technically accurate, fails to capture the harsh reality experienced by the majority of people who are displaced by political violence. This reality includes a preflight period of exposure to various types of violent experiences, which may include the abduction, murder, or “disappearance” of family members or friends, witnessing or experiencing physical assault, rape and other forms of sexual violence, the destruction of one’s home and property, forced participation in acts of violence, and a persistent state of fear and vulnerability. Once the decision to flee is made, a series of profound losses and disruptions is set in motion. These include separation from family members unable or unwilling to flee, the abandonment of one’s home and other material possessions, the loss of social networks and of social and occupational roles, and the reality of leaving behind a range of 

familiar and deeply valued settings, such as a parcel of land attained after years of labor, or an ancestral burial ground that represents continuity with one’s ancestors. Although we recognize that internally displaced people and “official” refugees (i.e., those outside of their homeland) often face significantly different sets of resources and challenges as they adapt to their new settings, we believe that their forced migration involves a shared set of core experiences of violence, disruption, and loss. For this reason, as well as the convenience of a somewhat simpler nomenclature, we have opted to use the term refugees inclusively, referring to all people forced by political violence to flee their homes and communities. 

Research on the Mental Health of Refugees

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

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

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

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

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

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

Finally, in a recent study of Bosnian refugees in Chicago, Miller, Weine et al. (2002) examined levels of psychological distress among two groups—one attending a mental health clinic and the other a community comparison group. Members of both groups had lived through at least some of the recent war in Bosnia, which exposed them to multiple acts of violence ranging from repeated shelling of their homes and communities to detention, beatings, sexual violence, and witnessing the violent deaths of loved ones. Trauma symptoms were assessed using the self-report version of the PTSD Symptom Scale (PSS; Foa, Riggs, Dancu, & Rothbaum, 1993). The mean PTSD symptom level of the clinic group (i.e., those seeking mental health treatment) was extremely high, in the upper quartile of the range of possible scores. For the community group, the mean trauma symptom level also was elevated, although variance in scores suggested a diversity of experience, with some members of the community group experiencing few trauma symptoms, and others experiencing considerable trauma-related distress for which they had not sought treatment. 

Studies of refugee children have revealed a greater variability in levels of PTSD, with a critical factor appearing to be the degree to which children were exposed to acts of violence before becoming displaced (Smith, Perrin, Yule, Hacam, & Stuvland, 2002; Thabet & Vostanis, 2000)—essentially the “dose relationship” phenomenon described by Mollica and his colleagues. Thabet and Vostanis (2000), for example, in their study of Palestinian children in the Gaza Strip, found a positive relationship between the number of traumatic events children had experienced and the severity of their PTSD symptomatology. Forty-one percent  of the children in their study met diagnostic criteria for PTSD at the time of their initial assessment.
  The Kinzie et al. studies discussed earlier, in which children’s level of exposure to violence was extremely high (i.e., multiple acts of violence over an extended period of time), also illustrate the traumatic impact of high “doses” of war-related violence. The traumatogenic nature of war-related violence was also documented in a recent study by Smith et al. (2002), who examined the mental health of Bosnian children in the devastated city of Mostar in southern Bosnia-Hercegovinia. Using the Revised Impact of Events Scale (RIES; Dyregov & Yule, 1995) in their community sample of nearly 3,000 children, the estimated prevalence of PTSD was 52%. Further, degree of exposure to war-related violence was the strongest predictor of trauma symptoms (while the loss of a loved one was highly associated with level of self-reported grief). The impact of war-related violence was also evident in a small study of Salvadoran children living in Los Angeles, in which 33% of the 30 children studied were diagnosed with PTSD (Arroyo & Eth, 1986). 

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

Future Directions for Research on the Effects of 

Political Violence  
A critically important focus for further research is the identification of factors that mediate and/or moderate the impact of exposure to political violence on refugees’ mental health. Although there is clear evidence of a strong, positive association between exposure to violence and the development of trauma symptoms, the fact that many people exposed to violence do not develop enduring psychological trauma suggests the presence of protective factors that may buffer the effects of potentially traumatic experiences. The handful of studies that have examined variables that appear to mediate or moderate the impact of violence have yielded findings consistent with those of research on other forms of traumatic stress. Variables such as the nature of the violent events to which people are exposed, the availability of social support following exposure to violence, the meaning which survivors of violence make of their experiences, and the range of coping strategies and resources available to people, all appear to play a critical role in determining the longterm impact of violence on mental health (Dawes, 1990; Gibson, 1989; Punamäki & Suleiman, 1990). For children, gender and age moderate to some extent the type of violent experiences to which they are likely to be exposed (e.g., adolescent girls are more likely to be targets of sexual violence, while adolescent boys are often at high risk of being forcibly recruited into armed conflict or detained for suspicion of guerrilla activity; Aron, Corne, Fursland, & Zelwer, 1991; Dawes, 1990; Garbarino, Kostelny, & Dubray, 1991; Gibson, 1989). Also, several authors have noted that a critical factor mediating the impact of violence on children, particularly infants and younger children, is the extent to which acts of violence result in the loss or psychological incapacitation of their primary caretakers (Boothby, 1988; Frazer, 1973; Garbarino et al., 1991).
Finally, it is clear that political violence and displacement exact a terrible toll on the well-being of communities, as well as  individuals and families. To date, however, very few empirical studies have used the community as a unit of analysis; in fact, as illustrated by our brief review, the unit of analysis rarely transcends the individual and his or her psychiatric status, although a small number of studies have examined the impact of violence and displacement on the structure and functioning of families (e.g., Bottinelli, Maldonado, Troya, Herrera, & Rodriguez, 1990). 

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

on Trauma

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

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

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

Recurrent nightmares were also reported by participants in a study examining psychosocial challenges facing Afghan women refugees brought to the United States from Pakistan through arranged marriages to Afghan men already in the United States. In the following quote, a young Afghan woman described her highly distressing symptoms of trauma, which included not only recurrent nightmares, but also persistent hyperarousal, and difficulties with intimacy:

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

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

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

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

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

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

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

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

The Salience of Displacement-Related Stressors 

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

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

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

The impact of displacement-related stressors on refugees’ mental health has also been documented in several ethnographic studies, including Omidian’s (1996) ethnographic study of Afghan refugees in the United States, Englund’s (1998) research with Mozambican refugees in Malawi, and Salvado’s (1988) study of undocumented Guatemalan refugees in southern Mexico. Omidian (1996) observed high levels of depression within the Afghan community in which she worked, particularly among older Afghans, who had lost many of their social networks, as well as the various social roles they had filled and the corresponding status conferred by those roles. Also lost was the environmental mastery they had experienced in Afghanistan; now, in their new setting in the San Francisco Bay Area, they had to learn new cultural mores, develop proficiency in a new language, and develop other setting-specific skills that had not been relevant in their homeland   In Englund’s (1998) study of Mozambican refugees, a primary source of distress was the lack of opportunities in exile for people to properly observe traditional burial rituals following the loss of loved ones to the violence in Mozambique. In fact, Englund suggests that the refugees were less distressed by their experience of war-related trauma than by their lack of opportunity to bury their dead appropriately and exorcise the vengeful spirits of the deceased.  Finally, in his study of undocumented Guatemalan refugees living in southern Mexico, Salvado (1988) noted the pervasive fear of identification, capture, and deportation that characterized people’s daily lives, as well as the difficulty they experienced accessing basic health and educational resources due to their undocumented status.

Illustrative Comments Regarding Displacement-

Related Stressors

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

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

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

Another Bosnian, a soft-spoken man who was raising his children alone, talked about the isolation and lack of social support he experienced:

I really don't have anyone here. I am alone with my two children. I'm not able to work and earn anything. I have to cook for my children, to do the laundry. I don't have any friends or cousins who can take care of my children. I am not in contact with anyone else, so no one can help me. 

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

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

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

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

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


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

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

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

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

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

I want to work and plant crops and we can’t. How are we going to eat?  I feel sad because of our poverty. Sometimes I’d rather die because I can’t work. I can’t buy medicine, I can’t earn money to buy medicine. (Guatemalan woman in Chiapas)
For Bosnians, poverty was expressed in terms of poor housing conditions, and a lack of money to meet basic needs:

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

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

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

It is very difficult. It’s very difficult when you go out and you are not able to communicate—when you go to the doctor or when you go shopping, and you are not able to communicate. Life was very hard. We got just a little help—social support for just two months, and after that we were on our own. My husband worked, and I worked too for a while, until I burned my hand. I was supposed to work in one hotel, but in order to reach there, I was supposed to take three buses, and I didn’t know how to do that. So, I used to sit down and cry. (Bosnian woman in Chicago)


I'm not able to speak English. I'm not able to express my feelings

For me, everything is harder. When I go out, I'm scared of something, though nothing is there.  When I was in Bosnia and went out, I got all the news, I knew what was going on, but here it's like I'm blind and deaf. I don't know if you experienced this when you went to Sarajevo—people are talking. . . . I don't understand what they're talking about. (Bosnian woman in Chicago)

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

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

This brief review of research findings has identified two key sets of stressors that endanger the mental health of refugees. The first set of stressors is the violent events that people may have experienced prior to being displaced; the second set is the numerous losses and adaptational demands, referred to here as displacement-related stressors,
 that confront refugees in their new settings. Taken together, prior exposure to violence and ongoing exposure to displacement-related stressors account for a great deal of the psychological distress that has been documented in so many studies of refugee communities. 
There are two additional sets of factors that may contribute to psychological distress within refugee communities. One set includes pre-displacement experiences of trauma, loss, and deprivation that are not directly related to political violence. It is interesting to note that in most refugee studies, assessments of traumatic stressors rarely inquire about events—such as child abuse, spouse abuse, physical injuries and illnesses, traumatic losses, etc.—that occurred prior to or independent of exposure to political violence. Unfortunately, this approach limits the amount of variance in levels of distress that can be explained by our research, since war-related experiences of violence and loss and displacement-related stressors are unlikely to be the only sources of psychological distress in any population. In addition, it limits our understanding of the ways in which prior exposure to other life stressors may influence people’s capacity to cope effectively with traumatic stressors that are related directly to political violence. 

The other set of factors are psychosocial stressors that occur following the move into exile or internal displacement, but that are not directly related to the experience of displacement per se. Examples of such factors include spouse abuse, sexual assault (i.e., outside the context of spouse abuse), physical illness and injuries, and interpersonal losses. As previously noted, most refugee studies have limited their assessments of psychosocial stressors to war-related experiences of violence and loss and the constellation of displacement-related stressors discussed above. Unfortunately, the failure to consider the impact of other ongoing stressors not directly related to the experience of displacement may lead us to underestimate the importance of factors that have a significant impact on refugee well-being. Domestic violence is a good example. Although most service providers and frontline staff readily acknowledge the problem of spouse abuse in refugee communities, only a handful of the hundreds of published articles and chapters on refugee mental health have examined this phenomenon and its impact on the mental health of refugee women and children(e.g., Walter, 2001). Figure 1.1 depicts the four sets of risk factors discussed earlier and their relation to the well-being of individuals, families, and communities. In the model, political violence exerts a direct effect on individual mental health, and on the well-being of families and communities. Political violence also results in the experience of displacement, which, in turn, confronts people with a constellation of displacement-related stressors. These stressors represent risk factors for the development of individual mental health problems as well as heightened family tensions and difficulties establishing supportive community relations and institutions. In addition, many refugees must also contend with the persistent effects of prewar stressors, or with current stressors not directly related to experiences of war-related violence and displacement. The representation of individual, family, and community well-being as different sides of the same three dimensional cube is meant to reflect the mutually influential relationships among these three levels.

Implications for Mental Health Interventions With Refugees

As we have suggested, not all refugees show evidence of acute or persistent mental health problems, and among those who do, many individuals manage to function effectively despite their experience of internal distress (Summerfield, 1995). It is important to acknowledge this resilience, both for what it tells us about the human spirit in the face of profound crisis, and for the lessons it may offer regarding pathways to adaptive functioning despite exposure to high levels of stress. It is also important, however, that we remain mindful of the darker story told by the research data. These data tell a story of large numbers of refugees who continue to experience symptoms of trauma that have not abated 

with the passing of time, and of refugee communities struggling to develop new social networks, navigate unfamiliar environments, discover new and meaningful social roles, find ways out of poverty and into self-sufficiency, and manage the day to day sadness of being separated from loved ones unable or unwilling to make the journey out.

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

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

Lack of Access to Professional Mental 

Health Services

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

Although the paucity of mental health professionals in or near regions of ongoing conflict helps explain the lack of access to professional mental health services that refugees in developing countries experience, one might reasonably ask whether issues of access are really germane to the experience of refugees in the developed nations, where mental health professionals are plentiful, and mental health clinics for refugees have been developed in many metropolitan areas. In fact, the question of access to mental health services is salient even in the developed nations, since the majority of mental health professionals do not offer their services to refugees, who are often impoverished and unable to pay more than a small fee for such services (Quesada, 1988). In addition, refugees often lack adequate proficiency in the language of the host country, and professional therapists rarely have access to language interpreters; consequently, communication is a formidable obstacle that further limits refugees’ access to mental health services (Miller, Silber, Pzdirek, Caruth, & Lopez, 2003; Tribe, 1999). Finally, mental health clinics for refugees typically have small staffs and operate on shoestring budgets; consequently, they typically can  reach only a small proportion of individuals in need of mental health assistance (Miller, 1999).
  
In sum, most refugees simply do not have access to the services of mental health professionals. Although this is readily evident in or near most regions of violent conflict, where mental health professionals are scarce, issues of access are also salient in developed nations despite the large number of highly trained mental health professionals in those countries. 

A Lack of Cultural Fit 

Psychotherapy and psychopharmacology are primarily European and American phenomena, and reflect a specifically Western set of beliefs regarding the nature of psychological distress and the range of appropriate methods for addressing it. However, the majority of displaced people come from non-Western societies, and have ways of understanding and responding to emotional distress that differ from the explanatory and treatment models that guide the work of Western-trained mental health professionals (Eisenbruch, 1991, 1988; Farias, 1994; Rosenblatt, 2001; Somasundaram & Jamunanantha, 2002; Torrey, 1972; van de Put & Eisenbruch, 2002). Although it is difficult to generalize across diverse cultures, some major areas of difference between Western and non-Western approaches to mental health include the use of traditional healers in non-Western cultures versus professionals with high levels of formal education in the West; an emphasis on religious and supernatural explanations for psychological distress in many non-Western cultures (Somasundaram & Jamunanantha, 2002; van de Put & Eisenbruch, 2002; Torrey, 1972), versus a focus in the West on intra-individual, natural/scientific explanations (e.g., psychodynamic, cognitive-behavioral, or psychobiological models; Todd & Bohard, 1999); and a view in many non-Western cultures of the self, and of individual well-being, as inseparably embedded within a matrix of social roles and interpersonal relations (e.g., Englund, 1998), in contrast to the emphasis on individualism and autonomy that is predominant in Western societies (Triandis, 2001). These cultural differences have important implications for mental health interventions, since Western models of treatment focus on healing dysfunctional psychological or biological processes within individuals, whereas non-Western approaches to healing often involve spiritual and communal rituals meant to restore healthy relations among people and between people and “supernatural” entities, including deceased ancestors or specific deities. 

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

Refugees from rural Guatemala and El Salvador may frame their experience of psychological distress not in the Western language of trauma, but rather in terms of susto or nervios, expressions of distress that have no precise equivalent in Western psychiatry, but which are well known to any Central American curandero or traditional healer (Farias, 1994; Rubel, O’Neill, & Collado Ardón, 1989). And among Sri Lankans, the psychological devastation caused by the disappearance (i.e., abduction and usually death) of a loved one is often ameliorated with the assistance not of mental health professionals, but of religious healers who offer a set of shared beliefs and culturally familiar rituals that provide some degree of meaning and resolution to the experience of uncertainty and loss (Perera, 2001). 

Taken together, these two factors—the lack of access to mental health services and the lack of cultural fit between such services and the cultural belief systems of refugees from non-Western societies—suggest that clinic-based mental health services are neither especially efficient for reaching large numbers of distressed refugees, nor culturally well-matched to the worldviews of those they are intended to serve. This does not mean that therapy and medication have no role to play in the healing process of refugees experiencing distress. On the contrary, we believe that clinical services may play an important role in ameliorating distress, particularly psychological trauma, among those refugees who have access to and are willing to utilize such services. Our point is simply that clinic-based services, by themselves, should not form the cornerstone of our response to the mental health needs of refugee communities. 

The Limited Capacity of Clinic-Based Services 

to Address Displacement-Related Stressors

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

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

The Ecological Model of 

Community Psychology
Although community psychology in the United States has its roots in social movements and historical developments that date back at least to the settlement houses of the early 1900s (Dalton, Elias, & Wandersman, 2001; Heller, Price, Reinharz, Riger, Wandersman, & D’Aunno 1984), the field itself was organized formally in May of 1965, at a gathering of psychologists in the town of Swampscott, Massachusetts (Bennett et al., 1966). The Swampscott conference took place in the wake of the passage of the Community Mental Health Centers Act (CMHCA) in 1963. The CMHCA had greatly extended the reach of mental health services by funding the development of some 750 community mental health centers throughout the country. The centers offered a diversity of mental health services, which were available to community residents regardless of their ability to pay (Bloom, 1984; Levine & Perkins, 1997). The development of the centers was especially significant in low-income communities, where residents traditionally had limited access to the services of mental health professionals. In addition, studies at the time had documented significantly higher rates of mental health problems in low income communities than those found in more affluent neighborhoods (e.g., Hollingshead & Redlich, 1958), suggesting the need for improved access to high quality mental health services for poor and working class Americans. 

Although it is true that the passage of the CMHCA greatly expanded the reach of clinic-based mental health services, particularly in previously underserved communities, critics of the Community Mental Health Movement argued that it was ultimately conservative in nature and limited in scope (Bloom, 1984; Heller et al., 1984). For while the development of the community mental health centers greatly increased the availability of mental health services in low income communities, the centers failed to address the underlying social inequities that gave rise to the very kinds of distress that clinicians were treating in the centers. Although all community mental health centers were supposed to provide services aimed at the prevention as well as treatment of mental health problems, less than 5% of center budgets were actually allocated to prevention activities (Heller et al., 1984). Thus, the emphasis remained almost exclusively on treatment rather than prevention, with minimal attention to altering the contextual factors that generated distress in people (e.g., domestic violence, discrimination, unemployment, poor housing conditions, lack of access to community resources, social isolation and a lack of social support systems). Finally, there were few efforts by center administrators to develop collaborative relationships with community members, so that the latter could have an active role in shaping the services that were to be provided (Bloom, 1984). The lack of local input limited the extent to which services could be tailored to the specific needs of different communities. 

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

Ecological Principle #1
Psychological problems often reflect a poor fit between the demands of the settings in which people live and work and the adaptive resources to which they have access. Therefore, ecological interventions seek to alter problematic settings, create alternative settings that are better suited to people’s needs and capacities, or enhance people’s capacity to adapt effectively to existing settings.

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

From an ecological perspective, however, many types of mental health problems, including most of the displacement-related distress experienced by refugees, are best understood as reflecting problems in the relationship between the demands of the settings in which people live and the adaptive or coping resources at their disposal. This conceptualization leads to a fundamentally different set of intervention strategies, all of which focus on changing the problematic person-setting relationship rather than “fixing” something inside the person experiencing the problem. As suggested earlier, this can happen by altering problematic settings, by creating settings better suited to people’s needs and abilities, or by strengthening people’s capacity to cope with existing settings. In practice, there is often considerable overlap between these three strategies.

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

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

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

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

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

Ecological Principle #2

Ecological interventions should address problems that are of concern to community members. Intervention priorities should reflect the priorities of the community.

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

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

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

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

Ecological Principle #3

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

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

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

Recall now our earlier suggestion that effective refugee mental health programs should have two primary aims: helping people manage or resolve experiences of psychological trauma and traumatic loss, and assisting communities to cope effectively with ongoing displacement-related stressors. With regard to psychological trauma, there is a growing body of research showing the secondary preventive effects of social support on incipient symptoms of post-traumatic stress reactions (Gist, Lubin, & Redburn, 1999; Kaniasty & Norris, 1999). In the wake of traumatic events, naturally occurring social support systems can be effective buffers against the development of enduring symptoms of trauma. Family members, friends, and community leaders are well positioned to provide affective and instrumental social support to trauma survivors, and can help them identify alternative ways of framing their experiences of victimization (e.g., helping transform their identities from victims to survivors, and offering sociopolitical or religious perspectives that provide some degree of meaning to their experiences). Although severely traumatized individuals may require the assistance of traditional healers or mental health professionals trained in the treatment of psychological trauma, the availability of socially supportive networks, together with the passing of time, is often sufficient to help people exposed to traumatic events recover psychologically (Foa & Rothbaum, 1998; Kaniasty & Norris, 1999). From an intervention standpoint, this suggests that the secondary prevention of PTSD among refugees should focus on re-establishing or strengthening social support networks within refugee communities. Indeed, this approach is central to the interventions described in this volume.  

There is also some evidence that community narratives may function to transform the meaning of traumatic experiences so as to make them less pathogenic (Dawes, 1990; Punamäki, 1989). To the extent that this is so, another preventive strategy could entail helping communities traumatized by experiences of violence develop communal narratives that provide some degree of shared meaning and eventual resolution to their experiences. This approach is illustrated by Ford, Cabrerra, and Searing (2000), who developed an innovative mental health intervention with Guatemalan Indian communities displaced by the genocidal violence that swept through the largely Indian highlands in the early 1980s (Handy, 1984; Manz, 1988). In that project, the authors collaborated with community members to integrate traditional Mayan and Western mental health beliefs and healing strategies that might help people recover from their experiences of trauma and displacement. They elaborated a communal approach to healing that involved, among other things, culturally familiar activities designed to help people articulate, tolerate, and transform their experiences of trauma. In the narratives that emerged, traumatic events were reframed as acts of unjust social control by a repressive state, rather than as reflections of weakness or failure in the survivors. In a related vein, religious leaders in several Bosnian Muslim communities in which many of the women were raped have sought to minimize the women’s sense of shame by publicly declaring them heroines of resistance, thereby reframing their experience in terms devoid of shame (Petevi, 1996). Although it is unlikely that this intervention eliminated the women’s suffering, it does represent an innovative community-level approach to ameliorating the effects of war-related trauma, and to creating the conditions under which further healing might occur. 

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

Ecological Principle #4

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

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


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


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

Ecological Principle #5
Whenever possible, ecological interventions should be integrated into existing community settings and activities, in order to enhance participation in and long-term sustainability of the interventions. 

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

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

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

Ecological Principle #6
Capacity building, rather than the direct provision of services by mental health professionals, should be an intervention priority in all communities. This is especially important in communities that either underutilize, or have limited access to, professional mental health services. Capacity building reflects the ecological focus on empowerment, defined here as helping people achieve greater control over the resources that affect their lives.

Capacity building within refugee communities means identifying and building upon the strengths that community members possess. It means collaborating with community members in all phases of the intervention process, from the conceptualization and development of community interventions to their implementation and evaluation. The goal of capacity building in refugee communities is to maximize the capacity of communities to address the mental health needs of their members, through prevention as well as treatment, thereby lessening their dependence on scarce outside professionals. Capacity building is also about helping communities enhance the capacity of existing social structures (or develop new structures) to better meet needs of community members. 

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

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

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

Organization and Structure of the Book

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

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

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

We have asked the authors of each chapter to follow a standard outline, in order to maintain some degree of consistency of structure and focus across the chapters and to allow for greater ease of comparison among projects. Briefly, authors were asked to provide a bit of background regarding the sociopolitical context that led to the refugee crisis they have addressed, and to outline the mental health consequences of violence and displacement in the populations with which they have worked. We also asked the authors to be explicit about their model of distress: How did they conceptualize the mental health effects of the violence and displacement?  To what extent did they blend Western and local views of mental health and mental health problems?  In a related vein, authors were encouraged to reflect on their conceptualization of trauma and their views of the PTSD construct. Few issues are as contentious in the refugee mental health field as the question of the appropriateness and applicability of the PTSD diagnosis, especially in situations of ongoing conflict.  Among the numerous criticisms that have been leveled at the PTSD diagnosis are the following: 

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

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

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

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

5. The diagnosis essentially medicalizes a set of normal reactions to profoundly abnormal social conditions (Summerfield, 1995). 

6. The use of adult-centered diagnostic criteria overlooks important developmental variations in children’s vulnerability to and expression of traumatic stress reactions (e.g., Terr, 1990).

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

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

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

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

Focus of the Chapters

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


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


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


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



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


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


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


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


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

The book concludes with a summary chapter by the editors. The chapter is both reflective and forward-looking. The strengths of ecological mental health projects with refugee communities are considered, as are current limitations. In particular, we underscore the need for more clearly delineated risk and intervention models to guide our interventions, in order to ensure that we are targeting the most appropriate variables using methods that are likely to be maximally effective. We also consider both the importance and the complexity of integrating Western and local beliefs and practices related well-being and distress, and, (echoing Hubbard and Miller) urge program staff to strengthen their efforts to evaluate both the process and outcome of their interventions.
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�The authors wish to thank Rhona Weinstein and Jim Kelly for their invaluable feedback on this chapter.


�Although refugees often come from highly impoverished countries, refugee camps and other settings of resettlement usually involve a marked reduction of their standard of living (Hitchcox, 1990; UNHCR, 2002).


�A notable caveat: In this and a great many mental health studies with refugees, assessment instruments have been utilized without adequate standardization for the populutions being studied; consequently, results should be viewed cautiously, particularly when clinical cut-offs have been used to determine the presence of PTSD. Unless clinical cutoff levels have been developed and validated using data gathered from the population  being studied, it is preferable to report levels of trauma symptoms and their relationship to other variables of interest, rather than speak of diagnostic “cases” of psychological trauma when culturally valid criteria for defining “caseness” are not yet established.


�It is interesting to note that within a year of the initial assessment, following the formal (if temporary) cessation of hostilities between the Palestinians and Israelis, the prevalence of PTSD in this sample dropped to approximately 10%. This finding underscores the value of using longitudinal research designs, since cross sectional assessments may capture reactive symptoms of distress that are likely to diminish with the passing of time and the normalization of the environment.


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


�The interested reader is referred not only to the original studies cited in this section, but also to the work of Hitchcox (1990) on the experience of Vietnamese refugees in Hong Kong refugee camps, Lundgren and Lang (1989) on the experience of internally displaced Salvadorans, Dybdahl (2001) on internally displaced Bosnians, Boothby (1988) on the impact of displacement on children, Doña and Berry (1999) on the stressors associated with adaptation and acculturation in resettlement countries, von Buchwald (1998) on psychosocial stressors facing residents of refugee camps, and Silove (1999) and Miller (1999) for conceptual/review articles examining the nature of displacement-related stressors and their impact on refugee well-being.


	�Although several of the displacement-related stressors discussed in this chapter have also been referred to by some authors as acculturative or resettlement stressors, we prefer the term displacement-related stressors because (1) not all displacement-related stressors are associated with the acculturation process (indeed, for refugees living in the insular environment of refugee camps, acculturation to the host society may be quite minimal (Miller, 1996); and (2), the term resettlement  has come to be associated with permanent resettlement in host societies, while in fact most refugees either return home or remain in situations of temporary safe haven.


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


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


While psychotherapy may be an effective form of intervention at the individual or small group level, its capacity to reach large numbers of people is limited in part by the number of professionally trained therapists and interpreters available to work with refugees. An example might be helpful in illustrating the problem. The Bosnian Mental Health Program in Chicago, in conjunction with its sister Refugee Mental Health Program, represents one of the largest mental health services in the United States specifically designed to serve Bosnian refugees. With a staff of several psychologists and psychiatrists, 5-6 graduate student trainees, an art therapist, 2 volunteer massage therapists, an interpreter, and 4 mental health counselors/case managers who also provide interpreting for individual and group psychotherapy, the program provides a fairly comprehensive range of services. Caseloads are consistently full, and the program is able to serve a maximum of between 200 and 250 individuals per year. To put this in context, consider that there are an estimated 22,000 Bosnian refugees living in the Chicagoland area (Smajkic, 1999). Given the available data regarding the prevalence of psychological distress among refugees generally, and among Bosnian refugees specifically, it seems reasonable to conclude that the program is serving only a small percentage of those Bosnians who could benefit from some form of psychological intervention. (p. 287)


�The set of ecological principles listed here is only partial. Readers interested in a more thorough discussion of the ecological model, including its implications for community-based research, are referred to Kelly (1966, 1970), Levine and Perkins (1997), Rappaport (1981), and Trickett, Kelly, and Vincent (1985).


�For an excellent description of an ecological mental health intervention with Sudanese refugees, see Baron (2002). 
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