Coalition for Work With Psychotrauma and Peace

24
12

the role of psychotrauma in peacebuilding and community development

a guide and Reader 

for the 

seminar Held in vukovar by the johns hopkins university

16-30 June, 2001

Charles David Tauber, M.D.

© 2001 Coalition for Work With Psychotrauma and Peace

Table of Contents

3Foreword.

Introduction.
4
The authors.
4
The organization.
4
Introduction of participants.
5
Rules of the game.
5
Brevity of this seminar and our availability for informal or formal discussion.
5
What is Psychotrauma and Why Is It Important ?
7
Definition of psychotrauma and psychotraumatic situations.
7
Universal geographical presence of traumatic situations.
8
Problems in post-conflict areas, particularly as pertaining to the region of the former Yugoslavia.
8
Relationship between psychotrauma and human rights.
9
A bit of theory.
10
The course of trauma.
10
The Stages of Kübler-Ross.
11
The Model of Kleber and Horowitz.
12
The Stages of Adaptation to a New Situation.
12
Symptomatology, both somatic and psychological.
13
Psychological symptomatology.
13
Physical symptomatology.
14
Factors Influencing the Reaction to Psychotrauma.
14
Specific Effects of Psychotrauma on Various Groups.
15
Torture victims.
15
(Former) prison, concentration camp and prisoner of war camp victims.
15
Men.
15
Children and youth.
15
Women.
16
Refugees and displaced persons.
16
Refugees.
16
Returnees.
17
Other vulnerable groups.
17
Transmission of psychotrauma.
17
Collective traumatization.
18
Societal traumatization.
18
Burnout and its importance to the practitioner.
18
Therapy.
19
For the client.
19
For the practitioner: supervision.
20
Importance of psychotrauma and psychology in general to the mediation and peace-building processes.
20
The phases of a therapeutic conversation are:
21
Importance of psychotrauma and psychology to community development, reintegration and "social reconstruction":  the concept of "Complex Rehabilitation".
22
Perspectives.

Error! Bookmark not defined.



Foreword.

The current edition is the fourth of a manual originally written for the International Civilian Peace-keeping and Peace-building Training Program (IPT) at Stadtschlaining in the fall of 1999 by Dr. Charles David Tauber.  This edition has been revised and, I hope, improved.  In particular, the sections on children and youth and on peacebuilding and reintegration have been expanded and revised.  I wish, in particular, to thank Mr. Pavle Jankovic and Mr. Kevin O'Connell for their assistance in revising and proofreading.  

The only way that a manual like this can be improved is through constructive criticism of those who use it.  We thus encourage the reader to contact us with suggestions for possible future revisions.

Charles David Tauber

Vukovar, June, 2001

Introduction.

This reader is intended to give a brief description of general issues in psychotrauma and of the role of psychological and health factors in peacebuilding and in mediation and in non-violent conflict resolution and community development and reintegration after conflict.  This material is intended to be an adjunct to the seminar on the afternoons of 27-28 June, 2001 to be held by Dr. Charles David Tauber in conjunction with the Institute for Youth Leaders to be held in Vukovar on 16-30 June, 2001 by Johns Hopkins University.  This reader is not intended to be a complete manual on psychotrauma nor on all the issues connected with it but, rather, a bare-bones outline of the most important questions involved.  

In most countries there are Centers of the Care of Torture Victims or other similar organizations.  There are also departments of psychology and psychiatry at the main universities.  In a few countries there are non-governmental organizations dealing specifically with psychological trauma.  If these do not provide sufficient guidance to meet your needs, feel free to contact the author, who will provide a more complete bibliography and who will attempt to find further possibilities to train interested persons.

Unfortunately, little attention has been given in the past to the role of these very important factors in the peacemaking and peacebuilding processes.  I very much thank Johns Hopkins University for giving me the opportunity to work with you.

The author.

Dr. Charles David Tauber was born in New York City in 1952 of immigrant Jewish parents.  He grew up in a neighborhood in which there were refugees and asylum seekers.  He has worked in movements for social change since 1966, including movements for the environment, peace, and for social justice.   He has a BA in Physics from Reed College, Portland, Oregon, USA and obtained his medical qualification from the University of Groningen, The Netherlands in 1988.  Since then he has been working alone and together with various organizations on the examination and treatment of asylum seekers and refugees and on issues relating to them both in the West and in the former Yugoslavia.  He is currently Head of Mission for the Former Yugoslavia for the Coalition for Work With Psychotrauma and Peace in which his work is concerned with psychotrauma and its relation to peace building in conflict and post-conflict areas.

The organization.

The Coalition for Work With Psychotrauma and Peace was formed on an informal basis in The Netherlands in 1994 by a group of persons involved with refugees and asylum seekers.  This group included members of a variety of groups working with refugees.  The majority of the members of the group were professionals in the helping professions.  The group registered as a non-governmental organization in The Netherlands in 1997 and in Croatia in 1998.  The organization is currently in the process of registration in both entities of the Republic of Bosnia-Herzegovina.  Its Board now includes professionals from several disciplines and from a number of countries

The primary concern of the CWWPP is Complex Rehabilitation and reintegration in conflict and post-conflict areas.  It is involved with issues of health, especially the widespread psychotraumatization of the population and its effects on the rebuilding of society and the prevention of future conflict.  Further, the organization is concerned with techniques of non-violent and alternative conflict resolution and prevention, with community building and social reconstruction, and with the encouragement of people to take control of their own lives.  It is also working on the issue of how people can return to their homes on a sustainable basis after overt violent conflict.  The CWWPP also works on human rights issues that arise in conjunction with the subjects mentioned above.  

In its activities, the CWWPP works on five basic levels of society: the individual, the family, the group (such as ex-soldiers, women, youth), and the community and hopes in the future to work at the societal level.  The organization is involved with the long-term education and supervision of professionals and non-professionals, the formation of local community groups with the emphasis on long-term involvement and the development of the independence of such groups, with the formation of networks and coalitions, primarily of local groups, with treatment at individual and group level, and with research into the issues noted above.

Some of the current issues of concern to the organization are:

1. The long-term nature of the problems and the solutions to the underlying causes of conflict in post-conflict areas.

2. The need for work at the grassroots level, as close as possible to the people most severely affected by the conflict.

3. The need for an inter-disciplinary approach to these problems.

4. The need for coalitions of local and international organizations dealing with these problems in order to compound their resources, experience and skills so as to more effectively help the communities concerned.

5. The need for more serious research on modalities and effects of Complex Rehabilitation in conflict and post-conflict areas including, but not limited to:

a) work on the role of mental health (both individual and collective) in the rebuilding of society. 

b) methods of non-violent conflict resolution and the inclusion of them into community values and practices. 

c) methods of long-term community (re-)building and democratization. 

d) In this last, we must also emphasize the need for work on the return, reintegration and reconciliation processes.

We have worked in the area of Eastern Croatia, Vojvodina, and Northern Bosnia, including both entities, and in Brčko. 

In the period since the end of 1998, we have begun to develop a model for the reintegration, rehabilitation and revitalization of post-conflict communities known as the Model of Complex Rehabilitation.  This model deals with some of the concerns listed above.  We will describe it and expand upon it in more detail further in this Reader.

Introduction of participants.

Although the participants know one another well, we do not, and we would like to get an idea of some things which concern you.  We would thus ask you to tell us the country you come from, the way in and the extent to which you have been involved with people on a direct basis (if you have been), and your profession and current activities.  If you wish to speak about your own traumatization this is all right, but it is not required.  We would also like to know which issues you want to learn about and what your concerns are.  We will try to deal with as many of those issues as possible during the seminar.

Rules of the game.

First, it is the intention that this not be a lecture but, rather, an open discussion.  The best way that we can all learn is to participate.

Although this is a relatively short session, it is possible that personal issues will come up.  We would ask that all such personal material remain among us and that that which is private remains private.

Furthermore, we would ask that there be no judgements of what another person has done.  They have/had their reasons for their actions or emotions, and they cannot be judged, especially in a session such as this one.

If you want or need to react emotionally to some of what is presented, that is all right.  The material presented may be difficult for some people because of their personal experiences.

If it gets to be too much, please say so.

If you do not want to say anything, please do not feel obligated to do so.

If you do speak, please speak honestly.  Altering the situation may confuse everyone.

Finally, if you need help after the session or if there are other issues you want to discuss, please feel free to talk to us.  We will also be here in Vukovar until the end of the seminar and beyond.

Brevity of this seminar and our availability for informal or formal discussion in the evenings or later.

The issues discussed in these sessions are normally discussed in a course of at least six days and usually more like several weeks.  In the field we carry out training over a period of several months to a year.  Thus, there will probably be many issues that are left open for you.  We are willing to talk to people either individually or as a group at any free moment.  Our telephone numbers are given on the cover of this reader.

What is Psychotrauma and Why Is It Important?

All persons have difficult situations in their lives.  These lead to psychological consequences which are natural and which work in similar ways in most people.  The reaction of every individual is slightly different, however.  As we shall see a little later, these psychological effects can also influence the physical health of the person.  These psychological and physical effects strongly influence how people react in various situations.  Therefore, these effects have profound consequences for the peacemaking process and for the processes of the rebuilding of society after conflict or substantial change.

Furthermore, there has been sufficient research which shows that psychotrauma which is not treated will certainly reemerge later, either in a few months, in a few years, or even after several decades.  It has also been proven that the functionality of people who have not dealt with the trauma is considerably less than that of those people who have.

We therefore feel that it is crucial to deal with psychotrauma in direct relation to the kinds of situations being discussed during the course.

Definition of psychotrauma and psychotraumatic situations.

There are considerable problems in the definition of what is psychotraumatic.  We know that most people, when confronted with change, go through similar processes.  These processes are, however, influenced by individual factors.

For the purposes of this seminar, we shall define a potentially psychotraumatic situation as one in which the physical or psychological well being of the person or someone close to him or her is threatened.  

Thus, an auto accident is a typical example of a potentially psychotraumatic situation.  To be a potentially psychotraumatic situation, the auto accident may happen to the person him or herself, to the husband or wife, to a relative or friend, or to someone related in some other way, that is, a colleague or even someone who was driving on a road on which the person might drive on tomorrow.  

Taking this a step further, we can use an example typically relating to inter-ethnic conflicts.  If I am a member of a certain ethnic group, and I hear of other members of my ethnic group losing their jobs in another place (that is, a situation occurs which could potentially threaten my physical and/or psychological well being), this forms a (potentially) psychotraumatic situation for me.

Another characteristic of the potentially psychotraumatic situation is the loss of control and predictability.  We can revert to the example of the car accident.  I have always driven from A to B without problems.  Now, after the accident, I cannot be sure of that anymore.  Furthermore, I cannot predict the behavior of my own car (maybe the brakes failed).  Thus, I am not completely in control of the situation.  This, in turn, makes me uncertain, which, for the majority of people, is difficult, if not traumatic in and of itself, thus leading to a vicious circle.  To clarify this, there are three issues at work here:  (awareness of) control (or loss of it), uncertainty, and (un‑) predictability.  These are all consequences of the trauma and, paradoxically, at the same time, can compound the trauma.

Another related characteristic is the loss of trust in other people and in institutions.  Again, taking the example of the auto accident, maybe the other driver fell asleep or was drunk, or might have been drunk or have fallen asleep.  With regard to the institutions, why didn't the police take the drunk driver off the road, or why didn't the government build the road in a safer way?  If my brakes failed, how can I trust my auto mechanic, or auto mechanics in general?  Obviously, sometimes this loss of trust is justified (the auto mechanic may well have made a mistake or the other driver might have been drunk) but such loss of trust is characteristic of potentially psychotraumatic situations.  This can also lead to lack of trust in people close to us, even very close relatives and friends.  I might have the (perhaps but not always irrational) feeling that my wife should have kept me at home because I was tired or that she (who let the car be repaired the last time) didn't check what the mechanic was doing closely enough.  Such problems with trust can again form a vicious circle.  Lack of trust can both be the consequence of trauma and can lead to further conflict which, in turn, causes even more trauma.  

This deficit of trust is a fundamental problem with regard to mediation and facilitation.  Overcoming it can often be the key to dealing with the participants in the process.  It also forms a major barrier to reconciliation in post-conflict communities.  We will deal with those issues in more detail later.

Still another issue is apathy and not wanting to take initiatives.  Again, this is a natural consequence of the process of traumatization.  This poses a severe problem in the healing process, and, in turn, presents a blockage to the various practical aspects of rehabilitation.

In the past, the word psychotrauma has been used to designate pathological ("sick") reactions to potentially psychotraumatic situations.  The problem here is that even normal reactions to psychotrauma can be severe enough to interfere with daily living and must be taken into account when dealing with people who have lived through them.  This especially applies to severe traumas such as those of war and natural disasters.  Thus, in our view, anyone who has been through a potentially psychotraumatic situation requires at least some assistance.  Furthermore, traumatization must be taken into account in the mediation and non-violent conflict resolution processes when the participants in the process have been through traumatic events.  It goes without saying (or does it – look at the international programs!) that psychotrauma also must be taken into account in work on return, reconciliation and reintegration.

In the literature, two types of psychotraumatic situations have been defined.  Type I designates short-term, low intensity situations such as our auto accident example above.  Type II situations are defined as being of longer term and of higher intensity.  The classical example here is sexual abuse of children.  At the CWWPP we believe that there is a further type or types, which involve long-term, high intensity, multi-causal traumas.

Furthermore, the literature (notably the Diagnostic and Statistical Manual of the American Psychiatric Association and the International Classification of Disease published by the WHO) defines a psychiatric disease known as post-traumatic stress syndrome (ptss) or post-traumatic stress disorder (ptsd).  These are as much legal definitions as medical ones, and are frequently used for granting asylum, as criteria for pensions, etc.  We are convinced that a great deal more of refinement of these concepts is necessary in the future if they are to be useful for diagnosis and therapy.  These convictions are corroborated by a variety of practitioners in the field.

Universal geographical presence of traumatic situations.

The most severe traumas are, obviously, those of war, torture, and natural disasters.  Despite Mother Nature's contribution, however, humans cause much of the trauma.  Even in the supposedly civilized West, there is mistreatment at very least in prisons as well as in the treatment of refugees and asylum seekers.  Unfortunately, upon looking at the list of participants, we see no countries which are free from such psychotraumatic events.  There are, sadly, very few countries in the world which are not plagued by such cases.

Problems in post-conflict areas, particularly as pertaining to the region of the countries resulting from the breakup of the Socialist Federal Republic of Yugoslavia.

Before going into the symptoms and therapy of psychotrauma, and the relationship of psychotrauma to the peacebuilding process, let us look at a few of the problems in dealing with these issues:

1. The lack of data on the extent of the problem as well as the precise nature of the problems.  While many people who have worked in these areas have a fairly good idea as to what is going on, no one has really done any solid epidemiological work on the physical or mental health of these regions, nor on the relationship between the psychological, sociological, and peace-making aspects.  Thus, what we have to say is based on undocumented evidence from our own field exposure and that of other field workers, and not on formally gathered evidence.  This further accentuates the need for a great deal more formally structured research.

2. The number of people affected.  It is thought that, in the region in which we have worked, virtually the entire population has psychological problems caused by the traumatization inflicted by the conflict.  These are of varying sorts and intensities.  The numbers are thus daunting.  It can take more than a year to help someone with a simple Type I trauma.  Therefore, there are problems with:

a.) the methodology of helping this number of people.

b.) the availability of trained personnel competent to deal with them.

3. The diversity of the types of groups who have been exposed to the trauma.  Here we are talking about groups as diverse as ex-soldiers, youth, and old people.  Each group needs a somewhat different approach.

4. The long-term nature of the exposure.

5. The severity of the exposure.

6. The collective effects of traumatization, that is, how the effects of one person’s trauma affects other people with whom that person interacts.

7. The societal effects of trauma, that is, how the trauma will affect the society as a whole.

8. The cumulative effects of traumatization, that is, the effects of the combination of a new trauma with old traumas, either those experienced by the person him/herself or those transmitted to her/him.  An example would be people in Vukovar who have also been in the Second World War.

9. The effects of trauma on the peacebuilding process.

10. The fact that psychotrauma-related problems take long periods (years) to solve.

11. The fact is that governments and the large international organizations largely ignore these effects when they talk about "reconstruction" and "rehabilitation" and even when they talk about reconciliation and social reconstruction.

Unfortunately, because of time constraints, we cannot go into these points in great detail, but you should at least be aware that they exist.

Relationship between psychotrauma and human rights.

Although the relationship between traumatization and human rights would seem to be obvious, it is all too often forgotten.  Anyone with a human rights violation should be suspected of psychotraumatization and vice versa.  The process of telling the lawyer the details of the human rights violation can be the first step in therapy because the legal process forces the person to open up and emotionally deal with the human rights violation itself.  Furthermore, a part of the therapy of psychotrauma, that is, regaining control of one's own life, can be admitting and dealing with the human rights violation through the due process of law.  

In order to deal with these issues adequately, an alliance should be formed between lawyers and people dealing with psychotrauma.  Such an alliance, unfortunately, is present very infrequently.  It requires close collaboration between the lawyer and the therapist, that is, through the presence of the therapist at legal sessions and vice versa, as well as through continuous discussions with regard to the interaction between legal and psychological issues of importance to the client.  Most lawyers and therapists working with persons suffering from human rights violations are highly overburdened in any case, and the process puts additional demands on their time. 

This leads us to perceive the need for the training of lawyers in several ways.  First, lawyers must become aware of the issues discussed in this Reader.  Once such awareness has been created, they need to have adequate skills and knowledge to deal with these issues.

A further need in almost every country is that for a network of persons adequately trained and proficient in dealing with these issues on either a voluntary or paid basis.  Ideally, they would work under the umbrella of (non‑)governmental organizations which will provide support for lawyers.

There is yet another reason for such an alliance.  Lawyers, like everyone else who deals with psychotrauma, have a reaction to the story of the person and thus become "secondarily traumatized".  Thus, it is necessary to help lawyers who work with such issues to deal with their own traumatization.

We must stress that the above refers not only to countries which have suffered war or disaster.  The alliance between legal forces dealing with human rights and professionals working with psychotrauma is equally important in dealing with asylum seekers and refugees.  In fact, our awareness of these issues originally stems from precisely such situations.

We are aware that we have not yet dealt with the psychotrauma of massive human rights violations which have occurred in a variety of countries.  We will deal with these issues in the section on societal traumatization.

A bit of theory.

The reaction to psychotraumatic situations is not pathological and occurs in every human being.  We will first look at what happens, and then look at what factors influence its course.

The course of trauma.

In a "simple" type I trauma we can see a number of phases:



These phases can be described as follows:

When the trauma begins, there is a short latent phase (sometimes lasting only a few seconds). In this phase, the person recognizes that the trauma is occurring and assesses what to do about it.  The decision-making process here is usually very quick and unconscious.  There is almost always an element of shock in this process, but, in most people, this passes quickly, and the person is able to decide on a first course of action.  In some people, however, the shock remains and panic sets in.  

The next phase is the full trauma phase.  In general, the person reacts better in this phase than under normal circumstances, and is frequently surprised later at what he or she has done and what his/her emotional reactions were.  The body also reacts during this phase, producing more adrenaline and reacting in specific ways which are known as the "fight or flight reaction". In this reaction, the blood flow to the brain and other organs vital to survival is increased. The body also reacts in other ways which are most appropriate to survival, such as contracting the pupils (to make vision sharper) and shutting down the kidneys and the stomach (to use energy for other purposes).

If the trauma is very long, a kind of temporary adaptation may occur.  This means that the person will find mechanisms for living which are not "normal" but which, taking into account the personality and circumstances of the person, are adapted in some way to the situation.  These are known as coping mechanisms.  It must be noted that this kind of adaptation is very personal and that others looking in from outside may see the behavior of the person as highly abnormal.  These coping mechanisms are extremely important to understanding how people react under difficult circumstances.  In our view, far more research needs to be done with regard to such mechanisms to help to decrease tension and produce better functionality both during and after the trauma.

When the trauma ends, the person enters the crisis phase.  During this phase, bodily and psychological functions, which were active during the previous phase, end, and the person feels weak and incapable of doing anything.  This is a very dangerous phase both physically and psychologically, especially after long traumas.  The person does not know how to react and has a great deal of symptomatology.  Anxiety, depression (even suicide), and many other psychological and physical reactions characterize this phase.

The person then slowly begins to enter the recovery phase.  This process will be described in a little more detail below.

The end result, which we here call the long-term stable phase, is dependent on both personal and external factors, including the personality and experience of the person and the amount of support which is given during the recovery phase, as well as the nature of the long-term environment.  The person's behavior, attitudes, and general psychological state may be better or worse than before the trauma.  In any case, it will be different.  One important aspect of this behavior is that coping mechanisms which were present and appropriate during the full traumatic phase may persist and may be inappropriate under the circumstances of stability.  An example is a woman who stayed in the cellar during the bombing of her city but, currently in peacetime, still stays there because the cellar gives her a sense of security.  Furthermore, the basic characteristics of psychotrauma, as discussed above, may be present for long periods and may have to be treated during this phase.  Still another, more hopeful possibility is that the person will have learned from the trauma and will be better able to cope with life.

The Stages of Kübler-Ross.

Elisabeth Kübler-Ross was a Swiss-American psychologist and nurse who worked with cancer patients.  Her stages are still valid for most trauma situations, even if they "only" describe the symptomatology.  Kübler-Ross said that each person goes through the following stages:

· Denial, during which the person (sometimes completely) denies that the situation exists.

· "Bargaining", during which the person "bargains" for help, usually with a higher being (example:  "Dear God, if you heal me, I will give all my money to the Church").

· Anxiety (Stage added by Tauber), in which the person can have extremely high, but varying levels, of anxiety in fits or continuously.

· Dependency (Stage added by Tauber) in which the person can be dependent on alcohol, drugs, or other substances, but also can be highly dependent on other people.
· Anger in which the person can have anger, in fits or continuously, which has no direction or which can be directed at anybody or anything.  It should be noted that the helper frequently feels that this anger is directed at him/her, whereas it is more likely to be a general phenomenon.
· Depression in which the person can be depressed even to the point of suicide.

· Acceptance – in the experience of most workers, this acceptance is only partial.

It has been shown that these stages are not linear, that is, that a stage can be repeated, and that the order given above is not necessarily the same for every person in every situation.  These stages, however, give an indication of what can and generally does happen within a person who has been traumatized.  It is important to take this into account when dealing with such people, even in everyday situations.  Obviously, these stages have great implications for the peacebuilding, mediation and reconciliation processes with regard to the participants in such processes and for the success of of such processes.

The Model of Kleber and Horowitz.

Kleber in The Netherlands and Horowitz in the USA developed a model of how people deal with trauma which fits well together with what Kübler-Ross said:


This can be described as follows.  When a person has a traumatic experience, he/she first "cries out", generally during the crisis phase as described above.  The person then goes through alternating cycles of denying and re-experiencing the events.  During the re-experiencing, the person allows all that he/she can of the experience and the feelings associated with it to enter his/her consciousness.  During the denial phase, the person psychologically puts what has just been re-experienced into place.  Finally, there is acceptance.  This acceptance, as has been indicated, however, is usually only partial.

One of the important implications of this model is that re-experiencing is extremely important if the trauma is to be dealt with in the long term. The strategy of constant denial or forgetting the trauma will thus not solve the problems.  It also implies that stages of "rest" are important for the functioning of the Kleber-Horowitz mechanism and that these also must be recognized by the therapist and the environment.  The balance between these phases is a difficult one and must be adapted to each client individually.

The Stages of Adaptation to a New Situation.

Tauber, in 1993, described a number of phases through which people work when they adapt to new situations.  These are as follows:

· Arrival.  The person comes into a new situation.  There is excitement and a sense of unreality.  The person's assessment of the situation is not always accurate.  Behavior may be based on false assumptions and expectations.  This may, almost immediately, lead to errors in judgement as to how to deal with the situation, as well as to depression, anger, anxiety, and a wide variety of other problems, particularly problems with relationships with people in the new environment.  A simple example is the arrival at the beginning of this course.

· Beginning of learning about the new situation.  Here the person begins to come to grips with the reality of the situation and begins to do the things necessary for survival.  How people work through this stage is partially dependent on their own personalities and the support they get from the environment.  This phase can last a very long time and can have many sub-phases.

· Depression at the new situation.  This occurs toward the end of the previous phase when the person sees his/her own situation and the prospects for the future.  There is frequently disappointment with at least some aspects of the new situation.

· Anger at the new situation.  This is more or less obligatory and may cause considerable problems, particularly with refugees and asylum seekers, who sometimes lash out at their new countries and situations.  This is seen as "ungratefulness" by their hosts.  It is also difficult for people in the helping professions who may be unaware of the nature of this anger to deal with.

· Confusion of identity.  The person begins to see something good in the new situation and realizes that the old situation wasn't the ideal that he/she thought it was.  There is thus a question in the mind of the person as to where his/her loyalties lie.  This stage can be confusing both for the person him/herself and for the person's environment.

· Acceptance and integration.  This, in general, is only partial.  The key to this phase is the acceptance by the person him/herself that there is richness in his/her own diversity and mixture.  What is meant here is that the person accepts the situation with both its good and bad points and learns in some sense to live with it.  It does not necessarily mean that the person is completely accepted by the environment nor that he/she completely becomes like the other residents.  An important point here is that societies, including "old" and "homogenous" ones such as those in Western Europe, but also newly emerging ones, must also come to grips with the acceptance of a new situation in terms of migration.  Nel Jesserun, a psychologist of migration in The Netherlands, has pointed out that the acceptance of migrants and/or refugees into a society must be a two-way street.  Her point is thus that it is not only the individual who has the responsibility for the adaptation but also the society as a whole.  This has obvious implications for reintegration and return processes, but also for such “ordinary” situations as the acceptance of a new worker in an office.

These stages were originally developed in relation to refugees and asylum seekers, but apply to virtually all situations, including new jobs, courses, etc.  They are important in the development of the reaction to psychotrauma in that, particularly in long-term trauma, the person passes through these stages within the trauma and again during the recovery phase after the trauma has ended.  In complex traumatic situations, there may be many moments where adaptation to new situations is required.  Unfortunately, there is little known about which mechanisms facilitiate the passage through these stages.

Symptomatology, both somatic and psychological.

The symptoms of psychotrauma can be many and varied, and can be both physical and psychological.  One problem is that, if the person does not work through these symptoms (and the underlying trauma) adequately, they can become chronic and affect the entire further life of the person – notably his/her relationships with other people.  This, in turn, will affect the chances for peacemaking, reconciliation, and reintegration, and the chances for physical, economic, and social reconstruction. 

Psychological symptomatology.

Some of the psychological effects of psychotrauma have already been described above.  The most important of these include memory and concentration problems, which can be very disturbing and become a barrier to learning and taking other actions, depression, which can lead to suicide and inertia, anxiety and panic, both in fits and constantly, and anger and rage.  Further, there are flashbacks (which are intensive re-experiencing of the events of the trauma and which must be differentiated from psychosis), nightmares and all conceivable problems of sleep, agitation, irritation, and nervousness, dependency on other people, dependency on substances and on people (dependency in the psychological as well as the physical sense), hopelessness, lack of perspective, not knowing where to go or what to do, a feeling of numbness and the narrowing of the range of feelings, and a feeling of not being understood.  Still another classical symptom of psychotrauma is apathy and the inability to act.

There are also very frequently personality changes, and the person may feel "completely different" from the way he/she felt before the events occurred.  For example, he or she may not be able to feel joy or sadness.

Furthermore, importantly, there are frequently changes in the relationships within the family and with friends and colleagues.  The person may feel that he or she is not understood by anyone.  This can also lead to the isolation of the individual and a downward psychological spiral.  Sometimes, the person will associate only with those who have experienced a similar trauma (ex-soldiers, for example, getting together in cafes).  This can have therapeutic effects but also frequently leads to isolation of the group and to those outside it feeling resentful, excluded, or, if they are in a more powerful position, superior.  Members of such groups can also reinforce one another's behavior either negatively or positively.

Finally, the psychological state of the person may deteriorate into psychosis, that is, a lack of a contact with reality in time, space, or person.

One general effect which must be mentioned is the loss of identity, particularly after severe trauma.  Virtually all persons who have experienced such traumas have this problem to one degree or another.  This has serious implications for therapy, and in virtually every case it is necessary to assist the person to reconstruct his or her life and values and thus his or her feeling of self.  This then becomes a long-term complicated process.

The psychological effects described above are virtually universal to one degree or another in persons who have experienced psychotraumatic events.

Physical symptomatology.

The stress of the trauma has physiological effects in and of itself.  These include effects on the circulatory system such as high blood pressure, heart attacks, and strokes in relatively young people.  These effects also classically include stomach and gastrointestinal problems, including ulcers and either diarrhea or constipation or both.  There may be even more severe problems of the gastrointestinal tract  such as Crohn's Disease.  Also standard are effects on the nervous system such as dizziness, problems with vision, and problems with hearing.  Asthma and other respiratory effects such as hyperventilation are also common consequences of stress.  Skin problems such as psoriasis and other rashes can also be stress-related.  There are also a great many problems of the muscles and joints, such as muscle pains, headaches, back problems, etc.  Furthermore, sexual function can be affected leading to impotence in males and lack of menstruation, frigidity, and other sexual problems in females.  In addition, many people have a large number of non-specific problems often sensed as  "not feeling well".

Recent evidence has shown that the endocrine system is affected by stress.  Thus, thyroid problems and other disorders of the endocrine glands are not uncommon during or after highly stressful situations.

There is also good evidence that the immune system is depressed by stress so that people are sick more frequently and may develop auto-immune diseases such as diabetes mellitus and even cancer.  Several studies have shown that cancer is more frequent after stress situations.

Another point in this regard is that many people, particularly men, translate their psychological problems into physical ones.  This is particularly common in a number of cultures.

It should be noted, however, that, whatever the origin of the disorders, the illnesses themselves are real and need medical treatment.  We believe that psychological treatment would be an adjunct and should be carried out in addition to but not as a replacement for the physical treatment.

Still another phenomenon is that of conversion in which a person may not use a part of the body because of its psychological significance.  For example, the person may become blind if he/she does not want to see what has happened to her/his home.

Factors Influencing the Reaction to Psychotrauma.

While the general reaction to psychotrauma follows the general principles given above, the specific reaction is, like all things which are part of human behavior, very much individual.  Among other factors, the personality of the individual, his or her health, previous experience (including previous trauma), education, culture, individual philosophy and attitude toward life, and the environment before, during and after the trauma can all have a substantial influence on the reaction to a specific trauma.  Specifically, the other persons involved in the trauma and their relation to the person and the guidance, assistance, and acceptance that the person receives during and after the trauma, can be of great importance in how the trauma is experienced and in how the recovery from the trauma proceeds. Furthermore, as we will see when we deal with societal trauma below, the reaction to trauma may be collective and/or societal as well as individual.

The length, intensity, and type of the trauma, and the closeness or remoteness of both the type of experience and the relationship of it to the person affected can be of great influence on the duration and nature of recovery period (i.e., the intensity, difficulty of the experience, psychological lability, etc.).  These factors can, together with the type of treatment received, also affect the eventual long-term result of how the trauma is integrated into the personality and identity of the person.

We must also mention the coping mechanisms used by the person to deal with the trauma.  These may have been developed even before the trauma began, during the trauma, or after the trauma has ended.  Appropriate coping mechanisms can assist the person in dealing with the trauma considerably, and inappropriate ones can seriously detract from this process.  There is little research into this area, particularly into its application to post-conflict situations, and thus new research is required to determine which mechanisms are most appropriate to a given situation, if these can be taught, and if this indeed has an effect on the eventual outcome.

In short, two different people can deal with the same trauma in completely different ways.

Specific Effects of Psychotrauma on Various Groups.

Torture victims.

It is beyond the scope of this reader to describe specific methods of torture and their consequences.  Unfortunately, the human mind is extremely creative in this regard, and the consequences can be severe.  Torture can be physical or psychological or both and can have psychological and physical consequences, or both.  Torture victims must always be treated.  Part of the treatment is dealing with the human rights violations.  Unfortunately, torture is all too common and occurs in places where it would not be expected.  Many groups have produced excellent works on torture.  Both Amnesty International and the International Research Center for the Care of Torture Victims in Copenhagen can give further information.  They, and several other groups, have produced handbooks for work with torture victims.

(Former) prison, concentration camp and prisoner of war camp victims.

In some countries, this forms a very large group.  Frequently, being a prisoner also means being tortured and there is virtually always mistreatment of some sort.  Again, this is a group which virtually always needs treatment and which frequently does not get it.

With regard to both groups, several points must be made with regard to their societal influence and the influence of such persons when they participate in mediation and reconciliation processes.  As we have seen above, such persons will almost always have psychological problems of one sort or another.  These effects can substantially influence others around them and can even influence the (sub-)societies of which they are a part.  In many cases, they are considered to have superior insights or even to be martyrs because they have passed through a “worthy ordeal” which others have not, and thus they often become very prominent within their societies.  Therefore, their influence on policy-making and on the direction their societies take may be substantial.  In this context, they may be (prominent) participants in the peacemaking, peacebuilding, and mediation processes, and their specific and individual psychological problems and influences may well become significant conscious or unconscious parts of those processes.

This has a number of consequences.  First, it is essential that adequate treatment is available.  Second, these influences must be taken into account by mediators and other participants in mediation and peacemaking processes.

Men.

Men are frequently ignored as a target group of psychosocial programs because it is felt that they are the perpetrators (which is sometimes true), and because they are seen as "strong" and less vulnerable than other groups.  Men are, in fact, extremely vulnerable.  They are the first to be traumatized through war and other violence.  In torture and concentration camp/prisoner of war camp/prison situations, there is a great deal of evidence of a substantial amount of sexual violence against men, particularly in certain cultures.  Furthermore, in many societies men are the cause of a great many problems due to the culture of violence and power relationships.  In post-conflict situations, men frequently have trouble in redefining their roles in the family and in the society, and therefore tend to have a large number of psychological and physical problems themselves.  They are frequently the cause of a great number of problems, such as family and civil violence.  As has been mentioned above, men tend to internalize problems, which leads to both physical illness and to outbursts in various ways.  Thus, aside from the humanitarian considerations, if we are to lessen family violence and civil disorder, we must seriously deal with the traumatized male population.

(Ex-)soldiers and (ex-)policemen form a special category here.  These men are frequently perpetrators but have also frequently been highly traumatized.  Furthermore, this group has access to weapons and to (coercive) power in general and, in our opinion, deserves special attention.

Children and youth.

A full discussion of the problems of children and youth affected by psychotrauma is beyond the scope of this Reader. Their problems can, however, be divided into three categories. 

We must remember that children and youth of different ages have different methods of thought than do adults and thus they interpret events differently.  In general, children and youth have much less distinct ego-boundaries than those of adults.  This means that they see the boundaries between themselves and the world less sharply than adults do.  In this sense, in general, they attribute far more things as being caused by their own actions than do adults and also feel more bound to those things.  They also feel more a part of other people than do adults and thus, in the minds of the children, their minds and bodies and will merge with those of others.  

Furthermore, the scars that are left in children generally have a deeper and more lasting effect than in adults, although this is not always the case.  There is a myth that children are far more resilient than adults, but this may be only temporary and less visible, and problems may come out in other forms and/or may appear later in life.  Furthermore, early scars can be far more difficult to heal than scars which come later because they are more difficult to bring into the consciousness of the person.  Also, earlier scars more easily become part of the personality of the person and are also therefore more difficult to deal with later.

Also, children cannot express themselves verbally as well as adults, and thus must use other means of expression which are not always as clear to the outside world.  This frequently leads to underestimation and misunderstanding of their problems.

There are a number of ways that children and youth can be affected.

The first set of causes of problems is direct traumatization, that is, when children have themselves been involved as victims of some sort of mistreatment, or have become refugees, etc.  If we look at the definition of psychotrauma and at the paragraphs above, it is easy to see that the traumatic events affecting a parent or someone within the environment of the child can also be a traumatizing experience.

The second category of causes of problems has to do with development.  Children in traumatic situations cannot develop and go through the typical dilemmas of childhood and youth in a normal way.  Included in these dilemmas are separation from adults and the formation of a distinct and individual personality.  We sometimes see remarkable "aging" of children under trauma so that westerners might interpret a person of 17 to be at least five years older than he or she is.  This is only an illusion, and the crisis must, at some point in the future, be dealt with.

The third set of problems is the lack of attention from parents, or "important others", who are having to deal with their own problems.  Such others can also include the teacher also needs to deal with his or her problems and who thus may be inattentive to the problems of the children or may even misuse them..  Even under optimal circumstances, the teacher who has not been trained may not know that misbehavior may be an expression of the traumatization.  This may also be the case for other figures within the life of the child.  Thus, children and youth may get little help in dealing with the problems per se and in the formation of models based on such persons.

Another point to remember with children and youth is that, if untreated, they will almost certainly transmit the trauma to future generations (see below).

Women.

Women in situations of trauma have a number of specific problems.  They may have been the victims of violence during the traumatic events.  We are too familiar with the almost standard sexual abuse of women under such types of conditions.  In post-conflict situations, women are frequently the victims of family violence.  It is most frequently the woman that deals with the children and their problems.   It is also often the woman who takes the role of keeping the family together under difficult circumstances with all the additional stress that this entails.

Refugees and displaced persons.

Refugees and displaced persons must deal with the losses of their homes, belongings, and loved ones, as must all other victims of situations of violence.  Within the group of refugees and displaced persons, however, there is the additional feeling of homelessness, of insecurity, of being a second or third class citizen, and of resentment against and from virtually everyone.

Refugees.

Refugees have a specific set of problems wherever they are.  Even if they are in a country of their own ethnicity (for example, Bosnian Croats in Croatia), they are frequently looked down upon as "low life" and are discriminated against either by governmental policy or otherwise.  In most countries, especially in the West, they are not permitted to work.  This leads to idleness, depression, and a raft of psychological problems which, in turn, lead to learned helplessness.  These psychological problems, as we have seen above, frequently lead to physical problems.  Furthermore, depression, hopelessness and resentment often lead to overt violence within and against the host society which, in turn, leads to a backlash and further repression.

The problems of collective centers, particularly those where ethnicities and nationalities are mixed, form a chapter in themselves.  The problems of crowding, inter-ethnic tension, idleness, and learned helplessness are well-known and, if not dealt with in a manner which shows understanding, can lead to violence.

In our view, these problems are soluble with enlightened leadership and with adequately trained personnel.  Such personnel, it should be noted, can often (and should) be garnered from the refugee population itself.

Returnees.

The return process, if it ever occurs (and it frequently either does not or takes many years to do so), is in itself a trauma.  Things are not what they were, and it is necessary to rebuild or, rather, build anew, the physical and social structures that constitute life.  There is also the process of mourning which we will discuss a little more in the section on therapy.  We believe that a long-term multidisciplinary integrated coalition approach to return and reintegration must be taken in order to make it effective and sustainable.  We will deal with these issues somewhat later in this Reader.

Other vulnerable groups.

Still other vulnerable groups are the elderly and the group of relatives of missing persons.  

In general, the elderly are forgotten.  Nevertheless, they do have special needs (particularly physical and medical ones) that are rarely taken into account.  Often, their children desert them and find better circumstances elsewhere.  Frequently, they sustain some of the worst losses in situations of violence.  They are often isolated and many times want nothing more than to return to die in their homes.  Unfortunately, tragic situations with the elderly are common in post-conflict and transitional societies.

The group of relatives of missing persons is another which is highly vulnerable.  They may be subjected to repeatedly attending exhumations in which they hope that the bodies their loved ones will be found.  Attending such exhumations is difficult even for medical professionals.  Furthermore, their hopes are frequently raised and then dashed to the ground.  They may be manipulated for political purposes and have often been used to stir up ethnic hatred.  Again, treatment and careful reintegration of these people into society is needed.  An attempt must be made to de-politicize them and to deal with their human tragedy.

Still another vulnerable group is formed by those in the age group 45-65.  These people, particularly refugees, have greater difficulty than younger people in finding jobs in new societies and in adapting to new conditions.  They are in a dilemma:  they are too young to retire and too old to get new jobs.  In the West, there are few opportunities for them and they frequently vegetate, not learning the new language, having problems with their children who do indeed at least partially become part of the new society, and having no real goal in life.  This is another group which is almost always forgotten.

Transmission of psychotrauma.

Transmission of psychotrauma to future generations is an extremely important issue, particularly with regard to matters of conflict.  It is said that transmission occurs to at least the seventh generation.  It is also suggested that transmission can be the cause of conflict hundreds of years later.

Whether or not such extreme statements hold water, transmission is important in conveying both psychological problems caused by the trauma and in conveying hate, prejudice, racial bias, etc.  Such problems are all too evident in individuals and the society as a whole in Western European countries even 56 years after the Second World War.

It goes beyond the scope of this Reader to deal with all the issues involved.  However, a number of points should be made.  It is undoubtedly important to deal with psychotrauma as early as possible after the trauma has occurred.  This must be done as extensively as possible to prevent transmission.  It is clear from empirical research that dealing with trauma in the second, third, and later generations is far more difficult than dealing with it in the generation in which it occurs.  As the trauma becomes more remote, so do its causes.  The original reasons for transmission also become less clear.  Thus, the root causes for the problems with the person's feelings are also less clear.  One example, away from the sphere of war, is the transmission of fear of men and aggression in victims of rape across several generations.  Furthermore, the evidence seems to be clear that transmitted trauma does at least contribute to the propensity for future conflicts, and that preventing transmission thus decreases the chances of conflicts occurring or re-emerging later.  In this context, as noted above, children and youth are a very important target group, and extra attention must be paid to them.  

Collective traumatization.

The point of collective traumatization is how the psychological state of one person affects that of another, or that of a group of people.  Unfortunately there is little research in this area. It is, however, an extremely important issue in conflict and post-conflict societies considering the number of persons affected.  Such effects can be seen in individual relationships, families, groups, and at the societal level (see below), and we would suggest that a number of factors are involved in the precise effects which are seen in individual cases.  Such factors include the relative mental health of the parties involved, the coping mechanisms used both individually and at the level of the relationship, the environment of the relationship (that is, the entire system in which the damaged person or persons is embedded), the culture in which the interactions are taking place, and the individual personalities of all parties.  

We have already spoken about the role of key individuals in influencing others.  It is important to find out precisely how this process takes place and precisely what influence such persons have. 

These are not simply matters of academic interest, but, rather, have implications for how families and groups function in traumatic and post-traumatic, that is, conflict, post-conflict and transitional situations.   

We again stress the importance of such effects of collective traumatization on mediation and facilitation and in the rebuilding of relationships and societies.  We feel that a great more work must be done to clarify the issues involved.

Societal traumatization.

Here the question is effect that the traumatization will have on the society as a whole.  These effects are difficult to grasp, and again there have been few studies and few interventions in this direction.  The South African experience is the most extensive to date.  It is, however, an important issue to consider when dealing with conflict and in the re-formation of societies after conflict.

Certainly one issue which we see arising repeatedly is individual and collective denial and displacement.  This means that both individuals and the society as a whole attempt to deny that the events existed because they are too painful to deal with.  Another reason for such denial, as, for example, in Austria, Holland, and Germany, is the desire to deny the role that both individuals and the society played in events which may have been reprehensible.

It is speculation at this point, but we wonder if such denial can lead to explosion of emotions in the society in the future, as it undoubtedly can in the individual.

We have seen from the Model of Kleber and Horowitz that catharsis and acceptance of the trauma only occurs by re-experiencing it, and we wonder if this model also applies at the societal level.  What happens in South Africa and other places which have had "Truth Commissions" or similar processes may, during the next few years give us some clues to this.  We feel that it is extremely important to follow these events and to attempt treatment at the societal level in an effort to rebuild post-conflict societies and to prevent future outbreaks of overt personal and structural violence.

Another area for speculation is the interaction between the traumatization of the individual and the traumatization of the society as a whole (in both directions).  For example, if a person migrates to a traumatized society after the trauma has occurred, does that person feel traumatized?  Another question is what the "critical mass" is for a society to become traumatized.  Still another point is the cultural influence on such societal traumatization.

While we do not wish to go further into these points here, they are certainly worthy of discussion – and research – in the future.

Burnout and its importance to the practitioner.

When there are problems of capacity in dealing with the types of psychological, physical and sociological issues discussed above, many practitioners will go beyond their own limits of work, both physical and psychological.  This is a state known as "burnout".  The practitioner no longer cares, makes mistakes, and has severe psychological problems.  Most workers – in the helping professions and otherwise – go through burnout at one point or another.  All professionals – and all workers with traumatized people, whatever their profession – should be aware of the dangers of burnout and should take countermeasures to deal with it.  How to deal with such problems will be dealt with in the next section.

Therapy.

This Reader does not seek to be a definitive work on the therapy of psychotrauma.  We caution against its use as a "cookbook".  We will, however, try to give a very basic outline of some of the issues involved and hope that the reader will be stimulated to look at how these problems can be solved in his or her own situation.

For the client.

There are several basic principles to therapy.  The first is mourning.  Mourning, roughly defined, means being sad for the person or thing which has been lost and, further, putting the object of mourning into place, recognizing his/her/its good and bad qualities.  It is ritualized in most cultures in one way or another.  Problems arise when such rituals have been lost (as is frequently the case in the West) and/or when the amount of loss is so great that mourning becomes difficult, almost overwhelming.  In the former Yugoslavia, there is an additional problem of lack of mourning through denial and through the displacement of the problems into the material realm.  Only when the need for mourning is recognized can the work on the internal processing of the trauma begin.  Thus mourning can be seen as a prerequisite to and an essential part of the process of therapy.

Another principle of therapy is "getting it out and working with it".  In classical psychotrauma therapy this occurs in three phases.  The first of these, in turn, has several parts:  the establishment of a relationship between the therapist and the client;  the client learning about how psychotrauma and the therapy work ("psycho-education");  and the client learning how to stabilize his or her own symptoms.  While this sounds simple, the establishment of trust is almost always difficult in psychotraumatized people.  It has been shown that the quality of the relationship between the therapist and the client is responsible for as much as 80% of the success of the therapy, and thus this phase is extremely important.  Furthermore, there is evidence that the more the client is aware that his/her symptoms are "normal", the more the symptoms go away.  Thus, both the relationship with the therapist and psycho-education are very important factors in the success of the therapy.

The second phase entails expression of what happened – that is, the factual events – in great detail.  This allows the client to acknowledge his/her status as victim and to see that someone else is involved in and concerned about the situation (that is, internal and external recognition).  It then involves dealing with the feelings associated with the events.  Again, this sounds relatively simple on paper.  However, both the events and the feelings can lie deep.  There may be cultural taboos about getting them out, particularly in men.  They may involve acts or feelings which the person is not "supposed to" have.  There thus may be guilt or shame associated with them.  Remember also the Model of Kleber and Horowitz in which both re-experiencing and denial follow one another in a cycle.  The therapist can therefore lead this phase too quickly or too slowly.  If it goes too quickly, the client may stop or may have severe psychological difficulties and may even be pushed into extreme depression or psychosis.  If it goes too slowly, the therapy will not be effective.  

The third phase is sometimes known as integration.  This involves the person reconstructing his or her person's life.  The person must find some sort of new identity in light of the trauma and the loss.  It also involves looking at inter-personal relationships. The events need to be placed into some sort of context Practical aspects of life must be reconstructed.  This phase also includes trying to give the client more control over his/her own life.  Thus, in this phase, relationships within the family and outside it are looked at.  Issues such as security, the relationship to a higher being (religion), and identity are explored in detail.  Practical plans are also made for further work, education, etc.  The therapist does not give advice to the client in this phase but facilitates the process of the client finding solutions to these issues him/herself.

It must be noted that the previous psychological state of the person and the previous events in his or her life – as well as well his/her personality, education, and the previous and current environments – strongly influence the course of the therapy.  Thus, learning how to deal with the trauma may largely involve dealing with relationships from the past which have not been resolved and which, under normal circumstances, could have been kept at a level which was at least tolerable for the person.  It is thus fundamental to the therapy to look at the entire psychological state and the physical condition of the client.

On an individual or group basis, such therapy can take a year or more.

Another important principle of therapy is to work at various levels.  It is not only the individual who needs help.  Assistance must be given at the family level, at the level of the group (ex-soldiers, youth, women), at the level of the community, and at the level of the society.

It should also be noted that what is appropriate for one culture may not be appropriate for another, and thus extreme care must be taken when applying solutions from outside.

Still another issue is that of the capacity of professionals and non-professionals to deal with the enormous problems faced by many countries.  One answer may be to train persons at a slightly lower level and to assist in the training of higher level professionals to deal with the most severe cases.  Another answer may be "peer counseling", that is, training some members of a group to help other members of that group.  It almost goes without saying that careful and extensive supervision is required in such cases.  We and others have had success with well-trained and well-supervised people who are not mental health professionals.  Furthermore, in many countries, those mental health professionals who do exist have not been prepared for the issues of conflict and thus have little field training of this sort of psychotrauma.  Sadly, many get "on the job training" and, in the end, know far more than those trained from outside. New solutions must, however, be found to deal with the numbers problem.

For the practitioner: supervision.

To repeat, burnout is the situation in which helpers have gotten to the end of their ability to help in the sense that they are psychologically tired and used up.  This occurs very frequently in the helping professions, particularly when helpers are overworked as is the case frequently in situations where helpers are dealing with underprivileged groups and in (post-) conflict areas and transitional countries.  

It is essential that the problem of burnout among helpers be tackled.  The basic classical way of doing this is through what are known as supervision or intervision groups.  These groups allow for practitioners to express their problems and feelings to other practitioners in a non-threatening context.  This allows for both professionality and solidarity.  Further, there must be time for rest and recreation.  This is not a luxury among workers in highly stressful situations and is a principle which is frequently ignored.  In principle, burnout control should be built into every conflict or post-conflict or development program, not only for health practitioners but for virtually every group of workers in contact with people in need.  It is also essential for people working under isolated or stressful conditions of any sort.

Importance of psychotrauma and psychology in general to the mediation and peace-building processes.

In the time and space allotted there is little room to go into this question in the detail we would like to.  However, some basic principles can be given.  

First, the facilitator/mediator should consider the background to the conflict not only in political, historical or cultural terms, but also in psychological ones.  What have the groups involved in the mediation, and the individual participants in the mediation process, undergone themselves?  The mediator must thus look, at very least, at the individual, group, community and societal traumatization of the participants.

In the same context, the mediator/facilitator should look at the current psychological state of the individuals participating in the mediation.  Are they, for example, in a stage of anger?  Are they burned out and therefore on a short fuse?  Are they mourning for a loved one or for the loss of home and hearth, and if so, at what stage of that mourning process are they?  Are they in a state of denial?  Do cultural factors prohibit them from allowing these issues to come out?  

In this context, we know that many of those chosen to participate in mediation are precisely those who have become prominent because of their “martyrdom” or experience of the “ordeal”, as mentioned above.  It is thus important to know what has happened to such people.

We are also all too aware of the psychological background of many political figures.  During the past several years, many psycho-political biographies have been written about such persons.  Neglecting this aspect of the situation is, in our view, a fundamental mistake in the art of mediation.

Another point is the person of the mediator/facilitator.  In some models of mediation, this person is supposed to be completely neutral, almost a machine.  In our view, this is virtually impossible.  The person of the mediator/facilitator always comes through in one way or another.  This is not necessarily a bad thing, but both the mediator/facilitator and all parties to the mediation must be aware of what is going on.  In this context, the personality of the mediator/facilitator, his/her (psychological and other) background, his/her current psychological state, and his/her prejudices and belief system, all play significant roles in how he/she conducts the mediation and thus in the end result itself.  Again, we believe that not taking this into account is an error of the art of facilitation/mediation.

This leads us to the question of trust.  We have already seen a number places where trust plays a crucial role in the process.  We have already noted that trust is essential to the process of therapy, accounting for some 80% of its success.  Similar statements may be made about mediation/facilitation.  Even when a totally cynical view of the mediation/facilitation process is taken (that is, that all parties will falsify every aspect of the mediation and use the process only to manipulate the other side; this view is justified under some circumstances) at least minimal trust in the other party and in the mediator/facilitator must be gained in order to move forward.  Obtaining such trust is the role of the mediator/facilitator.  In addition to the practical benefits to the process derived from gaining such trust, there are definite psychological considerations.  We have already seen that an integral part of psychotraumatization is the loss of trust in individuals and institutions, and thus regaining such trust and/or integrating such trust into the mediation/facilitation process may be extremely difficult and highly time consuming.  Trust is, we believe, essential if the process is to succeed.

While we make a differentiation between therapy and mediation/facilitation, there areparallels between the two processes and thus there are similar techniques which may be used in both.

Let us first look at the phases of a therapeutic conversation and its relation to the mediation/facilitation process.  

One of these is the "therapeutic conversation".

The phases of a therapeutic conversation are:

1. The Introduction

In this phase, the therapist introduces him/her self and defines the process which is to be carried out, in agreement with the client.  

2. The Open, or Client-Centered Phase

In this phase, the client brings out whatever is troubling him/her, and the problem(s) to be dealt with during that session are defined.

3. The Clarification, or Therapist-Centered Phase

Here, the therapist asks for clarification and obtains information necessary to assist in the definition of the problem(s), and makes the client aware of this information.

Phases 2. and 3. then alternate until either the client finds a solution to the problem or until the time available for the session has passed.

4. The Planning Phase.

In this phase, a solution is found (this may only involve making an appointment for the next session) which is acceptable to both the client and the therapist.

5. The Evaluation Phase

During this phase, the process which has taken place is evaluated by both the client and the therapist.

6. The Conclusion Phase.

Formally, good-byes are said.

7. The Action Phase, after which the processes begins anew.

The agreed action is taken and an evaluation is made during the Introduction phase of the following session.

Similar phases can be defined for the mediation/facilitation process.  The mediator/facilitator will usually want to meet with each of the parties separately and define and clarify the problem before the parties meet together.  It is during this process that he/she must be acutely aware of the factors mentioned above and must use not only the "conventional" mediation and facilitation skills, but psychological ones as well, to deal with each of the parties concerned.

Collective traumatization may also play a role in the entire process of facilitation/mediation.  It is certainly possible for the psychological state of various participants to influence that of the others and to create an atmosphere in which the mediation can either be inhibited or accelerated.

To a certain extent, the mediator/facilitator may have to play the role of a therapist.  This involves, first, the gaining of trust and, somewhat later, the exploration of the problems, not only those at the level of the conflict per se, but those of a psychological and personal nature, with each of the participants involved in the process.  The exploration of the psychological and personal problems, obviously, may not be a part of the formal process of mediation/facilitation, but is equally essential to the success of that process.  Among others, practitioners such as Prof. Adam Curle, founder of the Department of Peace Studies at Bradford University in the UK, have used such techniques in a number of large international disputes.  While extremely time consuming, such techniques can prove more effective in the long run as they take into account the human element which is an inseparable part of every mediation/facilitation process.

Unfortunately, the inclusion of these factors is frequently looked down upon and/or neglected by many mediators/facilitators.  We believe that this is a fundamental shortcoming in the art of mediation/facilitation.
Importance of psychotrauma and psychology to community development, reintegration and "social reconstruction":  the concept of "Complex Rehabilitation".

Again, only a short summary of the issues involved can be given here.

Social – and physical – reconstruction and reintegration involves the (re‑)development of structures and mechanisms within the community which will allow it to develop in a flexible way, taking into account the needs, aspirations and fears of all of its residents.  If the residents of the community have been involved in conflict, bringing them together will be necessary.  It may also be necessary for people who have fled, or been expelled, or who have left for other reasons to return to the community from elsewhere, either from within the region itself or from abroad, either because they wish to or because they are being forced to.  It may also be necessary to integrate people who have come to the community as new residents because of the conflict.

It is our view that reconstruction of physical structures and "rapid redeployment of refugees", that is, returning refugees to their places of previous residence without sufficient structural support, is simply not an adequate solution to the problem.

We have been working since the end of 1998, together with Prof. Arpad Barath of the University of Pecs in Hungary, on a model of reintegration known as "Complex Rehabilitation".  This involves a long-term, inter-disciplinary, coalition approach to solving such problems.

It is our belief – gained through work in the field and through discussion with field workers from a number of countries – that short-term "quick fixes" simply do not work and that they frequently create more problems than they solve.  The same is true of short-term seminars which provide only a small amount of knowledge and skills, both of  which need to be followed up and constantly renewed and expanded over a long period of time.

We also have learned that the problems of communities are inter-connected.  It is (too) often stated that, by giving people a roof over their heads or some form of employment, all problems of the community will be solved.  Unfortunately, we know that this is simply not true.  We believe that, in most cases, a variety of knowledge and skills are needed for the reintegration of communities.  These include, but are not limited to, work on inter-personal and group communications, psychotrauma, non-violent conflict resolution, organization, business, self-initiative skills and knowledge, development of the sense of community, basic legal knowledge of rights and duties, familiarization with the concepts and issues of local governance and, of course, economics and reconstruction.  Working on one of the above issues assists in working on the others, and they are dealt with within specific communities at different times and in different ways.  The total agenda, however, must be clear, and plans must be present to work on all of these issues.

It is also our position that it is difficult for one organization to carry out such a program on its own in a community.  Thus, international, national and local forces must be combined in a broader coalition.  Each organization should then assist with the part that it specializes in and knows best.

It should be emphasized that it is not the intention of this model to give the community anything.  Rather, the community must slowly develop its own initiative in gaining control of its own future.

Further, we wish to emphasize a number of aspects of the work in the community which we feel to be important:

First, epidemiological work should be done with regard to both physical and mental health.  Earlier in this Reader, we have noted that there is very little data available from conflict, post-conflict and transitional communities on physical and mental health and that this is a barrier to planning further action and for obtaining funds for such action.

Second, "action research" is needed in the communities concerned.  This procedure entails involving all elements of the community in determining their needs, desires, and fears and in activating them to take action to solve the problems of the community.

Making such a plan which is realistic and which can be funded is the next step in the procedure.  Essential to the plan is that the community carries out the work itself to the greatest degree possible, gaining the knowledge and skills necessary to do so along the way.  It is our feeling that such a plan must also, in the long run, provide for transmission of the skills and knowledge to other communities and for networking with such communities, thus creating a snowball effect.

We also wish to emphasize a number of key aspects within the broader spectrum of the skills and knowledge to be worked on within the Complex Rehabilitation Model.  These are precisely the aspects which are within our area of knowledge and which are within the purview of this Reader.

We have, in our work in the Former Yugoslavia, found that both inter-personal and group communications skills are sadly lacking.  We fear that this is the case in other areas as well.  Such skills are a prerequisite to any type of other work which is contemplated.  

The second point is the work on psychotrauma.  As (we hope) is obvious from what has been presented earlier in this Reader, even the symptomatology of psychotrauma forms a barrier to work on physical and social reconstruction reconciliation and reintegration.  For example, how is it possible for someone to work seriously at a job when he/she is preoccupied with the trauma or when he/she is dependent on alcohol or drugs, when he/she is severely depressed, or when he/she is in a stage of anger?  The results are obvious (we have seen them all too many times in the field), and it is therefore imperative, in our view, that economic revitalization be accompanied by a program of psychosocial work.

A similar problem arises with reconciliation.  Many programs which we have seen get people reconstructing a fence together or riding bicycles or carrying out some other similar activity in the hope that they will learn to "love" one another again.  If the fundamental issues are not tackled in a systematic and open way, such reconciliation simply does not occur.  Again, this is not a theoretical standpoint but one gained from empirical experience in the field.  

We have spoken earlier of individual, family, group, community, and societal psychotraumatization.  Communities which are going through rehabilitation need work at all of these five levels.  

Unfortunately, we have learned that people also do not have the skills and the knowledge of how to solve conflicts in a non-violent way and need to learn how to transform their conflict, and eventually how to carry out facilitation and mediation, taking into account the aspects described in the last section.

In a similar vein, we have become aware that people urgently need organizational and office skills.

It is also vital for reintegration and for further work in the community that they obtain the attitudes of critical thinking and self-initiative.  Without these, little will change within the community.

We realize that educating people at the grassroots level as to the need for this type of work - let alone giving them the actual skills and knowledge required - is not an easy or a short-term task.  We feel, however, that, if it is not carried out, the same mistakes will be made as have been made in the past.

Perspectives.

The fundamental message of this reader is that the issue of psychotrauma is one which is basic to dealing with the resolution of conflict and to the reconstruction of post-conflict and transitional societies.  This issue is all too often overlooked or even ignored.  

Furthermore, we believe that an integrated approach is required to mediation, peacebuilding, and non-violent conflict resolution on the one hand, and to reconciliation, return, and community development on the other.

We hope that you will think about this and work with us to deal with these issues in the future.
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