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Summary

It is an indisputable fact that organized violence has steadily increased world wide in the

decades following the World Wars 1 and 11.  Over 100 wars are fought worldwide during

any given year.  Forced migration accompanies conflict, as people are displaced from

their areas of origin by the different conflicts.  While the over 34 million people who are

in some way displaced clearly have physical, medical, nutritional, social and other

pressing needs, it is becoming clear that often, their mental health needs are often just as

urgent.

Among the most common mental health challenges faced by survivors of organised

violence are disorders of extreme stress.  Much work has been done to quantify the

prevalence of Post Traumatic Stress Disorder among diaspora refugee populations

relocated to safety in western high-income countries.  Little information is available

however, about the prevalence of various mental disorders among refugees that relocate

to a second low-income country neighbour to the conflict regions.

This study set out to investigate the health and mental health status of Rwandese and

Somali refugees relocated to a refugee camp in neighbouring Uganda in East Africa.  Of

special interest were the prevalence of PTSD and depression, as well as the predictors

thereof across and within the two cultural groups.

It is the moral responsibility of the able to provide interventions to effectively address

mental health disorders in such populations, in this case Post Traumatic Stress Disorder.

It is quite clear what interventions are effective in the treatment of Post Traumatic Stress

Disorder.  However, many such interventions have not been tested in low-income

countries, nor have they been disseminated for use by trained lay people at lower cost and

higher availability.  This study aimed to assess the efficacy of Narrative Exposure

Therapy as compared to Trauma Counselling and a waiting list control, and as carried out

by trained lay refugee therapists.

Lastly, this study investigated the efficacy of Narrative Exposure Therapy as applied to

children, who constitute over 43% of the population of concern.
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Zusammenfassung

Nach den Weltkriege I und II hat organisierte Gewalt weltweit zugenommen.  Jahrlich

finden mehr als 100 Kriege und Auseinandersetzungen statt.  Eine Folge von Konflikten

ist auch, daß die Betroffenen in Bezug von ihre Heimat entwürzelt werden.  Mehr als 34

Millionen von Menschen weltweit sind von ihrer Heimat entwürzelt worden aufgrund

von Krieg.  Es wird zunehmend deutlich, daß ihre psychischen Bedürfnisse genauso

dringend zu beachten sind wie gesundheitliche, soziale and andere Bedürfnisse.

Zu den Störungen die als Folge belastender Erfahrungen auftreten können, gehören die

Posttraumatische Belastungs Störung (PTBS) und Depression.  Viele Forscher

konzentrieren sich auf Flüchtlinge die in industrilisierte Länder immigriert sind.  Weniger

Befunde liegen für Opfer vor, die im Heimatland geblieben sind, beispielsweise in

Afrika.  Diese vorliegende Studie hatte zum Ziel die physische und psychische

Gesundheit bei Flüchlinge aus Rwanda und Somalia zu erfassen.  Ein besonderes

Augenmerk lag auf der Prävalenz von Posttraumatische Belastungs Störung und

Depression.

Unter ethischen Gesichtspunkten genügt es nicht, das Ausmaß psychischen Leidens zu

erfassen, ohne darauf aufbauende Lösungsansätze zu entwickeln, wie beispieleweise

Psychotherapie.  Ohne Zweifel existieren wirkungsvolle Behandlungen für PTBS, jedoch

ist das Behandlungsangebot in nicht industrialisierten Länder in der Regel nicht

ausreichend.  Daher beschäftigt sich diese Studie zusätzlich mit der therapeutischen

Ausbildung von Laien vor Ort, so daß diese sowohl Diagnostik als auch Therapie von

PTBS und Depression beherrschen.  Dieses Ausbildungskonzept ermöglicht

Nachhaltigkeit, indem lokale Therapeuten die Verantwortung zur Behandlung der

Betroffenen übernehmen.  Solche Hilfe zur Seblsthilfe ist langfristig hilfreich und führt

dazu, daß wertvolle Fähigkeiten in der Gesellschaft verankert werden.

Fast die Hälfte (43%) der vertriebenen Bevölkerung besteht aus unter 18jährigen

Kindern.  Im Rahmen der vorliegenden Untersuchung wurde auch die besondere

psychische Verletzlichkeit dieser festgestellt und infolgedessen eine Psychotherapie zur

Behandlung von Kindern mit Narrativer Expositionstherapie durchgeführt.
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1 Overview

1.1 Conflict and Forced Migration

Few would dispute the observation that the history of humankind reads like a study in

turbulence – wars, diseases, natural disasters, famines – culminating in the tumultuous

events of the 20th and 21st centuries.  Not inappropriately, philosophers such as

Emmanuel Levinas have described the twentieth century as the century of “useless

suffering” (Levinas, 1993).  Considering the case of war and armed conflict alone, during

the year 2005, over 41 separate wars and armed conflicts were documented, not to

mention scores of insurgencies, incidences of rebel or guerrilla warfare and armed

skirmishes around the globe (Focus, 2005).  At any given time, there are between 50-100

wars going on somewhere in the world.  Most of them are ongoing in places described as

“flashpoints”, ‘hot spots’ or “trouble spots” (Dewey, 2005).  In over 14,531 wars since

3600 BC, over three billion people have lost their lives.

Flight and forced migration follow in the wake of conflict and organized violence.

According to the U.S. Committee for Refugees World Refugee Survey, worldwide, there

are over 13 million refugees and asylum seekers.  More than 21.8 million people are

internally displaced within their own countries.  In total, 34.8 people are uprooted, with

4.28 newly uprooted people in the past year (UNHCR, 2004; USCR, 2004).

The 1951 Convention relating to the Status of refugees distinguishes a refugee as any

person with “a well-founded fear of being persecuted in his/her country of origin for

reasons of race, religion, nationality, membership of a particular social group or political

opinion” (UN General Assembly 1951).  According to international law, refugees are

persons outside their states of origin, whose former positive relationship with their

government has collapsed, leaving them without protection or assistance.  Today,

migration results not only from persecution but also from conditions such as poverty,

famine, disease, massive human rights abuse, ecological disaster, civil strife, fear of

retaliation and political or religious conviction (Maynard, 1999).
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Africa is one of the continents leading in the number of conflicts, with no less than nine

major conflicts listed during the year 2005 (Focus, 2005).  Uganda, the smallest of the

three countries comprising East Africa, has had a long history of armed conflict, but has

been in a state of relative peace for the past 17 years.  Whereas Ugandans were

themselves refugees all over the world, they are now themselves host to over two

hundred thousand refugees fleeing from conflicts in Sudan, Congo, Rwanda, Burundi,

Eritrea, Ethiopia and until September 2003, even Kenya.

Apart from the over 220,000 refugees hosted in 8 different refugee camps in Uganda,

there are also hundreds of thousands of Internally Displaced Persons living in camps in

Northern Uganda, who have fled from the internal conflicts in the North and Northeast of

the country.  According to the Uganda Country Report of World Refugee Survey 2003,

by the end of the year 2002, 600,000 to 700,000 Ugandans were internally displaced,

100,000 more than at the end of 2001 due to renewed violence within the country.  More

than 25,000 Ugandans are themselves refugees or asylum seekers; 20,000 of them in

Congo-Kinshasa, 5,000 in Sudan and 2,000 in western industrialized countries.  Of the

220,000 refugees in Uganda, 170,000 are from Sudan, 20,000 from Rwanda, 10,000 from

Congo-Kinshasa and 1,000 from Somalia.  An additional 20,000 are from various

nationalities settled in Kampala, the capital city (USCR, 2004).

1.2 The Mental Health Consequences of Conflict

The consequences of violence and forced migration include the physical, educational,

social, familial and the psychological.  In his book Scarred Minds, Somasundaram

confirms that war and conflict are situations of extreme stress, which may generate severe

psychiatric consequences.  He goes on to enumerate posttraumatic stress disorder, anxiety

disorder, hysteria, grief reaction, reactive depression, psychosomatic disorder, obsessive-

compulsive disorders, personality disorders, alcohol and drug addiction, suicide and

psychosis as some of the disorders prevalent among the Tamil survivors of the civil

unrest in Sri Lanka (Somasundaram, 1998).  One of the common mental health

consequences of conflict and flight comprise Disorders of Traumatic Stress
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Post Traumatic Stress Disorder is a disorder of traumatic stress whose symptoms include

reliving the traumatic experience involuntarily, a continually heightened state of arousal

and avoiding every reminder of the event.

In addition to being nutritionally challenged, physically unhealthy, economically

disadvantaged as well as displaced, refugees and other forced migrants may also be

clinically traumatised.  Trauma is significant because it precludes normal functioning in

its victims, such that even in the event that they do reach a safe refuge and have the

basics for a more or else normal life, they are unable to consolidate their resources in

order to rebuild their lives.  In addition, traumatised migrants may resort to substance

abuse to medicate themselves, and may be aggressive or violent as a result of their

symptoms, all of which compound existing political, social, community and familial

difficulties.  Indubitably, psychological intervention to alleviate the symptoms of trauma

becomes a first order of business.  Subsequent research findings discussed later in this

report, such as the prevalence of Post Traumatic Stress Disorder among the refugee

populations in this settlement, confirm that a large percentage of trauma victims

significantly slows down the affected community and compromises its ability to

recuperate from its conflict and conflict-related problems.

It is regrettable enough when adults are so incapacitated by the clinical consequences of

their traumatic experiences that they are economically improvident and non-functional as

parents or community members, but it is positively tragic when traumatised children and

adolescents are so disturbed as to be unable to benefit from schooling and other skill-

building opportunities, even when these exist, which renders them further incapable of

competing in an already challenging environment.  Research findings discussed later in

the report indicate that clinically traumatised children and adolescents form a significant

percentage of the refugee population.
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2. The Concept of Post Traumatic Stress Disorder

2.1 The History of Post Traumatic Stress Disorder

As early as 1666, Samuel Pepys chronicled the effects he felt after the Great Fire of

London, which was for him a traumatic experience.  He specifically complained that he

`could not sleep a night due to great terrors of the fire,’ (Saigh & Bremner, 1999).

In a similar vein, casualties of the American Civil War of 1861-1865 who had been

exposed to combat were described as suffering from increased arousal, irritability and

elevated heart rate.  This cluster of symptoms was later to be known as `Da Costa’s

Syndrome’ or `Soldiers’s Irritable Heart’ and was seen to reflect a physiological

disturbance related to exposure to the stress of combat.

During the First World War, the effects of war-related stressors were well-documented

across a wide range of combatants and hence, by 1952, the American Psychiatric

Association’s (APA) Committee on Nomenclature and Statistics included the

classification ‘gross stress reaction’ in the Diagnostic and Statistical Manual of Mental

Disorders (DSM-I).  According to the 1952 manual, gross stress reaction resulted from

exposure to severe physical demands or extreme stress, such as in combat or civilian

catastrophe, including fire, earthquakes, explosions and so on, in `normal people who

experience intolerable stress’ (APA, 1952).  No operational diagnostic criteria were

included however.

Post traumatic Stress Disorder made its official entry into the DSM-III (APA, 1980),

according to which, PTSD was indicated by the `development of characteristic symptoms

following a psychiatrically traumatic event that is generally beyond the realm of normal

human experience’ (APA, 1980).  It was hereby acknowledged that divergent stressors

(e.g. sexual assault, war-related events, serious accidents or disasters) could induce

comparable psychiatric consequences.  This was largely thanks to the work with female

victims of rape and with battered children, in which it became clear that the “rape trauma
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syndrome” and the effects of family violence bore close resemblance to combat stress

reactions (Saigh & Bremner, 1999; B. van der Kolk, Weisaeth, & van der Hart, 1996).

The DSM-III included four sets of symptom clusters for making a PTSD diagnosis.  In

addition to the mandatory exposure to extreme stress (Criterion A), Criterion B required

the presence of one of three re-experiencing symptoms (distressing trauma-related

thoughts, nightmares or a sudden feeling that the traumatic event was re-occuring).

Criterion C required the presence of at least one of the psychic numbing symptoms

(diminished interest in significant activities, detachment or estrangement from others and

constricted affect).  Criterion D required the presence of at least two of six symptoms that

were not apparent before the trauma (hyper alertness or exaggerated startle response,

sleep disturbance, guilt, memory/concentration impairment, avoidance and exacerbation

of symptoms on exposure to traumatic stimuli).  This edition of the DSM still did not

offer information pertinent to PTSD in children or adolescents.

Systematic literature review of the research in PTSD and a number of clinical trials led to

the revisions in the DSM-IV, and the description of PTSD as it stands today.

It was established that a variety of high-magnitude stressors could lead to PTSD, and that

these stressors, far from being outside the realm of common human experience, were

actually quite common in the United States, where the trials were carried out (Breslau &

Kessler, 2001; Resnick, Kilpatrick, Dansky, Saunders, & Best, 1993).

As such, Criterion A was amended to require that a person `experienced, witnessed or

been confronted with an event or events that involve actual or threatened death or serious

injury, or threat to the physical integrity to oneself or others’, and the individual’s

responses thereto must have involved `intense fear, helplessness or horror’(APA, 1994) .

The DSM-IV specifies different channels of traumatization.  Direct traumatic experiences

encompass `military combat, violent personal assault, (sexual assault, physical assault,

robbery, mugging)’ (APA, 1994).  Being kidnapped, being taken hostage, terrorist attack,

torture, incarceration as a prisoner of war or in a concentration camp, natural or manmade

disasters, severe automobile accidents or being diagnosed with a life-threatening disease

constitute examples of directly-experienced traumatic events.  With reference to youth,

the DSM-IV specifically states that `sexually traumatic events may include
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developmentally inappropriate sexual experiences without threatened or actual violence’

(APA, 1994) As such, incestuous behaviours that are perpetrated on youth without

physical violence are clearly recognized as traumatic events that may lead to the

development of PTSD.

The DSM-IV further denotes that PTSD may be induced by observing events such as the

`serious injury or unnatural death of another person due to violent assault, accident, war,

disaster or unexpectedly witnessing a dead body or body parts’ (APA, 1994).  A third

avenue of traumatization involves receiving information (i.e. verbal mediation) about the

stressful experiences of others such as `personal assault, serious accident, or serious

injury experienced by a family member or a close friend; or learning that one’s child has

a life-threatening disease’ (APA, 1994).

The concept of PTSD is still fighting for its life however.  While it has been accepted that

PTSD exists in western societies, it is still considered by many to be culture-specific to

western cultures and irrelevant to non-western cultures (Bracken, Giller, & Summerfield,

1995; Summerfield, 1997, 1999).

2.2 Symptomatology of Post Traumatic Stress Disorder

The classic symptoms of PTSD involve re-experiencing the traumatic event in the form

of nightmares or flashbacks, as well as avoiding all reminders of the event including

persons, places and activities reminiscent of the event.  A passive form of avoidance may

be manifested by emotional numbing, a reduction in social engagement and anhedonia.

Re-experiencing and avoidance in PTSD are accompanied by heightened arousal.  These

three symptom clusters must have been evident for at least four weeks since the traumatic

event and must have led to deficits in functioning or personal distress for a diagnosis of

PTSD to be reached.  While dissociative states, feelings of guilt and shame, and

substance abuse may attend PTSD, they do not constitute core symptoms of the disorder.

A full description of PTSD symptoms is summarised in Appendix 2.
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2.3 Psychophysiology of Post Traumatic Stress Disorder

2.3.1 The Human Stress Response

Ever since Hans Seyle outlined the normal human reaction to stress, the link between this

alarm reaction and PTSD has been fervently explored.  Intense stress is accompanied by

the release of endogenous, stress-responsive neurohormones, such as the catecholamines

(e.g. epinephrine and norepinephrine, serotonin, hormones of the hypothalamic-pituitary-

adrenal (HPA) axis (e.g. cortisol and other glucocorticoids, vasopressin, oxytocin) and

endogenous opiods.  These stress hormones help the organism mobilize the energy

required to deal with the stress, in ways ranging from increased glucose release to

enhanced immune function.  In a well-functioning organism, stress produces rapid and

pronounced hormonal responses.  However, chronic and persistent stress inhibits the

effectiveness of the stress response and induces desensitization.

Much still remains to be learned about the specific roles of the different neurohormones

in the stress response.  Norepinephrine is secreted by the locus coeruleus and distributed

through much of the central nervous system, particularly the neocortex and the limbic

system, where it is important in memory consolidation and in initiating fight-or-flight

behaviours.  Adrenocorticotropic hormone (ACTH) is released from the anterior pituitary

and activates a cascade of reactions, eventuating in release of glucocorticoids from the

adrenals (Bremner, Southwick, & Charney, 1999; Friedman, 2000; B. van der Kolk,

1996a).

Two hormonal systems that have been implicated in the modulation of the stress response

are the glucocorticoid system and serotonin.  Chronic exposure to stress affects both

acute and chronic adaptation: it permanently alters how an organism deals with its

environment daily and interferes with its coping with subsequent acute stress.  Whereas

acute stress activates the HPA axis and increases glucocorticoid levels, organisms adapt

to chronic stress by activating a negative feedback loop that results in decreased resting

glucocorticoid levels in chronically stressed organisms, decreased glucocorticoid

secretion in response to subsequent stress and increased concentration of glucocorticoid

receptors in the hippocampus (B. van der Kolk, 1996a).  This has implications for

memory consolidation, especially in PTSD patients.
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Serotonin mediates a behavioural inhibition system in the brain that helps suppress

behaviours motivated by emergencies or by previous reward.  Low serotonin in animals

is related to an inability to modulate arousal, as manifested by exaggerated startle and

increased arousal in response to novel stimuli, handling or pain.  Decreased serotonin

function has been correlated with hostility, impulsivity and self-directed aggression in

patients with depression and borderline personality disorder as well as people with PTSD.

Serotonin reuptake inhibitors have been found to be the most effective pharmacological

treatment both of obsessive thinking in people with obsessive-compulsive disorder and of

involuntary preoccupation with traumatic memories in people with PTSD.

It is likely that serotonin plays a role in the capacity to monitor the environment flexibly

and to respond with behaviours that are situation-appropriate, instead of reacting to

internal stimuli that are irrelevant to current demands.  Stress-induced serotonin

dysfunction may lead to impaired functioning of the behavioural inhibition system; this

may be related to various behavioural problems seen in PTSD, including impulsivity,

aggressive outbursts, compulsive re-enactment of trauma-related behaviour patterns and a

seeming inability to learn from past mistakes (B. van der Kolk, 1996b).

2.3.2 Memory and PTSD

Over the past five decades, the experimental study of human memory has departed from

the earlier concept of a unitary faculty, to an organisation of subsystems of memory.  The

fractionation of memory began with Hebb’s (1949) proposal to distinguish between

short-term memory (STM), based on temporary electrical activity within the brain, and

long-term memory (LTM), based on the development of more permanent neuro-chemical

changes.  Experimental evidence for this began to come in a decade later, with

demonstrations of the rapid forgetting of small amounts of information when ongoing

rehearsal was disallowed.  Later experimental evidence showed however, that STM and

LTM had to be distinguished along more lines than merely type of forgetting.

Neuropsychological evidence from amnesic patients showing grossly impaired LTM

coupled with total preservation of performance on a range of tasks associated with STM

as well as the opposite dissociation, with STM performance impaired and LTM

preserved, served to illustrate the STM-LTM demarcation.  Increasing evidence
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supported the replacing of the concept of a unitary STM with a multi-component working

memory (WM).

LTM also kept pace with the development into fractionation.  LTM was theorized as

comprising of declarative (explicit) memory and non-declarative (implicit or procedural)

memory.  Declarative memory was further seen to contain episodic and semantic

memory.  While semantic memory was assumed to reflect our knowledge of the world,

free recall of facts and lists, holding generic information that is acquired across many

different contexts and is able to be used across many different situations, episodic

memory was assumed more to refer to the capacity to recollect individual events.  The

essence of this type of memory is its specificity, its capacity to represent a specific event

and to locate it in time and space.  Implicit memory is demonstrated only through tasks or

skills in which the knowledge is embedded, forms of which include priming, conditioning

and tasks or skills (Ainsworth, 1998; Baddeley, 1982, 2001, 2003).

In response to a neurological discovery by Vargha-Khadem et al. (1997), Tulving and

Markowitsch further redefined the elements of episodic memory, suggesting that the

episodic and declarative memory systems are two distinct memory systems.  Although

both depend on the medial temporal lobe and diencephalic structures and may share other

neural resources, episodic memory depends on the frontal lobes in a way that declarative

memory does not.  In addition, episodic memory is the only form of memory oriented

towards the past (Tulving & Markowitsch, 1998).

Memory formation involves encoding (the initial laying down of the memory trace),

storage (or consolidation) and retrieval.  Consolidation occurs over several weeks or

more, during which time the memory trace is susceptible to modification.  Memory is

mediated by several connected subcortical and cortical brain regions.  The amygdala,

hippocampus, and adjacent cortical areas have been shown to play an important role in

memory.  Other regions involved in memory include the prefrontal cortex, including what

is known as the dorsolateral prefrontal cortex (middle frontal gyrus, principal sulcus

region or Area 46), orbital gyrus, anteromedial prefrontal cortex (including anterior

cingulated cortex), cerebellum and parietal association cortex.  In addition, memories are

stored in the primary cortical sensory and motor areas, which correspond to the particular
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sensory modality related to the memory.  These brain regions interact with one another in

the mediation of memory function (Bremner et al., 1999).  It is gradually being

established that brain regions involved in memory also play a role in stress and the fear

response.

The hippocampus, for example, has long been felt to be involved in the emotions of fear

and anxiety.  It also plays an important role in enabling the operations of episodic

memory and in explicit memory.  The hippocampal system, which is anatomically

adjacent to the amygdala, is thought to record in memory the spatial and temporal

dimensions of experience.  It plays an important role in the categorization and storage of

incoming stimuli in memory.  The hippocampus is especially vital to short-term memory

– the holding in mind of a piece of information for a few moments, after which it either

comes to reside in more permanent memory or is immediately forgotten.  Proper

functioning of the hippocampus is necessary for explicit or declarative memory.  Being

able to learn from experience depends, at least in part, on smoothly functioning short-

term memory processes.

The hippocampus is involved in the evaluation of how incoming stimuli are spatially and

temporally related with one another and with previously stored information.  Decreased

hippocampal functioning causes behavioural disinhibition and hyper-responsiveness to

environmental stimuli.

In animals, stress-induced corticosterone decreases hippocampal activity.  High levels of

circulating glucocorticoids have a significant negative effect on memory, which is

thought to be a function of the fact that sustained activation of the glucocorticoid system

under conditions of prolonged stress eventually leads to cell death in the hippocampus.

Specifically, direct glucocorticoid exposure results in decreased dendritic branching in

the hippocampus and a loss of neurons.

Glucocorticoids appear to exert their effect by increasing the vulnerability of

hippocampal neurons to insults such as excitatory amino acids.  High levels of

glucocorticoids have also been associated with deficits in new learning, with the

magnitude of deficits of such new learning correlating with the number of damaged cells

in the CA3 region of the hippocampus.  This suggests the possibility that high levels of
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cortisol released during stress could damage the hippocampus in humans with PTSD,

leading to deficits in verbal memory function and decreased hippocampal volume

(Bremner et al., 1999; B. van der Kolk, 1996a).  Not surprisingly, people with PTSD

have been shown to have smaller hippocampal volume than normal controls (Bremner,

1999) and brain imaging techniques have shown atrophy of the hippocampus in people

with PTSD.  The discussion goes on, however, whether this is a consequence of PTSD or

merely a propter.

Of all the areas in the central nervous system, the amygdala is most clearly implicated in

the evaluation of the emotional meaning of incoming stimuli.  It has been proposed that

the amygdala assigns free-floating feelings of significance to sensory output, which the

neocortex then further elaborates and imbues with personal meaning.  Moreover, the

amygdala is thought to integrate internal representations of the external world in the form

of memory images with emotional experiences associated with those memories.  After

assigning meaning to sensory information, the amygdala guides emotional behaviour by

projections to the hypothalamus, hippocampus and basal forebrain.

In animals, high-level stimulation of the amygdala interferes with hippocampal

functioning.  This implies that intense emotions may inhibit the proper evaluation and

categorization of experience (Bremner et al., 1999; B. van der Kolk, 1996a).

The earliest researchers into trauma already sensed the disturbed relationship between

memory and trauma.  Almost a century ago, Pierre Janet noticed that “when people

become too upset, memories cannot be transformed into a neutral narrative; a person is

unable to make the recital which we call narrative memory, and yet he remains

confronted by the difficult situation.”  He proposed that intense arousal seems to interfere

with proper information processing and the storage of information in narrative (explicit)

form.  He and subsequent researchers noted that during conditions of high arousal,

“explicit memory” may fail.  The traumatized individual is left in a state of ‘speechless

terror’ in which words fail to describe what has happened (Janet, 1919).

However, although the individual may be unable to produce a coherent narrative of the

incident, there may be no interference with implicit memory; the person may “know” the

emotional valence of a stimulus and be aware of associated perceptions, without being



19

able to articulate the reasons for feeling or behaving in a particular way.  Janet proposed

that traumatic memories are split off (dissociated) from consciousness, and instead are

stored as sensory perceptions, obsessional ruminations or behavioural re-enactments.

Janet’s pupil Piaget described how an active failure of semantic memory leads to the

organization of memory on somatosensory or iconic levels.  He pointed out that “it is

precisely because there is no immediate accommodation that there is complete

dissociation of the inner activity from the external world.  As the external world is solely

represented by images, it is assimilated without resistance (unattached to other memories)

to the unconscious ego” (B. van der Kolk, 1996b).

Subsequent observations of other traumatized populations suggest that what may

complicate the capacity to communicate about traumatic experiences is that memories of

trauma may have no verbal (explicit) component whatsoever.  Instead, the memories may

have been organized on an implicit or perceptual level, without any accompanying

narrative about what happened.  Recent symptom provocation neuroimaging studies of

people with PTSD lend credence to this observation: during the provocation of traumatic

memories, there is a decrease in activation of Broca’s area – the part of the brain most

centrally involved in the transformation of subjective experience into speech.

Simultaneously, the areas in the right hemisphere that are thought to process intense

emotions and visual images show significantly increased activation.

Traumatic memories are unique and different from other memories.  Not only are they

fragmented in nature, but also remain fixed, unaltered over time, unlike all other

memories, which are open to modification and decay (B. van der Kolk, 1996b).

2.4 Assessment of Post Traumatic Stress Disorder

Since its inclusion in the DSM-III in 1980, PTSD as a category has spawned an ever-

increasing number of clinical instruments for its assessment.  More than 31 different

instruments are in use, each possessing varying psychometric properties (Newman,

Kaloupek, & Keane, 1996; Weathers & Keane, 1999).
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A comprehensive assessment strategy aims to gather data about the person’s life context,

symptoms, beliefs, strengths, weaknesses and coping repertoire.  Background knowledge

about the physical, social and political circumstances in which potentially traumatic

events occur can provide critical contextual information for evaluating psychological

reactions such as differing clusters of symptoms.

The challenge in the clinical assessment of PTSD is to combine appropriate measures so

as to distinguish individuals who, once exposed to potentially traumatic events, have

gone on to develop the disorder from those who have not.  It is abundantly clear now that

not everyone exposed to a traumatic event develops PTSD.  The level of required detail

and confidence in the diagnoses may vary by assessment purpose.  In clinical settings for

example, assessment will be useful in devising a comprehensive treatment plan for the

individual, or it may serve as a screen for early intervention or further PTSD evaluation.

In addition to a careful evaluation of PTSD symptoms, a necessary goal of assessment is

to evaluate the presence of other psychological disorders.  Levels of comorbidity in

PTSD populations are quite high in both community and clinical populations with

substance abuse, affective disorders, and other anxiety disorders as the most common

comorbid diagnoses across all PTSD populations.  Similarly, high rates of concurrent

personality disorders are noted among individuals with PTSD.  General psychometric

assessments of psychopathology, health, distress and social and functional impairment

can provide important data on comorbid symptom severity.

A multimodal assessment approach is much to be recommended as it offers the potential

ability to overcome the psychometric limitations of any one type of measure.

Assessments involving the interview format can increase comprehension by rephrasing

questions for the benefit of the respondent, but may also decrease the accuracy of

response by virtue of the respondent’s reluctance to reveal personal details to another

person.  Self-report instruments, by contrast, can yield information that is less influenced

by a respondent’s direct interpersonal communications with the evaluator, although

comprehension may be lost.  Observational and physiological data can provide

information that is less subject to respondent biases, but measurement is often more

costly and complex to effect.  Efficiency is optimized when the most comprehensive and
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diagnostically accurate assessment is achieved using the fewest possible number of

measures (Newman et al., 1996; Weathers & Keane, 1999).

2.4.1 Structured and Semi-structured Diagnostic Interviews

A comprehensive structured or semi-structured interview instrument is recommended to

ensure that all PTSD symptomatology is reviewed in detail.  The semi-structured format

has the particular advantage of providing organisation and consistency, while allowing

interviewees to discuss their experiences in their own words.  Clinical skill is required on

the part of the interviewer with respect to interpreting, clarifying, guiding, pacing,

reflecting and listening to responses during the interview as well as clinical decision

making with regard to symptoms.

Structured interviews are developed for use by trained and experienced clinicians.  Such

instruments as the Structured Clinical Interview for DSM-IV (SCID) (First, Spitzer,

Gibbon, & Williams, 1997), the Composite International Diagnostic Interview version

2.0 (CIDI) (WHO, 1997) and the Mini International Neuropsychiatric Interview version

5.0.0 (M.I.N.I.) (Sheehan et al., 2002) are comprehensive diagnostic tools encompassing

all the categories of mental ill-health identified in the Diagnostic and Statistical Manual

of Mental Disorders Fourth Edition (DSM-IV) and the International Classification of

Diseases version 10 (ICD-10), including a section dedicated to PTSD.

Other instruments such as the Structured Interview for PTSD (SI-PTSD), the PDS and the

Clinician-Administered PTSD Scale were specifically developed as structured interviews

for use by qualified clinicians to diagnose PTSD (Blake et al., 1990; Weathers, Keane, &

Ruscio, 1999).

The Composite International Diagnostic Interview (CIDI)

The Division of Mental Health of the World Health Organisation constructed the

Composite International Diagnostic Interview (CIDI) for paraprofessionals to use with

community samples.  Although the CIDI is based on the International Classification of

Diseases 10th revision (ICD-10) criteria for psychiatric disorders, it can be scored

according to DSM-III-R criteria.  The CIDI has undergone some field testing.
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2.4.2 Self-report Instruments

Self-report questionnaires were developed later due to resource constraints governing the

use of clinical interviews, and can be filled in by the patient.  These include the Impact of

Event Scale (IES) and the Posttraumatic Stress Diagnostic Scale (PDS).  Clinical

instruments in use for diagnosing PTSD are differentiated by their tested psychometric

properties and their validation across genders, populations and multiple traumas.

The Posttraumatic Stress Diagnostic Scale (PDS)

For the studies described in subsequent chapters, the PDS was chosen as the chief

diagnostic tool because of its confirmed psychometric properties as a self-report

questionnaire.  It is the only self-report measure to assess all six (A-F) criteria for PTSD

in the DSM-IV.  Part 1 of the PDS is a 13-item checklist of potential traumatic events.

Part 2 consists of 8 items that help determine if an event meets the DSM-IV definition of

Criterion A.  Part 3 assesses the frequency over the past month of the 17 PTSD

symptoms, using a 4-point scale ranging from 0 - Not at all or only one time to 3 – 5 or

more times a week / almost always.  Part 4 assesses the impact of symptoms on various

aspects of social and occupational functioning.  The PDS yields both a dichotomous

diagnostic score and a continuous symptom severity score.  An individual PTSD

symptom is counted as present if the corresponding PDS item is endorsed as a 1 or higher

(Foa, 1995; Weathers & Keane, 1999).

The PDS manual describes desirable psychometric properties for the scale in a normative

sample of 248 adults assessed in a variety of clinical and research settings.  Over an

interval of approximately two weeks, test-retest reliability for symptom severity was .83,

with a kappa of .74 for diagnostic agreement between the two administrations.  The PDS

had reasonable diagnostic utility against a PTSD diagnosis based on the SCID, with a

sensitivity of .82, a specificity of .77, an efficiency of .79, and a kappa of .59.

Convergent validity was demonstrated through strong correlations with the Impact of

Event Scale (IES), the STAI and the Beck Depression Inventory (BDI).
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2.4.3 Psychobiological Assessment of Post Traumatic Stress Disorder

As PTSD found its place in the DSM, the role of physiology in PTSD was also

established.  DSM-III called attention to “symptoms of excessive autonomic arousal” but

did not specifically include increased physiological responding in the formal diagnostic

criteria.  DSM-III-R formally included increased physiological responding as one of the

17 symptoms which define PTSD: ”physiological reactivity upon exposure to events that

symbolize or resemble an aspect of the traumatic event”.  More recently, DSM-IV

retained the symptom, “physiological reactivity on exposure to internal or external cues

that symbolize or resemble an aspect of the traumatic event”, but as a re-experiencing

symptom.

Several different physiological responses have been measured, including heart rate (HR),

blood pressure (BP), both systolic and diastolic blood pressure, electrodermal activity

(EDA) (either skin resistance or skin conductance), muscle activity (electromyogram

[EMG]), peripheral temperature (surface temperature or sublingual temperature),

electroencephalogram (EEG) and magnetoencephalogram (MEG) (Blanchard & Buckley,

1999).  Previous studies utilized HR and BP, while more recent studies specialize in EEG

and MEG measurements, as well as brain imaging techniques such as PET, SPECT scans

and fMRI.  It has become increasingly more possible to image neurological changes to

the brain due to traumatic stress processes, such as in recent studies showing atrophy of

the hippocampus.
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3 The Nakivale Camp Mental Health Project: Building Local Competence for

Psychological Assistance to Traumatised Refugees

3.1 Introduction

Nakivale Refugee Settlement

Nakivale Refugee Settlement is one of the 8 official refugee camps in Uganda.  It is

situated in Southwestern Uganda 60 kilometres from Mbarara, the third largest town in

Uganda.  Nakivale settlement is also one of the oldest in Uganda, having already been in

existence by 1952.  It was host to the Rwandese Tutsi refugees from the 1962 civil unrest

in Rwanda.  Originally 80 square kilometres in size, the settlement has been reduced to

about 42 square kilometres by Ugandan nationals claiming part of the settlement land;

land which was previously largely considered undesirable by Ugandan nationals.

At the time the subsequent studies were carried out, Nakivale was host to 14,400

refugees, 12,000 of them Rwandan Hutu refugees from the conflicts in the early 1990s,

800 Somalis who fled to Uganda via Kenya, 49 Burundians, 53 Sudanese, 40 Ethiopians,

1 Eritrean and until September 2003, 83 Kenyans (mainly of the Luhya tribe) who fled

from the Rift Valley tribal clashes in Kenya (Ali & Matthews, 1999).  These numbers are

according to the official camp statistics from the camp administration (Administration,

2003).

Refugees are a protected population and refugee settlements are protected areas under the

joint custodianship of UNHCR and the Ugandan government, specifically the Office of

the Prime Minister, represented in the settlement by the Camp Commandant.

The entry points to provide succour for refugees are varied.  The Ugandan government

provides basic health care in the form of a staffed health centre in the settlement.  This is

supplemented by the Red Cross in the form of volunteer health workers and an

ambulance service which ensures the transfer of emergency cases to Mbarara University

hospital.  The Ugandan government has also built three primary schools in the settlement,

to which all refugee children are entitled to go, which schools are staffed by Red Cross
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volunteer teachers.  The Red Cross has also constructed and staffed several pre-school

centres in various locations in the settlement.

The UNHCR provides a basic food package of 5 kilogrammes of beans, 10 kilogrammes

of maize meal and 5 litres of cooking oil monthly for each registered refugee household.

The refugees must supplement this themselves, mostly by farming the pieces of land that

each registered refugee household is allotted.  In what is mostly a semi-arid part of the

country, with a very short rainy season, the refugees can mostly only grow beans,

tomatoes, sorghum and groundnuts, and raise goats.

Mental health provisions for the refugees have been limited to an occasional visit from

the Psychiatric Officer attached to Mbarara University Psychiatric Unit - subject to

funding from non-governmental sources - due to human and other resource constraints.

This study describes an epidemiological survey conducted in Nakivale refugee settlement

in South Western Uganda, specifically among the Rwandese and Somali refugee

communities, followed by a treatment outcome study.

3.2 Background

The Somali Wars

Somalia is located on the Horn of Africa and borders Djibouti, Ethiopia and Kenya.

Present-day Somalia resulted from the unification of the northern province of British

Somaliland and the south-eastern province of Italian Somaliland in 1960.  Despite the

separation of the Somali people during the colonial era, they remain one of the most

homogeneous and cohesive of Africa’s peoples.  Somalis also live in parts of the

neighbouring states and their attempts at unification have been a source of conflict.

Somalia became independent in 1960 and Siad Barre seized power in 1969, proclaiming a

socialist regime, but ignoring any of the social and political foundations of socialism.

Instead of developing the country, Barre launched military offensives against Ethiopia,

attempting to annex the Ogaden plateau region in 1976.  Ethiopia repelled the incursions

with the aid of Cuban troops and Soviet support.  The Soviets withdrew their support of

Barre’s regime.



26

In the aftermath, Somalia’s economy deteriorated and a weakened Barre assumed

authoritarian powers, as the nation plunged into internal discord.  In 1991, Mohammed

Mahdi assumed power as factional fighting between the clans divided the country, with

General Mohammad Farah Aideed holding virtual control of the capital Mogadishu.

Inter-clan fighting enveloped the nation while the common people starved.  During the

clan warfare an estimated 300,000 people died and 1.5 million were forced to flee to

refuge in neighbouring areas (Ali & Matthews, 1999; Focus, 2005).

As above-mentioned, civil unrest in Somalia can be traced back to as early as 1980, when

armed opposition to the existing clan-based military dictatorship began.  However, the

greatest waves of refugees started fleeing from the “Somali civil wars” unleashed in

1991.  The majority of Somali refugees fled to Ethiopia and Djibouti (Ali & Matthews,

1999).  A few fled to Kenya, and only then to Uganda, sometimes as a last resort.  It is

possible therefore, that the Somali refugees in Nakivale are a self-select group not

representative of all Somali refugees.

The Rwandese Genocide

Although the civil conflicts in Rwanda did not catch the eye of the world public until the

1994 genocide, civil war had already began in Rwanda from 1 October 1990 (Ali &

Matthews, 1999; Maynard, 1999).  Waves of refugees began to arrive in Uganda and

Tanzania from Rwanda as early as 1990, till as late as 2001.  Some refugees fled straight

to Uganda, while another group fled to Tanzania first, and only later to Uganda as a third

host country, to avoid forced repatriation from Tanzania.  In Nakivale settlement, the

Rwandese refugees were settled in villages according to date of arrival.  This fact had

important implications for sampling methodology.

3.3 The Assessment Phase

A mental health project in a place like Nakivale refugee settlement would naturally begin

with an assessment phase, which would involve discussions with different key groups in

the community.  Public meetings were held with official and traditional leaders and select

groups of men, women and adolescents, as well as on an individual basis.  This was done,

not only as a formal foundation-laying stage for the project, but also as an information

exchange phase and for unstructured qualitative data collection.
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We also interviewed the camp officials as well as the community leaders and select

groups as to whether they felt that mental health was a priority in the settlement or not.

The officials could recognise that cases of violence, substance abuse and conflicts in the

settlement were directly related to some individuals remaining affected by their conflict-

related experiences, in spite of their present life conditions and the duration since the

distressing events took place.  The leaders of various communities could name

individuals within their own communities who‚’had never quite recovered from the war’

and that this constituted a problem for the affected themselves as well as their families.

It was unanimously agreed that a program addressing mental health needs would be

welcome in the settlement, especially since no such program had ever been established

before.  These views were later confirmed by direct requests for treatment from

individuals within the settlement and their family members.  While the different leaders

and key informants (Somali, Rwandese, Government officials) could describe mental

disorders only in rough terms, like i.e. ‘he does not sleep’, ‘she runs away at night and

screams’, ‘they are poor because he drinks local brew’, etc, they recognised that negative

conflict experiences could leave long-term consequences on the survivors and their

immediate environment.

It must here be noted that while pre-project assessments and inquiries are important, past

experience shows that the clinically ill, partly due to compromised functioning on all

fronts, are usually inadequately represented in such discussions.  Only a systematic,

scientific epidemiological survey can unequivocally establish the incidence and

prevalence of mental health disorders, and the consequent treatment needs of such

populations.  Such a survey would identify those whose own coping and problem solving

skills had proved insufficient to lift them out of psychiatric illness resulting from negative

life events.

Research in psycho-trauma reveals that the majority of PTSD cases remit over time, but a

core percentage do not recover without psychiatric help (Saigh et al.,1999).  A clinical

assessment would be able to identify such persons.  Finally, a key symptom of PTSD is

avoidance.  It is extremely unlikely that patients suffering from PTSD and its comorbid

disorders would openly admit to this in a casual appraisal.  A personal diagnostic
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interview would be needed to elicit such information.  Such an interview, employing

standardised instruments validated in psychiatric practice worldwide and in the specific

cultural context, obviate socially desirable responses and interviewer bias both in

screening and treatment outcome interviews.

The project was approved by the Government of Uganda (as represented by the Uganda

National Council of Science and Technology), as well as the Ethical Review boards of

the Mbarara University of Science and Technology, Uganda and University of Konstanz,

Germany.

Aims

Previous work using NET already proved it to be an effective therapy for PTSD in

comparison with other therapies such as Supportive Counselling and Psychoeducation

(Neuner, Schauer, & Elbert, 2001; Neuner, Schauer, Elbert, & Roth, 2002).  What

remained to be seen was NET’s disseminability; i.e. could motivated laypeople from

within the community with only basic education, as opposed to foreign experts with high

levels of special education, be trained to offer effective trauma treatment to fellow

(traumatised) community members? Would effectiveness of treatment still be

maintained? In a similar vein, while the place of Counselling in clinical practice needs no

confirmation, could laypeople be trained to acquire adequate counselling skills within a

short-term training?  These questions were explored within the framework of the

Nakivale project.

The broad goals of the project were a) to carry out an epidemiological study that would

gather information about the physical and mental health, nutrition, education and other

socio-demographic indicators of the refugee population, as well as the incidence and

prevalence of PTSD.  b) to train local people (refugees resident in the camp) as

interviewers to collect the epidemiological data - including PTSD-diagnostic information

- and as therapists to conduct treatments with identified patients in both NET and

Supportive Counselling.  The treatment effects would then be evaluated.  The local

therapists would conduct treatments autonomously with minimum supervision.  c) To

develop a child-friendly version of NET, for use with traumatised adolescents and

children.
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3.4 Procedure

3.4.1 Recruitment and Training

The first step in recruitment was to hold interviews in English for all would-be trainees.

The interviews were held in Reading Comprehension, Listening Comprehension, and

Composition Writing, with responses being made both in Multiple Choice as well as in

continuous written English.  The Tests in English were of the Ordinary Level Standard

English, which is examinable in East Africa at the Ordinary Level Examination after four

years of secondary school.  Proficiency in these tests would indicate basic literacy as well

as English Language skills and an adequate intellectual skill base for further training.

These interviews were open to all registered refugees of the Rwandese and Somali

communities of permanent residence in Nakivale Settlement regardless of age, gender or

religion.

The 24 most proficient interviewees were selected for training.  The number of refugees

with a rudimentary command of the English language available in the settlement for

training was such that our training shortlist included primary school leavers.  In the initial

shortlist, no Rwandese women were represented as adult Rwandese women would all

have had their schooling in the French language before the 1994 genocide.  Although the

trainees would eventually work in their mother tongue, a good command of the English

language was a prerequisite as all the training was to be offered in English.

Interview materials used are included as Appendices 3, 4 and 5.

Of the 24 would-be trainees, 12 would be trained as interviewers, 6 from each language

group, and the remaining 12 as therapists.  A further test was needed to assign the

trainees into the right groups.  Narrative Exposure Therapy requires that the therapist

documents the patient’s story as he or she tells it, and then reads it back to the patient

within the session and during subsequent sessions.  The therapist must be able to do this

while monitoring the patient, and accompanying them back into the autobiographical

events, including the emotions vested in each event.  This would require good language

skills in the working language, such as reading and writing skills, as well as a basic

therapeutic disposition, including such elements as empathy (Schauer, Neuner, & Elbert,
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2004).  It was therefore crucial that the would-be therapists had a good command of their

own mother-tongue, in which they would be working, in addition to English.

Both propensities were judged by an exercise in NET.  Each interviewee was required to

document another’s account of a happy event, while he or she wrote it down, all the while

monitoring the emotional state of the “patient” and actively helping him or her to

reconstruct the story.  The six most proficient in each language group were designated as

therapists and the rest as interviewers.  In the Kinyarwanda language group, this

designation was compounded by the fact that the therapists would have to be Hutu

Rwandese, as the majority of patients would be Hutu.  Despite the clan divisions among

the Somali, this was less of an issue.  To begin with, however, all the trainees were

trained together, regardless of designation, which then applied after the groups moved on

to specialised training.

The successful interviewees, the best twelve from each language group (Kinyarwanda

and Somali), were then given a general training by the expert clinical Psychology team

from the University of Konstanz.  These two full days of training, from 9.00am in the

morning to 5.00pm in the evening, included an introduction to mental ill-health and its

categories, as adjacent to physical ill-health.  This led to emphasis on Post Traumatic

Stress Disorder as a specific mental health category, and a discussion of the events that

may lead to PTSD, such as war and conflict situations, drawing heavily on the

experiences of the refugees themselves,

More time was spent on a discussion of the symptom clusters of PTSD and how these are

diagnosed.  This led to the introduction of the key instruments to be used in the study: the

PDS, HSCL-25 and the CIDI.  For the purposes of this study, the CIDI Sections K

(PTSD) and E (Depression) were considered relevant.  A more extensive investigation

with other sections of the CIDI would have been impractical given time and personnel

constraints.  For the first day of training, all 24 trainees were taught together in one big

group so as to achieve an initial grounding in the key concepts of PTSD.  From the

second day, group work was introduced.  Smaller groups of trainees, still within language

groups, worked under the supervision of an expert psychologist to get to know the

instruments better.  This involved first reading through the instruments, then rehearsing
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them item by item as one would do in an interview, then taking turns in doing role-play

item by item for each instrument until all the trainees thoroughly understood and could

recognize the symptom manifestations of PTSD.

3.4.2 Translation

As previously mentioned, for this study, the PDS was chosen as the chief diagnostic tool

because of its confirmed psychometric properties as a self-report questionnaire. (Foa,

1995; Weathers & Keane, 1999).  Since in this study the diagnostic instrument would be

administered by local trained interviews, the PDS was an appropriate choice as an

effective self-report questionnaire.  The CIDI was chosen as the clinician-administered

instrument which would validate both the PDS in its local language translation as a

diagnostic tool, and the local interviewers who would use it.  In the validation, a sample

of the interviews conducted by the local interviewers using the PDS were re-interviewed

by clinicians using the CIDI, within a two-week period.  The Hopkins Symptom

Checklist 25 (HSCL-25) was chosen to detect co-morbid depression.

From the third day of training, translation also began.  The first part of the project would

be a large epidemiological survey, using a 12 page Demographic Interview.  The first part

of the interview comprised questions to elicit socio-demographic data such as personal

characteristics, nutrition patterns, physical health indicators, socio-economic markers

such as occupation, as well as substance use information.

The second part of the interview, however, contained a list of possible traumatic events

that the subject could have experienced that could contribute to the development of

PTSD, compiled from experience from precedent work with traumatised populations.

This was followed by the PDS and the HSCL-25 as diagnostic tools to screen for PTSD

and Depression.  It was based on this diagnostic information that patients would be

invited for therapy.  It was thus crucial that the interviewers thoroughly understood the

concept of PTSD and its diagnosis, as well as be able to use each item on the PDS and

HSCL-25 correctly so as to achieve a correct diagnosis.  More important, these

instruments had to be rendered with optimum accuracy in the language of the interviewer

and the respondent to obviate all communication bottlenecks inherent in the process of

oral transfer of information from one language to another, as would have been the case
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were the instruments to remain in English and each interviewer were to interpret each

item as he or she thought best.  A standard translation of the PDS, HSCL-25 and CIDI, as

well as the Demographic Interview in its entirety were thus mandatory in order to

uniformise the epidemiological survey in each language.

Translation was done by all the trainees, working in small groups within their mother-

tongue groups and as experts in their own language, under the supervision of an expert

psychologist.  Each group worked on one instrument such as the PDS or HSCL-25 to

render it item by item into Kinyarwanda or Somali.  Usually one member of the group

was a better translator than the others, but the whole group had to discuss and ratify the

final translation of each item as to language usage and accuracy in conveying the

concept.  When a final translation was agreed upon, it would be given to a different group

that had not worked on the translation.  This group would work on the vernacular copy to

back translate it into English.  The translations and back translations were then compared

to check how accurately each item had been translated and then back translated.  Less

than accurate renditions were discussed again until the final translations were ratified as

mirroring the original concept.

Translation was a completely new step for the Kinyarwanda language, into which these

instruments had never been rendered before.  The instruments, with the exception of

CIDI section E, had been translated into Somali during a previous project in Somaliland,

but corrections and refinements were in order to comply with the Somali dialect spoken

in Nakivale, given that many of the Somalis were from Somalia and not necessarily

Somaliland.  Since the CIDI sections K and E would not be in general use by the

interviewers, but would be used by the expert team in validations of the PDS and the

local interviewers, it was not translated in the groups, but rather by our best trainees.  It

was however, thoroughly discussed as part of the training and featured in role-play.

Similarly, the general parts of the Demographic Interview that did not require prior

knowledge of PTSD was separately translated by our best translators in each language

group, but again, discussed and ratified by all the interviewers in the process of practice

and role-play.
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Translation took the remaining three days of the first week of training.  This was one of

the most crucial steps of the project.  Not only were reliable instruments an absolute must

in order to gather reliable information – especially diagnostic information on which the

whole treatment study would be based –, it was also an excellent exercise with which to

intimately acquaint both the prospective interviewers and the therapists with key

symptoms and other aspects of PTSD.  This thorough grounding was to prove invaluable

later as a foundation on which to build further skill acquisition.

Perhaps even more importantly, Psychotraumatology as a Science stood on a threshold at

this moment.  It has been argued that PTSD as a concept is entirely Western, and both the

concept and its diagnostic instruments could not be accurately rendered into non-Western

languages. Additionally, it was in doubt whether local interviewers, without years of

higher education and training in Psychology could grasp the indigent concepts well

enough to accurately diagnose PTSD.  This was the moment to find out.

3.4.3 Validation

In order to validate the instruments that were translated, a validation exercise was carried

out by the expert team.  A random sample of the interviews that were conducted by the

local trained lay interviewers using the PDS (numbering 98) were re-interviewed by the

expert clinicians using the CIDI Section K, within a time space of two-weeks.  The

validation was both a test-retest validation since the same patients were interviewed twice

within a two-week period using two different instruments, as well as an inter-rater

validation since the expert team re-tested the interviews done by the trained lay local

interviewers.

The Kinyarwanda version of the PDS (n = 60; 6.5% of the Rwandese interviews) had a

kappa score of 0.72, a sensitivity of 0.83 and a specificity of 0.89.  The Somali version of

the PDS (n = 38; 7% of the Somali interviews) had a kappa score of 0.71, a sensitivity of

0.88 and a specificity of 0.85.  Both local instruments had a joint kappa score of 0.74, a

sensitivity of 0.86 and a specificity of 0.88.  Additionally, the correlation between the

PTSD diagnosis made by the trained lay interviewers using the PDS and the diagnosis

made by the expert clinicians using the CIDI was 0.732; p < .001.
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The section of the HSCL-25 measuring depression was validated using the CIDI Section

E within a two-week period.  The kappa value of the Rwandese version of the HSCL-25

depression section where a cut-off score of 1.75 was employed was 0.11; where a cut-off

score of 1.67 was employed was 0.24 and 0.46 using the Bolton algorithm.  The

Rwandese version of the HSCl-25 has a sensitivity value of 0.10 for a 1.75 cut-off score,

0.20 for a cut-off score of 1.67 and 0.50 for the Bolton algorithm.  This version also had a

specificity value of 0.98 at the 1.75 cut-off score, 0.98 at the 1.67 cut-off score and 0.93

when the Bolton algorithm was employed.

The Somali version of the HSCL-25 depression section had a kappa value of 0.35 at the

1.75 cut-off score, 0.37 at the 1.67 cut-off score and 0.13 when the Bolton algorithm was

employed.  This version also had a sensitivity of 0.57 at the 1.75 cut-off score, 0.64 at the

1.67 cut-off score and 0.79 using the Bolton algorithm.  A specificity of 0.77 was

achieved at the 1.75 cut-off score, 0.73 at the 1.67 cut-off score and 0.36 employing the

Bolton algorithm.

Taken together, both local language versions of the depression section of the HSCL-25

achieved a kappa value of 0.31 at the 1.75 cut-off score, 0.37 at the 1.67 cut-off score and

0.35 employing the Bolton algorithm.  A joint sensitivity value of 0.38 at the 1.75 cut-off

score was achieved, 0.46 at the 1.67 cut-off score and 0.67 employing the Bolton

algorithm.  A joint specificity value of 0.90 at the 1.75 cut-off score, 0.89 at the 1.67 cut-

off score and 0.73 using the Bolton algorithm was achieved.

The Event List used was a newly-arranged version of one used in a previous study

(Neuner, Schauer, Karunakara et al., 2004).  It showed a high internal consistency

(Cronbach’s a > .88); significant retest-reliability (r = .73; p < .001) and significant

accordance with the CIDI Event List.

The Socio-Demographic Survey produced data which proved to be satisfactory.  Of 36

items, 31 reached significance with correlations between r = .38, p = .021 and r = .97, p <

.001; and kappa scores between K = .48; p < .001 and K = 1.00, p < .001 respectively.

A more detailed account of the validation results can be consulted in Ertl et al. (Ertl,

Onyut, Neuner, Schauer, & Elbert, in prep.).
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3.4.4 Specialised Training and Supervision

With the translated instruments ready in Kinyarwanda and Somali, the interviewers could

begin specialised training during the second week.  This included training in basic

interviewing skills, as well as further acquaintance with each item in the entire

demographic survey.  This necessitated reading each item (from the beginning of the

questionnaire) and ascertaining what was meant by the question, what information was

expected in response, and where and how to record it.  This was followed by practice

sessions in which each interviewer participated, and role-play, in which each interviewer

played both the interviewer and the respondent.  Again, work was in small groups of up

to four within each language group, guided by an expert.  After three days of specialised

training particularly in interviewing with the particular instruments to be used, the

interviewers were ready to do the first interviews, but under supervision.  This meant that

the interviewers were accompanied by the expert team, each expert working with one or

two interviewers and guiding them as they carried out the interviews.  This was done for

the next three days, after which the interviewers carried out the interviews with reduced

supervision.  Over 1491 interviews were successfully completed.  Of this, 1422 were

used in analyses in a later chapter.

The epidemiological study that was thereby conducted is described in detail in Chapter 4.

Meanwhile, the therapists were also undergoing a specially tailored training, which

started with the theoretical rationale of NET and its development.  After an initial day of

theoretical training, the trainee therapists then worked in groups, each group supervised

by an expert, some of them the originators of NET itself.  As part of NET in practice, the

experts conducted NET with real sufferers of PTSD, while the trainee therapists acted as

interpreters, thus being able to follow the treatment course from session to session.  Then,

the trainee therapists conducted NET treatment sessions on their own, under supervision

by an expert.  An Individual Training Programme was adopted in which individual

therapists were helped by various experts to acquire different skills at their personal pace,

since not all the trainees were of the same age, educational background or life experience.

In fact, the trainee therapist group showed the most diversity in recruits, from primary

school leavers to a university graduate, and from late adolescence to early middle-age,
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from single people to parents.  It was therefore imperative to include private tutorials for

each trainee in addition to the standard general training.  The same procedure was

followed for training in Trauma Counselling.

An additional complication recommended this training strategy.  It had been decided to

select refugees who themselves did not fulfil the criteria for PTSD to be trained,

especially as therapists.  It was reckoned that traumatised trainees would find it too

difficult to work with other affected people while trying to resolve their own traumas.  It

proved impossible, however, to find trainees who had not undergone any traumatic

events.  Additionally, 18 of our trainees fulfilled the criteria for current and lifetime

PTSD.  Among the 12 Somali recruits for example, all but one fulfilled the criteria for

PTSD, but the one was also not without traumatic events.   It therefore became necessary

to first treat our trainee therapists with NET, before they could in turn carry out any

treatments.  This paid unexpected dividends however, as later discussed.  Due to expert

personnel and time constraints, the same could not be extended to the interviewer group.

After six weeks of training (altogether), the trainee therapists had each reached a stage

where they could conduct therapy on their own with traumatised patients from their own

community.

The Randomized Controlled Trial that was carried out based on the work of the trained

lay therapists is described fully in Chapter 6.

When the therapists were able to work autonomously under reduced supervision, the

expert team then carried out pilot treatments with six adolescent patients.  This pilot

study is described in detail in Chapter 8.



37

Flow Chart showing Study Procedure in the Nakivale Project

3.4.5 Challenges

It was a challenge to find refugees resident in the settlement with even basic education.

Many had had their schooling interrupted by the conflicts from which they fled, and most

of those with some education had already left the settlement in search of employment

opportunities.  We therefore selected the best trainees available and made up for

educational deficiencies with thorough training, prolonged supervision and individual

training programs.

More important, it was a challenge to find trainees who were not themselves traumatised.

It goes without saying that a traumatised individual would be in no position to facilitate

the trauma resolution of another.  Seven of our therapists had to undergo some form of

treatment before they could undertake training.

Recruitment through Interview Process (1 Week)

General Training of all recruits and Translation of Instruments (1 Week)

Specialised Training and Supervision

of Interviewers (2 Weeks)

Specialised Training and Supervision

of Therapists (6 Weeks)

Epidemiological Study

( t r a i n e d  l a y

interviewers)

Pilot Child Study

(expert clinicians)

Randomized Control Trial

(Treatment Outcome Study

by trained lay therapists)
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Translations of the diagnostic tools had to be revised severally before acceptable versions

were arrived at.  This was a crucial step because treatment would depend on diagnostic

information elicited.  Incorrect diagnoses would lead to wrong treatment indications.

Strict supervision of both therapists and interviewers had to be maintained to ensure

correct performance.  Supervision was later reduced to allow trainees to develop working

autonomy, but only after evidence that performance levels would be maintained.  Even

then, a thorough monitoring and supervision structure still remained in place.

3.5 Conclusions

The results and discussions of work accomplished within the Nakivale project are

presented in full in subsequent chapters.  However, in conclusion, it can be said that this

project proved that local interviewers with only basic skills, could, through a high level of

training, obtain highly accurate data, and even correctly diagnose a major mental health

disorder.  In more than 80% of cases, the local interviewers arrived at the same diagnosis

for PTSD using the PDS, as did the expert psychologists who validated the same

interviews using the CIDI.  The validations confirmed that the local-language translations

of the clinical instruments could be relied upon for accurate diagnoses - an innovative

finding.

The treatment study revealed that both NET and Trauma Counselling could be taught to

refugees with only basic skills, over a short period of time, and that the trainees could

acquire basic therapeutic skills even without the benefit of a specialized education.  They

in turn were able to treat fellow clinically traumatised refugees over a short term (4-6

sessions of no more than 2 hours each).

After six to eight weeks of training, the local therapists were able to work autonomously

for six months (May-October 2003) with only twice-monthly supervision, in which time

they completed 196 treatments.

Each therapist spent more than 150 hours conducting treatments in both NET and Trauma

Counselling with over 25 different patients.  This structure proved to be self-propelling

and sustainable and was only concluded because the treatment outcomes had be evaluated

before a large scale implementation of any of the treatment forms could be ethically

justified.
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Since each therapist was reimbursed the equivalent of 90 euros every four weeks and

treated an average of 5 patients every four weeks (4-6 patients each) for between 4-6

sessions of up to two hours each, each treatment course was at a cost of 18 euros.  While

this figure was arbitrary due to financial constraints, it still goes to prove what

inexpensive effective trauma treatment could mean for millions of traumatised people

earth-wide, especially in resource-challenged areas like Africa.  Long-term, expensive,

personnel-intensive and highly specialized trauma treatments, however effective, can

simply not begin to address the magnitude of the crisis.  Mental health models that build

local capacity in order to assist traumatised patients in low-income countries are herby

shown to be feasible.

As of September 2004, as a result of this project, a multi-site, independent outpatient

clinic offering treatment to traumatised refugees and run by the lay refugee therapists and

interviewers trained during this project has been in operation.  Thus far, over 40

treatments have been completed, at minimal costs and with minimal expert supervision

and support.

This is easily a first initiative of it kind.

Appendix 1 shows a map of Uganda and surrounding countries, and the location of

Nakivale refugee camp.

Figure Legends
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Figure 3.1: Photograph of the Nakivale camp, Rwandese zone.

Figure 3.2: This photograph illustrates interviewer Moses Nsamba during a typical

interview situation carried out during the epidemiological survey.  The picture was taken,

while the interviewee was asked to perform a memory test.
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Figure 3.3: NET-treatment of a patient.  Location was by choice either at the refugee’s

home or at the project centre.

*A paper based on the material in this chapter has been published, see

Onyut L. P., Neuner, F., Schauer, E., Ertl, V., Odenwald, M., Schauer, M. and Elbert, T.
The Nakivale Camp Mental health project; Building local competency for
psychological assistance to traumatised refugees in the Intervention International
Journal of Mental health, Psychosocial Work and Counselling in areas of Armed
Conflict June 2004 Volume 2 Number 2
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4 Trauma, Poverty and Mental Health among Somali and Rwandese Refugees living

in a Ugandan Refugee Settlement

4.1 Epidemiology of Post Traumatic Stress Disorder

Trauma Exposure, PTSD Incidence and Prevalence across Populations

Epidemiology being the study of the distribution and determinants of disorders in

populations, is especially important in understanding the aetiology of PTSD because it

provides a methodology for investigating the relative contribution of exposure and

individual vulnerability.  Such information can only be obtained from studies that

examine either entire populations exposed to a particular trauma or representative

samples.  The role of the intensity of exposure is demonstrated by increasing prevalence

rates with increasing intensity of exposure.  In contrast, the role of vulnerability is

highlighted by determining the distinguishing characteristics of individuals who do and

who do not develop PTSD after similar levels of exposure.  These epidemiological

investigations are also valuable in the design of treatment services after large-scale

traumatic events, because they provide prevalence estimates that help define the size of

the affected populations (McFarlane & de Girolamo, 1996).

In a comment on epidemiological studies in the field of PTSD, Keane highlights the

shortcomings that have handicapped research in this area.  Epidemiological studies of

PTSD carried out prior to the revision of the criteria for PTSD in the DSM-IV (1994) no

longer accurately reflect prevalence due to the expanded scope of the stressor criterion.

In addition, not all such studies included a measure of impairment, which renders the

PTSD diagnosis more stringent.  Many studies did not examine PTSD per se; but

examined psychological distress in general (Keane, 1990).  Methodologically, not all the

instruments used were validated within the given population.

Epidemiological studies to date have revealed that not everyone exposed to a traumatic

event subsequently develops PTSD, but also that both the frequency of exposure to

traumatic events and PTSD symptomatology are more common than previously thought
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(Breslau, 2002).  Kessler et al carried out one of the better-known methodologically

sound epidemiological studies within the DSM-IV era.  This National Comorbidity

Survey of 8,098 subjects in the United States revealed a lifetime prevalence of 6.5% and

a 30-day prevalence of 2.8% in the general population.  Kessler also found that patients

diagnosed as suffering from PTSD were at increased risk for other psychiatric disorders,

especially anxiety and affective disorders (Kessler, Sonnega, Bromet, Hughes, & Nelson,

1995).

Across the Atlantic Ocean, Perkonigg et al. investigated the lifetime and 12-month

prevalence of traumatic events and DSM-IV PTSD in a representative community sample

of 14-24 year-old people resident in the Munich area of Germany.  Although 26% of the

men and 17.7% of the female subjects reported at least one traumatic event, only 1% of

the men and 2.2% of the women fulfilled the criteria for a full PTSD diagnosis.

Perkonigg et al. attribute the differences in prevalence between their sample and the

samples in the United States partly to true differences in victimization rates between

geographical areas and different populations.  Findings from a population sample in

Australia reported that 57% of the population had lifetime experience of specified

trauma, with a 12-month prevalence of DSM-IV PTSD in the overall adult population of

1.5%; in 3.8% of the women and 2.0% of the men (Rosenman, 2002).

Findings from epidemiological studies of PTSD conducted in post-conflict refugee

populations relocated to high-income western countries have found higher prevalence

rates than among western populations such as those cited above.  Kinzie et al. found a

70% prevalence of DSM-III PTSD among a clinical population of Southeast Asian

(Indochinese) refugees relocated to the United States (Kinzie et al., 1990).  In the survey

conducted by Ai et al. among adult Kosovar refugees relocated to the United States,

60.5% of the respondents showed a pattern consistent with symptom criteria for PTSD

(Ai, Peterson, & Ubelhor, 2002).  Recent findings by Marshall et al. confirm PTSD

prevalence rates consistent with other studies mentioned (62%) among Cambodian

refugees relocated to the United States (Marshall, Schell, Elliott, Berthold, & Chun,

2005).  In the U. K., using the CAPS, Turner et al. found a 39% prevalence of PTSD in a

non-randomized sample of resettled Kosovo Albanian refugees, with accompanying

comorbid depression (Turner, Bowie, Dunn, Shapo, & Yule, 2003).  Weine et al. reported
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a 65% PTSD prevalence among Bosnian refugees just resettled in the United States (S.

M. Weine et al., 1995).  Momartin found a 63% PTSD prevalence among Bosnian

refugees resettled to Australia (Momartin, Silove, Manicavasagar, & Steel, 2003).

Emerging research in post-conflict populations living in low-income countries has

revealed high PTSD prevalence rates as well.  Mollica et al. established that 26.3% of

Bosnian refugees relocated to Croatia fulfilled the symptom criteria for DSM-IV PTSD

(Mollica et al., 1999).  De Jong et al. cite 37.4% PTSD prevalence in Algeria, 28.4% in

Cambodia, 15.8% in Ethiopia and 17.8% in Gaza in a study encompassing four different

post-conflict settings with differing backgrounds.  Noteworthily, conflict-related trauma

after age 12 was the only risk factor for PTSD present in all four samples (de Jong,

Komproe, & Van Ommeren, 2003).  Naeem et al. found an 80% prevalence among a

clinical population of Afghan refugees resident in Peshawar, Pakistan (Naeem et al.,

2005)., while Terheggen et al. could identify traumatic stress reactions in a population of

Tibetan refugees resident in India (Terheggen, Stroebe, & Kleber, 2001).

In a representative survey conducted in Rwanda after the Rwanda genocide, Pham et al.

found that 24.8% of the respondents met the symptom criteria for PTSD (Pham,

Weinstein, & Longman, 2004).  Dyregrov et al. found that 79% of the youth in Rwanda

were at risk of developing PTSD (Dyregrov, Gupta, Gjestad, & Mukanoheli, 2000).  In a

later study, Schaal et al. found a 44% prevalence of PTSD among respondents who were

children at the time of the genocide (Schaal & Elbert, 2005).

Among Sudanese refugees resident in northern Uganda, Neuner et al. found that 50.5 %

of them fulfilled the criteria for PTSD, while 44.6% of Sudanese nationals still resident in

the Sudan and 23.2% of Ugandan nationals fulfilled the same criteria (Karunakara et al.,

2004; Neuner, Schauer, Karunakara et al., 2004).

However, while some research is now appearing in the literature on subjects as varied as

group psychotherapy in rural Uganda, PTSD prevalence in returned child soldiers in

northern Uganda, PTSD and other mental health indicators in Rwandese children after

the genocide, common mental illnesses in Ethiopia, testimony therapy in Mozambique

and mental health illness in Sudanese refugees (Bolton et al., 2003; Derluyn, Broekaert,

Schuyten, & De Temmerman, 2004; Dyregrov et al., 2000; Igreja, Kleijn, Schreuder, Van
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Dijk, & Verschuur, 2004; Karunakara et al., 2004; Kebede & Alem, 1999;

Kuruppuarachchi & Wijeratne, 2004; Magambo & Lett, 2004; Musisi, 2004; Neuner,

Schauer, Karunakara et al., 2004; Pham et al., 2004), data on the prevalence of diagnosed

common mental health disorders, including PTSD, among post-conflict populations in

Africa is still largely unavailable.

Since more and more Africans are fleeing from conflicts in their own land to

neighbouring low-income host nations, such as Rwandese and Somali refugees fleeing to

Uganda, it is of immediate interest to learn more about the prevalence rates of PTSD and

its comorbid disorders among refugee populations with a view to planning mental health

outreach to the populations of concern.

Moreover, methodological inconsistencies are still prevalent.  For instance, most

researchers use diagnostic instruments whose translations have not been validated in the

target population.  Mollica et al. rightly validated the Havard Trauma Questionnaire

among the Indochinese before using it for measurements within the same questionnaire

(Mollica et al., 1992).  Other studies, however, have used the same questionnaire without

validating it within the target population, thus raising questions about the quality of

measurements (Sabin, Lopes Cardozo, Nackerud, Kaiser, & Varese, 2003).

Additionally, many researchers still merely estimate risk for PTSD, without affirming a

PTSD diagnosis.  Such prevalence outcomes are difficult to compare with studies where

PTSD is diagnosed according to the DSM-IV.

Predictors of PTSD

Among the issues in the epidemiology of PTSD that preoccupy researchers are the risk

factors that predict the development of PTSD after exposure to trauma.  In her review,

Breslau indicates that risk factors for PTSD in adults vary across studies.  However, three

factors identified as having relatively uniform effects are 1) pre-existing psychiatric

disorders, 2) a family history of disorders, and 3) childhood trauma.  Some studies have

shown women in civilian populations to be at a higher risk for PTSD than men, following

exposure to traumatic events (Breslau, 2002; Perkonigg, Kessler, Storz, & Wittchen,

2000; Rosenman, 2002), but other studies have found gender not to influence PTSD

assignments (Momartin et al., 2003).  Age at traumatisation has also been mentioned by



46

some studies as predicting PTSD or depression (Maercker, Michael, Fehm, Becker, &

Margraf, 2004).

While the above predictors may hold true for studies conducted in western populations,

most of whom have single-event traumas such as accidents, rape or personal assaultive

violence, it is not yet clear which predictors of PTSD may be important for survivors of

mass violence, especially those living in low-income non-western countries.  Gold et al.,

for example, found that trauma severity during captivity was the best predictor of current

PTSD symptomatology in World War II and Korean Conflict prisoners of war 40-50

years later (Gold et al., 2000). In a population-based study of Vietnamese refugees

resettled in Australia, Steel et al. also found that trauma exposure was the most important

predictor of mental health status. (Steel, Silove, Phan, & Bauman, 2002).

Evidence emerging from various studies points to the amount of trauma exposure as an

important predictor for the development of PTSD, and also to a dose-effect relationship

between trauma load and PTSD.

Dose-Effect Relationships of Trauma Load and PTSD

As early as 1941, Kardiner theorised that the pathological force originates from the

trauma event and that the more trauma is experienced, the more damage is reflected in the

measures used to assess psychological distress (Kardiner, 1941).  Since then, researchers

in the epidemiology of PTSD have been preoccupied with the dose-effect relationship

between the trauma load and the subsequent symptoms of psychological distress, as well

as the full diagnosis of PTSD.  Dose-response trends relate the degree of trauma to

symptom levels, the assumption being that symptoms of PTSD are responsive to the

trauma load.

Smith Fawzi et al. found that the number of traumatic events experienced was positively

correlated with the severity of PTSD-related symptomatology in a population of

Vietnamese refugees relocated to the United States (Smith Fawzi et al., 1997).  Al-Saffar

et al. also concluded from a study of a clinical population including Iranian, Arabian,

Turkish and Swedish psychiatric outpatients resident in Sweden that PTSD prevalence

increased with multiplicity of traumas, including those involving a relative or close friend

(Al-Saffar, Borga, Edman, & Hallstrom, 2003).  Mollica et al. concluded from their study
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of Cambodian survivors of mass violence relocated to Thailand that the symptoms of

both PTSD and depression show powerful dose-effect responses to trauma (R. Mollica,

K. McInnes, C. Poole, & S. Tor, 1998).  Ai et al. mentioned above also found that higher

PTSD scores were associated with more traumatic events, while both Neuner et al. and

Gold et al. also confirmed a dose-effect relationship between severity of trauma exposure

and subsequent PTSD

Methodologically impeachable epidemiological studies in low-income non-western

populations where trauma survivors have experienced multiple events would contribute

importantly to the discussion as to what are the key predictors of PTSD; for example

whether gender and age pale in importance as predictors, where the amount of trauma

load is intensified, as well as whether the dose of trauma exposure has an effect

relationship on the development of PTSD.

4.2 Poverty and Mental Health

Patel and Kleinman voice the notions of many that the burden of disease in low-income

primarily rests on the poor.  Socio-economic factors such as poverty (lack of adequate

income or housing) and lack of education are consistently assumed to be associated with

the development of mental illness in low-income countries or populations (Bassuk,

Buckner, Perloff, & Bassuk, 1998; Lima, Pai, Santacruz, & Lozano, 1991; Patel &

Kleinman, 2003).  No studies have systematically quantified these factors in low-income

contexts such as among African refugees resident in Africa, and established a clear

relationship.  This is an important avenue of inquiry in low-income countries, where a

confirmation of the relationship between poverty, lack of education and mental ill-health

would assume enormous implications for the majority of people.

4.3 Co-morbidity and Post Traumatic Stress Disorder

The large epidemiological study by Kessler and colleagues (1995) showed that subjects

with PTSD are almost eight times as likely to have three or more psychiatric disorders,

while 88% of men and 79% of women with PTSD have a history of at least one other

disorder. Almost half (48-50%) of patients with PTSD are as likely to suffer from

depression (Bleich, Koslowsky, Dolev, & Lerer, 1997; Breslau, 2002; Kessler et al.,
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1995).  This association has also been established in low-income refugee populations

(Momartin, Silove, Manicavasagar, & Steel, 2004; Steel et al., 2005).

Other important disorders that co-occur with PTSD include substance abuse, anti-social

and Borderline Personality Disorder (BPD) (Brady, 1997; Brady, Killeen, Brewerton, &

Lucerini, 2000; Brady & Sinha, 2005; Brady, Sudie, & Coffey, 2004; Breslau, 2002;

Dhaifalah & Santavy, 2004; Odenwald et al., 2005).

The most important disorder co-morbid to PTSD remains depression.  However, it is not

clear whether depression also enjoys a dose-effect relationship with trauma exposure

when it co-occurs in traumatised patients.

In low-income non-western post-conflict populations where survivors have suffered

multiple traumas, a simultaneous exploration of the dose-effect relationship between

trauma exposure and subsequent PTSD and depression would contribute new insights to

this discussion.

4.4 Post Traumatic Stress Disorder and Culture

PTSD had to fight for its life for recognition as a separate and important psychiatric

disorder.  This fight was won in 1980 with the inclusion of PTSD in the DSM-III.  PTSD

is still fighting for its life to be recognized as a disorder common to all humanity

irrespective of culture or origin.  Current views insist that PTSD is a western concept

unapplicable to non-western societies, which supposedly have cultures that protect them

from the consequences of extremely stressful events (Bracken et al., 1995; deVries, 1996;

Summerfield, 1997, 1999).  Research results from non-western societies as well as

findings from psychophysiology are starting to answer questions regarding PTSD and

culture.  Epidemiological studies in non-western cultures would effectively answer the

question as to the cultural relevance of PTSD outside of western contexts.

4.5 Epidemiological Survey

4.5.1 Background

A comprehensive epidemiological study was planned which would sidestep the

methodological inexactitudes of previous studies in order to establish rates of trauma

exposure, and subsequent PTSD and depression prevalence among post-conflict refugee
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survivors in an African setting.  Firstly, diagnostic instruments were employed that had

been translated and validated within the target population.  As previously mentioned, the

validations were more than satisfactory.  Secondly, instruments used would effectively

diagnose PTSD and not just make an estimation of risk, as the instruments employed are

based on the DSM-IV and ICD-10.  Unlike any other previous studies, a careful measure

of the socio-economic status of respondents was undertaken, in order to investigate how

poverty interacts with mental health disorder in a post-conflict population.  The bulk of

interviews, carried out by local trained lay interviewers, only proceeded after the

validation, and even then only under close supervision.  A careful sampling procedure

was followed as is explained in detail later in the chapter.

Setting

Nakivale camp has already been described in extensive detail in the previous chapter as

host to refugees from among other, Somalia and Rwanda.

The refugees receive basic health care and a minimum of food aid.  Educational

opportunities are available for primary school-age children, and every family can

supplement its income through agriculture from land granted by the Ugandan government

at no cost.  Mental health support for the refugees has been negligible.

Refugees are a protected population and refugee settlements are protected areas under the

joint custodianship of UNHCR and the Ugandan government, represented in the

settlement by the Camp Commandant.

Permission to carry out the study was obtained from both the above-named parties, and

the study was approved by the ethical boards of the University of Konstanz, Germany

and Mbarara University of Science and Technology, Uganda.

During the pre-inquiry phase of the study, the communities and their leaders were

informed about the proposed study, and the sampling rationale was explained in brief.

At the very outset, it was made clear to all the respondents that the interviews were

entirely voluntary, and no monetary or food-item inducements would be offered.
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Participants

Participants came from the Rwandese and Somali refugees resident in Nakivale refugee

settlement in South Western Uganda.  The inclusion criteria encompassed all Rwandese

(Hutu) and Somali refugees of either sex above the age of 12 officially registered and

resident in Nakivale refugee settlement.

Aims

We aimed to (a) assess the general nutritional, socio-economical, educational and

physical health status of the refugees (b) assess the prevalence of mental disorders

associated with exposure to stressful and traumatic armed conflict situations, specifically

posttraumatic stress disorder and depression (c) ascertain the types, descriptions and

numbers of extremely stressful and traumatic events to which survivors were exposed (d)

determine the predictors of posttraumatic stress disorder and depression.

Hypotheses

a) It was expected that PTSD and depression could be identified in this non-western

population, that the PTSD construct would prove valid in this population, and that

prevalence rates would resemble those from studies based on other non-western post-

conflict populations in low-income countries.  b) It was also hypothesized that, in

keeping with other studies where trauma exposure was high, the amount of trauma

exposure would surpass gender, age and other personal characteristics as the key

predictor for the development of PTSD.

c) Previous research has established a dose-effect relationship between the number of

traumatic event types and PTSD.  It was hypothesized that the same effect would be

confirmed in this population.  A dose-effect relationship between number of traumatic

event types and depression was to be explored simultaneously.  e) Poverty was not

expectedly to react significantly with PTSD assignments, but to be outweighed by other

predictors such as trauma load.
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4.5.2 Methodology

Instrumentation

Socio-demographic interview

We employed a previously developed socio-demographic survey to assess nutritional,

educational, socio-economic and physical health indicators as well as displacement and

general demographic information (Karunakara et al., 2004; Neuner, Schauer, Karunakara

et al., 2004; Neuner, Schauer, Klaschik, Karunakara, & Elbert, 2004).

The interview began with personal information like gender, age and marital status, as

well as displacement history.  Nutrition was assessed by asking for the number of meals

eaten the previous day and by listing the various food items consumed.  Since the

refugees rarely have steady income flow, their economical status was ascertained by

counting the number of essential household assets such as blankets, mattresses, cooking

pots and water containers.  These items would be acquired whenever any sort of income

was available.  In analysis, the value of the items was then weighted according to current

market prices in Uganda.  Educational achievement was indicated by the number of years

of schooling completed.  Physical health was evaluated against a checklist of common

illnesses experienced within the last-one-month period.  Such illnesses include malaria,

cough, headache and sexually transmitted diseases.

Event Checklist

A 34-item Event Checklist developed by this group of researchers in previous studies

with post-conflict populations was used to identify extremely stressful and traumatic

events that the interviewees had experienced within their lifetimes (Karunakara et al.,

2004; Neuner, Schauer, Karunakara et al., 2004; Neuner, Schauer, Klaschik et al., 2004).

The list includes different event types including combat, assaultive violence, torture,

sexual violence, accident, natural disasters as well as forced circumcision and marriage.

Each event was scored as ever experienced (within the lifetime) and experienced in the

past year.  The number of different experienced and witnessed types of traumatic events

was used as an estimate of the severity of trauma exposure.
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Assisted Self-Report

A key objective of this study was to evaluate the efficacy of local capacity building

within a community-based approach both in the procedure of scientific inquiry, and in the

provision of treatment.  A local team of non-professional interviewers therefore

conducted the interviews under supervision after rigorous training.  In order to screen for

Post Traumatic Stress Disorder (PTSD), the Posttraumatic Stress Diagnostic Survey

(PDS) was employed as a standardized assisted self-report instrument (Foa, 1995).  Both

the frequency and severity of PTSD were indicated.

For this study, the PDS was chosen as the chief diagnostic tool because of its confirmed

psychometric properties as a self-report questionnaire (Foa, 1995; Weathers & Keane,

1999).  It is the only self-report measure to assess all six (A-F) criteria for PTSD in the

DSM-IV.  Part 1 of the PDS is a 13-item checklist of potential traumatic events.  Part 2

consists of eight items that help determine if an event meets the DSM-IV definition of

Criterion A.  Part 3 assesses the frequency over the past month of the 17 PTSD

symptoms, using a 4-point scale ranging from 0 - Not at all or only one time to 3 – 5 or

more times a week / almost always.  Part 4 assesses the impact of symptoms on various

aspects of social and occupational functioning.

The PDS yields both a dichotomous diagnostic score and a cumulative symptom

frequency score.  An individual PTSD symptom is counted as present if the

corresponding PDS item is endorsed as a 1 or higher.

In our validations of the PDS, over an interval of approximately two weeks, test-retest

cum inter-rater reliability for symptom severity achieved a kappa of 0.74, for diagnostic

agreement between the two administrations.  The PDS had reasonable diagnostic utility

against a PTSD diagnosis based on the CIDI, with a sensitivity of .85, a specificity of .84,

an efficiency of .79.  A detailed validation report of all instruments here cited was

described in a previous chapter.

Validation Interview

The Composite International Diagnostic Interview (CIDI) version 2.1 was chosen as the

clinician-administered instrument, which would validate the PDS
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in its local language translation as a diagnostic tool (WHO, 1997).  In the validation, a

sample of the respondents to the local interviewers (who used the PDS) were re-

interviewed by clinicians using the CIDI section K, within a two-week period.

The Hopkins Symptom Checklist 25 (HSCL-25) was chosen as an assisted self-report

interview to indicate the possibility of co-morbid depression (Derogatis, Lipman, Rickels,

Uhlenhuth, & Covi, 1974; Frojdh, Hakansson, & Karlsson, 2004).  The respective CIDI

section E was used for validation purposes.  A more extensive investigation with other

sections of the CIDI was considered impractical given personnel and other constraints.

The entire questionnaire (encompassing the socio-demographic interview, the Event

Checklist as well as the PDS and HSCL-25 diagnostic interviews) was then translated

into the local languages Somali and Kinyarwanda using several steps of translations,

blind back translations and subsequent corrections by independent groups of translators.

Details of training, translation and validation of the local language instruments are

elsewhere described (Onyut et al., 2004).

Procedure

Sampling

The Somali population totalled approximately 500 persons.  They were mostly refugees

from the 1991-1992 civil war in Somalia, who have fled to Uganda via Kenya.  In

addition to the war events, many had flight events that had forced them to flee further

than their initial destinations of refuge, e g Kenya.  For this population, a complete

sample was carried out, i.e. a hut-to-hut interviewing procedure for all the huts was

effected.  Every Somali refugee above the age of 12 in every household permanently

resident in the camp was interviewed.

Of the 14.400 refugees in this settlement, 12.000 are Rwandese, of mostly Hutu ethnic

origin.  These are refugees from the ethnic conflicts in Rwanda in the early 1990s.

For this population, a single-stage cluster sampling procedure was employed, with cluster

units of unequal size (the households were of unequal size); the households being the

listing units.  The list of households in each zone constituted the sampling frame.  From

the lists of households in each Rwandese zone, a number of households were sampled at
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random in the ratio of the size of the zone in proportion to the total number of Rwandese

households in the camp.  Since the zones were arranged in no discernible order, the

middle of the zone (usually a trading centre), was used as a starting point.  A hut-to-hut

interview procedure was enacted with huts being selected according to the random cluster

sample.

The interviewers sampled huts outwards in the four directions from the centre of the

village.  All present household members of the selected huts were interviewed, beginning

with the household head and including any adolescents above the age of 12.  Every

attempt was made to interview members of the specific huts before any re-assignments

were made.  In the sample, assignments were made without replacement.

Each respondent was interviewed once by a local, trained non-professional interviewer,

except for the random sub-sample that was re-interviewed within two weeks by expert

clinicians using the CIDI for purposes of validation.  Both the assisted self-report and

expert interviews were face-to-face at-home interviews.  The response rate was 99.99%.

Statistical Analyses

Statistical analyses were carried out using SPSS 11.0, except for the regression analysis

where R was used, whereby the cluster sampling effect was controlled for.

The key indicators computed include: the number of meals represents a count of meals

partaken of the day previous to the interview.  The health sum score represents a count of

separate physical symptoms experienced within the four weeks prior to the interview, out

of a possible nineteen complaints.  The number of years of education refers to the count

of number of years of formal instruction received at an educational institution.  The

household size refers to the number of members in an individual household.

The asset value represents a computation of the entire monetary value of tangible

possessions of a household at current market value rates, divided by the number of

persons in the household.  The functioning score represents the count of separate

functioning deficits experienced within the four weeks prior to the interview in relation to

the PDS diagnosis.  The drug sum score represents a count of separate substances
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potentially used on a regular basis, chiefly locally brewed alcohol (waragi), khat and

psychoactive drugs.  The latter are taken as one item.

For the different analyses, the PTSD construct was envisaged in two different ways: a) as

a dichotomous grouping variable where, according to the DSM-IV criteria, respondents

either have PTSD or they do not; b) as a continuous construct, counting the number of

separate PTSD symptoms without inserting a cut-off point or making a diagnosis.  The

calculation of the PDS sum score is based on this later concept.  Comparison of key

indicators between traumatised and non-traumatised respondents is based on the former

concept.

The PDS sum score represents the total count of different PTSD symptoms based on the

PDS.  The intrusion, avoidance and arousal scores represent sum scores of these different

clusters.  Avoidance can further be divided into active and passive avoidance.  Active

avoidance includes (consciously) not thinking about the event, or avoiding places, people

and activities that remind one of the event.  Passive avoidance includes numbness of

affect, general anhedonia and lack of interest in the future or in previously significant

activities or people.

The anxiety scores represent scores on the anxiety portion of the HSCL-25, while the

depression scores represent scores on the depression portion of the HSCL-25.  The PTSD

diagnosis is a categorical grouping of PTSD status depending on the DSM-IV criteria

embedded in the PDS.  The number of events refers to the count of separate traumatic

types of incidents experienced within the lifetime, while the recent events refers to such

events experienced within the one year prior to the interview.

4.5.3 Results

Demographic Profile of the Sample

Over 1491 interviews were completed, but 1422 were used in the analyses.  The

remaining interviews were excluded because the respondents were Kinyarwanda-

speaking but were not ethnic Rwandese.
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Demographic characteristics and other indicators of 1422 respondents were analysed (n =

516) for the Somalis and (n = 906) for the Rwandese.  All the respondents were officially

registered refugees in the Nakivale refugee settlement.

Religion and Marital Status

All the Somalis except 1 were Muslims (n = 515) while 90.5% of the Rwandese were

Christian.  More than half of the respondents (57.9%) were married, 26.4% were single,

8.5% were widowed while the remaining 6.8% were either separated, co-habiting or

divorced.

Education and Occupation

Of the respondents, 34.6% had never been to school, while 46.3% had had basic primary

education (1-7) years of schooling.  17% had had at least 12 years of schooling, which

translates to secondary education.  Only 1.5% had had more than 13 years of schooling,

which translates to tertiary (professional, vocational or university) education.  Of these, 2

had had 16 years of education, 3 had had 17 and 1 had had 18 years of education.  The

mean number of years of schooling was 3.82 ± 3.83.

Before their first experience of displacement, 35.8% of the respondents were farmers,

29.5% had no occupation and 13.8% were displaced as students.  At the time of the study,

41.6% of the respondents had no occupation, 39.5% were farmers and 8.2% worked

within a household.  Other occupations included working for non-governmental

organizations, working for the police or army or operating a restaurant or repair shop.

Differences between national groups in occupation before displacement were significant;

c2= 459.5, p < .000.

Only 2.9% of the Somalis claimed to have been farmers before displacement, and just

0.58% claimed to be farmers at the time of the study, in contrast to 54.5% of the

Rwandese who were farmers before displacement and 61.7% who had become farmers

since their displacement.  These findings are mirrored in the fact that less than 1% of the

Somalis rely on agriculture as a source of food.

While 46.5% of the Somalis and 19.6% of the Rwandese had no occupation before

displacement, a hefty 79.8% of the Somalis and only 19.6% of the Rwandese claimed no
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occupation since displacement.  Differences between national groups in occupation after

displacement were also significant; c2 = 657.8, p < .000.

Nutrition

Of the total number of respondents, 93.9% cited the food-aid provided by the UNHCR as

their primary source of food while barter trade was an important food source for 3.1%

and agriculture for 2.2%.  Notably, 99% of the Somalis depended on food-aid.  Barter

trade and agriculture combined were a primary food source for at least 8% of the

Rwandese.  The mean number of meals was 1.43 ± 0.53.

Only 71 people (5%) of the sample had fish or meat as part of their diet.

Economic Indicators

Of the sample, 1251 (88.2%) have a rent-free accommodation (semi-permanent house).

The asset value does not include the value of rent-free accommodation, a free water

supply (though not piped), subsidised educational opportunities for primary school

children, subsidised health care and free recreational sports access.  The mean asset value

was $ 9.99 ± 12.10.

Migration Factors

Migration into Nakivale camp began as early as 1952 and was still going on in 2003.  The

greatest influx were in 1991 (n = 357), and 1994 (n = 786) which coincide with the

Somali war and the Rwanda genocide and respectively.  The mean number of years spent

in the camp was 3.88 ± 2.64.  Everyone had been displaced at least once.  The socio-

demographic profile of the sample is summarised in Table 4.1.
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Table 4.1 Socio-demographic Characteristics of the Sample by Nationality

Camp Total Somalis Rwandese Statistic
(n = 1422) (n = 516) (n = 906)

Age M (SD)                 31.65 (12.74)          29.55 (12.30)             32.84 (12.84)             c2 = 128.3

Missing n (%)              8 (0.6)                     2 (0.14)                      6 (0.42)                      p < .000

Sex n (%)

Female                         792 (55.7)               254 (17.9)                  538 (37.8)                  c2 = 13.75

Male                             630 (44.3)               262 (18.4)                  368 (25.9)                  p < .000

Religion n (%)

Christian                      821 (57.7)               1 (0.07)                      820 (57.7)                  c2 = 1206.3

Islam                            569 (40.0)               515 (36.2)                  54 (3.8)                      p < .000

Other                            23 (1.6)                   -                                  23 (1.6)                      

None                             7 (0.5)                     -                                  7 (0.49)                      

Marital status

n (%)                                                                                                                                 c2 = 313.2

Married                        824 (57.9)               192 (13.5)                  632 (44)                     p < .000

Single                           376 (26.4)               261 (18.4)                  115 (8.1)                    

Widowed                     121 (8.5)                 19 (1.3)                      102 (7.2)                    

Separated                     60 (4.2)                   11 (0.8)                      49 (3.4)                      

Co-habiting                  27 (1.9)                   25 (1.8)                      2 (0.14)                      

Divorced                      10 (0.7)                   4 (0.3)                        6 (0.42)                      

Occupation before displacement

n (%)                                                                                                                              c2 = 459.5

Farmer                      509 (35.8)                 15 (1.1)                     494 (34.7)                 p < .000

No occupation          419 (29.5)                 240 (16.9)                 179 (12.6)                 

Students                    196 (13.8)                 68 (4.8)                     128 (9)                      

Traders                      85 (6.0)                     67 (4.7)                     18 (1.7)                     

Household                69 (4.9)                     47 (3.3)                     22 (1.5)                     

Teachers                   18 (1.3)                     12 (0.8)                     6 (0.4)                       

Artisan/Crafts           16 (1.1)                     8 (0.6)                       8 (0.6)                       

Other                         23 (1.6)                     24 (1.7)                     22 (1.5)                     

Current Occupation

n (%)                                                                                                                              c2 = 657.8
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No Occupation         591 (41.6)                 412 (29)                    179 (12.6)                 p < .000

Farmer                      562 (39.5)                 3 (0.2)                       559 (39.3)                 

Household                116 (8.2)                   34 (2.4)                     82 (5.8)                     

Student                     69 (4.9)                     43 (3.0)                     26 (1.8)                     

Hired Labourer         34 (2.4)                     -                                 34 (2.4)                     

Trader                       11 (0.8)                     7 (0.5)                       4 (0.3)                       

Other                         20 (1.4)                     9 (0.6)                       5 (0.4)                       

Food Source

n (%)                                                                                                                              c2 = 40.5

Food Aid                  1335 (93.9)               511 (99.0)                 824 (57.9)                 p < .000

Barter trade               44 (3.1)                     -                                 44 (3.1)                     

Agriculture               31 (2.2)                     2 (0.14)                     29 (2)                        

Other                         6 (0.4)                       1 (0.07)                     5 (0.4)                       

Missing                     6 (0.4)                       2 (0.14)                     4 (0.3)                       

4.2 Prevalence of PTSD

Table showing PTSD prevalence across Gender and National Groupings

Men Women Total

Rwandese 38.9% (n= 143) 27.3% (n = 147) 32% (n = 290)

Somali 48.1% (n = 126) 48% (n = 122) 48.1% (n = 248)

Total 42.7% (n = 269) 34% (n = 269) 37.8% (n = 538)

Nationality differences in PTSD prevalence were significant, with the Somali national

group manifesting a higher prevalence of PTSD than the Rwandese: c2 (df = 1) = 36.02;

p < .000.  Gender differences (in general) in PTSD prevalence were significant, with men

exhibiting a higher prevalence than women: c2 (df = 1) = 11.51; p < .001.  However,

further analyses showed that the differences in gender could only be attributed to gender

differences in PTSD prevalence within the Rwandese national group.  Rwandese men

exhibited a higher prevalence of PTSD than the women: c2 (df = 1) = 13.52; p < .000,
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while gender differences in prevalence within the Somali national group were

insignificant.

Gender differences in PTSD prevalence across cultural groups were also significant:

Somali women had a higher PTSD prevalence than Rwandese women: c2 (df = 1) =

33.08; p < .000, while Somali men showed a higher prevalence of PTSD than Rwandese

men: c2 = 5.27; p = .022.

Event Types

The single most reported event was Event 25 (witnessing dead or mutilated bodies),

reported by 73.5% of the respondents (n=1065).  Other often-reported events were Event

7 (shelling or bomb attack) reported by 69.3%, Event 31 (witnessed injury with a

weapon) reported by 67.7%, Event 8 (experienced crossfire or sniper attacks) reported by

60.3%) and event 9 (experienced burning houses) reported by 60.2%.

Other surprisingly common traumatic events included witnessing beatings or torture

(59.1%), witnessing combat (50.9%), witnessing killing or murder (50.9%) and

harassment by armed personnel (48.7%).  The percentages overlap as most respondents

experienced multiple traumatic events.

Sexual crimes appear to have been less important than violent crimes in this population.

Rape was reported by 4.2% of the respondents (both Somali and Rwandese), sexual

harassment by 6.0%, forced prostitution by 2.1% (mainly Rwandese), forced

circumcision by 4.1% (mainly Somalis) and sex for food or security by 1.4%.  Many

more had witnessed the same events happen to someone else, however: rape (14.1%),

forced prostitution (12.7%) and forced circumcision (9.8%).

These findings are summarised in Appendices 6 and 7.

Of the 34 traumatic events on the Event List, 10 events involved sexual violence.  The

mean number of sexual violence events reported was 0.79 ± 1.34, compared to the mean

number of the ten most reported violent events, 6.23 ± 3.25.  Somali women reported the

highest number of sexually violent events (1.36 ± 1.88), although this was less than the

number of violent events they reported (M = 6.89 ± 3.54).  Somali men reported the least

number of sexually violent events (M = 0.00 ± 0.00), although they reported a high
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number of violent events (M = 6.99 ± 3.16).  Somali women reported a significantly

higher number of traumatic sexually violent events than Somali men (t(246) = 11.33; p <

.000), and than Rwandese women (t(339) = 4.5; p < .000), who also reported a higher

number of violent traumatic events (M = 5.36 ± 3.05) than sexually violent events (M =

0.77 ± 1.19).  Rwandese men also reported more non-sexual violent traumatic events

(6.52 ± 3.01) than sexually violent events (M = 0.45 ± 0.94).  Rwandese women had

experienced significantly more sexually violent events (t(846) = 4.46; p < .000) than the

men.  The difference in sexually violent events reported by Somali and Rwandese men

did not reach significance.

Nationality, Gender and Age in Post Traumatic Stress Disorder

Nationality

It was clear that nationality was an important factor across all indicators.  Between the

two national groups, there were significant differences in PTSD prevalence as mentioned

above, as well as in the number of separate traumatic lifetime events experienced, recent

traumatic events experienced, consequent PDS sum scores as well as anxiety and

depression scores.

The Somalis had experienced more lifetime traumatic events than the Rwandese, more

traumatic events within the past year and therefore scored higher on the PDS.  The

Somalis also scored higher than the Rwandese on separate PTSD symptom clusters:

intrusions, avoidance, arousal, active avoidance, passive avoidance, anxiety symptoms,

and depression symptoms

The two national groups were also clearly distinct in general characteristics:

The Somalis tended to have larger households than the Rwandese, had spent more years

in the camp, had fewer meals daily but were a younger population and had had more

years of education.  Differences in education did not however translate into differences in

value of possessions, which were insignificant across nationality and gender (M = $9.99

± 12.10).

The different levels of trauma exposure and PTSD prevalence did not occasion any

nationality differences in reported number of health complaints or in functioning deficits.
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The Somali national group was more homogeneous than the Rwandese national group.

For example, within the Somali national group, there were no differences in PTSD

prevalence, number of lifetime and recent event types, PDS sum score, intrusive PTSD

symptoms, passive and active avoidance PTSD symptoms, depression scores, number of

health or functioning deficits, number of years spent in the camp, age or value of

possessions between Somali men and women.  However, the women scored higher on

arousal symptoms of PTSD and anxiety symptoms than the men.

Somali women also had fewer meals, had had fewer years of schooling, had larger

households than Somali men and reported less substance use (khat).

Among the Rwandese, the men had a higher PTSD prevalence, a higher number of

lifetime traumatic events, a higher PDS sum score, higher active avoidance and passive

avoidance symptom scores, and higher depression scores.  Rwandese men also scored

higher on intrusion symptoms as well as avoidance symptoms taken as a whole and had

less to eat than the women.  They also reported more functioning deficits than the women

and more substance use.

The women had larger households, however, had fewer possessions, had had fewer years

of schooling and were younger than the men.

Gender differences in recent traumatic events, arousal PTSD symptoms, anxiety levels,

health deficits and years spent in the camp were not significant.

Gender

Gender did not prove to be a uniform factor across cultures.  While the Rwandese women

had the fewest number of lifetime traumatic events, the lowest prevalence of PTSD as

well as the lowest PDS sum score, the Somali women were highly traumatised, had as

many events as the Somali men and as high a PDS score.

On all indicators of ill-health, the Somali women scored higher than the Rwandese

women.  Somali women had experienced more lifetime and recent traumatic events than

Rwandese women, and therefore scored higher on the PDS and on all three symptom

clusters.  Somali women also scored higher than Rwandese women on the avoidance sub-

clusters (active and passive avoidance) as well on anxiety and depression symptoms
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The Somali women had spent more years in the than the Rwandese women, had larger

households and less to eat.  Rwandese women reported more substance use (crude liquor)

than Somali women.

There were no differences in age, level of education, value of possessions or health and

functioning between the two national groups of women.

Among the men, differences were also evident along nationality lines.  Somali men

scored higher than Rwandese men on all ill-health parameters: they had experienced

more lifetime traumatic events and scored higher on the PDS.  Somali men also displayed

a higher number of intrusive, avoidance and arousal symptoms than Rwandese men.

Somali men scored higher on the avoidance sub-clusters (active and passive avoidance)

as well as on depression symptoms than Rwandese men.

Somali men also had spent more years in the camp, had larger households and had less to

eat than the Rwandese.  They were also younger and better educated.  Rwandese men

reported the highest use of substances  (in this case local alcoholic brew).  The

differences between number of recent events experienced by Somali and Rwandese men,

health and functioning were not significant.

Important physical and mental health variables across gender and cultural group are

summarised in Table 4.3 while Table 4.4 summarises important t-test values.

Table 4.3 Summarising Means of important indicators across national and gender
groups
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(6.06)

7.7

(5.89)

4.15

(3.51)

3.49

(3.49)

Avoidance 5.32

(5.61)

5.78

(5.72)

4.95

(5.5)

8.25

(6.46)

3.66

(4.25)

7.91

(6.62)

8.6

(6.28)

4.27

(4.42)

3.23

(4.09)

Active

Avoidance

2.79

(2.82)

2.97

(2.79)

2.65

(2.83)

4.46

(2.95)

1.84

(2.24)

4.27

(2.93)

4.65

(2.97)

2.05

(2.27)

1.7

(2.21)

Passive

Avoidance

2.53

(3.35)

2.81

(3.54)

2.3

(3.16)

3.8

(4.28)

1.81

(2.39)

3.65

(4.47)

3.95

(4.08)

2.22

(2.54)

1.53

(2.24)

Anxiety 0.75

(0.74)

0.72

(0.70)

0.78

(0.77)

0.95

(0.91)

0.64

(0.59)

0.81

(0.82)

1.09

(0.98)

0.65

(0.58)

0.63

(0.59)

Depression 0.77

(0.81)

0.81

(0.81)

0.73

(0.81)

1.33

(1.01)

0.44

(0.42)

1.25

(0.98)

1.40

(1.03)

0.49

(0.44)

0.42

(0.41)

Meals 1.43

(0.53)

1.39

(0.51)

1.46

(0.54)

1.06

(0.34)

1.64

(0.5)

1.10

(0.38)

1.02

(0.29)

1.60

(0.49)

1.67

(0.5)

Health sum
score

4.35

(2.54)

4.18

(2.57)

4.48

(2.52)

4.22

(2.77)

4.42

(2.41)

4.05

(2.65)

4.41

(2.87)

4.28

(2.50)

4.5

(2.34)

Functioning 2.07

(2.26)

2.44

(2.36)

1.81

(2.16)

2.45

(3.14)

2.02

(2.09)

2.23

(3.01)

2.71

(3.31)

2.48

(2.21)

1.71

(1.97)

D r u g  s u m
score

0.74

(3.25)

1.33

(4.65)

0.27

(1.22)

0.27

(1.57)

0.99

(3.87)

0.53

(2.18)

0.004

(0.06)

1.89

(5.72)

0.4

(1.46)

Household size 5.39
(3.27)

5.05

(3.26)

5.66

(3.25)

6.68

(3.76)

4.65

(2.69)

6.19

(3.44)

7.19

(3.99)

4.23

(2.85)

4.93

(2.53)

Camp years 3.88

(2.64)

4.12

(2.67)

3.69

(2.60)

5.7

(2.03)

2.85

(2.38)

5.74

(2.14)

5.65

(1.91)

2.96

(2.39)

2.78

(2.37)

Education 3.82

(3.83)

4.92

(4.18)

2.95

(3.28)

5.04

(4.49)

3.13

(3.20)

6.83

(4.45)

3.2

(3.73)

3.57

(3.38)

2.84

(3.04)

Asset value

($)

9.99

(12.10)

11.59

$(14)

8.73

(10.15)

(10.21)

(12.24)

9.87

(12.03)

11.04

(12.52)

9.36

(11.91)

11.98

(15.01)

8.43

(9.20)

Age 31.65

(12.74)

32.46

(13.1)

31.00

(12.42)

29.55

(12.30)

32.84

(12.84)

28.89

(11.15)

30.22

(13.37)

34.98

(13.79)

31.37

(11.94)

Sexual Events 0.79

(1.34)

0.43

(0.92)

0.95

(1.47)

1.29

(1.87)

0.64

(1.11)

0.00

(0.00)

1.36

(1.88)

0.45

(0.94)

0.77

(1.19)

Violent Events 6.23

(3.25)

6.69

(3.12)

5.84

(3.27)

6.93

(3.31)

5.83

(3.12)

6.99

(3.16)

6.89

(3.54)

6.52

(3.01)

5.36

(3.05)
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Table 4.4 showing independent t-test values across gender and nationality for key
indicators

Indicator Men

S/R

Women

S/R

Somali M/F Rwandese

M/F

Nationality

S/R

No. of lifetime
events

T(501) = 2.79

P < .005

T(383) = 9.78

P < .000

ns T(901) = 8.18

P < .000

T(896) = 9.65

P <.000

No. of recent
events

ns T(265) = 2.28

P = .023

ns ns T(572) = 2.9

P < .004

P D S  s u m
score

T(400) = 7.84

P < .000

T(334) = 11.92

P < .000

ns T(904) = 2.89

P < .004

T ( 7 2 7 )  =
14.21

P <. .000

Intrusions T(385) = 6.14

P < .000

T(338) = 10.54

P < .000

ns T(904) = 2.8

P < .005

T ( 7 1 9 )  =
11.91

P < .000

Avoidance T(422) = 7.75

P < .000

T(355) = 12.41

P < .000

ns T(746) = 3.58

P < .000

T ( 7 7 2 )  =
14.45

P < .000

Active
Avoidance

T(471) = 10.27

P < .000

T(388) = 14.08

P < .000

ns T(903) = 2.26

P = .024

T ( 8 5 3 )  =
17.45

P < .000

Passive
Avoidance

T(378) = 4.66

P < .000

T(325) = 8.83

p < .000

ns T(722) = 4.2

P < .000

T(698) = 9.69

P < .000

Arousal T(389) = 7.26

P < .000

T(323) = 10.06

P < .000

T(500) = 2.36

P = .019

ns T ( 7 0 3 )  =
12.35

P < .000

Anxiety ns T(339) = 6.91

P <.000

T(490) = 3.55

P < .000

ns T(755) = 6.88

P < .000

Depression T(331) = 11.74

P < .000

T(289) = 14.77

P < .000

ns T(742) = 2.52

P = .012

T ( 6 1 4 )  =
18.93

P < .000

Household
size

T(494) = 7.55

P < .000

T(352) = 8.22

P < .000

T(514) = 3.03

P < .003

T(725) = 3.8

P < .000

T(819 = 10.81

P < .000

Camp years T(626) = 15.02

P < .000

T(784) = 16.83

P < .000

ns ns T(1203) =
23.4

P < .000
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Education T(454) = 9.95

P < .000

ns T(496) = 9.99

P < .000

T(902) = 3.38

P < .001

T(805) = 8.45

P < .000

Asset value ns ns ns T(555) = 4.04

P < .000

ns

Meals T(622) = 14.66

P < .000

T(755) = 23.0

P < .000

T(486) = 2.58

P = .010

T(902) = 2.03

P = .043

T(1371) =
26.24

P < .000

Age T(625) = 5.89

P < .000

ns ns T(898) = 4.19

P < .000

T(1412) =
4.71

P < .000

Drug Sum T(494) = 4.1

P < .000

T(539) = 6.22

P < .000

T(253) = 3.85

P < .000

T (391) = 4.84

P < .000

T(1299) =
4.95

P < .000

Functioning ns ns ns T (377) = 3.94

P < .000

ns

Health ns ns ns ns ns

Sexual Events ns T(339) = 4.5

P < .000

T ( 2 4 6 )  =
11.33

P < .000

T(846) = 4.46

P < .000

T(316) = 5.3

P < .000

Age

Age appeared to have a linear relationship with PTSD prevalence, PDS sum score and

mean number of event types: the higher the age, the higher the PTSD prevalence, mean

number of event types and PDS sum score.  The PTSD prevalence peaked in middle age

(45-56) however, and declined in old age.  The mean number of events and PDS score

peaked in age group 57-68, and then declined.  Age also showed a linear relationship

with depression.
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Figure 4a showing PTSD prevalence and age across populations

Relationship between age and PTSD Prevalence across 
populations
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Table 4.5 showing Mean number of events, Mean PDS sum score and PTSD prevalence

in relation to age

Age Group

(N)

Mean Events

(SD)

Mean PDS Sum
Score (SD)

PTSD

Prevalence (%)

Depression

Score

12-20   (n = 192) 7.3 (5.9) 11 (12.4) 25.5 0.66 (0.79)

21-32 (n = 228) 8.9 (5.3) 11 (12.3) 28.8 0.6 (0.72)

33-44 (n = 168) 10 (5.5) 13.5 (12.9) 36.7 0.7 (0.73)

45-56 (n = 206) 10.5 (5.2) 15.16 (14.8) 45.6 0.83 (0.88)

57-68 (n = 210) 11.18 (5.3) 16.3 (13.9) 45.3 0.85 (0.84)

69-80 (n = 209) 11.2 (5.6) 16.15 (13.5) 42.9 0.86 (0.82)

81+    (n = 193) 10.8 (6.0) 15.5 (13.9) 39.3 0.85 (0.85)

Table 4.6 showing PTSD Prevalence (%) across Age, Gender and National groups

Age Group Camp Men Women Rwandese Somali

12-20 25.5 26.3 24.7 23 27.1

21-32 28.8 41.3 22.1 28.3 30

33-44 36.7 37.9 36 29.1 50.8

45-56 45.6 56 37.4 36.2 64.7

57-68 45.3 49 41.7 35.5 64.8

69-80 42.9 45.9 39.6 34.3 61.2

81+ 39.3 40 38.7 31.9 55.7

Predictors of Post-Traumatic Stress Disorder

Previous analyses as afore-described generated the important relationships between

PTSD and its co-morbid disorders (quantified by the PDS sum score and the anxiety and

depression scale ratings on the HSCL-25) and key indicators like nationality, age, gender

and nutrition.  Regression analyses to identify the key predictors of PTSD and depression

were carried out on this basis.  Linear regression analyses revealed the predictors of

PTSD and depression in this population, as summarised in the Tables 4.8 to 4.9 and

Figures 4.6 and 4.7.
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Table 4.7 Regression analysis of Predictors of PTSD

Coefficients

Predictor

variable

Std. Beta Std. Error T value P <

Nationality (S) 0.226 0.035 6.48 .001

Age 0.054 0.021 2.56 .01

Sex (m) 0.046 0.009 5.14 .001

Education -0.030 0.006 -4.89 .001

Assets -0.052 0.029 -1.82 ns

Meals -0.135 0.028 -4.84 .001

Events 0.472 0.041 11.54 .001

Constant 0.002 0.031 0.050 0.96007

Table 4.8 Regression analysis of Predictors of Depression

Coefficients

Predictor

Variable

Std. Beta Std. Error T value P <

Nationality (S) 0.400 0.044 9.067 .001

Age 0.068 0.013 5.338 .001

Sex (m) 0.049 0.008 5.933 .001

Education -0.029 0.009 -3.335 .001

Assets -0.059 0.031 -1.904 ns

Meals -0.086 0.041 -2.065 .05

Events 0.413 0.084 4.907 .001

Constant 0.004 0.016 0.235 0.814
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Figure 4.c Depicting Predictors of PTSD (Std. Beta)
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Figure 4d Depicting Predictors of Depression (Std. Beta)
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The total number of different lifetime event types experienced was the single most

important predictor of PTSD (Std. beta 0.472, p < .001).  Nationality was the second

most important predictor of PTSD (Std. beta 0.226, p < .001).

The total number of different lifetime event types experienced was also the most

important predictor of depression (Std. beta 0.413, p < .001), followed by nationality (Std

beta. 0.400, p < .001).  Age, sex and education were less important as predictors.  Asset

value was the least important predictor.

Dose Effect of Post Traumatic Stress Disorder and Depression

A partial regression plot demonstrated the clear linear relationship between the PDS sum

score and traumatic exposure as quantified by the total number of separate lifetime event

types experienced.

Figure 4e Partial regression Plot depicting a linear relationship between the PDS sum

score and the total number of event types

Partial Regression Plot
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A dose-effect relationship was established as existing between PTSD prevalence and the

number of lifetime traumatic event types experienced, as well as between depression and
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the number of lifetime traumatic event types: the higher the number of lifetime traumatic

event types, the higher the PTSD prevalence or depression score.  This relationship

between PTSD prevalence and number of lifetime traumatic event types was confirmed

across national groups and across gender.  The dose-effect relationship between number

of event types and depression was also confirmed across gender and cultural group.

These findings are summarised in Table 4.8 and 4.9 as well as Figures 4.8 to 4.18.

Table 4.9 showing PTSD Prevalence (%) according to Number of Event Types

N
um

be
r 

of

E
ve

nt
s

C
am

p

M
en

W
om

en

R
w

an
de

se

So
m

al
i

So
m

al
i

M
en

So
m

al
i

W
om

en

R
w

an
de

se

M
en

R
w

an
de

se

W
om

en

0-4 7.5%

n=214

8.1%

n=74

7.1%

n=140

7.1%

n=154

8.3%

n=60

6.7%

n=30

10%

n=30

9.1%

n=44

6.4%

n=110

5-8 20.3%

n-192

23.6%

n=55

19%

n=137

18.2%

n=148

27.3%

n=44

25%

n=20

29.2%

n=24

22.9%

n=35

16.8%

n=113

9-12 25.6%

n=176

23.1%

n=65

27%

n=111

27.3%

n=132

20.5%

n=44

25%

n=24

15%

n=20

22%

n=41

29.7%

n=91

13-16 38.3%

n=264

41.3%

n=121

35.7%

n=143

35.8%

n=193

45.1%

n=71

47.4%

n=38

42.4%

n=33

38.6%

n=83

33.6%

n=110

17-20 40.8%

n=174

42.9%

n=98

38.2%

n=76

39.5%

n=114

43.3%

n=60

42.9%

n=35

44%

n=25

42.9%

n=63

35.3%

n=51

21-24 59.4%

n=212

60.6%

n=109

58.3%

n=103

59%

n=100

59.8%

n=112

64.8%

n=54

55.2%

n=58

56.4%

n=55

62.2%

n=45

25+ 74.7%

n=182

72.3%

n=101

77.8%

n=81

67.7%

n=62

78.3%

n=120

73.7%

n=57

82.5%

n=63

70.5%

n=44

61.1%

n=18
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Figure 4f Depicting relationship between PTSD Prevalence and Number of events
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Dose Effect Relationship between PTSD Prevalence and 
number of events across Groups
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Figure 4h

Dose Effect Relationship between PTSD Prevalence and number of 
Event Types Across National Groups
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Figure 4i

Dose Effect Relationship between number of events and PTSD Prevalence 
across Gender

0

10

20

30

40

50

60

70

80

90

Events
0-4

Events
5-8

Events
9-12

Events
13-16

Events
17-20

Events
21-24

Events
25+

Number of Event Types

P
T
S

D
 P

re
va

le
n

ce
 (

%
)

Camp
Men
Women



75

Figure4j

Dose effect relationship between PTSD and number of Events within and 
across Gender
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Table 4.10 showing mean depression scores on the HSCL-25 according to number of

event types across national and gender groupings

N
o

. 
o

f
E

ve
nt

C
am

p

M
en

W
om

en

R
w

an
de

se

So
m

al
i

So
m

al
i

m
en

So
m

al
i

w
om

en

R
w

am
de

se
m

en

R
w

an
de

se
w

om
en

0-4 .27

(.53)

n=213

.31

(.60)

n=73

.25

(.48)

n=140

.16

(.26)

n=153

.56

(.84)

n=60

.57

(.84)

n=30

.54

(.86)

n=30

.13

(.22)

n=43

.18

(.27)

n=110

5-8 .43

(.48)

n=192

.52

(.55)

n=55

.40

(.45)

n=137

.34

(.35)

n=148

.74

(.70)

n=44

.63

(.69)

n=20

.83

(.71)

n=24

.45

(.46)

n=35

.31

(.31)

n=113

9-12 .48

(.54)

n=172

.44

(.59)

n=62

.51

(.51)

n=110

.36

(.37)

n=129

.84

(.76)

n=43

.70

(.83)

n=23

1.0

(.67)

n=20

.29

(.30)

n=39

.40

(.40)

n=90
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13-16 .71

(.64)

n=262

.69

(.66)

n=120

.72

(.63)

n=142

.49

(.42)

n=191

1.27

(.80)

n=71

1.21

(.74)

n=38

1.34

(.87)

n=33

.45

(.46)

n=82

.53

(.38)

n=109

17-20 .73

(.68)

n=173

.74

(.67)

n=97

.71

(.71)

n=76

.51

(.38)

n=114

1.15

(.92)

n=59

1.12

(.87)

n=34

1.19

(.98)

n=25

.54

(.40)

n=63

.48

(.36)

n=51

21-24 1.08

(.85)

n=212

1.12

(.88)

n=109

1.04

(.81)

n=103

.69

(.39)

n=100

1.44

(.98)

n=112

1.61

(.99)

n=54

1.28

(.95)

n=58

.65

(.36)

n=55

.73

(.410

n=45

25+ 1.7

(.95)

n=182

1.39

(.90)

n=101

2.08

(.88)

n=81

.89

(.48)

n=62

2.11

(.86)

n=120

1.81
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Figure 4k illustrating the relationship between number of events and depression
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Figure 4l showing dose-effect relationship between number of event types and depression

across national groups and gender
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Dose Effect Relationship between Number of events and 
depression across cultures
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Figure 4n

Dose Effect Relationship between Number of events and 
Depression across Gender
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Dose Effect Relationship between Number of Events and 
Depression within and across Gender Groupings
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Figure 4p illustrating  relationship between number of events and PDS sum scores
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Linear Relationship between Number of 
Events and PDS Sum Score
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Poverty, PTSD and Depression

The socio-economic status of the sample was carefully measured in enumerating the

number of meals, to reflect nutrition, counting the number of years of schooling received

in order to ascertain education, and computing the total value of household goods and

belongings per person, since steady income was an exception.  The number of meals was

an important predictor of PTSD and depression.  Assets owned bore little relationship to

either PTSD or depression, while education was a minor predictor of both.  The number

of traumatic events experienced superseded any socio-economic factor as the main

predictor of PTSD and depression.  Our findings challenge the notion that poverty

necessarily enhances the risk of mental health disorders.

The Validity of the PTSD Construct in a non-western sample

Internal Validity

The validation exercise revealed a kappa score of 0.74, sensitivity of 0.86 and a

specificity of 0.88 between the diagnosis reached by the trained non-professional

interviewers using the PDS and the expert clinicians using the CIDI.  This was not the

case with the HSCL-25, where a kappa score of 0.34 was reached.  In general however,
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the validation of the instruments as previously described in detail shows that lay

interviewers can, through a high level of training and supervision, make correct diagnosis

of PTSD and depression even in non-western populations.

External validity

One gauge of how valid the PTSD construct is in a non-western sample is to measure

how well the different key indicators correlate with PTSD and its components.  The PDS

sum score correlated very highly with the component symptom clusters, as is to be

expected: with the intrusion sum score (r = .922, p < .01), with the avoidance sum score

(r = .933, p < .01) and with the arousal sum score (r = .912, p < .01).

However, the PDS sum score also correlated highly with the HSCL-25 anxiety sum score

(r = 784, p < .01) and the HSCL-25 depression sum score (r = .858, p < .01),

demonstrating that the concepts being measured are related.  The PDS sum score also

correlated highly with the sum score of functioning deficits (r = .657, p < .01) and with

the sum score of health complaints (r = .362, p < .01).  This could be assumed to indicate

that PTSD as quantified by the PDS sum score as a continuous construct relates to health

and function.

To emphasize this association, the HSCL-25 anxiety sum score correlates highly with the

functioning sum score (r = .640, p < .01), as does the HSCL-25 depression sum score (r =

.645, p < .01).  The HSCL-25 anxiety sum score also correlates to a small but significant

extent with the sum score of health complaints (r = .467, p < .01), as does the HSCL-25

depression sum score (r = .333, p < .01).  It may be deduced that depression and anxiety

may lead to complaints of physical ill-health, and that depression, anxiety or traumatic

stress symptoms may lead to deficits in functioning across different domains.

Introducing a causative relationship, the number of lifetime event types experienced

correlates highly with the PDS sum score (r = .544, p < .01), with separate components of

the PTSD construct: intrusion (r = .532, p < .01), avoidance (r = .476, p < .01), arousal (r

= .503, p < .01) as well as the functioning sum score (r = .455, p < .01) and the health

complaints sum score (r = .254, p < .01).  Functioning is also highly correlated with

separate components of the PTSD construct: intrusion (r = .592, p < .01), avoidance (r =

.625, p < .01) and arousal (r = .583, p < .01).
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Notably, substance (ab)use does not correlate significantly with any indicator,

underlining the inadequacy of this measurement as elsewhere mentioned.  The variables

mentioned above show the expected close association with each other that one would

expect in any western traumatized population.  The fact that the correlations confirm each

other across causative, co-morbid and consequential paradigms within this sample

suggests that the PTSD construct resonates beyond western cultures and populations.

The correlations discussed are summarised in Appendix 8.

The PTSD Diagnosis

Additional evidence that the PTSD construct was accurately identified in a non-western

sample is supplied by the ability of the PTSD diagnosis to distinguish clearly between the

traumatized and non-traumatized respondents across important indicators.

Traumatised respondents reported more physical health complaints, a higher PDS sum

score as well as higher scores on all symptom clusters symptoms, than healthy

respondents.  They also scored higher on both the anxiety and depression scale.

Traumatised respondents also scored higher on both passive avoidance and active

avoidance than non-traumatised respondents, had experienced more lifetime traumatic

events overall, as well as recent traumatic events.  They had also experienced more

sexual violence and reported more functioning deficits than non-traumatized respondents.

Substance use differences between traumatized respondents and non-traumatized

respondents were also significant, with traumatized respondents using more substances

than non-traumatized respondents.

Differences in asset value between traumatised and non-traumatised respondents did not

reach levels of significance.  Means and t-test values are summarised in the table below.

Table 4.11 showing means and independent t-test values for traumatized and non-

traumatized respondents.

Indicator PTSD No PTSD T

Health 5.44 (2.45) 3.67 (2.37) T(1414) = 13.4; p < .000

PDS Sum Score 26.96 (11.85 6.34 (7.25) T(785) = 35.9; p < .000

Intrusion 9.05 (4.25) 2.52 (3.27) T((922) = 30.5; p < .000
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Avoidance 10.14 (5.27) 2.36 (3.28) T(795) = 30.8; p < .000

Passive Avoidance 5.31 (3.58) 0.82 (1.59) T(670) =27.5; p < .000

Active Avoidance 4.83 (2.43) 1.54 (2.24) T(1065) = 25.5; p < .000

Arousal 7.50 (3.98) 1.46 (2.24) T(747) = 32.2; p < .000

Anxiety 1.34 (0.73) 0.38 (0.45) T(785) = 27.5; p < .000

Depression 1.39 (0.86) 0.38 (0.48) T(747) = 24.9; p < .000

Lifetime Event Types 13.16 (5.04) 8.04 (5.15) T(1407) = 18.2; p < .000

Recent Event Types 0.5 (1.84) 0.17 (0.71) T(630) = 3.99; p < .000

Sexual Events 1.19 (1.68) 0.57 (1.06) T(576) = 6.75; p < .000

Functioning 3.93 (1.93) 1.01 (1.69) T(373) = 17.9; p < .000

Substance Use 1.02 (4.53) 0.56 (2.15) T(670) = 2.23; P = .026

4.5.5 Discussion

Nationality, Gender and Age in relation to PTSD and Depression

Nationality

The findings show clear differences between the two cultural groups.  The Somalis are in

general younger in age, Muslim by religion and in the main have no occupation.  They

rely mainly on food aid from UNHCR.  The Rwandese are predominantly Christian by

religion and farmers by occupation.  The Somalis have lived longer in the camp than the

Rwandese and have larger households.  Differences in level of education did not translate

into increased asset value, except among the Rwandese, where the better-educated men

also possessed more assets than the women.  While the Somali men are better educated

than all other sub-groups, they were unable to translate this into gainful employment, and

differences in asset value across nationality remain insignificant.  Possibly because they

are agriculturally occupied, the Rwandese are better-fed than the Somalis, although both

groups access much less to eat than their daily requirements and hardly include any

proteins in their diet.

It is clear from the socio-demographic findings that these are two very different ethnic

groups with different backgrounds, histories, cultures, nutritional patterns and amounts of

trauma exposure.
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These national differences were reflected in PTSD prevalence across national groups.

The Somalis had a higher PTSD prevalence than the Rwandese.  This elevated prevalence

could be accounted for by the fact that the Somalis had not only experienced more

lifetime traumatic events than the Rwandese, but also more recent traumatic events (in

the past year).  As a result, the Somalis also scored higher on the PDS sum score than the

Rwandese, as well as on all three separate PTSD symptom clusters.

The co-morbid associations also evidenced clear differences between cultural groups.

The Somalis were both more anxious and depressed than the Rwandese.  However, there

were no differences in reported functioning deficits and health complaints across national

groups, suggesting that other factors other than PTSD and depression affect health and

functioning in both populations, possibly the lack of sufficient nourishment as an

example.

While national differences were clear and significant across all indicators except asset

value, health complaints and functioning deficits, differences within each national group

followed different patterns.  The Somali national group was quite homogeneous.  There

were no differences in age, number of years spent in the camp, PTSD prevalence, number

of lifetime traumatic events, number of recent traumatic events, PDS sum score, intrusion

and avoidance symptom sum scores, depression, reported functioning deficits and asset

value between Somali men and Somali women.  However, the Somali women were less

educated, had less to eat, had larger households, reported more arousal symptoms, were

more depressed and reported less substance use than Somali men.

The Rwandese national group was less homogeneous.  The men tended to be older, better

educated, had smaller households and had more assets than the women.  However, they

had less to eat, reported more substance use and more functioning deficits than the

women.  The Rwandese men evidenced a higher PTSD prevalence than the women, had

experienced more lifetime traumatic events, scored a higher PDS sum score, manifested

more intrusion and avoidance symptoms, and were more depressed.

It is clear from the foregoing that the two national groups had very different mental

health outcomes due to their different historical and other experiences, such as number of

traumatic events experienced.  Their ongoing experiences were also different.  The camp
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is obviously more unsafe for the Somalis, who experienced more traumatic events within

the past year than the Rwandese, and who also have less to eat.  This could contribute to

differences in PTSD prevalence and related mental health outcomes such as anxiety and

depression.

Within cultures, mental health outcomes were associated more with experiences than

cultural identity as such.  Hence, Rwandese women were mentally healthier than the men

on all indicators, possibly because they had also experienced fewer traumatic events.

Our finding of a high PTSD prevalence rate is consistent with findings from other post-

conflict populations (de Jong et al., 2003; Dyregrov et al., 2000; Neuner, Schauer,

Karunakara et al., 2004; Pham et al., 2004; Schaal & Elbert, 2005).  One explanation for

the high prevalence rates could be the higher than usual exposure.  An average of 10

different event types each was reported for our population.  A second factor may be the

types of events experienced.  Most of the respondents had experienced conflict-related

violent events including combat, harassment and violence from armed personnel,

witnessing killings and torture.

Gender

It has been argued that women are in general more susceptible to PTSD than men.  In this

sample, across and within-gender differences were varied.  Rwandese women had the

lowest overall prevalence of PTSD, as well as the lowest number of lifetime traumatic

events.  In contrast, Somali women have exactly the same prevalence as the men (the

highest in this sample), as well as the same amount of traumatic load.  Across culture,

Somali women also had higher prevalence of PTSD than Rwandese women, and had

experienced both more lifetime and recent traumatic events than the Rwandese women.

As a result, Somali women also scored higher on the PDS sum score as well as on all

three PTSD symptom clusters.  They were also more anxious and depressed than

Rwandese women.  The Somali women had spent more years in the camp (in which they

had experienced a higher number of recent traumatic events), had larger households and

less to eat than Rwandese women.  However, there were no differences in educational

attainment, value of possessions, age, functioning deficits or health complaints between
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Somali and Rwandese women.  Rwandese women reported more substance use than

Somali women.

Somali men had a higher PTSD prevalence than Rwandese men.  They had also

experienced a higher number of lifetime traumatic events, scored higher on the PDS sum

score as well as on all three symptom clusters and were more depressed.  However,

Rwandese men reported more substance use than Somali men.  Differences in

functioning deficits and health complaints were insignificant.  Somali men were younger

and better educated than Rwandese men, but they did not possess more assets, had larger

households, had spent more time in the camp and had less to eat.

It is clear from the foregoing that in this population, gender in itself did not predict

mental health outcomes such as PTSD prevalence, depression or anxiety.  While the

Rwandese women were the healthiest subgroup, the Somali women were the unhealthiest

subgroup, because of the differences in their (especially traumatic) experiences.  The

mental health differences between the men across cultures could also be attributed to

their varying experiences (including traumatic experiences), and were not mitigated by

education, possessions or gender as such.  Sexual violence played a minor role in the

entire sample compared to non-sexual violent traumatic events.  As such, while sexual

violence could explain part of the high PTSD prevalence among Somali women since

they had also experienced the most sexual violence, it does not explain all the prevalence.

The Somali men exhibited exactly the same prevalence, without reporting any sexual

violence.

Previous studies have shown women to be at greater risk of developing PTSD than men

(Breslau, 2002; Breslau, Davis, Andreski, Peterson, & Schultz, 1997).  In this population,

men had a higher prevalence of PTSD (42.7%) than women (34%).  This echoes the

results of other studies in which gender did not play a predictive role in PTSD or

depression (Momartin et al., 2003).  Since most of the events were conflict-related, it is

conceivable that the men were more directly involved in the events than the women.  At

the same time, sexual violence was less important in this population than conflict

violence.  Sexual violence, especially rape, has been shown to lead to the development of

PTSD in women in almost 50% of the cases.
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Age

Age showed a linear relationship with PTSD prevalence, number of lifetime traumatic

event types and PDS sum score.  However, PTSD prevalence peaked in middle age (age

group 45-56) and declined in old age.  This may suggest that age alone does not fully

predict PTSD, but is influenced by other factors, for example the number of traumatic

events, which would also likely increase with age.

Predictors of PTSD and Depression

A regression analysis showed the total number of separate traumatic event types

experienced to be the single most important predictor of PTSD and depression.  Second

to this was nationality.  The fact of being Somali increased the risk of suffering from

PTSD or depression.

Nutrition (measured by the number of meals consumed in a day) was the most important

predictor of PTSD after trauma exposure and nationality, and was related to both PTSD

and depression: patients suffering from PTSD and depression also had fewer meals in a

day than those who were healthy.  Educational attainment, age and sex were less

important predictors.  Economic status (the number of possessions) was not related to

either PTSD or depression.

The importance of trauma exposure as a predictor of both PTSD and depression has been

documented before (de Jong et al., 2003; Momartin et al., 2004; Neuner, Schauer,

Karunakara et al., 2004; Steel et al., 2002).  Our data confirms this association.

In this sample, nationality also emerged as a second important predictor for both PTSD

and depression.  Further research is required in order to clarify whether the increase of

risk due to the fact of belonging to a particular cultural group is a valid predictor of PTSD

and depression, or whether in this case, the fairly small sample of Somali respondents

were a special population non-representative of Somali refugees in general.

Poverty and mental health

Some studies have cited poverty and lack of education as important predictors for mental

ill-health especially in developing countries (Patel & Kleinman, 2003).  Our data does not
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support this finding.  In this population, it is clear that exposure to traumatic events, and

not poverty or lack of education, is the key predictor of subsequent mental ill-health.

Dose-Effect Relationship Between Trauma Load and PTSD and Depression

A dose-effect relationship between trauma load and development of PTSD has been

established in the literature (Ai et al., 2002; R. Mollica et al., 1998; R. F. Mollica, K.

McInnes, C. Poole, & S. Tor, 1998; Neuner, Schauer, Karunakara et al., 2004).  Our data

confirms this relationship.  In our sample for example, the Somali subgroup had a

significantly higher trauma exposure than the Rwandese subgroup.  This is reflected in

the higher PTSD prevalence among the Somalis (48.1%) than the Rwandese (32%, and

the higher average of PTSD symptoms.  This is corroborated by the fact that the Somalis

were also significantly more anxious and depressed than the Rwandese.

PTSD prevalence and depression showed a linear dose-effect relationship to the number

of separate lifetime traumatic event types experienced.

Additionally, a positive and significant correlation was found between the number of

traumatic events (exposure) and the PDS sum score (total number of individual PTSD

symptoms according to the PDS).

Physical ill-health was found to correlate significantly with PTSD.  PTSD sufferers also

reported more physical health ailments than healthy respondents.  This correlation,

however, though significant, was fairly small, indicating that PTSD and depression only

explain a portion of the physical ill-health.  Other factors unrelated to mental health such

as nutrition or poverty may also explain part of the physical health complaints.

Extant literature has established the co-morbidity of depression, anxiety and substance

abuse to PTSD (Breslau, 2002; Momartin et al., 2004).  Our data supports the co-

morbidity of anxiety and depression with PTSD.

Substance abuse, however, was under-reported in both nationality groups.

Validity of the PTSD Construct

The PTSD construct has often come under attack as being of limited relevance especially

in non-western societies.  It has been argued that such societies are in greater need of

socio-economic aid than psychological or psycho-social intervention (Bracken et al.,
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1995; Summerfield, 1997, 1999).  When the PDS sum score was correlated with its

component symptom clusters: avoidance, arousal and intrusion, high correlation

coefficients were obtained.  The PDS sum score also showed significant correlations to

the physical ill-health sum score, and the HSCL-25 anxiety and depression sum scores.

The clear dose-effect relationship between trauma exposure and PTSD symptomatology

speaks for the relevance of PTSD as a construct for this population.  So does the fact that

a high prevalence of PTSD and co-morbid depression were to be detected years after the

causative events, and even after the provision of basic material needs.

Limitations of this study

This study only ascertains the point prevalence of PTSD in these populations.  This could

be an underestimation of the psychopathology since it was not possible to establish

lifetime prevalence.  The PDS is specifically a point prevalence instrument to measure

current PTSD (symptoms experienced within the last four weeks).  It would have been

edifying to know also the prevalence of lifetime PTSD in this population.

The translated versions of the PDS demonstrated acceptable psychometric properties

across both populations (Ertl et al.).  The same could not be said for the HSCL-25.  It is

therefore possible that while the Somalis may have been to some extent more depressed

and anxious than the Rwandese, in keeping with their levels of traumatic exposure, this

effect could have been compounded by the imprecise rendition of the HSCL-25 in this

language.  The HSCL-25 has not shown itself to be as easy to render in local non-western

languages as the PDS, probably because of its very specific terminology.

The measure of functioning used is less than adequate because it only enumerates

different areas of functioning, without gauging the levels of distress caused by specific

deficits.  As such, functioning deficit is only mirrored by different counts of malfunction,

and not degrees thereof.  This could be misleading because a single deeply distressing

function deficit could be more debilitating than several minor deficits across different

areas; which fact is not reflected in the measure of functioning.  In addition, some of the

areas of functioning measured are not relevant to the population (such as schooling,

occupation) and do not reflect more immediate indicators possible within a refugee

population.  Future studies should develop more appropriate tools to gauge functioning.
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However, the limited measure of functioning still provided valuable insights into the

relationship between mental ill-health and daily function.

Demographic measures from a Ugandan population were lacking, so meaningful

comparisons between the migrant and host populations cannot be drawn.

Substance (ab)use was underreported by both national groups.  This may be due to the

inadequacy of the questions used.  Only three categories of substances were enumerated:

khat, crude liquor (waragi) and psychoactive drugs, which were taken as one item.  A

more finely calibrated list may have elicited more responses.  This is a concern for future

research.

4.5.6 Conclusions

These findings give a valuable insight into the general situation of post-conflict migrant

populations in resource-challenged regions such as Africa.  This population presents an

underfed, under-educated, under-occupied, poor and physically unhealthy profile.  The

entire population access much less to eat than their daily requirements, and the vast

majority cannot afford to include proteins in their diet.  This may partly explain their

susceptibility to common physical health complaints.  This population own assets worth

less than $ 10 each and have had few years of education.  Even those with some

education have no means of converting this into income.

However, although migrant populations are in general very poor, malnourished and

physically unhealthy, this does not have enhanced mental ill-health as an obvious

consequence.  In this population, the amount of traumatic exposure was the dominant

predictor for both PTSD and depression.  While nourishment is also an important

predictor of PTSD, it is unclear whether this is a consequence or propter of PTSD.  From

our findings, it is to be concluded that while not everyone exposed to traumatic events

will develop PTSD, increased trauma exposure can lead to the development of PTSD in

non-western populations. Exposure to traumatic events remains the single most important

predictor for PTSD.  This is in keeping with current scientific knowledge.  It is also

confirmed that depression and anxiety are often co-morbid with PTSD even in non-
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western populations.  Our data also confirms the existence and recognition of PTSD as a

mental health concept in non-western populations (Elbert & Schauer, 2002).

A key objective of this study was to build capacity, by training lay persons to carry out

diagnostic interviews.  This objective was successfully met.  Over 1491 were eventually

carried out.  A validation by expert clinicians revealed impressive psychometric

properties of the translated instruments, (kappa = 0.74; sensitivity = 0.85; specificity =

0.84), suggesting the efficacy of investing in local capacity to carry out diagnosis for

even severe mental health disorders.

Categories of mental ill-health, like PTSD, are currently visualized as dichotomous.  In

this study, PTSD has been treated both as a dichotomous diagnostic grouping variable

depending on whether patients fulfil the criteria for PTSD or not (PTSD status), as well

as as a continuous construct without a cut-off point (PDS sum score).

While many do not fulfil the criteria for PTSD, they may have symptoms that seriously

impede their functioning.  This concept of mental health as a continuity has important

connotations for diagnosis and service provision.

This study can only echo the words of Tam et al. (2004) that there is a crucial need to

invest in the study of epidemiology in conflict areas in order to better set intervention

priorities (Tam, Lopman, Bornesmisza, & Sondorp, 2004).
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5 Treating Post Traumatic Stress Disorder

5.1 Theories of Post Traumatic Stress Disorders

Ultimately, the onus rests on researchers into Post Traumatic Stress Disorder to look for

treatment solutions.  This is the logical ethical obligation of all research into mental

disorders.  The different modalities in the treatment of PTSD have been inspired by

theories of aetiology and progression of the disease:

Learning Theories of PTSD

Present day exposure techniques of treating trauma involve confronting one’s fears and

are derived partly from learning therories of PTSD, especially Mowrer’s two-factor

theory.  According to Mowrer, fear is acquired via classical conditioning, when a neutral

stimulus is paired with an aversive stimulus (or unconditioned stimulus; UCS).

Following such pairing, the neutral stimulus, (now a conditioned stimulus, or CS) comes

to elicit a conditioned fear response (CR).  This acquired fear is then maintained via

operant conditioning, in which avoidance and escape are used to alleviate anxiety through

negative reinforcement.  Even when the UCS is terminated, the persistent avoidance of

the CS prevents the realization that the CS no longer leads to negative consequences, and

so the avoidance serves to maintain fear and anxiety.  Exposure techniques were

developed as a way of intervening in this process, forcing the individual to realize that the

CS is no longer dangerous and avoidance no longer necessary (Mowrer, 1960).

In attempting to account for the development and maintenance of PTSD symptoms,

contemporary learning theory regards re-experiencing and arousal symptoms as

conditioned emotional responses that result from classical conditioning and are elicited

by stimuli within the environment.  According to behavioural theory, although initial

symptoms may be caused by the trauma, many current symptoms are sustained by

attempts to manage trauma-induced distress.  Avoidance behaviours, behavioural

excesses and behavioural deficits are under operant control (Brewin & Holmes, 2003;

Foa, Keane, & Friedman, 2000).
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Emotional processing theory

It has been proposed that PTSD occurs because of a person’s inability to process a

traumatic experience adequately.  Emotional processing theory holds that PTSD emerges

due to development of a pathological fear structure concerning the traumatic event.  This

fear structure includes representations about stimuli, responses and their meaning.  Any

information associated with the trauma activates the fear structure.  People with PTSD

have a fear structure that is thought to include such a large number of stimuli elements

that it is easily accessed.  Attempts to avoid this activation result in the avoidance

symptoms of PTSD.  According to this theory, successful therapy requires the correction

of the pathological elements of the fear structure, and this corrective process is the

essence of emotional processing.  For the fear to be reduced, the fear structure has to be

activated, and new information must be provided which is incompatible with the existing

pathological elements.  This will lead to the correction of the pathological elements.  This

can be done by employing exposure procedures.

Exposure procedures consist of assisting the patient in confronting trauma-related

material, hence activating the trauma memory.  This provides an opportunity for the

introduction of new corrective information, which modifies the pathological elements of

the trauma memory (Brewin & Holmes, 2003; Foa et al., 2000; Foa & Kozak, 1986; Foa

& Rauch, 2004; Lang, 1977).

Dual representation theory

The dual representation theory is an attempt to reconcile the theories of PTSD. It

incorporates both the information-processing and social-cognitive theories.  Dual

processing theory proposes that sensory input is subject to both conscious and

unconscious processing, and describes two types of emotional reactions. (Brewin, 2001b;

Brewin, Dalgleish, & Joseph, 1996; Brewin & Holmes, 2003; Foa et al., 2000).  In

contrast to the proposal of fear network theories that a traumatic memory is an ordinary

memory that has a particular structure (more response elements, stronger inter-element

associations), the theory of dual processing posits that two memory systems operate in

parallel, but one may take precedence over the other at different times.  Oral or written

narrative memories of a trauma reflect the operation of a “verbally accessible memory”
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(VAM) system, so called to reflect the fact that it can be deliberately retrieved as and

when required.  In contrast, flashbacks are thought to reflect the operation of a

“situationally accessible memory” (SAM), so called to reflect the fact that flashbacks are

only ever retrieved involuntarily by situational reminders of the trauma.  Recovery

depends partly on reducing the continued automatic reactivation of situationally

accessible information, if possible by transforming the information held here into

verbally accessible memory, as well as re-adapting distorted cognitions and appraisals of

the trauma and self (Brewin, 2001a, 2001b; Ehlers & Clark, 2000).

Social-Cognitive Theories

Social cognitive theories are also concerned with information processing, but accentuate

the impact of the trauma on a person’s belief system and the adjustment that is necessary

in order to reconcile the traumatic event to previous beliefs and expectations.  Janoff-

Bulman for example refers to the shattering of one’s assumptions that the world is a safe,

benevolent place where one is competent, able and worthy (Janoff-Bulman, 1992).These

theories focus on the emotional reactions to a traumatic event, such as primary emotions

(fear, sadness, anger) as well as secondary ones (guilt, shame).

New information that is congruent with existing beliefs about the self and the world is

effortlessly assimilated because the information matches schemas.  When information is

received that is discrepant to existing schemas, the individual must reconcile the new

information with prior beliefs of the self and world.  Prior schemas must be altered,

accommodated to incorporate the new information.  Since trauma events are surrounded

by strong emotional reactions, this process is often avoided.  Additionally, altering one’s

beliefs may leave one feeling more vulnerable to future traumatic events.  Thus, instead

of accommodating their beliefs to incorporate the traumatic event, victims may distort

(assimilate) the trauma to keep their beliefs intact (M. K. Johnson & Hasher, 1987).

Over-accomodation occurs when victims alter their belief systems to the extreme to avoid

future traumas.  Such over-accomodated beliefs may take the form of extreme distrust

and low esteem of self and others.  Such beliefs interfere with natural emotions

associated with the trauma such as fear and sadness, thereby preventing the appropriate

processing of these emotions and beliefs.
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According to this theoretical base, affective expression is needed therefore, not for

habituation, but for the trauma memory to be processed fully, the assumption being that

once accessed, the emotions will quickly dissipate.  Accomodation of the faulty memory

with the schemas can then begin, by challenging over-accomodated beliefs regarding the

event, oneself and the world (Foa et al., 2000).

These theories are the basis for cognitive therapies for PTSD.  Trauma research into

treatment of PTSD has been guided by the above-described theoretical premises (Brewin,

1989, 1996; Brewin et al., 1996; Brewin & Holmes, 2003; Ehlers & Clark, 2000).

5.2 Treating Post Traumatic Stress Disorder in Adults

There are various treatments for PTSD, which can generally be categorized as:

A) Global therapies b) Individual therapies c) Family / Marriage therapies

D) Group therapies e) Social Rehabilitative therapies f) Pharmacological therapies

Some treatments for PTSD encourage the client to specifically remember and focus on

the experienced trauma (trauma-focus treatment).  Others encourage the client to increase

coping skills for current here and now stresses to improve daily functioning and decrease

PTSD symptoms.  Most therapies include establishing trust and safety, trauma-focus or

supportive treatment and integration (Friedman, 2000; Meadows & Foa, 1999; Rothbaum

& Foa, 1996; Rothbaum, Meadows, Resick, & Foy, 2000).

Global therapies include psychological debriefing, psycho-educational approaches and

peer counselling, and may be used in combination with individual and group therapies.

Psychological Debriefing

The heated debate about psychological debriefing continues (McNally, Bryant, & Ehlers,

2003; Raphael, 2003).  The efficacy of psychological debriefing following potentially

traumatising events has become extremely controversial.  Deahl concludes in his review

that despite the negative results of recent randomised controlled trials, psychological

debriefing remains the most widely used structured intervention following potentially

traumatising events (Deahl, 2000).  In a review of 8 selected studies, Aulagnier et al.
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found that in 4 of the studies, psychological debriefing did not result in any intervention

effect.  In 3 of the studies it led to a negative effect and in 1 study, a positive effect on

anxiety, depressive symptoms and alcohol dependence was suggested. (Aulagnier,

Verger, & Rouillon, 2004).

Other reviews found the evidence for psychological debriefing inconclusive at best, and

negative at worst since it implies re-exposure through memory processes to the trauma,

which may interfere with the natural course of adjustment and recovery.  Psychological

debriefing may also delay the diagnosis and thus the early treatment of PTSD (Bisson,

2003; Bledsoe, 2003; Deahl, 1998; Gist & Devilly, 2002; Rose, Bisson, & Wessely,

2003; Suzanna, Jonathan, & Simon, 2002; Wessely & Deahl, 2003).

Primarily three different types of individual psychotherapy are most in use in the

treatment of PTSD: cognitive-behavioural therapy (CBT), psychodynamic psychotherapy

and eye movement desensitization reprocessing (EMDR).

Cognitive-Behavioural Therapy

Cognitive Behavioural Therapy is based on principles of learning and conditioning.

Many PTSD symptoms can be formulated in terms of standard psychological

conditioning, which occurs in a two-stage process: the fear conditioning in which a

trauma-related stimulus automatically evokes intrusion and hyper-arousal symptoms, and

the avoidant behaviour activated by the aforementioned powerful and intolerable

psychological responses.  Successful reduction of intrusion and hyper-arousal symptoms

will decrease the likelihood that avoidant behaviours will be repeated in the future

because of their protective value.

Various CBT approaches are designed to counteract these conditioned responses by

attacking this two-stage process with different techniques, the ultimate goal being to

normalize the abnormal feelings, thoughts and behaviours exhibited by individuals with

PTSD.  CBT has proven to be one of the best treatments for PTSD in the current

published literature.  Cognitive Behavioural Therapy techniques used in PTSD treatment

are most often used in combination with each other and include:
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1. Exposure Therapy – techniques aimed at disconnecting the overwhelming sense

of fear from trauma memories

2. Cognitive Therapy – techniques focused on relearning thoughts and beliefs

generated from the traumatic event, which impede current coping skills, which

include Cognitive Processing Therapy (CPT) – techniques that focus on both the

emotional and the cognitive consequences of trauma exposure

3. Stress Inoculation Training (SIT) – a variety of anxiety management techniques

designed to increase coping skills for current situations and to reduce symptoms

4. Systematic Desensitization – a technique designed to help clients substitute a

relaxation response for the anxiety response typically elicited by a reminder of the

trauma

5. Assertiveness Training – a technique focusing on replacing an assertive response

for the anxiety response typically elicited by a traumatic reminder

6. Biofeedback and Relaxation Training – anxiety management techniques used to

help clients master overwhelming anxiety feelings elicited by a trauma reminder

Cognitive-behavioural therapy has among its theoretical considerations the theory of

emotional processing.  If PTSD symptoms are the result of inadequate emotional

processing, then therapy, aiming at the reduction of these symptoms, can be perceived as

facilitating such processing.  Foa and Kozak adopted Peter Lang’s theory of fear (Lang,

1977) as a cognitive structure containing representations of feared stimuli, fear responses

and the meaning associated with these stimuli and responses (Foa & Kozak, 1986).  They

suggested that the fear structures of anxiety-disordered individuals include pathological

elements, and that treatment should be construed as modifying these elements (Friedman,

2000; Meadows & Foa, 1999; Rothbaum & Foa, 1996; Rothbaum et al., 2000).

According to this theory, two conditions are required for the reduction of fear.  First, the

fear memory must be activated.  Second, new information must be provided –

information including elements that are incompatible with existing pathological elements

in the structure, so that a new memory can be formed.  Exposure procedures activate the

structure (elicit fear) and constitute an opportunity for corrective information to be
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integrated, and thus modify the fear structure.  The result of such modification should be

the reduction of symptomatology.  Repeated exposure to the memory of the trauma is

expected to result in habituation, so that the survivor can remember it without intense fear

responses.  Via exposure, situations that had aroused intense fear cease to do so.  When

the fear elements in the structure are attenuated, many stimuli that were associated with

fear through generalization no longer elicit fear.  Foa and Kozak suggested that

habituation within and across exposure sessions, and changes in threat appraisals, are

indicators that changes ain the fear structure have taken place.

Expanding on this, Foa and Riggs suggested that the trauma memory of a PTSD sufferer

is distinguished by representations of the world as indiscriminately dangerous and of the

self as an inadequate coper (Foa & Riggs, 1993).  They further suggested that the fear

structures of traumatic memories are more disorganized than other memories and

therefore more difficult to modify.  This reminds one of Janet’s proposition that trauma

memories remain unchanged and stable over time, unlike normal memories which are

susceptible to decay (B. van der Kolk, 1996b).  If true, then treatment should be directed

towards both organizing the memory and correcting the maladaptive beliefs.  Proof for

this contention came from analyzing victims’ narratives of trauma during exposure.

Expressions of disorganization (e.g. unfinished thoughts and repetitions) decreased from

the first to the last descriptions of the trauma, and this decrease was correlated with

improvement, such as symptom reduction (Foa, Molnar, & Cashman, 1995).

On the basis of their work with rape victims, Foa and Riggs suggested that prolonged

exposure (PE), because it brings about a decrease in the anxiety associated with a

traumatic memory, permits a re-evaluation of the meaning of representations in the

memory.  The repeated reliving in PE generates a more organized memory record that

can more readily be integrated with existing schemata.  Treatment by reliving of the

trauma does not directly address the victim’s schemata about the world and the self.

However, once the trauma memory is emotionally processed, the victim is able to view

the trauma as a distinct event rather than a representation of the world as a whole, and

thus to discriminate between danger and safety.  Moreover, the successful processing of

the traumatic memories leads to a reduction in PTSD symptoms, especially intrusion and

avoidance.  This symptom reduction helps change the victims’s self-preception from an
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inadequate to an adequate coper.  Indirectly, exposure treatments may also foster positive

social interactions.  If the victim no longer perceives the world as indiscriminately

dangerous, and the self as an inadequate coper, they may be more open to social support.

Taking this concept a step further, Ehlers and Clark proposed a cognitive model of PTSD

(Dunmore, Clark, & Ehlers, 2001; Ehlers & Clark, 2000).  According to this model,

PTSD is caused and sustained by erroneous appraisals of the trauma.  For example,

individuals with persistent PTSD are unable to see the trauma as a time-limited event that

does not have global negative implications for their future, creating a sense of serious

current threat.  Treatment therefore centres on cognitively correcting the false appraisals

of self, the world and the trauma that sustain the symptoms.

Cognitive-behavioural treatment for anxiety disorders can be divided into two categories:

exposure therapy and anxiety management training (AMT).  Exposure therapy as

discussed above is a set of techniques including prolonged exposure, in vivo exposure,

imaginal exposure and systematic desensitization whose common denominator is helping

the client confront feared situations, such as in phobic fears.

AMT involves teaching the client how to control intense anxiety using specific skills, and

is the treatment of choice for chronic anxiety such as in generalized anxiety disorder.

Both specific fears and general chronic arousal are among the defining characteristics of

PTSD, and therefore both treatment categories are applicable to this disorder.

Exposure therapy techniques are designed to activate the trauma memories in order to

modify pathological associations in these memories to generate new, non-pathological

associations.  AMT is designed to manage anxiety when it occurs; in this case, the

emphasis is not on fear activation as much as on furnishing the client with tools to

manage it.

Stress inoculation training (SIT) techniques seem to more directly impact on the self-

schemata of the victim, but do not directly address the organisation of the trauma

memory.  Teaching the victim techniques for coping with stress and anxiety, such as

relaxation and cognitive restructuring fosters a self-image of a successful coper.  SIT may

indirectly affect the victim’s perception of the world in two ways: the increased

perception of control as well as the perception of the self as adequate may lead one to
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better avert future dangers.  These schematic changes may also facilitate positive social

interactions, which in turn will strengthen the functional schemata (Friedman, 2000;

Meadows & Foa, 1999; Rothbaum & Foa, 1996; Rothbaum et al., 2000).

Cognitive behavioural and cognitive processing approaches are among the best attested to

in the treatment of PTSD.  Various randomized controlled trials have attested to their

effectiveness in comparison with exposure therapies or counselling (Ehlers et al., 2003;

Foa et al., 1995; Foa & Rauch, 2004; Foa, Rothbaum, Riggs, & Murdock, 1991; Resick,

Nishith, Weaver, Astin, & Feuer, 2002).

Psychodynamic Psychotherapy

Psychodynamic psychotherapy has been used to treat traumatic disorders for over 100

years.  Psychodynamic theory focuses on psychic balance, which sometimes can only be

achieved when the client forces intolerable thoughts and feelings out of conscious

awareness through the process called repression.  However, these now unconscious

traumatic memories are still powerful enough to be expressed as symptoms such as

intrusions, avoidant/numbing and hyper-arousal.

Psychodynamic treatment seeks to understand the context of the traumatic memories and

the defensive processes through which the unconscious transforms repressed memories

into the maladaptive symptoms that initially drive treatment.  Psychodynamic clinicians

presume that those exhibiting PTSD symptoms have an abnormal psychological balance

due to repressed memories and symptom formation.  According to psychoanalytic theory,

simply focusing on symptom reduction can achieve little as long as repressed memories

remain.

Using a process called “working through”, the clinician helps the client to understand the

meaning of each unconscious process to achieve a balance between traumatic memories,

external demands and subjective needs.  “Working through” requires the clinician to

maintain a stance of neutrality within the intense, therapeutic relationship.  This allows

the clients to project feelings about significant others onto the clinician, bringing feelings

and behaviours related to major relationships in the client’s life into the dynamic

relationship between the client and the clinician for thorough exploration.  By exploring

these feelings and behaviours, clients gain insight into how their repressed memories
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(along with associated thoughts and feelings) have been transformed into their current

symptoms.  Ideally, this awareness helps the client better control the repression defense

and ultimately leads to fewer symptoms.

Psychodynamic treatments vary from 12 sessions to seven or more years.  Longer

psychodynamic treatments seek to create a fundamental change in psychic balance while

briefer forms (12-15 sessions) seek to foster improved self-understanding and ego-

strength.

Brief Psychodynamic Psychotherapy (BPP), conducted within 12-15 sessions, focuses on

the traumatic event itself (Krupnick, 2002).  Through the retelling of the trauma story to a

calm, empathic, compassionate and non-judgemental clinician, the client achieves a

greater sense of self-cohesion, develops more adaptive defences and coping strategies,

and successfully modulates intense emotions that emerge during therapy.  While working

through the traumatic memories, the clinician also addresses the linkage between post-

traumatic distress and current life stresses.  Clients learn to identify current life situations

and environmental triggers that set off traumatic memories and exacerbate PTSD

symptoms (Friedman, 2000; Kudler, Blank, & Krupnick, 2000; Lindy, 1996).

Because psychodynamic treatment focuses primarily on psychic processes than

psychiatric symptoms, there are few randomized controlled clinical trials on its efficacy

in reducing PTSD symptoms.  Conclusively can it only be said that psychodynamic

treatment is more effective than a no-treatment waiting list.

Eye Movement Desensitization and Reprocessing (EMDR)

Eye movement desensitization and reprocessing is a relatively new psychological

treatment developed specifically to treat people who have experienced trauma.  It is a

form of exposure through desensitization with a strong cognitive component

accompanied by saccadic eye movements.  Proponents of EMDR believe that saccadic

eye movements reprogram brain function so that the emotional impact of a trauma can

finally be completely resolved (McNally, 1999; Shapiro, 1989; Shapiro & Maxfield,

2002).
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The technique involves the client’s imagining a scene from the trauma, focusing on the

accompanying thoughts and physiological arousal, and tracking the therapist’s rapidly

moving finger.  The sequence is repeated until the client no longer reports anxiety, at

which point the client is instructed to adopt an incompatible positive cognition such as

personal worth, self-efficacy or trustworthiness thought while imagining the trauma and

continuing the eye movements.  After each set of 10-12 eye movements, the clinician

asks the client to rate the strength of both the distressing memory and his or her beliefs in

the positive cognition.  Proponents of EMDR have interpreted the reported anxiety

reduction within a treatment session as indicative of its success (Chemtob, Tolin, Van der

Kolk, & Pitman, 2000; Friedman, 2000; Rothbaum & Foa, 1996).

In a systematic research synthesis of EMDR studies targeting trauma symptomatology

published between 1997 and 2003, Hertlein and Ricci conclude that none of the sixteen

EMDR studies reviewed attain the Platinum Standard criteria.  The mean score for the

studies was 8.28, with 9 of the studies exceeding the mean.  The Platinum Standard

results as a revision and modification of the Revised Gold Standard (RGS) of evaluating

empirical treatment studies.  Hertlein and Ricci recommend more rigorous research

designs for EMDR effectiveness (Hertlein & Ricci, 2004).

Shepherd et al. had made a previous review of sixteen published randomized controlled

trials comparing EMDR with alternative psychotherapy treatments, variants of EMDR

and delayed treatment groups.  Two studies suggested that EMDR is as effective as

exposure therapies.  Three studies claimed greater effectiveness of EMDR in comparison

to relaxation training while three claimed superiority over delayed treatment groups.  Of

the studies examining specific treatment components, two found that treatment with eyes

moving was more effective than eyes fixed, while three studies found the two procedures

to be of equal effectiveness (Shepherd, Stein, & Milne, 2000).  Other studies have since

found the eye movements dispensable to the treatment modality.  In most cases EMDR

was shown to be effective at reducing symptoms up to 3 months after treatment, and in a

few cases this benefit was sustained up to 9 and 15 months after treatment.

Maxfield and Hyer echo Shepherd et al. in pointing out that methodological

inconsistencies render a reliable evaluation of the true efficacy of EMDR difficult
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(studies were small (Shepherd et al.), in some cases studies were uncontrolled, only

occasionally were outcome assessors blind to treatment allocation).  As such, while the

evidence in favour of EMDR is encouraging, it is limited in quality and therefore begs

further methodologically stringent research (Maxfield & Hyer, 2002; Shepherd et al.,

2000).

Marital / Family Therapies

Used best in combination with other therapies, marital or family therapy focuses on

symptom relief through increasing help and understanding in the family unit.  Marital or

family therapy may be used to alleviate PTSD because the client’s symptoms may

produce a major disruption within the whole family.  Symptoms such as irritability,

jumpiness or startle and hyper-vigilance may be so extreme as to appear paranoid and

bizarre and can engender fear, frustration, confusion and a sense of powerlessness for

family members.  Family members may themselves end up hyper-aroused and anxious.

Additionally, avoidant or numbing symptoms prevent normal emotional expression and

behavioural closeness.  Consequently, family members may be forced to operate within a

domestic context in which intimacy is impossible.  Since they do not understand that this

loss of intimacy is a symptom of PTSD, they may blame themselves, become depressed

or withdraw to protect themselves from further disappointments.  Marital or family

therapy may help alleviate these problems and promote a more salutary healing

environment for the partner, parent or child with PTSD (Fairbank, Ebert, & Zarkin, 1999;

Friedman, 2000; Riggs, 2000).

Family therapy may involve one or both of the following:

1. Systemic treatment – disrupted relationships, resulting from one family member’s

PTSD, receive primary attention.  Family members focus on interpersonal

dynamics, communication skills, and emotional expression.  Treatment success is

measured in terms of family function, cohesion and communication.

2. Supportive treatment – to promote a better healing environment for the PTSD

patient, this treatment uses education about PTSD and communication with the
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PTSD patient to help family members to provide necessary support.  Treatment

success is measured in terms of the client’s PTSD symptom reduction.

There have been no randomized controls using marital or family therapy.  However,

clinical wisdom and the successful application of marital or family therapy in other

psychiatric disorders indicate that spouses and families should be included in the

treatment of their family members with PTSD.

Group Therapies

Group therapies utilize either a psychodynamic focus, CBT focus or supportive

techniques and can be used in combination with other therapies (Scott & Stradling,

2000).  In all cases, the trauma survivors learn about PTSD and help each other with the

aid of a professional clinician.  Group therapy is popular for those who have all survived

the same type of trauma (e.g. war, rape, torture, terrorism, and so on).  Group members

become connected to each other by recognizing their common human fears, frailties,

guilt, shame and loss.  Clinician guidance may also lead to a validation and normalization

of these feelings and thoughts, and to the adoption of more adaptive coping strategies, to

symptom reduction and or the derivation of meaning from the experience (Foy et al.,

2000; Friedman, 2000; Shay & Munroe, 1999).  In a rare randomized controlled trial

testing group therapies, Schnurr et al. found no treatment outcome differences between

trauma-focused group therapy and a present-day comparison treatment (Schnurr et al.,

2003), which encourages more randomized controlled trials with group therapies.

Social Rehabilitative Therapies

These therapies are used separately and sometimes in combination with marital/family

therapy of Psycho-education.  With this approach, trauma victims gain necessary

employment, housing and other vital resources.

Patients with PTSD are often so impaired as to be unable to sustain employment, marital

relationships, or support a family or even care for themselves.  They may be homeless or

live on the fringes of society.  A recommended approach for such patients would be

psychosocial rehabilitation.
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There are seven psychosocial rehabilitation techniques recommended for patients with

severe and chronic PTSD:

1. Client education services – information about the diagnosis and nature of PTSD,

available treatments, health needs and high risk behaviours, including substance

abuse.

2. Self-care or independent living skills techniques – interventions to promote

personal care, personal hygiene, money management, shopping, cooking, using

transportation, medication compliance and recreation.

3. Supported housing services – shelter for homeless individuals, assuring safety-

adequacy, stability or affordability of current housing, or assistance with making

new living arrangements.

4. Family support – interventions for both the client and family to reduce PTSD-

based alienation from the family and to involve the family in ongoing treatment.

5. Social skills training – social-learning-based techniques designed to reduce

PTSD-induced social isolation and promote satisfying interpersonal interactions.

6. Supported employment techniques – placing PTSD patients into paid, productive

activity of particular interest.

7. Case management – to ensure compliance with treatment plans for optimizing

functional performance, avoiding relapse and preventing re-hospitalization,

especially for PTSD patients who cannot locate or coordinate access to the

psychosocial rehabilitative services aforementioned.  (Friedman, 2000; Penk &

Flannery, 2000).

Although psychosocial rehabilitation techniques have yet to be formally tested for PTSD,

it is assumed that the gains evident with chronic schizophrenia for example will be

replicated with PTSD.
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Creative Therapies

These are used in association with other therapies and may include art therapy, music and

dance therapy, movement therapy and other.  The efficacy of creative therapies alone

remains unproven (D. R. Johnson, 2000).

The Psychopharmacological Treatment of PTSD

Prior psychological trauma plays a causal role in PTSD, which is a disorder seen as

having exogenous causes.  As such, it is widely accepted that psychotherapy is an

appropriate intervention for PTSD.  However. PTSD is also characterized by specific

psychobiological dysfunctions, and this has contributed to a growing interest in the use of

medication for its treatment.

There is a long history attesting to the use of medications and substances, both prescribed

and self-administered, to reduce distress in victims of trauma.  In an apparent effort to

regulate their own excessive arousal and other PTSD-related problems, these patients

have high rates of self-medication: among treatment-seeking patients, 60-80% suffer

from alcohol or drug abuse or dependence.  Opioids, alcohol and benzodiazepines are the

self-medications most frequently chosen.

Although just about every group of psychotropic agents has been claimed to be effective

for the treatment of some aspect of PTSD symptomatology, few such agents have been

systematically studied, and even those that have been studied are not generalizable to all

trauma populations.  For example, agents found to be effective with male combat

veterans have not been found to be useful for all trauma populations (Davidson & Van

der Kolk, 1996; Friedman, 2000; Sutherland & Davidson, 1999).

Drug therapy for PTSD can be understood in the context of several biological models,

which have been advanced as mechanistic explanations of PTSD, and or as explanations

of how drugs work:

1. Noradrenergic dysregulation:. These treatments include the monoamine oxidase

(MAO) inhibitors and tricyclic antidepressants, as well as other drugs (e.g.

clonidine, benzodiazepines and beta-adrenergic blockers).
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2. Serotonergic dysfunction: Recent clinical trials support the efficacy of

serotonergic drugs in PTSD.

3. Anti-kindling drugs such as carbamazepine and anxiolytic drugs such as

clonazepam and buspirone can also be affective for aspects of PTSD such as

intrusive PTSD symptoms (Davidson & Van der Kolk, 1996; Friedman, 2000;

Friedman, Davidson, Mellman, & Southwick, 2000; Sutherland & Davidson,

1999).

The largest trials showing efficacy have been made with selective serotonin re-uptake

inhibitors (SSRIs) such as paroxetine (Asnis, Kohn, Henderson, & Brown, 2004;

Sawamura et al., 2004; Tucker et al., 2004; Tucker et al., 2001; Wagstaff, Cheer,

Matheson, Ormrod, & Goa, 2002), fluoxetine (Connor, Sutherland, Tupler, Malik, &

Davidson, 1999; Karson, Newton, Mohanakrishnan, Sprigg, & Komoroski, 1992;

Martenyi, Brown, Zhang, Prakash, & Koke, 2002), fluvoxamine. (Figgitt & McClellan,

2000; J. S. March, 1992; Neylan et al., 2001; Tucker et al., 2000) and olanzapine

(Jakovljevic, Sagud, & Mihaljevic-Peles, 2003; Labbate & Douglas, 2000; Petty et al.,

2001).

SSRIs are also effective against co-morbid disorders co-occurring with PTSD such as

depression, panic disorder, obsessive-compulsive disorder and alcohol dependence.

However, drug interactions with other drugs may result in disrupted metabolism.

Other pharmacotherapeutic drug groups in use include benzodiazepines (Davidson,

2004). MAOIs (Shen, Nakra, & Park, 1983) and tricyclic anti-depressants (Brimstedt &

Ansehn, 1991; Falcon, Ryan, Chamberlain, & Curtis, 1985; Frank, Kosten, & Giller,

1990; Gustafsson, 1991; Schatzberg, 2000).

In a recent review, Albucher and Liberzon (2002) state that although numerous

medications including tricyclic antidepressants, monoamine oxidase inhibitors, serotonin

reuptake inhibitors, mood stabilizers, atypical neuroleptics and adrenergic agents show

promise in the treatment of PTSD, when overall efficacy and side effects are considered,

serotonin reuptake inhibitors emerge as the preferred line of treatment (Albucher &

Liberzon, 2002; Mcrae et al., 2004).  Exhaustive research is required before many drug
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therapies can be unreservedly recommended.  The field of pharmacotherapeutic

management of PTSD could therefore benefit from more investigation.

Studies are emerging that compare psychotherapeutic approaches to the treatment of

PTSD and its co-morbid disorders, and pharmaco-therapeutic management of the same.

Nemeroff et al. found antidepressants alone and psychotherapy alone to have equal

effects in treating patients with major depression and childhood trauma.  Combined

treatment was more effective, although combined treatment was only marginally superior

to psychotherapy (Nemeroff et al., 2003).

Lastly, specific treatment modalities have also been developed for special trauma

survivor populations such as torture survivors (Jacobsen & Smidt-Nielsen, 1997; Vesti,

Somnier, & Kastrup, 1992).

The subsequent randomized controlled trial compares Narrative Exposure Therapy to

Trauma Counselling (with Exposure), both of which are now hereby explored.

5.2.1 Narrative Exposure Therapy

The Theoretical Rationale of NET

Narrative Exposure Therapy was developed as a therapy for PTSD in Konstanz

University by members of the Psychotrauma team, who are also the founder members of

vivo.  Research in Psychotrauma has already long shown that the most effective (meaning

leading to the most significant symptom reduction) therapies for PTSD have an exposure

component (Foa et al., 2000; Foa et al., 1995).  This means that the patient is in some

way exposed to the traumatic situation, usually through imagery.  In practice, the client is

asked to recall the event within a safe therapeutic setting, in the supportive presence of a

qualified therapist.

In the 1980s, researchers in Chile developed what is now known as Testimony Therapy

(Cienfuegos & Monelli, 1983).  Victims of torture in Chile were asked to testify about

their experiences and these experiences were documented.  It was later observed that

dthose victims who had testified (verbally) about their torture experiences also

experienced better psychiatric outcomes than those who did not.  Since then, the value of

testifying about one’s traumatic experiences as a therapeutic procedure has been attested
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to in other studies (Lustig, Weine, Saxe, & Beardslee, 2004; Weine, Kulenovic,

Pavkovic, & Gibbons, 1998; Weine & Laub, 1995).

Narrative Exposure Therapy combines aspects of Testimony Therapy and Exposure

Therapy in that patients are helped to re-enter their traumatic experiences while they

recount their autobiography to the therapist, who documents it.  The patient is exposed to

the traumatic events in telling them, and eventually reconstructs a testimony or document

of his or her entire life (M. Schauer et al., 2004).

 Narrative Exposure Therapy has still an additional theoretical grounding.  Theories of

Memory have shown that memory is stored differently for different events. (Brown and

Kulik, 1977; Conway, 2001; Conway and Pleydell-Pearce, 2000)  PTSD is therefore a

disorder of the memory in that autobiographic memory is interrupted and emotions

attached to different events disarrayed (B. A. van der Kolk & Fisler, 1995).  This

disturbance of memory contributes to the reliving that the patient experiences in form of

nightmares or unwanted thoughts or images.  The time and spatial realities of the

traumatic memory are also inefficiently stored; hence the patient is unable to distance

him or herself from past events but lives in them as a current occurrence, hence the

traumatised state.

For these reasons, in Narrative Exposure Therapy, the narrative must be chronologically

correct, beginning at birth to the present, and exploring traumatic events where they

belong within the patient’s lifeline.  This reinforces the temporal and spatial occurrence

of events in the past, loosening their current grip on the patient.  During successive re-

readings of the testimony, the patient is helped by an empathetic therapist to explore all

aspects and details of the events and place them in perspective, as well as resolve his or

her emotions, thoughts and sensations relevant to the events.  This is done in an

environment that the patient can perceive as psychologically safe and where his or her

experiences are acceptable.

After a number of sessions during which the therapist helps the patient to reconstruct his

or her biography and documents it, the patient finally receives the document of his or her

experiences, which s/he agrees is a correct and complete rendition thereof.  Experience

shows that the repeated retelling and correction of the testimony, as well as successive
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exploration and resolution of feelings, bodily sensations and images leads to habituation

of the anxiety levels which the patient initially feels in being exposed to the traumatic

events.  This process is key to symptom reduction.

The therapeutic elements of NET that have proven effective in trauma treatment include:

1. Active chronological reconstruction of the autobiographical memory

2. Prolonged exposure to the “hotspots” and full activation of the fear network

3. Meaningful linkage and integration of psycho-physiological and somatosensory

responses to one’s time, space and life context

4. Cognitive re-evaluation of behaviour and patterns

5. Regaining of one’s dignity through acknowledgement of one’s experiences and

satisfying the need to testify (M. Schauer et al., 2004).

A survivor’s narrative may include individual history prior to the traumatic events,

traumatic events, flight and exile, and future hopes, plans and aspirations.

The basic elements of NET include the construction of a basic narrative of the patient’s

biography, during which the therapist supports the patient during the mental reliving of

the events and the emotional processing accompanying this.  The therapist documents

this testimony, which is handed over to the patient during the final session (M. Schauer et

al., 2004).

Among the advantages of NET is its applicability across all cultures since every culture

has an oral tradition of sharing experiences.  NET is also applicable as a short-term

therapy.  As few as between 4 to 6 sessions per patient have been found to be effective

for the trauma resolution.  Given the global and growing scale of the world trauma

problem, this advantage is unquestionable.

5.3.2 Empirical Evidence for NET

Neuner et al. proved the efficacy of NET when applied by expert clinicians in a field

setting in a northern Uganda refugee camp, as compared to Supportive Counselling and

psycho-education (Neuner, Schauer, Klaschik et al., 2004).  An earlier development had

shown NET to be effective in a single-case study in Macedonia (Neuner et al., 2002).
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Recent findings also prove NET to be effective in the treatment of traumatised youth

(Onyut et al., 2005; E. Schauer et al., 2004).  Ongoing randomized controlled trials with

NET include KIDNET as compared to a waiting list, KIDNET as compared to relaxation,

NET as compared to SIT for adults and NET compared to Interpersonal therapy (IPT).

5.3.3 Limitations of NET

Fear and anxiety, key active emotions in the maintenance of PTSD, have been shown to

habituate with repeated exposure.  This has not been proven with guilt, shame and anger,

emotions that frequently accompany PTSD.  While narrative exposure might reduce

symptoms due to PTSD in which fear and anxiety are prevalent, it is not yet clear that

such exposure would have the same effects for PTSD in which anger, shame or guilt are

the prevalent emotive content.  As such, while NET has been empirically proven to be

effective for traumatized victims, it remains to be seen whether NET is indicated for the

treatment of traumatised perpetrators such as torturers, or for victims cum perpetrators

such as child soldiers.

It is also becoming clear that PTSD is often accompanied by traumatic or complicated

grief, or persistent depression.  Current research concerns target coupling NET with other

therapies such as IPT or CBT which would address psychological states residual to

trauma resolution.

5.2.2 Trauma Counselling (with Exposure)

Trauma Counselling (with Exposure) as used in this chapter refers to an un-manualized

approach comprising skills and techniques which are employed at the therapist’s will.

The approach is Rogerian in orientation, since it is non-directive and client-centred

(Rogers, 1951, 1967, 1980).  In addition, it borrows key predispositions from the

Rogerian counselling such as:

Skills and Techniques:

a) Active Listening: This refers to intent and present listening which concentrates on

the client to the exclusion of all else.  The therapist must listen not only for what

is being said, but also what is left unsaid.  Non-verbal communication
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accompanying speech such as tone of voice, facial expression and gesture must

also be carefully taken into account.  The therapist does not allow his or her own

concerns to intrude into his attentive listening to the client.

b) Reflecting: this skill refers to mirroring what the client says or feels as evident

from non-verbal expression.  The therapist does this to confirm or verify

information received.  Reflecting can also be a powerful tool to show empathy

and fellow-feeling.  Reflecting may be in statement form, such as “ I can see that

you are very sad” or ‘I understand that you have said that…’, or in question form,

such as “What can you see now as you tell me this?” or ‘What would you have

liked to do at that moment?’

c) Implanting: the Rogerian approach concentrates on following the patient’s lead as

far as exploration of pre-occupying problems and their possible solutions is

concerned.  As a rule, the therapist does not proffer solutions or suggestions.

Very occasionally however, when no idea is forthcoming from the client, the

therapist may very carefully introduce a new possibility that bears exploring,

without being overly directive.

Predispositions

The therapist should be predisposed to be non-judgemental of the client and whatever his

or her problems, character, history or situation.  A therapist is empathetic to his or her

client in that he or she tries to feel exactly as the client feels, with the client whatever

affect the client experiences.  The therapist remains authentic in his or her own reactions

and feelings, without contriving to deceive the client, but without abdicating his or her

role as therapist, however deeply he or she emotes.  The therapist is congruent and

present throughout the therapy session.  The therapist does not direct the client but

follows the client’s lead in choice of topic for exploration (Rogers, 1951, 1967, 1980).

Trauma Counselling as used in this context also borrowed from other approaches such as:

Narrative:

The therapist could ask the client to narrate details of specific events.  Unlike NET

however, this was not done chronologically, nor were events thoroughly treated from



112

beginning to end, incorporating emotions, bodily sensations or cognitions.  The clients

narrated only as far as they wanted to.

Drama:

Where the therapist deemed it appropriate, he or she could ask the client to act out what

they did at a particular moment, or what they would have liked to do, or what they

imagine happened during a specific incident.  Typical dramatic moments included rituals

that clients would have liked to perform such as mourning or burial rites for dead

relatives, which they had no occasion to perform due to combat threats.

Exposure:

The above two approaches naturally led to an element of exposure, whenever clients

narrated in detail traumatic events or scenes from traumatic events in their lives.  This

element of exposure however, was not controlled from client to client either in

occurrence or duration.  So while this therapy type is formally entitled trauma

counselling, in many cases it included unspecified periods of exposure.  During exposure

sessions, therapists became more directive.

Redressing:

Many clients felt in some way deprived by their experiences: some had been unable to

perform important mourning or burial ceremonies, as aforementioned, some had

unfinished business with missing relatives.  In therapy, opportunity was created for

clients to explore what they would have liked to do, or explore other thoughts, ideas and

expectations using narrative, drama or imaginal exposure in order to achieve some

measure of redress.

Problem Solving:

TC(E) was initially envisaged as an alternative active treatment to NET, whose main

focus would be on present-day and future concerns of the refugees, as opposed to NET,

which would be trauma-focused.  As such, basic problem-solving was a compelling part

of TC(E).  The problem-solving strategy simply involved outlining either possible

solutions to problems, or possible coping strategies, and exploring each in turn.  Every

TC(E) treatment included an element of problem-solving.



113

As is clearly evident, while NET was a strictly manualized formatted approach, TC(E)

was merely a set of skills used at the therapist’s discretion in unspecified quantifications.

Four to six sessions were offered for TC(E), identical with NET.  For each session, a

protocol was recorded, listing and describing activities engaged in, problems discussed

and solutions or coping strategies explored.

The lay therapists were in general left to their own discretion; the only form of

monitoring was retrospective questioning about procedure after the therapies were

concluded.
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6. Narrative Exposure Therapy as a Treatment for Adult War and Conflict

Survivors with Posttraumatic Stress Disorder: A Randomized Controlled trial

6.1 Overview of Randomized Controlled Trials

The field of traumatic stress has spawned much research since its inclusion into the DSM

III and the standardization of its diagnostic criteria in DSM IV (APA, 1980, 1987, 1994).

Most of this research has, however, been in the western countries among populations

such as combat veterans, victims of rape, natural disasters, car accidents, violence and

other ‘civilian traumas’ (Foa, 2000).  Much remains to be researched into in the areas of

the prevalence of trauma and the effectiveness of trauma treatments among refugees

living in non-western societies, who are traumatized by war and conflict events.

The treatment of PTSD has been at the forefront in inspiring research.  Intuitive non-

evidence-based approaches are rapidly becoming obsolete.  Randomized controlled trials

(RCTs) are increasing in importance in the comparison of trauma treatments.  Consensus

in the literature confirms that treatment approaches based on prolonged exposure and

cognitive restructuring are the most effective in the treatment of PTSD (Foa et al., 1999;

Foa et al., 2000; Foa & Kozak, 1986; Foa et al., 1995; Foa & Rauch, 2004; Foa & Riggs,

1993; Foa & Rothbaum, 1998; Foa et al., 1991; Resick et al., 2002).

Foa and Meadows report a 50% decrease in PTSD symptoms for almost half of patients

treated with prolonged exposure (Foa & Meadows, 1997) Foa also found a change in the

rape narratives of female patients treated with prolonged exposure, which corresponded

to a reduction in symptoms (Foa et al., 1995)

Many RCTs in the field of PTSD compare exposure-based treatments with cognitive

restructuring-based treatments.  Lee et al. for example found no significant differences

between Stress Inoculation Training with Prolonged Exposure (SITPE) and Eye

Movement Desensitization and Reprocessing (EMDR) in global PTSD symptom

reduction although EMDR resulted in greater reduction of intrusive symptoms than

SITPE.  Both treatments resulted in significant PTSD symptom reduction over a

moderate number of sessions (Lee, Gavriel, Drummond, Richards, & Greenwald, 2002).
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Tarrier et al. compared patients who had received imaginal exposure therapy as treatment

for chronic PTSD with those who had received cognitive therapy for the same at a 12-

month follow-up.  The 87% of the patients from the randomised clinical who were

available for the follow-up manifested significant clinical improvement at 12 months

compared to pre-treatment.  Treatment gains had been maintained in both groups, but

there were no significant differences between the two treatments (Tarrier, Sommerfield,

Pilgrim, & Humphreys, 1999).

Resick et al. found cognitive-processing therapy and prolonged exposure to be similarly

efficacious and more effective than a waiting condition in the treatment of female rape

victims.  (Resick et al., 2002), Ehlers et al. found cognitive therapy to be more effective

than a self-help booklet as an early intervention for PTSD (Ehlers et al., 2003) and Bryant

et al. confirmed the effectiveness of exposure and cognitive therapy as treatment for

PTSD.  Foa and Rauch (2004) found that prolonged exposure resulted in clinically

significant, reliable and lasting reductions in negative cognitions about self, world and

self-blame, which in turn led to reductions in PTSD symptoms, while Foa et al. found

that the more comprehensive patient’s narratives about their rapes became, the more

symptom reduction they experienced (Foa et al., 1995; Foa & Rauch, 2004).

In a RCT comparing prolonged exposure with or without cognitive restructuring, Foa et

al. found that the addition of cognitive restructuring did not enhance gains, although both

treatments reduced PTSD symptoms and depression (Foa et al., 2005).  In a randomized

controlled trial testing group therapies, Schnurr et al. found no treatment outcome

differences between trauma-focused group therapy and a present-day comparison

treatment (Schnurr et al., 2003).

It is clear from the foregoing that RCTs have clearly established the efficacy of exposure-

based and cognitive restructuring-based treatments of PTSD, and established best-

practice methodology.  Newer therapies for PTSD could benefit from the same rigorous

empirical testing.

Narrative Exposure Therapy is a fairly new entrant in the field of PTSD treatment.  As

described earlier, NET is an exposure-based therapy, which also enables the patient to

achieve cognitive restructuring, once trauma is resolved.  The first randomized controlled
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study employing NET published so far showed NET to be more efficacious than

Supportive Counselling and psychoeducation (Neuner, Schauer, Klaschik et al., 2004).

Not only did NET result in PTSD symptom reduction across all clusters, former NET

patients were also able to leave the refugee camp and move towards areas they had

previously avoided, in order to earn a living.  The same was not true for patients in the

Supportive Counselling and Psychoeducation groups.

Unlike the treatments and RCTs mentioned above, it is also the only published

randomized controlled trial so far that was carried out in the field (in an Africa refugee

camp) and treatment gains were sustained despite ongoing unsafety.  This study paves the

way for RCTs that are carried out in field settings, among survivors of multiple war and

conflict traumatic events, and who are beset by health, political and economic difficulties.

The overwhelming numbers of traumatised people in resource-challenged areas of the

world makes it imperative to develop and evaluate treatments that are effective in their

contexts.  Trauma Counselling (with Exposure) as used in this text refers to a set of

unmanualized skills that are often used as treatment for PTSD.  Systematic evaluation

and manualisation of TC(E) is important in order to quantify its efficacy.

It is thus imperative that both NET and TC(E), as prospective treatments for PTSD in

low-income areas, be empirically tested, to the established standards set by other

treatments (as a RCT), and in the field in which they will be used, in order to quantify

effectiveness.  This was one aim of the subsequently outlined RCT.

6.2 Dissemination of empirically supported treatments

It is becoming rapidly clear that with the increase of traumatised individuals worldwide,

empirically supported treatments (ESTs) need to be widely availed through well-

developed dissemination processes.  However effective treatments are, they will become

obsolete on the larger stage of world traumatisation unless they can be quickly acquired

by a variety of practitioners.  The discussion about disseminating empirically supported

treatments has begun in the western world, with the accumulation of evidence that ESTs

do exist for various categories of mental health.

A main concern has been the widening gap between science and practice.  Barlow et al.

raise important issues regarding the dissemination of effective treatments for mental
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disorders.  While it has become increasingly clear that effective psychological treatments

do exist for a wide range of psychological disorders, these treatments are frequently not

disseminated beyond elite research and continuing education settings.  Time, cost and

personnel constraints condemn such treatments to specialized clinics, frequently

inaccessible to communities that need them.  In addition, such dissemination was mainly

confined to highly-educated trainees, such as graduate students (Barlow, Levitt, & Bufka,

1999).

Describing a conceptual framework through which dissemination methodology can be

achieved, Simpson suggests that the most important consideration in transferring

treatment technology is that treatments should be ‘evidence-based’.  Once it is

understood how the treatment works, a process model of program change can be

instituted, which can then later be assessed (Simpson, 2002).  Herbert suggested a system

by which ESTs could be identified and listed, and disseminated to frontline practitioners

in the form of manuals and other materials (Herbert, 2003).  It is obvious that the

discussion on dissemination technology pre-occupies highly-trained professionals and

researchers working within clinical and research settings.  Even then, the idea has met

with resistance.

Chambles and Ollendick describe the work of a task force set up in the Unites States to

disseminate listed ESTs.  The premises of this movement are that patient care can be

enhanced by acquisition and use of up-to-date empirical knowledge, and the need

clinicians have to keep up with new knowledge (Chambless & Ollendick, 2001).

Dissemination methodology may be even more important in resource-challenged regions,

where there is a dearth of basic mental health provisions, such as in Africa.

Since dissemination has already proven challenging in community and professional

settings involving highly-educated trainees, it has been forbidding so far to consider

dissemination among lay trainees within ‘real-world’ community settings, such as post-

conflict populations resident in low-income areas like Africa.  Barlow et al. make

important suggestions regarding improved “transportation” of empirically supported

treatments (EST) to community and clinical settings, including enlightened views of

randomized control trials, training regimens and logistics.
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Research progress in this direction is encouraging.  In a promising first step, Foa et al.

admit in their study that counsellors with minimal cognitive-behavioural therapy skills

were as efficacious as experts, and treatment gains within a community clinic were

similar to those in an academic setting, thus paving the way for possible dissemination of

treatment skills (Foa et al., 2005).  This echoes the findings of Gillespie et al. after the

Omagh car bombing in Ireland, whereby a community based cognitive therapy treatment

program carried out by briefly-trained hospital staff showed significant and substantial

improvements in PTSD symptoms, indicating that positive findings obtained in research

settings generalize well to frontline, non-selective service (Gillespie, Duffy, Hackmann,

& Clark, 2002).  In a similar vein, Arellano et al. outline a community based approach to

the treatment of child victims of traumatic events, which would bring necessary services

to the underserved (Arellano et al., 2005).

Randomized controlled trials involving dissemination of ESTs are still few and far

between, however.  Moreover, all such progress in the dissemination of ESTs have been

in western settings.  Little such research has been carried out in resource-challenged

community settings such as in Africa.  It is perhaps all the more important to establish the

tranfer of ESTs to resource-challenged regions, so that motivated lay persons can be

enabled to provide basic mental health needs to sufferers of various mental ill-health

conditions.  Thus far, no study has been published that runs a randomized controlled

study measuring treatment effectiveness by trained lay people in a low-income field

setting.  This is another of the goals of the subsequent RCT.

6.3 Randomized Controlled Trial

6.3.1 Background

Setting

Nakivale refugee camp and the refugees hosted there have been described in extensive

detail in chapters 3 and 4.

This study followed an epidemiological survey which was carried out to evaluate the

prevalence of Posttraumatic Stress Disorder (PTSD) and co-morbid depression among
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Rwandese (Hutu) and Somali refugees resident in a refugee settlement in Uganda since

the early 1990s.  The epidemiological phase of the study quantified nutritional,

educational, socio-economic as well as displacement history and trauma exposure

indicators as discussed in the previous chapter.  Following the wide scale survey, a

treatment list was compiled of diagnosed PTSD sufferers, to whom treatment was

formally offered.

Patients were assigned randomly to two different treatment groups.  An effort was made

to match the groups for age and gender.

Participants

Over two hundred refugees from the Somali and Rwandese Hutu communities were

assigned at random to two different treatment types, Narrative Exposure Therapy and

Trauma Counselling (with Exposure), and a waiting list condition.

Aims

The aims of the study were a) to gauge the efficacy of two active treatment conditions as

applied by trained non-professional therapists b) to compare the efficacy of two active

treatment controls to a wait list condition.

Hypotheses

It was expecteded that the two active treatment conditions would clearly be more

effective than a waiting list control condition.

It was hypothesized that the non-professional therapists would achieve significant

treatment gains using the two active treatment conditions.

Narrative Exposure Therapy

NET was carried out as outlined in an earlier section of this manuscript and as outlined in

the manual (M. Schauer et al., 2004), except for the following conditions: four to six

sessions were offered to each patient, each session lasting 90 to 120 minutes.  At the end

of therapy, the patient received a written document of his or her narration, in his or her

own mother tongue.  NET concentrated on resolving past traumatic events up to the

present.  No sessions on problem solving or focus on present problems were included.
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Trauma Counselling

Counselling refers to a set of intervention skills that address daily challenges as opposed

to focusing on past trauma.  These skills include active listening, empathy, reflecting,

implanting and problem solving.  The orientation of supportive counselling is non-

directive, allowing the client to explore and narrate at will.  Where the problem can be

solved, possible solutions are explored.  Where the problem requires coping skills,

different coping skills are explored.

Trauma-focused supportive counselling however, explores the traumatic event if the

patient so wishes.  In this case, an element of trauma exposure forms part of the therapy,

and the therapist becomes more directive.  Unlike in Narrative Exposure Therapy

however, this exploration is not restricted by chronology, and does not incorporate the

association of cognition, emotions and bodily sensations to specific events.  Where grief

is a major co-morbid outcome, mourning rituals are given place and time.  Trauma

counselling as used in this text is an un-manualised multi-faceted approach.  Different

sets of skills are applied for different cases at the discretion of the therapist.

6.3.2 Methodology

Instrumentation

During the epidemiological survey, an interview comprising a socio-demographic survey,

a Traumatic Event-Checklist, the Posttraumatic Diagnostic Survey (Foa, 1995) and the

Hopkins Symptom Checklist (Derogatis et al., 1974; Frojdh et al., 2004) was employed

by trained local non-professional interviewers.

Socio-demographic interview

We employed a previously developed socio-demographic survey to assess nutritional,

educational, socio-economic and physical health indicators as well as displacement and

general demographic information (Karunakara et al., 2004; Neuner, Schauer, Karunakara

et al., 2004).

The interview began with personal information like gender, age and marital status, as

well as displacement history.  Nutrition was assessed by asking for the number of meals

eaten the previous day and by listing the various food items consumed.  Since the
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refugees rarely have steady income flow, their economical status was ascertained by

counting the number of essential household assets such as blankets, mattresses, cooking

pots and water containers.  These items would be acquired whenever any sort of income

was available.  In analysis, the value of the items was then weighted according to current

market prices in Uganda.  Educational achievement was indicated by the number of years

of schooling completed.  Physical health was evaluated against a checklist of common

illnesses experienced within the last-one-month period.  Such illnesses include malaria,

cough, headache and sexually transmitted diseases.

Event Checklist

A 34-item Event Checklist developed by this group of researchers in previous studies

with post-conflict populations was used to identify extremely stressful and traumatic

events that the interviewees had experienced within their lifetimes (Neuner, Schauer,

Karunakara et al., 2004).  The list includes different event types.  Each event was scored

as ever experienced (within the lifetime ) and experienced in the past year.  The number

of different experienced and witnessed types of traumatic events was used as an estimate

of the severity of trauma exposure.  Details of the validation of this checklist can be

elsewhere consulted (Ertl et al.).

Assisted Self-Report

A key objective of this study was to evaluate the efficacy of local capacity building

within a community-based approach both in the procedure of scientific inquiry, and in the

provision of treatment (Onyut et al., 2004).  A local team of non-professional

interviewers therefore conducted the interviews under supervision after rigorous training.

In order to screen for Post Traumatic Stress Disorder (PTSD), the Posttraumatic Stress

Diagnostic Survey (PDS) was employed as a standardized assisted self-report instrument.

Both the frequency and severity of PTSD were indicated.

For this study, the PDS was chosen as the chief diagnostic tool because of its confirmed

psychometric properties as a self-report questionnaire.  It is the only self-report measure

to assess all six (A-F) criteria for PTSD in the DSM-IV.  Part 1 of the PDS is a 13-item

checklist of potential traumatic events.  Part 2 consists of eight items that help determine

if an event meets the DSM-IV definition of Criterion A.  Part 3 assesses the frequency
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over the past month of the 17 PTSD symptoms, using a 4-point scale ranging from 0 -

Not at all or only one time to 3 – 5 or more times a week / almost always.  Part 4 assesses

the impact of symptoms on various aspects of social and occupational functioning (Foa,

1995; Weathers & Keane, 1999).

The PDS yields both a dichotomous diagnostic score and a cumulative symptom

frequency score.  An individual PTSD symptom is counted as present if the

corresponding PDS item is endorsed as a 1 or higher.  In our validations of the PDS, over

an interval of approximately two weeks, test-retest reliability for symptom severity was

.87, with a kappa of .74 for diagnostic agreement between the two administrations.  The

PDS had reasonable diagnostic utility against a PTSD diagnosis based on the CIDI, with

a sensitivity of .87, a specificity of .85, an efficiency of .79, A detailed validation report

is described elsewhere.

Expert interview

The Composite International Diagnostic Interview version 2.1 was chosen as the

clinician-administered instrument, which would validate the PDS in its local language

translation as a diagnostic tool (WHO, 1997).  In the validation, a random sub-sample of

the respondents to the local interviewers (who used the PDS) were re-interviewed by

clinicians using the CIDI section K, within a two-week period.

The Hopkins Symptom Checklist 25 (HSCL-25) was chosen as an assisted self-report

interview to indicate the possibility of co-morbid depression.  The respective CIDI

section E was used for validation purposes.  A more extensive investigation with other

sections of the CIDI was considered impractical given personnel and other constraints.

The entire questionnaire (encompassing the socio-demographic interview, the Event

Checklist as well as the PDS and HSCL-25 diagnostic interviews) was then translated

into the local languages Somali and Kinyarwanda using several steps of translations,

blind back translations and subsequent corrections by independent groups of translators.

Details of training, translation and validation of the local language instruments are

elsewhere described (Onyut et al., 2004).
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The same interview schedule was used to determine the occurrence and magnitude of any

changes at 1 month post-test, as well as 3 month and 6 months follow-ups.  A final 9

month follow-up was carried out by blind expert clinicians using the CIDI.  The post-

tests and follow-ups were carried out by the same local non-professional, trained

interviewers who had carried out the screening exercise, and who remained blind to the

treatment protocols received by the patients.  These interviewers had been trained

specifically as interviewers only, and had no idea of the treatment modalities.

Procedure

Training

Nine local non-professional trainees were trained as therapists over a six weeks period to

offer NET and TC(E) to patients suffering from PTSD originating from within their own

communities.  Among the skills required were literacy in English in order to understand

the training, and literacy in their own mother tongues, in order to work with patients and

make documentations.  Equal learning time was assigned for both treatment approaches,

each taught by experts in each field.  The trainers were professor, post-doctoral and

doctoral level personnel from the University of Konstanz, Germany; the aid organization

vivo (www.vivo.org) and Mbarara University of Science and Technology, Uganda, some

of whom were the developers of NET.  Trainee therapists were then closely tutored under

supervision for both approaches, before beginning to work autonomously with clients.

Case and personal supervision were still maintained thereafter. The trained therapists had

no training in interviewing skills and conducted no interviews or evaluations whatsoever.

Randomization

Four male therapists offered therapy to male patients and the five female therapists

offered therapy to female patients.  Each therapist received a randomly pre-assigned

patient list, including patients for both NET and SC.  As far as possible, each patient list

was matched for age, village of origin within the settlement and other factors.

Patients were randomly assigned to each treatment conditions (111 to each active

treatment group, and 55 to the waiting list control group) alternately from a list of

patients.  At the time of the study, the entire population was unstable and migrant due to
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threats of repatriation and promises of resettlement. Inevitably, differences eventually

crept into the groups.  Eventually, 107 in the NET group were treated and 89 in the

TC(E) group.  Only 42 of the WL group could be followed up at different times.  It is

possible that an active treatment provided more motivation to stay sedentary than a non-

active waiting-list condition.

Profile of the local therapists

Four of the therapists were male while five were female.  The mean age was 27 (range

19–41).  Their educational attainment varied from primary school level (1-7 years of

schooling) (1), secondary school level (7-13 years of schooling) (7) to university

education (13+ years of schooling) (1).  Four of the therapists (all female) were married

with children, four were single and one was married but separated from his wife due to

war.  Four of therapists were unemployed before the training, four were gainfully

occupied and one had been a student but her schooling had been interrupted.  All five

Somali therapists were Muslim, while all four Rwandese therapists were Christian.  Three

of the therapists had lifetime PTSD and two had current PTSD.  These five had to

undergo treatment before they received training.  Three of the therapists did not meet the

criteria for PTSD although they had undergone traumatic events.  Two of the three also

underwent brief treatment before training.  Only one therapist had undergone no

traumatic events, mostly because she grew up in the camp.  Seven of the nine therapists

had experienced conflict-related traumatic events of moderate to severe gravity.  All the

therapists were permanent residents of the camp, registered refugees and had spent at

least a year resident in the camp.  Details of recruitment, training and supervision are

described in an earlier chapter.

Treatment

Both treatment types were conducted for between 4-6 sessions, of between 1-2 hours

each in length.  At the end of NET, the patient received a written record of his

autobiography in his mother-tongue.  After TC(E), the client received a written case

summary of his or her current problems that were discussed with the therapists, and

possible solutions or coping strategies explored, also in his mother-tongue. Independent

of the treatment group, the first session always included psycho-education about the
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nature and prevalence of PTSD symptoms, as well as what treatment would entail.  A

standard written rationale was developed for this.  The goal of the procedure was to

explain that PTSD-related symptoms and dysfunction were often consequent to multiple

traumatic experiences.  At this stage, a signed written informed consent was also obtained

from the patient.
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Figure 6.a Flow of Participants through the trial
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Participation

Eventually, 196 treatment were carried out, 107 with NET and 89 with TC(E).  Forty-two

of the patients on the waiting list could be followed up. Four patients refused to

participate in or dropped out of NET and 22 patients refused to participate in or dropped

out of TC(E).  Patients were advised to abstain from any substance use during treatment,

but this was difficult to monitor.  One patient was excluded from the analyses because of

concurrent alcohol use during treatment.

A post-test was carried out by blind local non-professional trained evaluators after 1

month, and follow-ups were made after 3 and or 6 months employing a diagnostic

interview including a socio-demographic questionnaire, the PDS and the HSCL-25. A

final follow-up was carried out by expert clinicians after 9 months using the CIDI.  A

main part of the analyses compares the expert CIDI follow-up at nine months to the PDS

pre-test because the validation at pre-test showed an acceptable inter-rater cum test-retest

reliability between trained lay interviewers and expert clinicians (kappa = 0.74,

sensitivity = 0.85, specificity = 0.84).

Statistical Analyses

Statistical analyses were carried out with SPSS Version 11 and Jump 2.0.

Socio-demographic characteristics of the three treatment groups before treatment were

compared.  One-way analyses of variance were carried out to compare the treatment

groups on key indicators before treatment.  Independent t-tests compare the patients

followed up at post-test and follow-up with those not available for follow-up on key

indicators.

Analyses of treatment effects were carried out in two ways: a) a count of how many

patients who fulfilled the criteria for PTSD according to the pre-test using the PDS still

did so at the 9-month follow-up according to the CIDI (cross-tabulation) according to

treatment types and expressed both as raw numbers and as a percentage; b) treatment

effects measured as a function of mean sum scores on the PDS at pre-test, post-test and

follow-up, and mean sum scores on the CIDI at the 9-month expert follow-up. Chi-square

test and mixed model tests quantify the differences and assign significance to the
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treatment effects.  Lastly, independent t-tests between patients who no longer have PTSD

and patients who still fulfil the criteria for PTSD were computed for key indicators.

6.3.3 Results

Socio-demographic indicators

Differences between the three treatment groups in age, sex, religion, education, marital

status as well as occupation before and after displacement did not reach significance.

The only demographic variable sustaining a significant difference was nationality (c2 (df

= 1) = 16.53, p < .000), with Somalis being under-represented in the waiting list group

(WL).  These findings are summarised in Table 6.1.

Physical and Mental Health Indicators

One-way analyses of variance showed that the pre-treatment NET, TC(E) and WL groups

manifested no differences in the above indicators that reached significance, except in the

number of years spent in the camp (F(2, 277) = 5.89, p < .003, in which case the WL

group had a lower score than the two active treatment groups, and in the scores on active

avoidance (F(2, 277) = 5.82, p < .003, in which case the WL pre-treatment group also had

the lowest score.

In each of the other indicators where differences between treatment groups approach

significance, the WL group again had the advantage by manifesting a lower score: PDS

sum score (F(2, 277) = 3.86, p = .022 and avoidance sum score (F(2, 277) = 3.85, p =

.022.  These findings are summarised in Table 6.2.

By and large, the foregoing proves that the treatment groups were randomly assigned,

with little difference between the groups before treatment.  Any differences after

treatment can therefore be attributed to the type of treatment received.

A conscientious effort was made to follow up all the patients.  However, being an

unstable migrant population, not all the patients were available for testing at the post-test

or follow-up.  Independent t-tests were computed to determine whether patients

unavailable for follow-up differed in any way from those who were followed up at each

time point.  Patients missing at both post-test and follow-up did not differ significantly on

any indicator except one from those available for follow up: at the post-test time point,
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those followed up scored higher on functioning deficits (4.57 ± 2.02) than those not

followed up (3.37 ± 1.54; t(213) =2.36, p = .021.  The differences in gender (c2 (df = 1) =

0.231; p = .631) and nationality (c2 (df = 1) = 2.80; p = .094) between patients available

for testing at post-test and those not available were not significant.  Neither were the

differences in gender (c2 (df = 1) = 1.35; p = .245) significant at follow-up.  However,

differences in nationality (c2 (df = 1) = 7.89; p < .005) at follow-up were significant, with

fewer Somali patients available for follow-up than expected.

These analyses are summarised in table 6.3.

Treatment Outcomes

A) Current assumptions in mental health view psychiatric disorders as discrete conditions

with distinct symptom cut-off points.  As such, treatment outcomes can be assessed as a

function of PTSD status: whether or not patients still qualify for the PTSD diagnosis

based on a diagnostic instrument, and if so, how many.  The assumption is that patients

fall out of the PTSD diagnostic category after treatment and the number of patients who

do so is the measure of treatment success.

At the nine month follow-up carried out by blind expert clinicians using the CIDI, 61.6 %

(n = 61) of all the patients tested no longer met the criteria for PTSD, while 38.4 % (n =

38) still did: c2 (df = 1) = 5.34, p = .021.

According to treatment group, at the nine-month expert follow-up, 70.6% (n = 24) of

patients receiving NET no longer fulfilled the criteria for PTSD, while 29.4% (n = 10)

still did.  Of the TC(E) treatment group, 65.2% (n = 30) no longer had PTSD while

34.8% (n = 16) still had PTSD.  In the WL group, 63.2% (n = 12) still met the criteria for

PTSD, while 36.8% (n = 7) no longer did so.  These results are summarised graphically

in Figures 6.2 and 6.3.

A chi-square test showed differences between the three treatment groups to be generally

significant: c2 (df = 2) = 6.34, p = .042.  However, while the difference between NET and

WL was significant (c2 (df = 1) = 5.72, p = .017), the difference between the two active

treatment groups, NET and TC(E) was not (c2 (df = 1) = 0.257, p = .612).  The difference

between TC(E) and WL approached significance (c2 (df = 1) = 4.42, p = .036).
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B) Treatment outcomes can also be viewed as a function of mean symptom scores on a

diagnostic instrument.  The mean scores of the entire patient population were computed,

with the assumption that these scores would decrease in magnitude as a consequence of

treatment.  The mean PDS sum scores at post-test and follow-up did decrease, as shown

in Figure 6.c, and as presented in Table 6.4.

A Linear Mixed Models Procedure showed the interaction between the mean sum scores,

time and treatment to be insignificant at the post-test (F(1,155) = 0.72, p = 0.397), but

significant at the follow-up (F(2, 116) = 407, p = 0.019.  The difference between NET

and TC(E) was insignificant (F(1,116) = 0.37, p = 0.25).  The difference between NET

and WL was significant (F(1, 116) = 4.5, p = 0.0178), as was that between TC(E) and

WL (F(1,116) = 8.1, p < 0.0025; µ = 0.025.

Both active treatment groups evidenced a similar effect size at post test (NET = 1.7),

TC(E) = 1.8).  These treatment effect sizes did not differ significantly from each other.

Treatment effect sizes were maintained over the nine month follow-up; (NET = 0.6,

TC(E) = 0.7).  Patients followed up on the WL were not consistent at post-test and

follow-up, so only data from the expert nine-month follow-up are admitted in this

particular analysis.

Nationality did not interact significantly with the PDS sum scores at post-test and follow-

up, but gender differences in PDS sum score were evident at follow-up, with women

scoring lower (M = 4.98 ± 7.27) than men (M = 8.21 ± 6.99; t(101) = 2.25; p = .027) on

the PDS as illustrated in Figures 6.d and 6.e.

Figure 6.f shows the mean sum scores on the CIDI for the different treatment conditions

at the nine month follow-up.  Both NET and TC(E) differ significantly from WL, but not

from each other.
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Table 6.1 Socio-demographic characteristics of patients in the different treatment groups

Indicator Category NET(n=111) SC
(n=111)

WL
(n=55)

Statistic

Sex n (%) Male 55 52 28 c2(df = 2) = 0.176

p < .916

Nationality
n(%)

Somali 61 52 12

Rwandese 50 59 43

c2(df = 2) = 16.53

p < .000

Religion n(%) Christian 46 52 39

Islam 63 55 14

Other 2 2 1

None - 2 1

c2(df = 8) = 21.44

p < .006

Occupation
before

n(%)

No
occupation

28 28 9

Farmer 20 31 29

Student 18 13 8

Trader 15 11 2

Household 11 9 3

Other 19 19 4

c2(df = 28) = 38.29

p < .093

Occupation
now n (%)

No
occupation

60 56 19

Farmer 24 26 29

Household 15 14 4

Student 3 4 1

Other 9 11 2

c2(df = 22) = 29.98

p < .119

Marital status
n (%)

Married/

cohabiting

78 67 32

Single 23 30 16

Widowed 6 8 6

Divorced/

separated

4 6 1c

c2(df = 10) = 8.25

p < .604
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Table 6.2 Key Indicators for patients in the different treatment groups before treatment

(One-way ANOVAs)

                                                NET                SC                   WL                  F          p <

                                                (n=111)           (n=111)           (n=55)             (df=2)

Age                                          34.44(12.18)    35.15(12.84)    35.58(13.95)    .168     .845

No. of years of Education     4.38(4.13)        4.43(4.29)        3.25(3.31)        1.77     .173

Household size                       6.64(3.58)        5.85(3.48)        5.42(3.40)        2.64     .073

No. of years spent in Camp  4.83(2.74)       4.42(2.64)        3.36(2.17)        5.89     .003

Meals                                      1.26(.481)        1.31(.536)        1.42(.534)        1.72     .181

Asset value                             $9.07(11.63)    $9.56(13.79)    $10.77(13.35)  .321     .725

Health                                     5.20(2.74)        5.50(2.61)        5.16(2.77)        .439     .645

No. of lifetime event types    14.48(4.96)      14.10(5.63)      13.11(4.44)      1.31     .271

No. of events past year          0.56(1.87)        0.63(2.44)        0.71(2.69)        .082     .921

PDS sum score                       25.9(13.22)      26.79(12.49)    21.24(10.6)      3.86     .022

Anxiety score                         1.38(0.85)        1.48(0.86)        1.23(0.68)        1.69     .187

Depression score                   1.50(0.96)        1.41(0.92)        1.02(0.71)        5.27     .006

PDS Intrusion score              8.86(4.45)        9.17(3.99)        7.71(3.88)        2.33     .099

PDS Arousal score                7.41(4.67)        7.63(4.32)        5.89(3.5)         3.21     .042

Passive Avoidance                 4.97(3.63)        5.5(3.71)         4.27(2.69)       2.29     .104

Active Avoidance                  4.66(2.65)        4.5(2.26)         3.36(2.07)        5.82     .003

PDS Avoidance score            9.63(5.67)        9.99(5.35)        7.64(4.26)        3.85     .022

Functioning score                  3.53(2.3)         3.77(2.37)        4.06(1.92)        .347     .707

Drug sum score                     0.71(2.21)        1.62(7.96)        0.67(1.94)        .998     .370
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Table 6.3 Independent t-test values showing differences in key indicators between missing
and followed-up patients at post-test and follow-up

Post-test Follow-up

Indicator M(SD) T(213) M(SD) T(213)

Age                            0

                                   1

33.73(12.94)

35.87(13.05

1.09; p = .276 34.46(12.3)

36.00(13.72)

.859; p = .391

Meals 1.29(.490)

1.27(.517)

.162;p = .871 1.26(.484)

1.29(.532)

.367; p = .714

Years in Camp 3.81(2.24)

4.46(2.55)

1.76;p = .080 4.47(2.5)

4.07(2.45)

1.2; p = .232

Education 3.90(4.22)

3.97(4.07)

.110;p =. 912 4.16(4.03)

3.74(4.18)

.739; p = .461

Hhold size 6.05(3.88)

6.15(3.61)

.191;p = .849 6.46(3.75)

5.79(3.59)

1.35; p = .180

Health 5.67(2.67)

5.47(2.76)

.487; p =. 627 5.61(2.61)

5.43(2.85)

.464; p = .643

PDS sum score 26.9(11.47)

28.45(11.71)

.886; p = .377 28.77(11.21)

27.22(12.06)

.971; p =. 333

Intrusion 9.09(3.82)

9.84(3.93)

1.27; = .205 9.89(3.96)

9.35(3.85)

1.03; p = .305

Avoidance 10.11(5.23)

10.64(4.93)

.701; p = .484 10.74(4.78)

10.22(5.25)

.756; p = .450

Hyper-arousal 7.7(4.04)

7.97(4.22)

.439; p = .661 8.13(4.12)

7.65(4.2)

.837; p = .403

Anxiety 1.39(.79)

1.57(.80)

1.54; p = .124 1.53(.81)

1.51(.80)

.240; p = .811

Depression 1.44(.89)

1.57(.80)

.999; p = .319 1.64(.85)

1.42(.93)

1.79; p = 0.74

Functioning 3.37(1.54)

4.57(2.02)

2.36; p = .021 4.63(2.13)

3.97(1.82)

1.4; p = .166

Drug sum score 0.75(2.21)

0.58(2.04)

.503; p =. 616 0.52(1.98)

0.75(2.19)

.812; p = .418
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No. of Events 13.85(4.87)

15.25(4.99)

1.86; p = .063 15.4(4.98)

14.27(4.95)

1.65; p = .101

Recent Events 0.73(2.50)

0.65(2.51)

.216; p = .829 0.66(2.58)

0.68(2.44)

.091; p = .927

Asset Value ($) 9.19(12.73)

9.17(11.36)

.010; p = .992 9.48(13.38)

8.88(9.94)

.372; p = .710

*0 =Not followed up

1 = Followed up

Figure 6b PTSD status at the 9-month expert (CIDI) follow-up according to treatment

types expressed as a percentage
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At a nine-month follow-up, 70.6% (n=24) of the patients receiving NET no longer

fulfilled the criteria for PTSD, while 29.4% still did (n=10).  Of the patients receiving

TC(E) 65.2% (n=30) no longer fulfilled the criteria for PTSD while 34.8% (n=16) still

did.  Of the patients on the waiting list, 63.2% (n=12) still fulfilled the criteria for PTSD,

while 36.8% (n=7) no longer did.  In the active treatment groups alone there was a 67.5%

treatment success rate: 54 of the 80 patients in both treatment groups who were followed

up nine month later by experts no longer fulfilled the criteria for PTSD.  NET evidenced

a treatment outcome effects size of 0.6 at follow-up while trauma counselling with

exposure evidenced an effect size of 0.7 at follow-up nine month after treatment.

Chi-square tests quantifying the differences between treatment conditions at the 9-month

follow-up:

c2 (df = 2) = 6.34; p < .042 (NET = 34) (TCE = 46) (WL = 19)

c2 (df = 1) = 0.257, p < .612 (ns) (NET) (TCE)

c2 (df = 1) = 4.42, p < .036 (TCE) (WL)

c2 (df = 1) = 5.72, p < .017 (NET) (WL)

Post hoc: Bonferroni-Holm a = 0.05

Table 6.4 showing PDS sum scores by treatment at pre-test, post-test and follow-up, and

effect sizes

TT Pre test

M (SD)

N

213

Post-test

M (SD)

N

149

d Follow-up

M (SD)

N

103

d

NET 28.7 (11.68) 86 5.58 (7.01) 69 1.7 6.02 (6.86) 43 1.7

TCE 29.4 (12.11) 85 5.08 (5.67) 65 1.8 4.98 (6.87) 42 1.8

WL 23.8 (9.71) 42 - 10.06 (8.36) 18 1.1
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Table 6.5 showing differences between mean PDS scores by Nationality at pre and post-

test, and follow-up

Nationality Pre-test

M (SD)

Post-test

M (SD)

Follow-up

M (SD)

Somali 34.84

(10.73)

4.56

(6.78)

4.79 (7.18)

Rwandese 20.82

(7.52)

t(193) =

11.09;

p < .000

6.06

(5.93)

t(147) =

1.43,

p = .154

7.22 (7.26)

t(101) =

1.65,

p = .102

Table 6.6 showing PDS sum scores by gender at pre and post-test, and follow-up

Sex Pre-test

M (SD)

Post-test

M (SD)

Follow-up

M (SD)

Male 25.95

(10.72)

6.13 (6.66) 8.21 (6.99)

Female 29.87

(12.17)

t(211) =

2.49

p = .014

4.53 (6.11)

t(147) =

1.53

p = .129

4.98 (7.27)

t(101) =

2.25

p =.027

Figure 6.c PDS mean symptom scores according to treatment type at pre- and post-test

and follow-up
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Means of PTSD Symptom Sum Scores over 
time
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Figure 6d Bar graph showing mean PDS scores over time by nationality
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Figure 6e Bar graph showing mean PDS scores over time by sex
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Figure 6f Bar graph showing mean CIDI scores at the 9-month follow-up by treatment

type
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Table 6.7 showing mean CIDI sum scores in different treatment conditions

Treatment NET TC(E) WL

MEAN 7.75 8.24 11.21

SD 4.84 4.13 4.34

N 32 45 19

One-way ANOVA: F(2,96) = 4.04, p = .021

Post hoc: Bonferroni alpha test (mean difference) (.05):

NET / TC(E) = 0.49 p < 1.00 (ns)

NET / WL = 3.46 p = .024

TC(E) / WL = 2.97 p =.048
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Table 6.8 Analyses of variance showing differences in key indicators between treatment

groups at the nine-month follow-up

Indicator df f P

Intrusion (2,97) 2.64 .077

Arousal (2,97) 2.27 .109

Avoidance (Sum) (2,93) 3.72 .028

Passive Avoidance (2,97) 3.98 .022

Active Avoidance (2,93) 1.02 .365

Function (2,97) 0.63 .537

Post hoc: Bonferroni alpha (mean difference is significant at the .05 level)

Avoidance (sum) Passive avoidance

NET / TC(E) -.31 (p < 1.0) -.1 (p < 1.0)

TC(E) / WL -1.3 (p = .076) -.89 (p = .044)

NET / WL -1.6 (p = .029) -.99 (p = .027)

Treatment Type Avoidance (SUM) mean score Passive Avoidance mean score

NET 2.94 (2.24) 1.1 (1.31)

TC(E) 3.24 (2.08) 1.16 (1.33)

WL 4.58 (2.14) 2.05 (1.31)

Table 6.9 showing mean avoidance scores across treatment groups
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Treatment Effects: The Active Components

Narrative Exposure Therapy is a manualized treatment approach with distinct structural

components that are difficult to omit or modify.  The same is not true of TC(E), which is

an un-manualized set of skills that each therapist was free to arrange at his or her

discretion.  The main features of TC(E) which converge with NET is the possible

exposure component.  Taken as a homogeneous treatment condition, TC(E) did not differ

significantly from NET in efficaciousness.  The salient differences would remain unclear

unless active ingredients in the TC(E) treatment approach could be isolated.  It was

possible to do so for a portion of the treatment population.

Figure 6.9 - 6.12 represent an effort to disentangle the shared active treatment ingredients

in NET and TC(E).  NET refers to the manualized form of NET, while WL refers to the

waiting list condition.  TC(E) has been differentiated into Supportive Counselling (SC)

which focuses on current problem solving without trauma focus, and SC(E), which is SC

with uncontrolled cameos of trauma exposure of unspecified duration.  An initial chi-

square reading of c2 (3,80) = 7.75, p = .052 across the four (new) treatment groups was

found.  NET and SC did not differ from each other in efficacy (c2 (df = 1) = 0.42, p =

.518), neither did NET and SC[E] (c2 (df = 1) = 1.90, p = .169).  SC differed significantly

from a WL control (c2 (df = 1) = 5.84, p = .016.

The difference between the mean CIDI sum scores of the four treatment groups was

F(3,80) = 2.26, p < .088.  No significant mean differences were found.

It can only be said then that this study found similar treatment outcome effects for the

two active treatment groups, with both showing significant improvement over a waiting

list condition.  The lack of difference between NET and TC(E) can be attributed to the

shared exposure components, which are not quantified in TC(E) and impossible to

isolate.

Figures 6h - 6k therefore represent future directions of inquiry, in which NET with or

without added components can be compared to other non-similar treatment types with or

without components of NET, in order to isolate the most active elements of each

treatment type.
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Associated Treatment Effects

The difference in value of personal possessions between treatment groups did not reach

significance at either assessment point, indicating that there could be more factors

dictating socio-economic status than mental health.  There were also no significant

differences in number of meals consumed, reported functioning deficits, anxiety and

depression scores between treatment groups.  The health sum score did not differ

significantly between treatment groups at post-test, but approached significance at

follow-up (F(1,2) = 3.59; p = .032).

Patients no longer fulfilling the criteria for PTSD showed an improvement on all mental

health indicators (depression, anxiety, and PTSD symptom clusters) compared to patients

still suffering from PTSD.  Specifically, patients in the NET group scored lower on both

the sum of avoidance symptoms (mean difference = -1.6, p = .029) and passive avoidance

(mean difference = -.99, p = .027) than patients in the WL group.  Patients in the TC(E)

group also scored lower on passive avoidance than patients in the WL group (mean

difference = -.89, p = .044)  There was no difference in avoidance scores between NET

and TC(E).

Table 6.10 showing PTSD status by treatment (at 9-month follow-up) in percentages and

raw numbers

Treatment

Type

NET SC WL SC(E)

NO PTSD 65.4% (N=17) 73.9% (N=17) 36.9% (N=7) 41.7% (N=5)

PTSD 34.6% (N=9) 26.1% (N=6) 63.1% (N=12) 58.3% (N=7)

TOTAL 26 23 19 12
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Figure 6.h Bar graph showing PTSD status at the nine month follow-up by treatment type
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Chi-square test quantifying differences between treatment groups:

c2 (df = 3, n = 80) = 7.75, p < .052 ns

c2  (df = 1) = 0.42; p < .518 (NET) / (SC) ns

c2 (df = 1) = 5.84; p< .016 (SC) / (WL)

c2 (df = 1) = 0.07; p < .788 (WL) / (SC[E]) ns

c2 (df = 1) = 3.59; p < .058 (NET) / (WL) ns

c2 (df = 1) = 1.90; p < .169 (NET) / (SC[E]) ns

c2 (df = 1) = 3.51; p < .061 (SC) / (SC[E]) ns

Table 6.11 showing mean CIDI scores in different treatment groups

Treatment

Type

PURE NET PURE SC WL SC(E)

Mean 8.24 8.23 11.21 10.0

SD 4.90 3.91 4.34 3.84

N 25 22 19 12
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Figure 6.i Bar Graph showing mean CIDI sum scores for treatment groups at 9-month

follow-up
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Difference in means: F(3,74) = 2.26, p < .088

Post hoc: Bonferroni alpha: No significant mean differences

Figure 6.j Future Directions
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One-way ANOVA: F(4,95) = 3.05; p = .021

Post hoc: Bonferroni alpha: (SC) / (WL) Mean Difference = 3.6, p =.052.

The only significant mean difference between groups was the above.

Figure 6.k  showing PTSD status at the nine month follow-up by treatment

0

2

4

6

8

10

12

14

16

18

NET SC WL Net+Sc Sc+Net

Treatment Type

PTSD STATUS at the 9-month follow-up

NO PTSD

PTSD

6.3.4 Discussion

Our results show a significant difference between the two active treatment conditions and

a waiting condition, but no difference between the two active conditions.  While a chi-

square test showed NET to have a stronger difference with WL, a Mixed Model

computation showed no significant difference between the two treatments. This is in line

with current literature, which shows that treatment approaches that incorporate an

element of exposure or cognitive restructuring are effective in the treatment of PTSD.

NET is exposure-based.  TC(E) also included unspecified durations of exposure, hence

the lack of difference with NET.

It also proved statistically ambivalent to try to disentangle the active treatment

components common to both treatments.  Only future studies with a more stringent

treatment adherence design will be able to effectively compare and contrast the active

treatment components.
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This study proves that it is possible to train lay people to apply short-term trauma-focused

treatments for PTSD with acceptable (67.5%) success rates.

Limitations of the study

Treatment fidelity was not strictly enforced.  As such, therapists used exposure in

counselling, such that it did not differ from NET.  In mitigation, it must be said that

monitoring sessions often showed that it was the patient’s choice to insist on discussing

past trauma even though they could choose not to.  Often the therapist was unable to

restrict the discussion to problem-solving due to the tenacity of the patient’s insistence.

This is a valuable insight: current clinical wisdom insists that clients do not want to talk

about past trauma and rehabilitative efforts should be concentrated on stabilisation and

problem-solving.  Our study shows that trauma-focused treatments are in line with the

treatment wishes of many patients, that confronting the past trauma may be the best

starting point for rehabilitation.

Treatment compliance was outstanding for NET, with only 4 patients out of 111 dropping

out of treatment.  In comparison, 22 patients dropped out of TC(E) and 12 patients in the

WL control group were unavailable for testing at any of the three assessment time points.

It may be surmised that the structured therapy procedure offered in NET, in which the

individual’s life is explored from beginning to the present provides more incentive to

remain in treatment, compared to the open-ended unstructured approach employed in

TC(E), and a non-active waiting list control group.

In future endeavours, longer periods of training, closer case and personal supervision and

longer sessions may improve treatment outcomes, and may also improve treatment

fidelity.

Obvious links between treatment gains and other indicators were visible in improvement

on all mental health indicators among the patients no longer suffering from PTSD,

compared to those still suffering from PTSD, as well as in health at the follow-up.

Additionally, it is encouraging to note that treatment gains were sustained over the long-

term.
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6.3.5 Conclusion

Randomized Controlled Trials with therapies current in the treatment of PTSD are still

the exception rather than the rule.  In most cases, they are carried out in industrialised

countries in clinical settings with single-case traumas across accident, rape or veteran

combat populations, or migrant refugees populations resident in a destination country.

Randomized controlled trials within the field in source-conflict countries or low-income

host-countries, especially employing trained lay-people on-site is as yet a totally

unexplored domain of research, despite its undisputed importance.

This first study shows the efficacy of employing thoroughly trained on-site lay-people to

conduct two active trauma-focus treatments and significantly reduce trauma-related

suffering.

The treatment study revealed that NET could be taught to refugees with only basic skills,

over a short period of time, and that the trainees could equally acquire basic counselling

skills even without the benefit of a specialized education.  They in turn were able to treat

over 196 fellow clinically traumatised refugees over a short term (4-6 sessions of no more

than 2 hours each) within a six-month period.

Whereas the effectiveness of NET as a therapy for PTSD, in comparison with other

therapies such as Psychoeducation and Supportive Counselling, had been attested to

before (Neuner, Schauer, Klaschik et al., 2004), the present observations are interesting,

in that in this case, local therapists - all of them refugees resident in the camp - and in the

main possessing the most basic literacy skills, were trained to successfully give therapy to

fellow clinically traumatised refugees.

Given the rate of increase of traumatic events worldwide, and therefore the rate of

increase of PTSD, this project can give practical and scientific recommendations to the

conceptualisation and implementation of future treatment interventions in resource-

challenged areas such as refugee camps in low-income countries.

The search for a short-term, cost-effective and easily disseminable therapy for PTSD is a

humanitarian priority.



148

This study has already demonstrated the feasibility of approaches that rely on the

building of local competence for psychological assistance to traumatised refugees, and

has detailed how this can be done practically.  Not least of the benefits that accrue to such

local populations is the psychological transition from being merely survivors and victims

of circumstances to becoming agents of change within their own communities.

Like any other community, poor African populations deserve programmes of psychiatric

intervention based on sound evidence of effectiveness and feasibility, proven in their own

cultural settings (Igreja et al., 2004).  This study demonstrates that effective mental health

models that build local capacity in order to assist traumatised patients in low-income

countries are feasible.
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7 Post Traumatic Stress Disorder in Children and Adolescents

The past two decades have produced increased knowledge about the reactions of children

and adolescents exposed to traumatic stress.  Research from around the world has

encompassed studies of children exposed to intra-familial, interpersonal and community

violence, political violence, natural and manmade disasters, serious illness, injury and

accident, as well as, more recently, terrorism, war and torture.  Over the past decade,

there has been increasing awareness of the extent to which children are exposed to

traumatic events, the severity of their subsequent acute distress and the potential serious

long-term psychiatric sequelae thereof (Cohen, Berliner, & March, 2000; Pynoos,

Steinberg, & Goenjian, 1996; Saigh, Yasik, Sack, & Koplewicz, 1999).

7.1 Symptomatology of Post Traumatic Stress Disorder in Children and Adolescents

The symptoms by which PTSD in youth is recognized are similar to the symptoms in

adults, except that children may express the same symptoms differently.  For instance,

children may express Criterion A2 (the person’s response involved intense fear,

helplessness or horror) through disorganized or agitated behaviour.

Young children may express Criterion B1 (recurrent and intrusive distressing

recollections of the event, including images, thoughts or perceptions) in form of repetitive

play in which themes or aspects of the trauma are expressed.  B2 (recurrent distressing

dreams of the event) may occur in children as frightening dreams without recognizable

content, while B3 (acting or feeling as if the traumatic event were recurring; includes a

sense of reliving the experience, illusions, hallucinations and dissociative flashback

episodes, including those that occur on awakening or when intoxicated) may be

expressed through trauma-specific re-enactment in young children.

7.2 Assessment of Paediatric Post Traumatic Stress Disorder

Psychometrically valid instruments for assessing PTSD in youth are becoming

increasingly more important.  Ideally, assessment tools targeting paediatric PTSD should:

(1) provide reliable and valid ascertainment of symptoms across multiple domains (2)

identify objective and subjective responses to divergent traumatic events (3) evaluate

symptom severity (4) incorporate and reconcile multiple observations, such as parent and
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child ratings and (5) be sensitive to treatment-induced change in symptoms (J. S. March,

1999).

The Pynoos-Nader version of the Stress-Reaction Index (PTSD-RI) played an early role

in assessing paediatric PTSD.  Used both dimensionally and or categorically, it is a semi-

structured interview for making a categorical diagnosis of PTSD.  Other categorical

measures include the Childrens PTSD Inventory, the current form of which was

developed to reflect the DSM-IV criteria for PTSD.  Self-report measures widely in use

include the UCLA PTSD Index for DSM-IV (Child, Adolescent and Parent version).  The

UCLA PTSD Index is an instrument of choice as an assisted self-report measure in

dissemination studies in non-western traumatised populations (Elbert et al., in prep.; Ruf,

Schauer, Gotthardt, & Elbert, in prep).

Nader and colleagues developed the Clinician-Administe red PTSD Scale-Child and

Adolescent Version (CAPS-C) (Nader, Blake, Kriegler, & Pynoos, 1994) with the

support of the National Center for PTSD.  Modelled after the adult CAPS (Blake et al.,

1990), the CAPS-C provides scalar and categorical assessment of PTSD and PTSD-

related psychopathology.  The CAPS-C measures both the frequency and intensity of

symptoms, and is a preferred clinician tool in research settings where precise assessments

of treatment-induced symptom change in traumatised youth is paramount.

Because co-morbidity is important in influencing treatment and other clinical choices in

traumatised youth, the M.I.N.I. KID is useful in assessing disorders concurrent with

PTSD.

7.3 Epidemiology of Paediatric Post Traumatic Stress Disorder

Paediatric PTSD varies in prevalence across populations of child survivors.  Evidence

coming in from various parts of the globe show a range of prevalences among different

populations of children.  Dyregrov et al. found up to 79% of child genocide survivors in

Rwanda at risk to develop PTSD.  Meiser-Stedman et al. found a 12% prevalence of

PTSD among child and adolescent survivors of assaults or motor accidents, while Amone

P”Olak  and Derurlyn found up to 90% traumatisation among former child soldiers

(Amone-P'Olak, 2005; Derluyn et al., 2004; Dyregrov et al., 2000; Meiser-Stedman,

Yule, Smith, Glucksman, & Dalgleish, 2005).
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7.4 Co-morbidity in Paediatric PTSD

Traumatized children frequently exhibit symptoms of disorders other than PTSD, and

children with other disorders may have PTSD as a comorbid diagnosis.  A carefully

conducted clinical interview with the child regarding his or her internal experiences is

often important to clarify the diagnostic picture, especially as neither parents nor teachers

may be aware of the existence or severity of the child’s symptoms.  Additionally,

children may minimize their symptoms in order to protect parents and significant others,

or to avoid discussions of the traumatic event(s).  Because of the high prevalence of co-

morbid symptomatology in children with PTSD, it is crucial to include non-PTSD

outcomes as targets for treatment and predictors of treatment response in treatment

outcome studies, without de-emphasizing the traumatic event(s).

In children with PTSD, depression may be an especially common co-morbid problem.

Co-morbidity of PTSD has also been noted with substance abuse in older children, and

with other anxiety disorders such as overanxious disorder, agoraphobia, separation

anxiety disorder and generalized anxiety disorder.

Anxiety symptoms in young children may take the form of hyperactivity, distractibility

and increased impulsivity, which are the hallmarks of attention-deficit/hyperactivity

disorder (ADHD).  This may help explain why co-morbidity has also been found between

PTSD and ADHD.  A high prevalence of other externalizing disorders, such as conduct

disorder and oppositional defiant disorder, has also been noted in clinical and population

samples of children with PTSD.  Co-morbidity between PTSD and borderline personality

disorder (BPD) is not uncommon in sexually abused adolescents or children with

multiyear, multi-stressor traumas and PTSD histories.  Reportedly, 60-80% of females

diagnosed with BPD report a history of childhood sexual abuse.

As such, targeting of co-morbid disorders should not be ignored when setting goals in the

treatment of paediatric PTSD (J. March & Amaya-Jackson, 1994; J. March, Amaya-

Jackson, & Pynoos, 1996; J. S. March, 1999; J. S. March & Amaya-Jackson, 1993;

Pynoos et al., 1996; Somasundaram, 2002).
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7.5 Treating Post Traumatic Stress Disorder in Children and Adolescents

Art and Play Therapy

The term ‘play therapy’ refers to the use of play as a projective technique.  However,

most descriptions of trauma-focused treatment advocate the use of play and other non-

verbal techniques (the use of drawings, puppets, dolls, and so on) as a means of

enhancing the child’s comfort and ability to communicate in therapy, in order to

accomplish specific therapeutic goals rather than as a projective technique.  As such the

use of play in therapy is incorporated into many of the therapeutic approaches used with

children and adolescents (Meichenbaum, 2000).

Psychological Debriefing

This may involve clarifying the facts about the traumatic event(s), normalizing children’s

PTSD reactions, encouraging expression of feelings, teaching problem-solving

techniques and referring the most symptomatic children for treatment.  Such interventions

may also serve a screening function to identify children at risk of developing PTSD.

Psycho-education

Most treatment approaches include some degree of psycho-education for parents,

children and sometimes teachers.  In particular, education about the traumatic experience

(e.g. common reactions and how to respond or protect oneself) is considered beneficial to

children as well as their parents.

Psychodynamic Approaches

Empirical support for the effectiveness of psychodynamic therapy as treatment for

children with PTSD is weak at best, consisting mainly of descriptive case studies.  Case

studies have reported on the impact of trauma and the treatment response with reference

to object relations, the use of defence mechanisms and resistance.  In these approaches,

longer-term, individual therapy is used as the vehicle for processing the impact and

meaning of the traumatic event.  However, effectiveness is still to be scientifically

proven.
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Cognitive-Behavioural Techniques (CBT)

Like other cognitive-behavioural approaches to treating mentally-ill children and

adolescents, cognitive-behavioural therapy (CBT) for traumatized children generally

blends both cognitive and behavioural interventions, including exposure techniques

(direct discussions of the traumatic event), stress management / relaxation techniques,

and exploration and correction of inaccurate attributions regarding the trauma.

Controlled exposure to traumatic cues is likely therapeutic for children as it is with

adults.  Although many clinicians may be hesitant to take such an approach with children

because of reluctance to increase symptomatology, or to avoid the negative affect

associated with the discussion, increasing research evidence points to the efficacy of

cognitive-behavioural based therapies when used with children (Amaya-Jackson, 1995;

Arellano et al., 2005; Cohen, 2003; Cohen et al., 2000; Cohen, Deblinger, Mannarino, &

Steer, 2004; Cohen & Mannarino, 1996, 1997).

Stress management strategies are frequently paired with direct discussions of the

traumatic event.  It is often recommended that progressive muscle relaxation, thought

stopping, positive imagery and controlled breathing be taught to children prior to detailed

discussions of the trauma.  Reportedly, mastering these skills may give children a sense

of control over thoughts and feelings, rather than being overwhelmed by them and allows

them to approach the direct discussion of the traumatic event with confidence and not

lead to uncontrollable re-experiencing symptoms and fear.  Stress management

techniques may also be useful outside the therapeutic context if and when re-experiencing

occurs.

Cognitive therapy (CT) techniques have also proven useful in the treatment of paediatric

PTSD.  Besides straightforward cognitive restructuring regarding risk appraisal and over-

responsibility, CT often targets evaluation and reconsideration of negative cognitive

assumptions that children may have with regard to the traumatic event.  Beyond mere

reassurances, faulty attributions regarding the trauma are explored and challenged by a

step-by-step logical analysis of the cognitive distortions, replacing them with more

accurate and functional attributions.  Other trauma-related beliefs, such as survivor guilt

and omen formation, may also respond to cognitive methods.  Because children’s trauma-
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related attributions and perceptions predict psychological symptomatology, the cognitive

component is believed to be at least as important as exposure in reducing posttraumatic

symptoms.

Eye Movement Desensitization and Reprocessing (EMDR)

EMDR, which many consider a variant of CBT, is an intervention that combines

components of exposure and cognitive therapy with directed eye movements.  Studies

with adults have shown some evidence of effectiveness in the treatment of PTSD

although the value of eye movements has not been specifically demonstrated, nor is it

likely to be essential.  Brief treatment with EMDR may benefit traumatized youth, but

this is still to be unequivocally proven.

Pharmacotherapy

Case reports and uncontrolled trials suggest that the benefits of conventional drug

treatments in PTSD are quite modest.  A variety of psychopharmacological agents have

been used to treat childhood posttraumatic stress symptoms and the associated symptoms

of depression or panic, including propranolol, carbamazepine, clonidine and

antidepressants.

It is asserted that including parents in treatment helps them monitor the child’s

symptomatology as well as learn appropriate behavioural management techniques, both

in-between and after treatment is terminated.  In addition, helping parents resolve their

own emotional distress related to the trauma can help them to become more perceptive

and responsive the their child’s emotional needs.  Many parents benefit from specific

psycho-education regarding their child’s PTSD symptoms and how to manage them.

Especially in the treatment of child-abuse is parent involvement considered imperative

(Amaya-Jackson, 1995; Cohen, 2003; Cohen, Berliner, & Mannarino, 2003; Cohen et al.,

2000; Cohen, Mannarino, & Rogal, 2001; Cohen, Mannarino, Zhitova, & Capone, 2003;

Friedman, 2000; J. S. March, 1999; J. S. March & Amaya-Jackson, 1993; J. S. March,

Amaya-Jackson, Terry, & Costanzo, 1997; Pynoos et al., 1996; Saigh, Yasik, Oberfield,

& Inamdar, 1999; Saigh, Yasik, Sack et al., 1999).
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7.6 NET in Children and Adolescents (KIDNET)

Current scientific knowledge holds that the ability to narrate one’s life story requires

abilities that are not well-developed in early childhood.  In general, the capacity for

autobiographical memory develops with age.  Research into the use of Narrative

Exposure Therapy with children and adolescents is still in its preliminary stages.  The

first pilot study in which NET is used with traumatized youth is outlined in a later

chapter.  The results are encouraging, with important symptom reduction evident

immediately after treatment and sustained in a nine-month follow-up.  Evidently, more

empirical evidence supporting the efficacy of NET as an intervention for traumatized

youth would be more than welcome.  Multi-site controlled randomized trials comparing

NET to a waiting-list control among relocated child war and torture survivors, and

comparing NET to relaxation treatment among child natural disaster and organized

violence survivors from six years of age are currently in progress.

So far, in reverse of clinician expectations that children are unwilling or unable to talk

about highly stressful events, child PTSD patients have proved to be willing and able to

articulate traumatic events in enough detail to reconstruct a chronological narrative of

their experiences, with the help of illustrative material akin to art and play therapy.
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8 Narrative Exposure Therapy as a treatment for child war survivors with

posttraumatic stress disorder: Two case reports and a pilot study in an African

refugee settlement

8.1 Background

In the wars and armed conflicts of the past decades, children have been among the

survivors who have been exposed to war or conflict-related violence.  The United Nations

High Commissioner for Refugees (UNHCR) recently stated that 43% of its population of

concern are children under the age of 18 (UNHCR, 2004).  Mental health experts are also

becoming more aware that war and conflict-related event types are among those that may

result in children developing disorders of the stress spectrum, including posttraumatic

stress disorder (PTSD) (Allwood, Bell-Dolan, & Husain, 2002; Jensen & Shaw, 1993;

Veenema & Schroeder-Bruce, 2002; Yule, 2000).

Dyregrov et al. found 79% of the children in Rwanda at risk for developing PTSD 13

months after the Rwandese genocide (Dyregrov et al., 2000). From a study of children

and adolescents in war and siege conditions in Sarajevo, Husain et al. concluded that

proximity to war atrocities and personal losses are highly correlated with the

development of PTSD in this population (Husain et al., 1998).  Thabet and Vostanis

report 72.8% PTSD reactions in Palestinian children.  Even after spontaneous remission

was attested to in a one-year follow-up, a significant minority still suffered from

important PTSD symptoms and would need intervention to recover (Thabet & Vostanis,

1999, 2000).  Smith et al. found significant levels of posttraumatic stress symptoms as

well as depression, anxiety and grief in a sample of children from Bosnia-Hercegovina

(Smith, Perrin, Yule, Hacam, & Stuyland, 2002).  At another extreme of organized

violence against children, Derluyn et al. predicted that 97% of the returned formerly

abducted children in northern Uganda were at risk to develop PTSD (Derluyn et al.,

2004).  These findings are echoed by other researchers (Amone-P'Olak, 2005; Magambo

& Lett, 2004).
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This field of research which addresses the wide-ranging negative sequelae that children

and adolescents in modern post-conflict populations such as in Iraq, Kuwait, Bosnia,

Rwanda, Croatia, South Africa and others may develop consequent to war and conflict

violence is becoming increasingly important (Ahmad, Sofi, Sundelin-Wahlsten, & von

Knorring, 2000; Dyregrov, Gjestad, & Raundalen, 2002; Dyregrov et al., 2000; Hadi &

Llabre, 1998; Kuterovac-Jagodic, 2003; Papageorgiou et al., 2000; Peltzer, 1999;

Schwarzwald, Weisenberg, Waysman, Solomon, & Klingman, 1993; Somasundaram,

2002; S. Weine et al., 1995; Weine & Laub, 1995; Weisenberg, Schwarzwald, Waysman,

Solomon, & Klingman, 1993).

Current research emphasis is now more than ever being placed on developing appropriate

interventions that address the needs of child and adolescent survivors experiencing a

range of symptoms after trauma exposure.

In a randomized clinical trial, Stein et al. found a 10-session standardized cognitive-

behavioural therapy (the Cognitive-Behavioural Intervention for Trauma in Schools) to

significantly reduce symptoms of PTSD in children exposed to violence in Los Angeles,

compared to a wait-list control (Stein et al., 2003).  March et al. found group cognitive-

behavioural psychotherapy to reduce post-traumatic stress symptoms in children and

adolescents after single-incident stressors (J. S. March, Amaya-Jackson, Murray, &

Schulte, 1998) while King et al. compared cognitive-behavioural therapy to a wait-list

control in the treatment of sexually abused children with post-traumatic stress symptoms

(King et al., 2000).  Goenjian et al. has explored the efficacy of trauma/grief-focused

brief psychotherapy in alleviating PTSD symptoms and preventing the worsening of

comorbid depression among early adolescents after a catastrophic disaster, using a

school-based model (Goenjian et al., 1997).

Testimony therapy has also been used with Sudanese adolescent refugees resident in

America (Lustig et al., 2004).

The use of pharmacotherapy in the treatment of child and adolescent sufferers of PTSD,

in comparison to or together with psychotherapy, has been extensively discussed (Cohen,

2003; Nemeroff et al., 2003; Pine, 2003; Pine & Cohen, 2002; Yule, 2001a).
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Given the pervasiveness of war and conflict-related trauma, especially in resource-poor

countries, interventions tailored to suit the circumstances of the overwhelming number of

child survivors are especially in demand.  However, treatment outcome studies in this

field are still few.  Many such interventions are derived from interventions initially

developed for adults, such as cognitive behavioural therapy.

In summary, the main interventions currently in use with children include psycho-

pharmacological treatments, play therapy, psychological debriefing and testimony

therapy (Cohen et al., 2000; Donnelly, 2003; Lustig et al., 2004; Salloum, Avery, &

McClain, 2001; Saltzman, Layne, Steinberg, Arslanagic, & Pynoos, 2003; Selimbasic et

al., 2001; Weine et al., 1998; Weine & Laub, 1995; Yule, 2001a, 2001b).  It is notable

that most approaches have not yet been tested within post-conflict populations of children

and adolescents living in non-industrialized countries.

Narrative Exposure Therapy (NET) is a treatment approach that was developed for the

treatment of PTSD resulting from organized violence.  vivo developed Narrative

Exposure Therapy as a standardized short-term approach based on the principles of

cognitive behavioural exposure therapy by adapting the classical form of exposure

therapy to meet the needs of traumatized survivors of war and torture (Neuner et al.,

2001; Neuner et al., 2002; Neuner, Schauer, Klaschik et al., 2004).  In exposure therapy,

the patient is requested to repeatedly talk about the worst traumatic event in detail while

re-experiencing all emotions associated with the event.  In the process, the majority of

patients undergo habituation of the emotional response to the traumatic memory.  In

addition to the reconstruction of the traumatic memory, this habituation consequently

leads to a remission of PTSD symptoms.

As most victims of organized violence have experienced many traumatic events, it is

often impossible to identify the worst event before treatment.  To overcome this difficulty

in NET, the patient constructs a narration of his whole life from early childhood up to the

present date while focusing on the detailed report of traumatic experiences.  The focus of

NET is therefore two-fold.  As with exposure therapy, one goal is to reduce the

symptoms of PTSD by 1) confronting the patient with memories of the traumatic event.

However, recent theories of PTSD and emotional processing suggest that the habituation
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of the emotional processes is only one of the mechanisms that improve symptoms (M.

Schauer et al., 2004). Other theories suggest that the distortion of the explicit

autobiographic memory of traumatic events leads to a fragmented narrative of the

traumatic memories.  Thus, 2) the reconstruction of autobiographic memory and a

consistent narrative should be used in conjunction with exposure therapy.  Emphasis is

put on the integration of emotional and sensory memory within the autobiographic

narrative.  Narrative Exposure Therapy was initially developed for adults, but has been

adapted for use with children older than 8 years (E. Schauer et al., 2004; M. Schauer et

al., 2004).

In narrative exposure procedures, children are asked to describe what happened to them

in great detail, paying attention to what they experienced in terms of what they saw,

heard, smelled, felt, the movements they recall and how they felt and thought at the time.

Initially, the session is distressing, but as it is long enough to allow habituation, distress

levels diminish towards the end and more and more details are recalled.  After only four

sessions of exposure, scores on intrusion and avoidance may drop significantly (M.

Schauer et al., 2004).

8.1.1 Setting

This study investigated the effectiveness of NET when applied to child refugees. The

investigation was carried out in the context of the Nakivale mental health project, which

aimed at the examination of mental health symptoms as well as the evaluation of different

treatment approaches in the Nakivale refugee settlement in Uganda (Onyut et al., 2004).

Aims

The aim of this study was to test the efficacy of KIDNET as a child-friendly treatment

approach for traumatized children in post-conflict populations. The results of a small

sample pilot test to allow the examination of the feasibility and potential efficacy of the

method in a field context are presented later in the chapter.
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Participants

Six child refugees (ages 13 – 17 years; 3 girls and 3 boys) of Somali ethnic origin

screened as having PTSD from a larger epidemiological survey in Uganda’s Nakivale

refugee settlement (Onyut et al., 2004).

Hypothesis

1) It was hypothesized that NET could be adapted for successful use with child sufferers

of PTSD.

8.2 Methodology

8.2.1 Instrumentation

As instruments need to go through a work-intensive process of translation and validation

and interpreters as well as interviewers need extensive training so that instruments are

properly applied, we used the same already-validated instruments as in the adult

epidemiological survey.  The Posttraumatic Diagnostic Scale (PDS) and the Hopkins

Symptom Checklist-25 (HSCL) were administered face-to-face by trained, local, non-

professional interviewers as assisted self-report interviews in order to screen for

posttraumatic stress disorder and co-morbid depression (Derogatis et al., 1974; Foa,

1995). The six children were identified as having PTSD according to the PDS.  These

diagnoses for both PTSD and depression were validated using the Composite

International Diagnostic Interview (CIDI) version 2.1 (WHO, 1997) Sections K and E

respectively, administered by expert clinicians with the help of extensively trained

interpreters within two weeks of the initial interview.

8.2.2 Procedure

This was done within the context of a clinical interview during which the clinicians

clarified the questions for the children. The clinicians employed child-appropriate

language to make sure the children understood the questions.  In all six cases, the initial

diagnosis was confirmed.

All six were assigned to a Narrative Exposure Therapy (KIDNET) treatment group, with

treatment being offered by expert clinicians experienced in the use of NET. The post-tests

were also conducted by expert clinicians and trained interpreters, again using the CIDI.
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All six child patients gave verbal assent for the screening.  They were then formally

offered individual treatment after diagnosis, along with a brief psycho-education

describing the nature and prevalence of PTSD symptoms, and what treatment would

entail.  A standard written rationale that has been developed for this purpose was used,

the goal being to explain that PTSD-related symptoms and dysfunction are frequently

consequent to multiple traumatic experiences.  All six gave their assent for treatment,

which only began after informed consent from the parents or guardians was granted.  It

was made clear that both assessment and treatment would be entirely voluntary, and no

monetary or food-item inducements would be offered.  In all cases, both the patients and

their parents or guardians were relieved that treatment was offered.

The patients were tested again with the CIDI approximately four weeks (post-test) and

nine months (follow-up) after the end of treatment.

8.2.3 Treatment

Narrative Exposure Therapy treatment sessions lasted between 4 to 6 sessions, of

between 1 – 2 hours in duration.  The treatment involved one-to-one sessions with a

clinician attending to an single child patient at a time.  At the beginning of Session 1, the

patient was requested to draw any picture that came into their minds, as the very first

step.  Next, the patient was given a lifeline (length of rope) and a selection of stones of

varying characteristics and sizes, as well as fresh flowers of varying sizes and colours.

He or she was then asked to construct his lifeline, outlining the major events using

flowers for positive events and stones for negative events in a chronological order.

When he or she was quite sure about the sequence and magnitude of events, the patient

was then asked to make a drawing of this lifeline, with brief titles for each event.  The

narrative session then began, with the patient narrating the events of his or her life

starting with his or her birth, with the aid of the lifeline and the drawings.  The patient

used a representative object, which he or she moved at will to indicate where he or she

had reached on the lifeline.

In the following narration procedure, the participant constructed a detailed chronological

account of his own biography in cooperation with the therapist.  The therapist’s task was

to document the patient’s autobiography, which was corrected with each subsequent
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reading.  Special focus of the therapy was on the transformation of the generally

fragmented report of traumatic experiences into a coherent chronological narrative, and

working through emotions, sensations and reactions relevant to the traumatic events.

During the discussion of the traumatic life experiences, the therapist asked for current

emotional, physiological, cognitive and behavioural reactions, while accompanying the

patient back into the details and emotions surrounding each event, and helping the patient

to reconstruct the trauma memory.  The participant was encouraged to relive these

reactions and emotions while reporting the events.  The discussion of a traumatic event

was not terminated until a habituation of the emotional reactions presented and reported

by the patient occurred.

During the session and in subsequent sessions, the testimony was read back to the

patients, who was asked to correct, modify or add to it until a complete document has

been made of the patient’s experiences.  During the last session, the participant received a

complete written document of his biography. The precepts of Narrative Exposure

Therapy are described in detail in a manual (M. Schauer et al., 2004).

The main innovation of KIDNET as compared to the adult version of NET is the use of

illustrative material such as a lifeline (usually a length of rope or string), stones and

flowers, as well as coloured drawings and role-play, to help the child reconstruct the

memories of his or her experiences.  Unlike with adult NET thus far, the patients were

encouraged to extend the narration beyond the present, to describe their hopes and

aspirations for the future, mainly with the use of flowers.  This is done at the end of

therapy.  These hopes and aspirations were included in the drawings, lifeline and

narrations as an integral part of the document.  The therapist also highlighted the length

of rope still left over, to illustrate opportunities and possibly improved life circumstances,

despite negative past experiences.  The patient was requested to construct his or her

lifeline at the beginning of each session, after which narration was resumed.  The

therapist was also alert to detect any connection between the initial picture and the

traumatic events in the storyline, especially the worst-ever event. As a final task, the

therapist requested the child to draw any picture that came to their minds after handing

over the document to the patient at the end of the last session, in order to compare this

with the initial picture drawn.
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Two Cases of Narrative Exposure Therapy

Case One - AWH

AWH is a very slim young person of middle height, with active uneasy eyes that never

rest.  He was interviewed in March 2003 when he was 15 years old by a locally trained

interviewer using the PDS.  He was very shy when he came.  In fact, he approached the

house then ran back into the street.  After some time, he slowly approached again.  Both

the therapist and the interpreter put in a lot of effort to make him feel welcome and

comfortable.  As we later learnt, he lost both parents during the civil war in Somalia.

This was without question his “worst event”.

He has lived by himself since the age of 14 in the camp, but fended for himself since the

age of 9.  He had no family in the camp or anywhere else, as far as he knew.  At the time

of his parent’s death in Somalia, he recalled a younger brother and sister, but he had

never heard of them again.  He has been a registered refugee in Uganda since 1998.

His initial drawing at the beginning of therapy shows the tiny lonely figure of a child,

placed in the middle of the large white sheet of paper, nothing else.  He named it “ a

boy”.

The beginning of NET was challenging, since he seemed to recall very little of his early

years as a child in Somalia.  He was also very economical with words and upon being

asked to place flowers for good events in his life, he found there was no event that would

deserve a flower.  He simply placed two stones on his lifeline, one for the day his parents

were shot in front of him, one for the time he reached Nairobi as a refugee, a time when

he had to struggle hard to stay alive in the absence of any aid.

After NET 1 (session 1), he did recall his early years in quite some detail and even

remembered some joyful events; for one of which he later placed a flower: ‘the time I

used to play football with my dad in the evenings in our compound’.

After having witnessed the death of his parents and being able to escape through the back

of the house, he was completely on his own.  He escaped Mogadisho with a group of

strangers, survived Nairobi by himself, eating left-overs at hotel garbage dumps and

finally smuggled himself into Uganda by hiding in the back of a bus.
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Excerpts of his story read:

I was born in Mogadisho, Somalia. I do not know my exact birthyear, I

think it is 1986. I grew up with both my parents. I have a sister who is 2 years younger

called Halimo and a 4 years younger brother called Mohamed. We lived in a part of town

called …

My mother had fair brown hair and skin. She was young and I loved her a lot. I was her

first-born and her favourite. She even told me so. My father was of darker complexion.

He was also a young man in those days. He was hard working. He had a shop close by in

the market. He would usually leave in the morning and return home in the evening.

Sometimes when he came home, he played with us in the evening. We played football

together. Those were good times. I do not know how old I was then; I just remember that

I was very young…

When I remember those days I get sad. All these memories come back and I only know

what I have lost. The years went by and I used to live like this until the war broke out. I

don’t remember the year, but I was still young… One day we fled from home in the late

afternoon…We went with a car to a place called Bal’aad, about 30km out of town…

Eventually we went back home to Mogadisho. I must have been about 10 years by then. A

few months later, the war reached us again. It was early in the morning. A group of about

10 civilian men reached came to our house. They were armed with guns…

I stood very near to my parents. I was so scared. Suddenly I heard the sound of bullets.

One of the soldiers had started shooting. The moment I saw that he pulled the trigger and

heard the first bullet, I panicked. I started running. I felt such great fear. I ran inside the

house and tried to hide myself behind a door in one of the rooms. I was shivering,

fearing, thinking ‚they will also come for me, they will come and kill me’. I still have a

heart beat now, when I recall that moment. After some time it went quiet outside. I still

stood behind the door, silent, not moving. After a while I slowly moved towards the

window and peeped out. What I saw was terrible. My mother and my father had been hit

by the bullets. They were both lying on the ground. My mother had fallen on top of my

father. They both had blood on their clothes. My mother had blood on her face and her

stomach. They were not moving anymore, they had died. Until that day, I had never seen
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a dead person. I felt horror. I was so afraid of them, shocked by what I saw.  I only

thought of running away, leaving this place. I escaped through the back of the house and

jumped over the fence. This was the last time I have seen my parents and also the last

time I had been in our home in Mogadisho…

While fleeing, I joined strangers in the street. So many people were trying to flee. I simply

ran with them. When these people reached their destination, they branched off from the

road. It was night time by then. I was alone. I hated my life. I followed the road and

finally fell asleep under a bush. I had given up about life by then. I felt like I had died as

well. I knew about the danger of wild animals and lions, but I did not care…

This is how I came to Uganda. When we reached Kampala I saw a group of Somalis and

went to greet them. They took me in and I lived with them for a few weeks. They also

showed me how to register as a refugee with UNHCR. I remember the day I came to

Nakivale Refugee Camp. I was so surprised how people can live in a place like this. I

stayed with the Somali family that found me in Kampala for about two years in the camp.

Finally, Red Cross helped me to build my own house in 2000, I was about 14 years then.

Since then I live alone. I started going to school when I came to Nakivale. I will graduate

from P7 at the end of this year. I have learnt how to live by myself; I can do everything by

myself. I never ask for help. No one can help me anyway. I have never heard about my

brother and sister again. Whether they are still alive and if so, where I could find them.

But now I am ready to look for them.

As mentioned before, he has been surviving on his own since the age of 9 years.  This has

probably led to his enormous shyness but also an amazing sense of self-reliability. ‘I can

do everything by myself.  I never ask for help.  Anyway who could help me?’  There is

also a strong feeling of sadness and loneliness around him that is very moving.  Our local

translator Haji, who is also trained as a NET therapist, was moved to free flowing tears at

several moments of AWH’s life recall, specially when he spoke about his loneliness and

desperation.

AWH is a smart boy, so he frequently challenged the concept of therapy in the beginning.

‘It won’t make my parents come back, and it won’t change my life situation’.  AWH has
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never really entered a state of expressing strong emotions like crying or anger during

therapy.  He said he could not cry, also not by himself.  There were however visible signs

of emotional processing like tears and strong heartbeat especially during NET 1 and 2.

AWH reported having strong PTSD symptoms when he started therapy, especially

continuous nightmares and flashbacks, mainly related to the day his parents were killed.

Re-experiencing actually increased, he said, once therapy was started. After NET 4 he

talked of having fewer symptoms.  In his last session AWH talked about wanting to try

and trace his family with the help of the Red Cross.  He was especially interested in

finding his two younger siblings.

When the sum of symptoms were counted according the CIDI-K section, AWH had a

sum score of 12 in the CIDI pre-test.  This had decreased to 8 in the CIDI post-test

immediately after the end of therapy, and 9 at the nine-month follow-up.  At the nine-

month follow-up, AWH was looking well-dressed, and had put on both height and

weight.  He had completed his primary school education at the camp primary school and

spoke confidently of his plans.  He had also joined the camp soccer team and played

along with the group now every evening, a significant behavioural change, given that he

previously would not even talk or socialize with others. He was not more friendly than

usual, but admitted significant symptom reduction to an expert evaluator who had never

seen him before.

Case Two – UG

UG was a pretty seventeen-year old girl in March 2003 when she was interviewed by a

locally trained interviewer.  She looked, however, visibly ill and strained –quite unlike a

normal happy young woman.  She complained of constant headache and pain in her eyes.

UG did not wait to be offered treatment, but came herself to the project centre and

requested for help.  In her own words, “I have been to all the doctors but they have done

nothing for me.  All they give me are painkillers.  I had to drop out of school because of

my headaches and pain in my eyes.”  When the treatment protocol was explained to her,

she was enthusiastic about relating her experiences and readily gave her assent.  Her
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mother was quick to give her consent.  She said she would try anything that would help

her daughter.  In her own words, ‘ My daughter has not been her real self for a long time.’

At the beginning of NET 1, UG drew a picture of the Somali flag.  Asked to explain, she

said she loved her homeland and hoped to go back there one day when there was peace.

While laying her lifeline, UG included a happy family life in Somalia till the age of 4, her

arrival in Uganda after a long and difficult flight itinerary and being accepted as a refugee

by the UNHCR as the flowers in her life.  The stones in her life represented the worst

event, when her older brother was killed, her sister was severely injured and her two

younger brothers were lost, never to be seen again, to date.  Other stones symbolised

flight difficulties such as extreme hunger, and a failure to access a solution for her

headaches and eye pain, which she has had since the worst event.

In subsequent NET sessions, UG talked in detail about these events.

Excerpts from her story read:

I was born on August 26th 1986 in Mogadishu…. I had six brothers, two younger than me

and two sisters older than me.  We were a very happy family.  As a big family, we

conversed a lot and made jokes.  We were very happy with our father.  He made us laugh

and brought us presents whenever he went anywhere.  This was a happy time till I was 4

years old…

One day,… we heard guns and bullets firing and we were excited.  My father ran from

work and picked up the other children from school and came back home with them.

Some people came to chase us away from our house because we were a minority clan

(Madiban).  They were from the Hawie (Habrigidir). They were men, very many.  They

told us to leave everything and flee from the house.  They did not beat us.  I was still a

child, with a soft head.  I heard the bullets and started vomiting and fell down.  My

mother picked me up and put me on her back. We all left the house…

On the way, we met very many militia men dressed as army men.  They told us to lie

down on the ground.  I was still crying.  The rest were silent.  One of them knocked me

with the butt of the gun on the soft part of my head.  Then I kept quiet.  They wanted to

kill everyone…
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They put us in a house for security purposes.  A heavy gun was shot near the house.

There was another house near our house.  They shot this house and the fragments

reached our house.  Some people were killed in our group, including my brother.  He was

older than me. He was called Mahad. He was in his school uniform.  He fell down on his

stomach.  I did not see him fall but I saw the blood.  My sister Khadija was lying down

when the fragments hit her.  I did not see any blood, but the fragments went into her

stomach and she was hurt in her stomach.  My father thought she was dead, but people

said she was still alive and she was still talking.  He went to her and told her to get up.

She could not get up.  My father carried her to the hospital.  Two of my brothers,

Abdirahman aged four years, and Abdirasaq aged three years, disappeared in that group

as everyone ran away.  They were my two younger brothers.  My dead brother Mahad

was left there. We never saw my two brothers who disappeared again.  So many other

people died as well…

After one year, we came back to Mogadishu.  We found our father and sister in the

hospital.  They first stayed in the hospital for some time, then moved to a house.  My

sister had been operated on.  My father had become a bit deaf because of the gunshot.

We decided to leave Somalia and go somewhere else more secure.  We left Somalia with

nothing.  My mother, my father, my injured sister Khadija, and the other six children…

We went to Kampala.  My mother was advised to go to the UNHCR and got a mandate.

My sister Shamso and my cousin sister Fardosa also got separate mandates….  In 1997,

we were resettled in Nakivale camp…

I hit my head down and I felt the pain of the gun again.  I was not hurt but I got a terrible

headache for three days.  I went to the doctor but I did not get any assistance except

Panadols and eyedrops.  Since then, I was unable to go to school because the headaches

increased.  My eyes had begun paining from birth, but they increased with the headaches.

I am still here but I hope for a better future and a happier life e.g. to be resettled

elsewhere, to have an education, to have a happy family of my own and to make contact

with my lost loved ones.
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Among her hopes and aspirations for the future, UG hoped to trace her missing brothers

under the auspices of the Red Cross, as well as re-enter the education system.  She also

hoped to one day have a happy family of her own

 In the final picture at the end of therapy, she drew a happy family inside a nice house,

living in peace.

UG had a CIDI pre-test sum-score of 16; immediately after treatment, this reduced to 12

in the CIDI post-test and 1 at the nine-months follow-up.  The nine months follow-up

found UG no longer in the camp but in Kampala, the capital city of Uganda.  She looked

happy and cared about her appearance.  She said she had no more headaches, and little

eye problems.  In her own words, “I feel like a newborn child,” she told the blind

evaluator.  She had moved away from the camp to explore possibilities for further

education, resettlement and to seriously try to trace her brothers. She also reported

joining other adolescents when they were out to socialize. “My biggest dream is to play

soccer myself, but as a girl, I would never be allowed. But at least I go and cheer to the

boys when they play.” She says her family members, especially her mother, have all

noticed the difference in her and keep commenting on the improvements she has made.

She is more like any healthy young woman.

8.3 Results

All the patients accepted and completed treatment. Two patients were unavailable for the

post-test as they had left the settlement after treatment. At the 9-months follow-up, all

children could be tested again, as the investigation included a testing in other regions to

which Somali refugees had moved.  At baseline, all six had moderate to severe PTSD

according to the CIDI (M = 14.3, SD = 1.9). Scores dropped to M = 9.0 (SD = 2.2) at

post-test and again to M = 6.2 (SD = 3.3) at 9-months follow-up (see figure 1 and table

1). A mixed model (random factor: Subject, fixed factor: Time, missing data: restricted

maximum likelihood), that allows the inclusion of all six cases in the analysis, indicated a

significant reduction of symptoms across time; F (2,5) = 15.45, p < 0.01. This result was

confirmed by a Friedman-test using row-wise-exclusion of the two missing cases: c2

(2,5) = 6.50, p = 0.039. The analysis at individual level showed that the symptom scores
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of each individual patient decreased in the period between the pre-test and the follow-up

period.  Statistical analyses were carried out with SPSS Version 11.

Table 9.1 The participants’ individual scores on the PTSD section of the Composite

International Diagnostic Interview at the time-points pre-treatment, post-treatment and

9-months follow-up

Code Age Sex CIDI pre CIDI post CIDI

follow-up

AMA 16 female 12 9 7

ABJ 15 male 16 6

HI 13 female 15 7 4

DMM 16 male 15 10

AWH 15 male 12 8 9

UG 17 female 16 12 1

M (SD) 15.3 (1.4) 14.3 (1.9) 9.0 (2.2) 6.2 (3.3)
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Figure 8.1 - Scatterplot of the sum of PTSD symptoms as recorded by the CIDI-K section

across therapy.

Both, a mixed model ANOVA and a Friedman test confirmed a significant reduction of

symptoms between time intervals.

10.2 Friedman test (missing data: row-wise exclusion, not preferable, but still

significant): c2 (df=2) = 6.50, p = 0.039

Level n M SD n

PTSD

n M SD n PTSD n M SD n PTSD

NET 6 14.6 1.75 6 4 9.0 2.2 0 6 6.2 3.6 1
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Mixed model (Random factor: Subject, Fixed Factor: Time, missing data: restricted

maximum likelihood):
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Time effect: F (2,5) = 15.45, p < 0.01

After nine months, four of the six patients no longer met the criteria for PTSD.  The

remaining two both had borderline scores.

Before treatment, four of the six patients presented with clinically significant depression

as they fulfilled DSM-IV criteria for major depression according to CIDI interview. None

of the subjects met the criteria for clinically significant depression according to the CIDI

at the post-test or the 9-months follow-up.

8.4 Discussion

In this pilot trial we tried to get a first impression on the efficacy and safety of KIDNET,

a short-term treatment approach for the therapy of traumatized adolescents.

Results showed an important reduction in posttraumatic symptoms, as early as the post

test.  At the 9-months follow-up, 2 of the 6 patients still fulfilled PTSD criteria, but now

at borderline levels and with less functional impairment. Clinically significant depression
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has remitted to non-clinical levels in all four adolescents who had presented with

depression in the pre-test.

This study presents with the limitations of pilot studies with small sample size. Symptom

changes cannot be causally attributed to treatment, but might also be caused by

spontaneous remission. Nevertheless, given the cross-sectional data available, in

particular, the high prevalence of PTSD in the Somali refugee population (with nearly

50% (Onyut et al., 2004) it seems unlikely that spontaneous remission has occurred at

this rate.  Otherwise, the high prevalence would be difficult to explain, as the PTSD

should have remitted earlier.

Neither the clinical impression nor the symptom scores indicated a worsening of the

symptoms in any of the patients. Therefore, this pilot study suggests that NET might be

used effectively as a short-term treatment with child patients even in the unsafe

conditions of a refugee camp in an African country. A possible adjustment would be to

allocate more sessions where needed, such as where traumatic events were particularly

severe or numerous.

The case reports illustrated that the child patients were able and willing to narrate their

traumatic experiences, especially with the aid of illustrative material.  There is also

evidence that children can recall details of traumatic events that occurred when they were

younger. Teenaged children are also able to comply with short-term treatment approaches

such as the version of NET presented here.

It is noteworthy that this group of children had multiple and very severe war events and

yet showed a clear benefit from treatment with NET.  This encourages research into the

effectiveness of KIDNET with other child trauma populations such as child PTSD after

single stressors, after natural disasters or after accidents.  More pressing of course, are

randomized controlled trials comparing KIDNET to existing therapies for children.  Any

such comparisons between different groups of children has to await further research.

It is often a matter of survival that mental function is restored to an extent that the

survivor can cope with the daily stressors and that children actively take advantage of

scholastic opportunities and ultimately strive for finding ways out of the camp.
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In this study, the therapies were carried out by highly trained experts.  Given the large

numbers of possibly traumatised youth in post-conflict low-income areas worldwide,

treatment costs would be prohibitive unless further research can increase the ease with

which non-professional paramedics can acquire adequate therapy skills through rigorous

short-term training and supervision.

8.5 Conclusions

KIDNET proved to be a feasible method for the treatment of traumatized children in an

African refugee settlement. The clinical observations and the assessed reduction in

symptoms should approve KIDNET to be tested in further controlled trials.

*A paper based on this chapter has been published: see

Onyut L.P., Neuner F., Schauer, E., Ertl, V., Odenwald, M., Schauer, M. and Elbert, T.

Narrative Exposure Therapy as treatment for child war survivors with posttraumatic

stress disorder: Two case reports and a pilot study in an African refugee settlement. BMC

Psychiatry 2005 5:7
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9 General Conclusions

Although the ruinous effect of war has been documented since ancient Greek times, the

plebeian and widespread nature of contemporary conflict necessitates renewed

examination of its effect on the individual and community.  The veracity of the following

words is echoed again and again:

“unhealed severe trauma from any source destroys … the cognitive and social

capacities that enable a group of people to freely construct a cohesive narrative

of their own future” - Jonathan Shay

Reconstruction and rehabilitation of post-conflict communities is an uphill task

compounded by diverse factors: individuals are immobilized by the violence, by personal

loss, and by the breakdown in community integrity.  Some are incapable, as a result, of

caring for themselves.  The contribution of the often high numbers of the mentally ill to

this stagnation is gradually being acknowledged, and remedial strategies explored (WHO

& UNHCR, 1996).  It is abundantly clear that individual and community recovery after

conflict or organized violence can only be hindered by untreated mental illness (Agger,

1992; Arcel, 1994; Arcel, Folnegovic-Smalc, Kozaric-Kovacic, & Marusic, 1995; Breyer,

1988; Moro, Franciskovic, Varenina-Novakovic, & Urlic, 1998).

Maynard (1999) outlines a sequence of five steps for rebuilding community cohesion; 1)

establishing safety, 2) communalization and bereavement, 3) rebuilding trust and the

capacity to trust, 4) re-establishing personal and social morality and 5) reintegration and

restoration of political discourse (Maynard, 1999).  These phases build on each other and

are based on interpersonal communication as well as individual and community

participation.  Obviously, this is difficult to attempt as long as a critical mass of the

population labours under severe psychiatric illness.

Maynard underlines the importance of capacity use and capacity building in this process,

which she defines as “the process of utilizing and increasing the local population’s ability

to provide for itself, manage operations, make decisions and locate resources.”  Building

the ability of local communities to provide for themselves can decrease dependency on

foreign sources by relying instead on regional specialists and supplies.  It can also build
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chains of responsibility and authority, as well as the accountability and reciprocity of the

said authorities.

Capacity-building also elevates the regional status of the community and its members

through their own resourcefulness and independence.  Trust develops through the

increased interaction, number and duration of cross-group participatory contact.  This

helps weaken stereotypes as well as generate self-esteem and empowerment through

participation in and responsibility for community programs.  The resulting community

commitment and renewed interdependence raises the threshold for a return to conflict.

International organizations can best support this process by offering training and system

development.  Training primary caregivers (such as teachers, health personnel, family

members), government officials, women’s groups, social workers and others especially in

psychosocial rehabilitation helps reduce the guardianship burden on society and free

resources for further community building (Engel et al., 2003; Williams, Obonyo, &

Annan, 2001).

Within populations affected by extreme aggression such as war, certain groups are

particularly vulnerable; especially those dependent on others for help.  Children

constitute one such category.  On the one hand, their psychological development requires

security, warmth, a permanent home and the support of parents, family and environment;

all of which are profoundly threatened and changed by war.  On the other hand, their

development implies coming to terms with their own process of growing, for which there

is no support in a war.  Many are subjected to the most severe forms of maltreatment,

injury and deprivation (Kocijan-Hercigonja, Skrinjaric, & Maroevic, 1998a, 1998b;

Matacic, 1998; Perkonigg & Wittchen, 1999; Saigh, Fairbank, & Yasik, 1998; Solomon

& Lavi, 1999; Thien & Malapert, 1988).  The need to intervene in the case of mentally

ill, such as traumatised children, is obvious (Shaw & Harris, 2003; Yule, 1998).

Over 34.5 million people are in some way uprooted from their places of origin, often due

to violent life threatening events.  Flight and conflict-related events contribute to a

growing burden of mental-ill health, often among the world’s poor.  A reversal of trends

of upheaval that leave many damaged and traumatised or depressed and anxious is not in

sight.  Already, traumatic events have transmuted from being events that are “beyond the
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normal experience” to a certainty for a growing fraction of people.  Depression has

already been declared by the WHO as the world’ future pandemic.  A reliance on

approaches, however, effective, which cannot be translated into field, conflict or low-

income settings, would be short-sighted.

This study has shown that it is possible to invest meaningfully in on-site personnel in

post-conflict or low-income areas, with the possibility of sustaining initiatives in the

long-term, not only at low facilitative cost, but with high levels of effectiveness.  This

model need not remain restricted to mental health initiatives.

A very human face of this study is the inadvertent gain of enabling people who are in

some way damaged by their experiences to regain a measure of health, function and

personal dignity.  This was done by providing treatment to all the clients.  However, our

own therapists were a classic symbol of this.  In the main traumatised and poor, they have

profited from their opportunities to the point of being able to help others and transform

themselves from victims into survivors and change agents who can take over an initiative

and ensure its sustainability.  Refugees and other migratory populations are often

regarded as burdens, but this illustrates the case in point that with a little investment,

whole persons and communities can be transformed.

The most vulnerable in any community are of course its children.  When these are

compromised, a whole future is at stake.  This project has shown that poor children

growing up in an African refugee camp with all its deprivations can be helped with

limited resources within their constrained circumstances to regain a measure of health

and resume functioning, and if possible, even think of a future.

Many still do not acknowledge the importance of providing psychiatric relief to post-

conflict survivors, especially in low-income countries.  Our work can only echo the

words of Libby Tata Arcel, who works with torture survivors:

“People sometimes ask me: How can psychologists and psychiatrists help people
who have lost everything?  What is the use of psycho-social projects?  Are they
not in need of food, money, work and homes?  They certainly are.  But man does
not live on bread alone and people who have experienced war disasters and
survived physically also have a fundamental need of being listened to in order to
survive psychically.
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It is obvious that man’s physical survival in extreme situations depends on help
from the outside world.  However, man’s inner will to survive depends also to a
large extent on the help he can expect to get from the outside world.

The will to live is weakened under extreme circumstances.  Many people turn
down the lights, hide in a cave, do not live a full life, build a defence wall around
themselves, because being fully awake would mean a life in pain which they are
not ready to live through.”
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10 Appendices

Appendix 1: Map of Uganda, showing the location of Nakivale refugee camp
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Appendix 2

The current DSM-IV Criteria for PTSD are:

A. The person has been exposed to a traumatic event in which both of the following
have been present:

1. the person has experienced, witnessed or been confronted with an event or
events that involve actual or threatened death or serious injury, or a threat
to the physical integrity to oneself or others.

2. the person’s responses involved intense fear, helplessness or horror.  Note:
In children, it maybe expressed by disorganized or agitated behaviour.

B. The traumatic event is re-experienced in at least two of the following ways:

1. recurrent and intrusive distressing recollections of the event, including
images, thoughts or perceptions.  Note: In young children, repetitive play
may occur in which themes or aspects of the trauma are expressed.

2. recurrent distressing dreams of the event.  Note: In young children, there
may be frightening dreams without recognizable content.

3. acting or feeling as if the traumatic event were recurring (includes sense of
reliving the experience, illusions, hallucinations, and dissociative
flashback episodes, including those that occur on awakening or when
intoxicated).  Note: In young children, trauma-specific re-enactment may
occur.

4. intense psychological distress at exposure to internal or external cues that
resemble an aspect of the traumatic event.

5. physiological reactivity upon exposure to internal or external cues that
symbolize or resemble an aspect of the traumatic event.

C. Persistent avoidance of stimuli associated with the trauma and numbing of general
responsiveness (not present before the trauma), as indicated by at least three of the
following:

1. efforts to avoid thoughts, feelings, or conversations associated with the
trauma.

2. efforts to avoid activities, places or people that arouse recollections of the
trauma.

3. inability to recall an important aspect of the trauma.

4. markedly diminished interest or participation in significant activities.

5. feelings of detachment or estrangement from others.

6. restricted range of affect.

7. sense of foreshortened future (e.g. does not expect to have a career,
marriage, children or a normal lifespan).
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D. Persistent symptoms of increased arousal (not present before the trauma), as
indicated by at least two of the following:

1. difficulty in falling or staying asleep.

2. irritability or anger outbursts.

3. difficulty concentrating.

4. hyper-vigilance.

5. exaggerated startle response.

E. Duration of the disturbance (symptoms in B, C, and D) is more than one month.

F. The disturbance causes clinically significant distress or impairments in social,
occupational or other important areas of functioning.

Specify if:

Acute: if duration of symptoms is less than three months.

Chronic: if duration of symptoms is three months or more.

Specify if:

With Delayed Onset: onset of symptoms after at least three months or more.
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Appendix 3

Listening Comprehension

Listen carefully to the following passage and answer the questions that follow:

Today streets, roads and highways are not only filled with the sounds of the steady stream
of traffic, but also the occasional booting of hours or the mounting sound of accelerating
vehicles. There might be the additional but not unusual sound of the sudden, screeching
brakes and the screaming of the unfortunate pedestrian who is the innocent victim of an
accident.

With the ever-increasing traffic of cars, cycles and pedestrians, an increase in the number
of accident is only to be expected but it is nevertheless within human control to restrict
the number of accidents to a negligible minimum. Statistics issued periodically by the
police authorities revail clearly that up to seventy five percent of all road accidents can be
avoided if motorist, cyclists and pedestrians exercise care and patience.

It is shocking to note how some motorists show an utter disregard for human life in their
anxiety to reach their destination in the shortest time possible. In the process, they
overtake needlessly; disobey traffic signals and signs and change lanes sharply and
suddenly. Such motorists scarcely realize that they might reach their ultimate destination
much before the immediate one.

A driver, who drives under the influence of alcohol, is perhaps the greatest single cause
of road accidents. Alcohol affects the sight, alertness and reflexes. As a result, he has
little control over himself, let alone the car he is driving.

Apart from the direct human element, which gives, rise to accidents, there are two other
cause, unroadworthy vehicles and bad roads. Faulty brakes, bald tyres and mechanical
defects cause accidents, often many serious ones. Cars must therefore be kept in constant
state of fitness. Roads too need regular attention. Lanes must be clearly cut or marked
potholes filled and narrow streets broadened.

It would be unjust to place a full responsibility of all accidents solely on motorists. Two
other categories of road users must also take the blame for accidents – cyclists and
pedestrians.

Most cyclists are undoubtedly skilled in the art of controlling their machines, but
overloading a bicycle might result in loss of balance and therefore very likely to lead to
accidents particularly during rush hours.

Pedestrians are often too careless or too busy to look on both sides of the road before
crossing it. They are often too lazy to walk up to a pedestrian crossing to cross a busy
road. Almost all roads have footpaths, which must be used by all pedestrians so that the
road itself is left to the use of motorists and cyclists.

Accidents may also be caused by sheer bad luck. No human or mechanical care can
prevent such accidents but if motorists, cyclists and pedestrians exercise care and
patience, accidents can be reduced to a negligible minimum.
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Questions:

Answer in complete sentences on an extra sheet of paper, indicate the number of the
question!

1. State three causes of road accidents mentioned in the passage!

2. What percentage of accidents could be avoided if motorists and pedestrians
were more careful?

3. State three actions motorists take which may lead to accidents!

4. Briefly state any two things you have learnt from this passage!

Appendix 4

Dictation

Write down the passage, which will be read to you in proper English:

For two years now there had been little storybooks in the supply cupboard. They were
meant for the students, but had never been distributed.

One evening after watering, Climbie and his friend Asse found the key on the desk and
opened the cupboard. Each one took two books. As soon as Climbie had his in his hand,
and the cupboard was locked again, his heart began a crazy dance, and his imagination
began to work. He said to himself: “But this is stealing. They didn’t give them to us!
That’s for sure. And now we’ve stolen them! I must go to confession, I must tell the
priest!” And he did not know where to put the two little storybooks, which had, all of a
sudden, become very heavy.

“You’ll go to prison if the Headmaster finds them in your satchel or in your house ….”
And the huge, grim-looking wall topped with broken bottles outlined itself before his
eyes. The gate opened, only to close savagely behind him …. “And all that for two little
books? Why did I take them?”

“It was Asse who gave them to me!”  “That’s not true …. You have wanted them for
several months now …. Every time the Headmaster opened the cupboard, you looked at
them … you devoured them with your eyes. Don’t accuse your friend. There’s no point in
that.” And what resolutions teemed in his overheated brain! Night came, and Climbie
tried very hard to sleep. Sleep would not come. He had locked it in the cupboard. Sleep
had taken the place of the two little storybooks, which he held there in his hands. “Give
them back!” “No! I can’t!” … “Well, what are you going to do with them, now that you
find them so heavy?” … “I wonder ….” “ Come on, give them back, give them back, I
tell you!”

Climbe got up, overcome by this imperious voice, took the two books, which were now
so heavy, so heavy, and threw them into the classroom through the open shutters. Sleep,
however, did not come to Climbie, for it had taken the place of the two little storybooks
inside the cupboard.
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Appendix 5

Reading Comprehension

Read the following passage and answer the questions that follow:

What do employers expect from a school-leaver? The answer to this question is not
easy, but in general employers seem to look for a number of qualities in job-
applicants.

In the first place employers like would-be employees to know their own minds.
Employers like applicants to be decisive – to have a clear idea of what they want to do in
life, as well as realistic notions of what is involved in achieving their goals. Thus
applicants who are “career-conscious” definitely stand a better chance than those who are
indecisive.

Clearly, applicants can only show this quality if they have done some “homework” before
the interview, to find out more about the organization they are applying to join, and to
understand the kinds of opportunity that might open up. They should also find out if
possible about the history, aims and problems of the organization; its products, if any; its
training programs; and the long-term  job prospects.

However, this does not mean that the applicant should try to appear a “know-all” at the
interview. Far from it! While employers expect certain minimum academic
Achievements in their would-be employees, they are far more interested in whether the
applicant is ready, willing and able to learn, often from fellow workers who may, on
paper, be far less well qualified.

This last point is crucial. A new employee must have respect for those already employed
in the organization, even if the latter are less qualified. There are plenty of older
employees around who, when young did not have the same educational opportunities as
the present generation. There can be no future for new employees who look down on any
of their colleagues or senior officers on these grounds.

On the other hand, employers do like their young workers to be reasonably ambitious.
Organizations depend a great deal for their growth and prosperity on the willingness of
their younger employees to strive to improve themselves, and a spirit of friendly
competition is usually highly desirable, provided it is carried on in a reasonable way.

However, ambition is not the same thing as greed. Many young people when they first
get a job think that the world is at their feet. In their desire to impress their friends and
relatives, they often bite off more than they can chew in terms of financial obligations.

It is easier to apply for a car or motorcycle loan than to honor the obligations incurred
thereon. Employers lay great stress on new employees having a realistic judgment of their
income, so that they can budget properly in their personal affairs.

Questions:

Answer in complete sentences on an extra sheet of paper, indicate the number of the
question!
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1. According to the passage, what should a job applicant do before the
interview?

2. Why do employers like ambitious employees?

3. What does it mean for an employee to be decisive?

4. Why should an employee not be greedy?

5. In three short sentences, write three things you have learnt from this passage!
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Appendix 6

Prevalence (%) of traumatic event types experienced ever and in the past year by ethnic
group

Ever In the past year

Events n (%) Camp Total Somali Rwande Camp
total

Somali Rwande

1.Abduction or forceful
recruitment

124 (8.7) 112 12 3 (0.2) 3 (0.2) 0

2.Accident 310 (21.8) 143
(27.7)

167
(18.4)

14 (1.0) 7 7

3.Beating by spouse
(*for women)

111 (7.8) 18 93 19 (1.3) 2 17

4.Beating or torture 428 (30.1) 190
(36.8)

238 (26) 26 (1.8) 18 (3.5) 8 (0.1)

5.Child marriage 58 (4.1) 23 35 0 0 0

6.Combat situation 33 (2.3) 4 29 1 (0.1) 0 1

7.Shelling/bomb attack 985 (69.3) 341
(66.1)

644
(71.1)

16 (1.1) 4 12

8.Experienced crossfire
or sniper attack

857 (60.3) 315 (61) 542
(59.8)

9 (0.6) 5 4

9.Experienced burning
houses

856 (60.2) 348
(67.4)

508 (56) 50 (3.5) 11 (2.1) 39 (4.3)

10.Property confiscated
by officials

415 (29.2) 107
(20.7)

308 (34) 7 (0.5) 3 4

11.Dangerous
evacuation

522 (36.7) 314
(60.9)

208 (23) 5 (0.4) 5 0

12.Injured with weapon 230 (16.2) 156 74 4 (0.3) 4 0

13.Forced circumcision
*(for women)

59 (4.1) 50 9 1 (0.1) 1 0

14.Forced prostitution
or sexual slavery

30 (2.1) 3 27 0 0 0

15.Harrassed by armed
personnel

692 (48.7) 216
(41.9)

476
(52.5)

19 (1.3) 14 5

16.Imprisoned 221 (15.5) 65 156 15 (1.1) 9 6

17.Experienced
poisoning or witchcraft

246 (17.3) 12 234 28 (2.0) 1 (0.2) 27 (3)

18.Rape 60 (4.2) 34 26 7 (0.5) 1 6
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19.Sexual harassment
(touch)

85 (6.0) 29 56 10 (0.7) 5 5

20.Experienced robbery
or looting

468 (32.9) 331
(64.1)

137
(15.1)

25 (1.8) 13 (2.5) 12 (1.3)

21.Sex for food/security 20 (1.4) 6 14 0 0 0

22.Witnessed abduction
or forced recruitment

422 (29.7) 252
(48.8)

170
(18.8)

5 (0.4) 4 1

23.Witnessed accident 542 (38.1) 150
(29.1)

392
(43.3)

20 (1.4) 6 14

24.Witnessed suicide 395 (27.8) 50 (9.7) 345
(38.1)

13 (0.9) 10 3

25.Witnessed dead or
mutilated bodies

1045 (73.5) 401(77.7) 644(71.1) 16 (1.1) 11 5

26.Witnessed beatings
or torture

841 (59.1) 293
(56.8)

548
(60.5)

55 (3.9) 26 (5) 29 (3.2)

27.Witnessed combat s 724 (50.9) 402
(77.9)

322
(62.4)

8 (0.6) 8 0

28.Witnessed forced
circumcision

139 (9.8) 116 23 15 (1.1) 14 1

29.Witnessed forced
prostitution

180 (12.7) 56 124 10 (0.7) 8 2

30.Witnessed
harassment by armed
personnel

721 (50.7) 236
(45.7)

485
(53.5)

25 (1.8) 19 (3.7) 6 (0.7)

31.Witnessed injury
with weapon

963 (67.7) 421
(81.6)

542
(59.8)

13 (0.9) 9 4

32.Witnessed killing or
murder

724 (50.9) 369
(71.5)

355
(39.2)

7 (0.5) 6 1

33.Witnessed rape 201 (14.1) 106 95 12 (0.8) 6 6

34.Witnessed
robbery/looting

459 (32.3) 296
(57.4)

163 (18) 11 (0.8) 8 3
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Appendix 7

Most frequently experienced traumatic 
events
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Appendix 8 Pearson’s Correlation between key health variables.  Correlation is
significant at the 0.01 level (2-tailed).

Indicator Statistic Func

sum

Drug

sum

PDS

sum

Arou

sum

Avoi

sum

Intru

sum

Hscl

anxs

Hscl

deps

No.of

events

Heal

sum

Function

Sum score

Pear.Cor

Sig.(2)

N

1

.

560

.064

.133

550

.657

.000

560

.583

.000

560

.625

.000

560

.592

.000

560

.640

.000

555

.645

.000

555

.455

.000

555

.232

.000

560

Drug

Sum score

Pear.Cor

Sig.(2)

N

.064

.133

550

1

.

1401

.022

.408

1401

.007

.790

1401

.023

.380

1401

.028

.239

1401

.002

.950

1393

-.027

.319

1393

.049

.068

1395

-.034

.002

1401

PDS

Sum score

Pear.Cor

Sig.(2)

N

.657

.000

560

.022

.408

1401

1

.

1421

.912

.000

1421

.933

.000

1421

.922

.000

1421

.784

.000

1413

.858

.000

1413

.544

.000

1414

.362

.000

1421

Arousal

Sum score

Pear.Cor

Sig.(2)

N

.583

.000

560

.007

.790

1401

.912

.000

1421

1

.

1421

.776

.000

1421

.781

.000

1421

.785

.000

1413

.829

.000

1413

.503

.000

1414

.366

.000

1421

Avoidance

Sum score

Pear.Cor

Sig (2)

N

.625

.000

560

.023

.380

1401

.933

.000

1421

.776

.000

1421

1

.

1421

.774

.000

1421

.699

.000

1413

.786

.000

1413

.476

.000

1414

.315

.000

1421

Intrusion

Sum score

Pear.Cor

Sig.(2)

N

.592

.000

560

.028

.289

1401

.922

.000

1421

.781

.000

1421

.774

.000

1421

1

.

1421

.697

.000

1413

.766

.000

1413

.532

.000

1414

.329

.000

1421

HSCL

Anxiety

Sum score

Pear.Cor

Sig.(2)

N

.640

.000

555

.002

.950

1393

.784

.000

1413

.785

.000

1413

.699

.000

1413

.697

.000

1413

1

.

1413

.776

.000

1413

.511

.000

1406

.467

.000

1413

HSCL

Depression

Sum score

Pear.Cor

Sig.(2)

N

.645

.000

555

-.027

.319

1393

.858

.000

1413

.829

.000

1413

.786

.000

1413

.766

.000

1413

.776

.000

1413

1

.

1413

.526

.000

1406

.333

.000

1413

Total No. of
Event types

Pear.Cor

Sig.(2)

N

.455

.000

555

.049

.068

1395

.544

.000

1414

.503

.000

1414

.476

.000

1414

.532

.000

1414

.511

.000

1406

.526

.000

1406

1

.

1414

.254

.000

1414

Health

Sum score

Pear.Cor

Sig. (2)

N

.232

.000

560

-.034

.200

1401

.362

.000

1421

.366

.000

1421

.315

.000

1421

.329

.000

1421

.467

.000

1413

.333

.000

1413

.254

.000

1414

1

.

1422
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