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From 1999 to 2005, the Minneapolis-based Center for
Victims of Torture (CVT) served Liberian and Sierra
Leonean survivors of torture and war living in the
refugee camps of Guinea. A psychosocial program was
developed with 3 main goals: (a) to provide mental
health care, (b) to train local refugee counselors, and (c)
to raise community awareness about war trauma and
mental health. Utilizing paraprofessional counselors
under the close, on-site supervision of expatriate clinicians,
the treatment model blended elements of Western and
indigenous healing. The core component consisted of
relationship-based supportive group counseling. Clinical
interventions were guided by a 3-stage model of trauma
recovery (safety, mourning, reconnection), which was
adapted to the realities of the refugee camp setting. Over
4,000 clients were provided with counseling, and an
additional 15,000 were provided with other supportive
services. Results from follow-up assessments indicated
significant reductions in trauma symptoms and increases
in measures of daily functioning and social support
during and after participation in groups. The treatment
model developed in Guinea served as the basis for CVT's
ongoing work with survivors in Sierra Leone and Liberia.
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Editor’s Note

The Center for Victims of Torture~Guinea 2004-2005
International Mental Health Team received the Interna-
tional Humanitarian Award. Award winners are invited to
deliver an award address at the APA’s annual conven-
tion. A version of this award address was delivered at the
114th annual meeting, held August 10-13, 2006, in New
Orleans, Louisiana. Articles based on award addresses
are reviewed, but they differ from unsolicited articles in
that they are expressions of the winners’ reflections on
their work and their views of the field.
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Torture has existed since time immemorial.' The move-
ment to develop specialized programs for rehabilitating-
survivors, however, is relatively young. During the 1970s,
a small number of individuals and facilities in regions
that had been plagued by political repression and ethnic
violence offered limited clinical services for survivors. At
the end of that decade, Amnesty International began to
address the complex medical, legal, social, and psycho-
logical needs of survivors by creating a network of over
4,000 physicians in 34 countries (Center for Victims of
Torture, 2005). The Rehabilitation and Research Centre
for Torture Victims was established in Copenhagen, Den-
mark, in 1982; the Canadian Center for Victims of Tor-
ture was launched in Toronto the following year. Since
then, the movement has grown exponentially; there are
now over 250 treatment centers for torture survivors, lo-
cated in over 75 countries (Johnson, 2004; Quiroga &
Jaranson, 2005).

The Center for Victims of Torture (CVT) was founded
in Minneapolis, Minnesota, in 1985 and was the first or-
ganization in the United States dedicated to providing
care and rehabilitative services to survivors of politically
motivated torture. Over the past two decades, CVT has
emerged as an internationally recognized provider of psy-
chosocial training and direct care. Currently, CVT works
with over 35 organizations and programs serving torture
survivors in the United States, as well as 16 organizations
around the world, to improve. their capacity to provide
specialized services.

In its clinics in Minnesota, CVT’s work is geared
mainly toward those torture survivors who have fled their
countries of origin and reside in the United States. In its
carly years, the majotity of CVT’s clients were from
Southeast Asia, followed by a substantial number from
Central America and later from Bosnia and the Middle
East. Beginning in the 1990s and continuing to the
present, increasingly large numbers of people of African
origin have sought treatment at CVT. Presently, over 90%
of CVT's clients are from Africa; of these, over half arc
from the West African region.

In recognition of the experience and expertise that
CVT had developed working with West African torture
survivors, in early 1999 the U.S. State Department Bu-
reau of Population, Refugees, and Migration requested
that CVT develop a program to meet the mental health
needs of Sierra Leonean refugees in Guinea. CVT viewed
this request as an opportunity to reach a population
of torture survivors that had long been overlooked. Al-
though CVT was serving hundreds of clients in its Min-
nesota clinics, these individuals represented only a frac-
tion of the torture survivors worldwide who were in need
of treatment. The reality is that the vast majority of tor-

" ture survivors live in the lands of their birth or as refu-
gees in neighboring countries, and do not have access to

specialized care. CVT’s services in Guinea initially were
intended primarily for Sierra Leoneans, but Guinea’s
geographic location meant that Liberians also fled there
for refuge. During its tenure in Guinea, CVT served
both Sierra Leoneans and Liberians, populations that
shared a similar and intertwined history of large-scale
violence.

Historicai Background

In Liberia in 1989, the National Patriotic Front of Liberia,
led by Charles Taylor, launched an uprising against the
Samuel Doc government. In 1990, a Nigerian-led West
African regional force (ECOMOG) was dispatched in an
effort to establish peace, but later that year, rebels from a
splinter group murdered the president, and Liberia de-
scended into a chaotic civil war. For the next five years,
there were several tentative ceasefires and disarmament
cfforts, punctuated by re-escalations of violence. Between
1989 and 1996, hundreds of thousands of Liberians fled
across the border to seek refuge in Guinea. By August
1996, a measure of stability appeared to have been re-
established, and large numbers of these refugees were
repatriated. In July 1997, Charles Taylor was elected
president, War erupted again in 1999 when anti-Taylor
forces invaded Liberia; Taylor's forces launched a mas-
sive offensive against these rebels the following year. In
2002, more than 50,000 Liberians and Sierra Leoneans
fled the escalating violence to seek refuge in neighboring
countries. In June 2003, Taylor was indicted by the
United Nations-backed Special Court for Sierra Leone
for war crimes committed on Sierra Leonean territory;
two months later, as the rebels closed in on Monrovia,
Liberia, Taylor was forced into exile, and peace was re-
stored. At the end of March 2006, Charles Taylor was

!In the Convention Against Torture and Other Cruel, Inhuman or De-
grading Treatment or Punishment, (orture is defined as

any act by which severe pain or suffering, whether physical or men-
tal, is intentionally inflicted on & person for such purposes as obtain-
ing from him or a third person information or a confession, punish-
ing him for an act he or a third person has committed or is suspected
of having committed, or intimidating or cocrcing him or & third per-
son for any rcason based on discrimination of any kind, when such
pain or suffering is inflicted by or at the instigation of or with the
consent or acquiescence of a public official or other person acting

in =n official capacity. (United Nations General Assembly, 1984, Ar-
ticle 1)

The Convention Against Torture is the most widcly recognized legal and
political definition of torture. The Declararion of Tokyo: Guidelines for
Physiclans Concerning Torture and Other Cruel, Inhuman or Degrading
Treatment or Punishmens defines tosture as

the deliberate, systcmatic or wanton infliction of physical or mental
-suffering by one or more persons acting alone or on the orders of any
authority, to force another person to yicld information, (0o make a
confession, or for any other reason. (World Medical Association, 1975)
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extradited from Nigeria and brought to Freetown, Sierra
Leone, to stand trial in the Special Court.

The war in Liberia spread across the border into Sierra
Leone in 1991, when the Revolutionary United Front, led
by Foday Sankoh and supported by Charles Taylor,
launched an uprising against the democratically elected
president. This precipitated a long period of instability
and violence, including three military coups and a failed
peace agreement over the following seven years. The sit-
uation appeared to have been stabilized in 1998, when
with the assistance of ECOMOG, the rebels were driven
out of Freetown, and the president returned from exile in
Guinea. In January 1999, however, the Revolutionary
United Front invaded Freetown, killing 5,000 people and
wreaking havoc throughout the capital. The United Na-
tions intervened, a ceasefire was established, a peace
agreement between the government and the rebels was
signed, and United Nations troops arrived to enforce this
agreement. Nevertheless, for the next two years, the situa-
tion remained unstable. In May 2001, disarmament of the
rebel forces finally began, and in January of the following
year, the war was declared over.

Refugees from Sierra Leone and Liberia have endured
some of the most horrific and violent atrocities in human
history. The wars in both countries were notorious for
their extreme brutality. Rival factions were responsible
for the deaths of more than 300,000 civilians (250,000 in
Liberia; 50,000 in Sierra Leone), including an estimated
50,000 children. Mass terrorization of entire villages and
towns was routine. Common practices included summary
execution, systematic rape and enslavement of women,
abduction and use of children as soldiers, and wanton
destruction of property. Thousands were maimed, and
over two million civilians were displaced. By the turn of
the century, Guinea was host to the largest concentration
of refugees on the continent of Africa, hosting nearly
480,000 individuals from these two adjoining countries.

War atrocities frequently described by these refugees
included intentional hacking off of limbs, carving the ini-
tials of rebel factions into victims’ skin, slaughtering
pregnant women to bet on the gender of the unborn child,
and usc of young girls as human sacrifices. Numerous
people have reported that they were forced to cut, cook,
cat, and serve human flesh and internal organs, including
those of their own parents and infants. Countless numbers
of children and teenagers were forced to watch the tor-
ture, rape, and brutal murders of their parents and sib-
lings. In many cases, family members—including chil-
dren—were forced to rape, murder, and mutilate each
other. During these acts, victims were forbidden to show
any emotion or, in many cases, were commanded to
laugh. In some instances, people who shed tears in re-
sponse to these atrocities were punished by being perma-
nently blinded. In regions where attacks occurred, large

.

portions of the population had to hide in the dense and
inhospitable forest for long periods without food or water,
and had to walk for many miles to seck refuge, often fall-
ing into ambushes along the way. Large numbers were
beaten, robbed; extorted, and humiliated when attempting
to cross national bordgrs into safety. Women and teen
girls frequently reported that they were raped by Guinean
soldiers at the border while secking protection.

The results of CVT’s initial needs assessment in
Guinea clearly indicated that these experiences of torture
and war atrocities had left profound psychological scars.
A large proportion of the refugees were suffering from
depression, lethargy, hopelessness, anxiety, and posttrau-
matic stress. Many were unable to make meaningful con-
tributions to their families and communities. Most found
it difficult to imagine rebuilding their lives.

CVT’s West Africa Programs

CVT began working in Guinea in November 1999, ini-
tially based in Gueckedou, a town near the borders of
Liberia and Sierra Leonc (Hubbard & Pearson, 2004).
Rebels attacked Gueckedou in the fall of 2000, however,
and refugees were forced to relocate further inland to
Kissidougou, a small town in the forest region, located 10
hours by road from the country’s capital, Conakry. CVT
was mandated to offer mental health services in four refu-
gee camps in this region, called the Albadariah camps.
During its first two years of existence, the program
served primarily Sierra Leoneans. By late 2001, the vio-
lence in Sierra Leone was beginning to subside, and the
Sierra Leonean refugees slowly started returning home.
Just as the Sierra Leoneans were repatriating, however,
Liberia again exploded in civil war, and tens of thousands
of new Liberian refugees fled to Guinea. Thus, in the fi-
nal two years of the program (April 2003-March 2005),
the clients were almost exclusively from Liberia.

In fall 2001, in response to the repatriation of the Si-
erra Leonean refugees, CVT also began operating in Si-
erra Leone, to serve returning refugees as well as those
who had stayed in Sierra Leone throughout the war.
CVT-Sierra Leone also served Liberian refugees who fled
to Sierra Leone during the re-escalation of the war in
Liberia. Following the signing of the peace agreement
and the departure of Charles Taylor, the United Nations
High Commissioner for Refugees began repatriating Libe-
rian refugees in late 2004 and early 2005. At the end of
March 2005, CVT—Guinea closed, and CVT-Liberia was
established. Both CVT-Sierra Leone and CVT-Liberia
were modeled on the program developed in Guinea and
continue to provide services to thousands of survivors.

CVT-Guinea Overview

CVT-Guinea had three' main, interconnected objectives:’
(a) the provision of psychological and psychosocial ser-
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vices to address mental health problems experienced by
refugee survivors of torture and war trauma, (b) the en-
hancement of community capacity to meet the mental
health needs of torture survivors and other refugees
through the provision of training and supervision for local
refugee counselors, and (c) the raising of awareness about
torture, war trauma, mental health, and related issues
throughout the camps through a combination of training
community leaders and conducting campwide sensitiza-
tion campaigns.

The program- was supervised by six expatriates: a
country director, a field coordinator, and four clinicians.
The academic and professional backgrounds of these cli-
nicians included psychology, psychiatric nursing, child
development, and clinical social work. Most clinicians
remained for one year, although some stayed longer.
These expatriates came from a variety of countries (e.g.,
Kenya, Spain, the Philippines, Chile, Japan, the Nether-
lands, South Africa, the Democratic Republic of Congo,
Nepal, and the United States), represented diverse reli-
gious and socioeconomic backgrounds, and ranged in age
from late 20s to early 60s. Clinical staff were required to
have had extensive prior experience with victims of eth-
nopolitical trauma from multicultural populations.

The CVT-Guinea program included the following
components: (a) training of refugee paraprofessional
counselors, (b) clinical services, (c) social activities, (d)
training of community leaders and other service provid-
ers, and (¢) community awareness campaigns. Although
the clinical services were the core component, the other
elements are briefly described to. provide a thorough and
accurate picture of the nature and scope of the project.

Training of Psychosocial Agents

To meet the mental health needs of the thousands of trau-
matized refugees in the Albadariah camps, we recruited a
cadre of refugees who, in spite of having only a high
school education, evidenced strong potential for becoming
competent paraprofessional counselors. These individuals,
referred to as psychosocial agents (PSAs), were carefully
selected after a rigorous and highly competitive screcning
process. They were then provided with initial, intermedi-
ate, and advanced training in mental health, counseling
skills, trauma theory, child development, group dynamics,
treatment planning, family and community interventions,
and related topics, as well as in language interpretation
skills. Learning material was continually reinforced
through close monitoring and on-the-job training,

The expatriate clinicians spent four days a week in the
camps providing direct, on-site supervision of all aspects
of PSAs’ work (e.g., psychosocial assessments, treatment
plans, counseling). They would meet with the PSA co-
facilitators to help plan before each group therapy ses-
sion, intervene directly as needed during the session, and

debrief afterward to give feedback to the PSAs and to
assist the PSAs with countertransference and vicarious
trauma. Over a period of five years, CYT-Guinea trained
and supervised over 80 PSAs; the first cohort comprised
mainly Sierra Leoneans and the second Liberians.

Many CVT trainees reached a level of competence
where they were eventually able to run their own coun-
seling groups with limited supervision; the most promis-
ing underwent an in-depth training of trainers and ulti-
mately took on many of the same responsibilities as the
expatriate psychologists. A large proportion of the PSAs
who were employed in Guinea have continued to work
with CVT since their repatriation. Over half of those who
returned to Sierra Leone were able to obtain a diploma in
psychosocial counseling from a local university (the
cquivalent of an associate's degree), primarily as a result
of the training and experience they had acquired in CVT.
Two PSAs from CVT-Guinea currently work as counsel-
ors for witnesses who are testifying in the United Na-
tions—backed war crimes tribuna] in Sietra Leone. Most
of the Liberian PSAs from CVT-Guinea are now working
for CVT-Liberia, helping to build the beginnings of a
mental health infrastructure for their war-torn country.

Clinical Services

CVT-Guinea was responsible for four community mental
health centers in the Albadariah camps, each serving an
average of 300 clients per year. A variety of clinical ser-
vices and modalities were offered, with supportive group
psychotherapy as the primary approach. Later in this arti-
cle, we provide a detailed description of the treatment
model.

PSAs conducted psychosocial assessments at intake
and at 1, 3, 6, and 12 months thereafter. PSAs regularly
visited vulnerable clients in their homes to reduce isola-
tion, monitor well-being, and encourage renewed partici-
pation in the community. Individual counseling was of-
fered to those who were not ready, emotionally or
socially, to be in a group, In some cases, particularly
those in which the trauma symptoms were severe, indi-
vidual and group counseling were provided concurrently.
Family counseling included parent-child, couples/marital,
parent/caretaker, and family systems approaches. A group
intervention for parents and caretakers of child clients
was also offered, with topics such as the following: the
effects of trauma on parents and children, meeting chil-
dren’s emotional needs, responding to children’s behav-
ioral problems, nonviolent disciplinary methods, child-
hood bereavement, and talking with children about
difficult topics.

We recognized that the refugees with whom we
worked had a variety of physical, psychosocial, and mate-
rial needs in addition to the need for counseling. There-
fore, CVT worked in close partnership with the United
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Nations High Commissioner for Refugees and with other
nongovernmental organizations. PSAs and clinicians ac-
tively advocated for clients in regard to numerous areas
of concemn (e.g., family reunification, child abuse, domes-
tic violence, medical care, education, shelter, food assis-

tance, protection),
Social Activities

PSAs, under the direction of the clinicians, led social ac-
tivities for large groups of refugees in order to build resil-
ience, promote social interaction, and provide CVT's
counseling clients with an opportunity to expand their
social networks, Activities included art making, team
sports, games, sandbox play, music, and storytelling. Dur-
ing these activities, PSAs were able to observe the non-
clients and identify any who might benefit from treat-
ment. For example, if a child appeared sad and withdrawn,
the PSA might follow up with the child and his or her
caregiver and, if appropriate, might offer an appointment
for a formal psychosocial assessment. During CVT's ten-
ure in Guinea, over 15,000 refugees participated in these
large-group activities.

Training of Community Leaders and Other Service
Providers

In addition to our intensive and continuous internal train-
ing of the PSAs, we also provided training to de facto
counselors and problem solvers in the wider refugee com-
munity. These trainings focused on helping participants
improve their skills for working with survivors of torture
and war, their understanding of the importance of self-
care, and their ability to determine when to make refer-
rals for mental health services. Participants included
advocates from a legal aid clinic for refugee women,
child-care workers from a nongovernmental organization,
grassroots cultural workers, hundreds of community and
religious leaders, and the majority of the teachers and
health care providers in the camps in which we worked.

Community Awareness Campaigns

CVT’s mission is not only to heal the wounds of torture,
but also to prevent torture worldwide and to ensure that
societies are equipped to respond to the needs of survi-
vors. Therefore, an important feature of the program was
monthly campwide campaigns to raise awareness of the
ways that torture and war affect individuals, families, and
communities. During its tenure in Guinea, CVT con-
ducted over 200 large-scale community awareness events,
reaching a total of more than 8,000 refugees.

These campaigns were designed and conducted by
PSAs, with the guidance of the expatriate clinicians.
Methods included dramas and role playing, musical per-
formances, facilitated dialogues, posters, cultural stories,
and in particular, the problem-posing method pioneered

>

by Brazilian educator Paulo Freire. In this method, a
poster depicting experiences that are of major irterest and
importance to the target population is used as a catalyst
for dialogue, reflection, and action planning.

In addition to these community sensitizations, CVT
also raised public awgreness by conducting special
events. These included annual commemorations of the
United Nations International Day in Support of Victims
of Torture and a Speak-Out on recovery from torture and
war trauma. Also, CVT assisted partner nongovernmental
organizations in carrying out campwide sensitizations on
human rights issues. In many instances, voluntary partici-
pation in these public events served as an important com-
ponent of the healing process for CVT's clients.

Contextual Considerations

In seeking to design a program for survivors of torture
and war atrocities in a refugee camp setting, we consid-
ered a number of issues. First, the traumatic experiences
were extreme and pervasive. Of the more than 20,000
refugees who resided in the Albadariah camps at any
given time, the vast majority had had direct exposure to
severe violence. Large numbers had undergone torture.

Second, among the most common psychological se-
quelae of torture and war atrocities are feelings of isola-
tion and stigma. This psychological sense of being set
apart from the rest of humanity was reinforced by the
physical remoteness of the camps (i.c., over 10 hours
from the capital by road) and the lack of access to trans-
portation, electricity, and means of communication with
the outside world (e.g., telephones, Internet, mail). More-
over, there were significant restrictions on movement, and
any travel outside of the camps had to be approved by
authorities. .

Third, life in the camps was characterized by severe
hardships and scarcity. In particular, hunger was wide-
spread, medicines were in short supply, and shelters were
vulnerable to rain and wind, Opportunities for employ-
ment and income generation were extremely limited. Ref-
ugees lacked control over many basic aspects of their
daily lives. Feelings of vulnerability and powerlessness,
which are commonly observed psychological conse-
quences of torture and war, were exacerbated by this ac-
tual lack of control. In such a setting, networks of social
support are crucial for daily survival, yet the natural net-
works that had existed in their native towns and villages
had been largely destroyed. Further, there were reports of
rampant corruption and exploitation by fellow refugees,
Guinean authorities, and even some staff from humanitar-
ian organizations.

Fourth, refugee camps are inherently temporary set-
tings. Residents of these camps are eventually required to
return home, integrate into the local population, or seek
resettlement in a third country. Entire camps could be

November 2006 ¢ Amcrican Psychologist

925




closed, and/or the occupants could be relocated, regard-

less of their wishes. This sense of uncertainty about the

future is intensified by the fact that most refugee service
providers operate on a time-limited basis and are depen-
dent on donor funding, which can vary from one year to
the next or even from month to month.

In summary, it was important to be capable of reach-
ing large numbers of people without compromising qual-
ity of care. Moreover, it was necessary to enhance cli-
ents' capacity to form meaningful interpersonal
relationships and establish new social support systems.
The program was designed to effectively address these
realities.

Treatment Model

Our work was informed by a stage-oriented model of
trauma recovery (Herman, 1992). In this approach, safety
and a caring relationship serve as the foundation for later
exploration of traumatic experiences and their associated
emotions (e.g., fear, shame, guilt, loss, sorrow), culminat-
ing in an eventual reconnection with self, others, and life.
Although it was necessary to adapt this model to the real-
ities of the refugee camp context, we nevertheless at-
tempted to honor its spirit.

The theoretical foundations for the model included
elements of psychodynamic, relational/interpersonal, cog-
nitive- behavioral, narrative, and expressive/humanistic
psychotherapies. The building and encouragement of in-
terpersonal connectiohs was the primary aim. Another
key idea was that there are psychological benefits to rep-
resenting intense affect-laden experiences in words or
other symbolic forms (e.g., drawings, drama, songs). Our
work was also informed by aspects of the academic/pro-
fessional discipline of community psychology (e.g., train-
ing of paraprofessionals, promotion of resilience, social
support, advocacy, public awareness campaigns).

Clinicians had a measure of freedom to practicé in a
manner consistent with their own professional orientation
and style. Although this flexibility had some drawbacks
in comparison with a fully standardized approach, it al-
lowed for maximum clinician creativity and enabled the
PSAs to be exposed to a wide variety of approaches. As
clinicians of different theoretical orientations served in
the program, they contributed a variety of specific tech-
niques. Ultimately, we incorporated into the model those
that were most effective with our population.

A hallmark of our work was the combination of West-
ern and African approaches. Circular mud-brick huts with
thatched roofs, built with locally procured materials and
in a traditional style, served as counseling huts, designed
to provide a sense of safety, comfort, and familiarity for
the clients. The fact that the paraprofessional group facili-
tators were themselves réfugees living in the camps ‘
helped to ensure that the treatment methods would be

culturally sensitive. Elements of traditional West African
culture that were incorporated into many of the groups
included healing rituals, symbols (e.g., offering kola nuts
to welcome newcomers), traditional stories, drumming,
chants, rhythmic clapping, and song.

Most groups met for 10 weekly sessions of about two
hours cach, although the exact number of sessions was
tailored to the participants’ needs as well as exigencies of
life in the camp. Groups typically comprised 9 or 10 cli-
ents (with an average attendance of 7 or 8 members per

" session) and were led by 2 PSAs, one of whom also

served as a language interpreter for the supervising clini-
cian (and/or for members of any linguistic minorities in
the group). (Although English is the official language of
Liberia and Sierra Leone, many clients spoke only the
language of their own cthnic group.) Groups were formed
according to age (e.g., children, teens, adults), gender,
and commonality of traumatic experiences,

In the first stage, the chief task was the establishment
of safety, which in our context meant primarily the stabi-
lization of physical, emotional, and behavioral symptoms
and the creation of a trusting, reliable relationship with
the paraprofessional counselor, Consistent with these
tasks, the PSAs were encouraged to demonstrate their
trustworthiness and reliability from the earliest contact,
namely, the intake assessment. Clients were informed of
the nature and'limitations of our services and of the types
of themes that would be explored in the group. Group
members generated a list of ground rules that they deter-
mined would help them feel safe (e.g., confidentiality,
respect). We attempted to explain the purposes of the
group in terms that clients could readily understand,
sometimes using metaphors or analogies. While being
careful not to make false promises or encourage expecta-
tions of a miraculous and total recovery, it was suggested
to clients that they could feel better than they did pres-
ently and that they could heal and recover substantially,
although doing so would require a sincere commitment
on their part. We affirmed that no matter what they had
experienced, they could go on to live productive and
meaningful lives.

From the orientation session on, we sought to support
clients in developing safe, caring relationships with each
other. In contrast to many traditional Western group psy-
chotherapy approaches, which restrict contact among
group members outside of sessions, in our groups contact
among members between sessions was encouraged. Often,
clients mistakenly assumed that they should narrate their
trauma story in the first few sessions. Consistent with our
goal of building safety, however, we sought to set limits
on the premature emergence of traumatic material. During
introductions, we would encourage participants to share
with one another their name, their age, their place of ori-
gin, how long they had been in the camp, and their favor-
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ite activities but little else. Also, during the first stage, we
invited clients to share about their lives before their expe-
riences of torture and war. We felt that sharing about
their lives before the war would assist the group members
in building trust and connection in preparation for later
sessions that would deal with more difficult material. We
also sought to support the development of a more coher-
ent narrative framework for recognizing the impact of the
torture and/or war on their lives.

An carly Stage 1 intervention, which was enriched and
claborated on throughout the cycle, was called “naming
feelings,” in which we used a variety of exercises de-
signed to assist clients in finding and using precise, accu-
rate words to describe their own emotions and those of
others. In Liberian culture, it is common to use general
terms, such as feeling bad, to describe a very wide range
of emotions. We felt that supporting clients in developing
a capacity to choose more specific verbal representations
of their internal states would contribute to a sense of re-
lief and a possibility of being more accurately understood
by others, and we felt that the medium of language could
give form and containment to otherwise overwhelming
sensations, perceptions, and affect.

At Stage 1, we also provided clients with psychoedu-
cation about torture and war trauma, using methods such
as dramatic monologues, posters, and skits. One example
was a poster depicting a child in a classroom in which
the teacher was attempting to give a lesson, but the child
was distracted by intrusive images of events from the
war. Another was a skit performed by the co-facilitators
portraying a woman who became extremely startled by a
minor sound. The posters and skits were used as a spring-
board for inviting the clients to share. about the impact of
their own experiences of torture and war.

In addition to common posttraumatic symptoms, such
as nightmares and hypervigilance, themes that tended to
arise included loss of innocence and the capacity for
lightheartedness and joy, damaged self-image, deteriora-
tion in the quality of relationships with family members,
and the fecling that nobody would be able to understand.
When clients would describe these sequelae, the facilita-
tors would comment on some of the shared underlying
themes and support the articulation of feelings. Facilita-
tors also attempted to normalize the common symptoms
and to acknowledge frankly but sensitively that torture
and war trauma do change people, while also emphasiz-
ing that with time and support, people can become stron-
ger and can learn ways to cope with these changes.

The clients seemed relieved to learn that their symp-
toms (e.g., nightmares, startle reactions) were normal and
that others were suffering in similar ways. Clients appre-
ciated the opportunity to compare and contrast their reac-
tions with those of their peers and to leam practical tech-
niques for managing their symptoms more effectively

(e.g., mindful breathing). Using role playing, skits, post-
ers, and discussion, we demonstrated grounding tech-
niques for coping with nightmares and other intrusive
symptoms. Clients expressed appreciation for these cop-
ing tools and reported that they continued to use them
even after the group cycle ended.

We used a variety of methods for building connections
among group members. We checked in with members at
the beginning of each session, so that they developed an
awareness of cach other’s day-to-day struggles in the
camp. PSAs endeavored-to serve as models of empathic
interpersonal communication. In the first session, we of-
ten used an exercise in which participants first try to
break a single stick (which is easy) and then try to break
a bundle of eight sticks (which is difficult or impossible),
to convey the idea that they could be stronger together .
than apart. With children and teens, after providing each
group member with an opportunity to share about a pic-
ture he or she had drawn, we often invited the group
members to place all the drawings simultaneously on the
floor of the hut and to observe any features they had in
common (of which there were usually many). When a
group member would share, the facilitator might ask the
other group members, “What touched your heart most in
what he or she just told us?’ The other participants would
then share their responses.

One of our techniques, derived from cognitive therapy,
was teaching clients to engage in positive self-talk. Ini-
tially, we found that there was a tendency for some cli-
ents to generate self-statements that were not reality
based. For example, a person who had witnessed several
close relatives being violently killed chose the statement
“I will forget about it soon.” We found that in order for
positive self-talk to be effective, we had to support the
clients in generating statements that were truthful (e.g., “I
did the best I could"”).

To help clients more fully grasp the technique of re-
placing negative self-talk with positive self-talk, the co-
facilitators sometimes performed a skit called “The Two
Hearts” (in Liberian English, heart refers to one’s mood
or state of mind). This skit depicted a person who felt
torn between an encouraging attitude about his or her life
and a discouraging, self-defeating attitude, and who ulti-
mately is able to choose the former. A variation on this
was an exercise called “Talking Back to Discourage-
ment,” which drew on principles from psychodrama and
from namrative, body-oriented, and dance/movement thera-
pies. In this version, participants would first generate a
list of negative thoughts, which they acknowledged as
exacerbating their despair, and a facilitator would then
embody Discouragement, approaching each group mem-
ber one at a time while giving voice to the pessimistic
thoughts that he or she had listed (¢.g., “things will never
get better,” “the situation is hopeless™). Group members
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were invited to rise and push against the facilitator's
hands while talking back to him or her in a strong tone
(e.g.. “You're wrong! I have survived hard times before,
and I will survive this too™). Facilitators reported that this
exercise appeared to have a special cultural resonance, as
many of the clients’ indigenous traditions featured super-
natural entities (¢.g., bush devils) that personified particu-
lar artributes.

The middle part of the group cycle focused on emo-
tional, cognitive, and verbal processing of traumatic
memories. During this part of the cycle, clients narrated
their trauma stories in the presence of compassionate wit-
nesses and allowed themselves to feel the full range of
emotions associated with their stories in a contained envi-
ronment (i.c., the group). There was considerable debate
among clinicians about how much trauma narration
should be done within the groups (vs. in individual scs-
sions) and how it should be managed. Ideally, this task
was attempted only after a reasonable measure of safety
had been established. The particular interventions and
techniques at this stage varied according to the needs and
composition of the group.

In some groups, clients were invited to share about a
time they had felt afraid and/or about their most difficult
experiences. Sometimes we would propose that they de-
pict their experience first in a drawing and then use the
drawing as a basis for sharing. The drawings—which typ-
ically portrayed painful memories of torture, rape, and
murder— helped to provide focus and containment in
comparison with a purely oral approach. We could not
use drawings in every group, however, because many cli-
ents (especially the women) had never been to school and
thus were not familiar with using pencils. In these groups,

" the facilitators would ask open ‘questions to help the cli-
ents explore their memories and emotions. As clients
would answer, facilitators would listen, paraphrase the
essence of what had been shared, validate and normalize
their emotions, and express empathy, while also providing
group members with an opportunity to express empathy
for one another.

At the same time, the facilitators were implicitly con-
veying the idea that nothing is too scary to be talked
about. We have been influenced by the axiom “what is
mentionable is manageable, what is unmentionable, is
unmanageable.” Thus, we believed that the events would
be less overwhelming if they could be talked about and if
these stories could be borne by the facilitators and other
group members. In addition, to reduce feelings of stigma-
tization and shame and (o strengthen connections among
the group members, it was helpful to highlight the com-
monalities among them. Although torture is a very indi-
vidual experience, there were usually important similari-
ties in their stories.

Loss and grief formed another key area that we ad-
dressed midway through the cycle. Refugees from Liberia
and Sierra Leone suffered massive losses from the wars.
Most lost several close relatives, and many lost their en-
tire immediate families. Most also had relatives who re-
mained missing. Very often, the brutal murder of loved
ones was a method of torture perpetrated against the sur-
vivors, a method intended to humiliate, subjugate, or ter-
rorize them and the entire community. In addition, quite
frequently the loved ones themselves were tortured prior
to being killed. :

Although clearly there were no simple remedies and
nothing could completely erase the pain of such massive
losses, in our group counseling sessions we offered a
safe, contained space within which clients could feel and
express their grief. Our view was that grief tends to be
more overwhelming and terrifying when people feel iso-
lated and unsupported. By contrast, when grieving people
are provided with empathy and support, the pain can be-
come more bearable, and they can usually regain a capac-
ity for hope and a sense of meaning and purpose in their
lives.

Our view was that genuine and deep mourning was a
precondition for healing. Thus, we attempted to facilitate
processes whereby clients could begin to mourn their
losses. In a safe space, they could explore their fears, an-
ger, helplessness, agony, and despair. Clients appeared to
benefit from having someone who was willing to listen to
and hold their full expression of shock, hopelessness, pro-
test, fear, and bottomless pain. Once the grief was ex-
pressed, the intensity of the anguish tended to slowly
lessen, and the client could usually find interest in life
once again.

. The particular techniques we used varied according to
clinician orientation and client needs. At times, clients
would draw a person or persons whom they had lost and
then share about their drawing. The extremely violent
manner in which most victims of the Liberian and Sierra
Leonean wars were killed resulted in a tendency among
clients 1o focus intently on their loved ones’ manner of
death, often to the exclusion of all the positively toned,
consoling images of the years preceding the death in
which the loved ones were usually nurturing, caring fig-
ures in the clients’ lives. Thus, although we acknowl-
edged the normality of painful memories about manner of
death, we attempted to support clients in remembering as
much as possible about the lost person’s life as a whole
and, in particular, in revivifying a positive, life-affirming
internal representation of their loved ones as they truly
were in life, thereby counterbalancing the horrific images
of violence with images of being succored and loved.

Usually, it was also important to allow time for clients
to explore thicir feclings about not having been able to
perform traditional ceremonies and rituals following their
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loved ones’ deaths. As a result of the constraints of the
war situation, in which the survivors themselves were
typically captured, injured, struggling to survive in the
bush, or attempting to flee into refuge, it was often im-
possible to carry out the rites that would normally be ex-
pected in peacetime, such as a proper funeral and burial.
Some clients expressed a desire to perform some type of
bereavement ritual in the camp. We encouraged them to
fulfill this desire to the extent that they were able in the
refugee camp setting, in which traditional religious lead-
ers and objects were usually lacking, More often, how-
ever, drawing on the idea that words could serve as a
substitute for action, we verbally explored the mourning
practices and rituals that cach group member would have
performed if he or she had not been robbed of the oppor-
tunity. Group members appeared to enjoy being able to
share about their ethnocultural bereavement practices and
to learn about those of others. They gained some relief
from representing these practices in words, even without
being able to actually implement them.

The interventions we chose to usc in supporting clients
to explore their losses and grief were informed by the
continuing bonds view of bereavement (Klass, Silverman,
& Nickman, 1996). In this view, the bereaved do not typ-
ically de-cathect their lost loved ones as was believed in
previous psychological models of gricf, but rather search
for meaningful and culturally appropriate ways of remem-
bering and honoring connections with them for the rest of
their lives. Thus, we supported clients in developing a
sense of a positive bond with a lost loved one. Although
in many Western settings this might be experienced as an
as-if type of process, in which the positive representation
is perceived as intenal and subjective, our clients tended

to' experience an authentic and potent sense of actual spir-

itual connection with the soul of the lost one.

We used a'variety of specific techniques to achieve
these therapeutic aims. One was a guided visualization in
which group members closed their eyes and imagined that
they were speaking to their loved one and that their loved
one was speaking to them in reply. A variant of this was
inviting each client to write a letter saying whatever he or
she would like to say to the lost person. The client would
then write a letter to himself or herself in the persona of
the lost one. The messages or letters could then be shared
with the group.

A third version, derived from a Gestalt therapy tech-
nique, was an cxercise in which two chairs would be
placed in the center of the hut, facing each other, and
each client would take a tumn sitting in one chair and fac-
ing the empty chair while imagining that his or her loved
one was seated there; the client would say whatever he or
she wished to say to the loved one and would then switch
to the empty chair and imagine himself or herself as the
lost one, looking across at himself or herself in the empty

chair and responding in the persona of the loved one. As-
pects of this exercise seemed consonant with many of the
clients’ indigenous practices. For example, during funer-
als and other ceremonies, there is often a spokesperson
who directly addresses the spirit of the deceased.

Other interventions we sometimes used around mid-
cycle centered on the Experience and expression of anger
toward the perpetrator of the torture or war atrocities.
Many clients, when asked about feelings of anger in re-
gard to the atrocities perpetrated against them, would re-
ply that they did not feel any anger toward-the perpetra-
tors and that they had forgiven them. Although these
words sounded admirable in some ways, several clini-
cians sensed that these statements did not convey these
clients’ affective experiences fully or honestly. There are
people who have undergone a pracess, often arduous, of
experiencing genuine forgiveness toward their perpetra-
tors, yet for many of our clients, facile pronouncements
such as “He killed my whole family but I forgive him”
seemed to lack the ring of truth,

As a team of clinicians with divergent psychological,
religious, and cultural orientations, we struggled with the
question of how best to respond to such pronouncements.
Some felt that the focus should be on themes of forgive-
ness and reconciliation, whereas others felt that it was
important to first acknowledge and explore the anger that
was evident in many of the clients. Some believed that
righteous indignation about torture was appropriate and
healthy and that forgiveness for torture and atrocities
should not be offered cheaply, but rather should be con-
tingent on the perpetrator’s genuine remorse if it was of-
fered at all. Others believed that there was little psycho-
logical benefit in focusing on anger and that concentrating
on forgiveness and reconciliation was a wiser approach.
Ultimately, we attempted to give attention to both con-
cerns by bearing in mind our stage-oriented approach. In
Stage 2, interventions offered clients the opportunity to
experience and express anger toward perpetrators,
whereas Stage 3 interventions included discussion of
practical nonviolent strategics for coping with the actual
presence of wartime perpetrators in the camps, as well as
exploration of deeper issues pertaining to forgiveness and
reconciliation. It was, however, widely recognized that
most of the larger issues pertaining to peace and reconcil-
iation would need to take place within the context of
postconflict civil society and would likely require collec-
tive mechanisms for truth-seeking and justice,

In working with anger, we sought to provide clients
with a safe, contained environment in which to explore
and express their anger about the harm done to them-
selves and their loved ones. We used techniques such as
drawings, expressive writing, and psychodrama to help
clients counter feelings of being frightened and intimi-
dated by perpetrators with feelings of strength and em-
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powerment, particularly the strength to confront them ver-
bally and nonviolently, either in imagination or in some
instances in reality. In addition, in light of the frequent
tendencies toward denial, displacement, and projection of
anger that we had observed in our work, we wanted to
validate that ariger at cruelty and injustice is normal and,
if expressed constructively, can even serve as a source of
energy for social and political change. Finally, we wished
to support clients in becoming more aware of the differ-
ences between healthy and unhealthy ways of managing
anger.

gThc latter part of the group cycle was consistent with
the goals of Stage 3, reconnection (Herman, 1992). In
this stage, survivors redefine themselves in the light of
their traumatic experiences, place these experiences in the
broader perspective of their total life story, and reinvest
in life and the future. This includes forming new relation-
ships and reintegrating into the community. Reclamation
of a sense of dignity and value is a fundamental task of
this stage.

One of the themes typically explored in this stage was
referred to as “strengths and resources™ or “stories of sur-
vival.” We hoped to support clients in developing a more
positive self-image, namely, as survivors rather than vic-
tims and as persons who had shown courage and a capac-
ity to endure. We hoped to enhance their awarcness of
coping strategies they had used in the past and might
therefore use in the future, to contribute to the restoration
of a capacity to trust other human beings by remembering
that others had played a role in their survival, and to help
group members learn to recognize and validate each oth-
er's strengths.

A variety of techniques were used to accomplish these
goals. In some groups, the facilitator would tell a folktale
about a protagonist who had endured terrible hardships by
a combination of ingenuity and determination, and clients
would comment on the lessons conveyed in the story.
Clients would then share their own stories, considering
questions such as, What qualities in yourself did you
draw on when things became especially hard? Sometimes
clients would portray their story in a drawing and then
share their story through the drawing.

During the last part of the group cycle, we also drew
on the healing power of images. A technique that was
consistently well-received was the use of a poster-size
painting of a tree that had lost many of its branches and
leaves but was still standing, possessed strong roots, and
showed signs of inchoate life (e.g., buds or a few tiny
flowers). This poster was used as a catalyst for exploring
themes of loss and renewal and clients’ inherent dignity
and value as human beings. In response to the poster and
discussion, clients would usually arrive at the idea that
* even when a tree has lost most of its branches and leaves,
if it still has roots, the inner core of a tree, and a capacity

to grow and to produce new blossoms, then it'is atill a
tree. They would relate this idea to themselves, often cul-
minating in a discussion about a person’s indestructible
core or soul, sometimes leading to a guided visualization
in which they would try to receive a message from their
inner core. : '
Survivors of torture and war trauma tend 1o be very
preoccupied with the past. This trauma-related difficulty
with envisioning or planning for the future was exacer- '
bated by the overwhelming challenggs of daily survival in
the camps. Thus, in the last part of the group cycle, an- -
other theme we sought to explore was facing the future,
Through a combination of discussion and creative tech- -
niques (e.g., inviting clients to perform a pantomime of
something they hoped to do in the future and having oth-
ers guess what they were pantomiming; drawing a ladder
to the stars and listing within each rung a small step re«
quired for the accomplishment of a larger goal), we at-
tempted to help clients generate realistic goals, begin to
prepare for future challenges, and think about ways to
rebuild their lives. -
Very often, in preparation for the final sesslon, clients
would express a desire to perform some type of ritual
signifying their completion of the cycle. We felt that in
many instances, rituals could contribute to the work of
Stage 3, reinvesting in life. The clients had many creative
ideas for ways to acknowledge the ending of their group

- experience. These included the following: sharing favorite

cultural stories, proverbs, poems, or songs; planting &
palm tree or a flower garden together near the counseling
hut (one group planted the flowers in the shape of a cir-
cle, with each flower representing one group member);
taking a group photo and then having group members
make cardboard frames for holding the photos; bringing
scraps of material, needles, and thread and using them to
sew something special together (in one group, participants
sewed a cat to represent having seven lives and, there-
fore, their own capacity to survive); and building a minia-
ture wooden boat in which group members placed mes-
sages expressing their wishes and dreams for the future
and which they then released on the river in the direction
of their home country. :

A ritual that was often used in the final session of a
cycle was to invite the clients to go outside and find an
object that symbolized hope and healing, Clients would
then take tums showing the object and explaining how
and why they had chosen it. For example, one client
would present a stone and say that it represented inde-
structibility. Another would present a green leaf and say
that it represented the possibility of new life, and so
forth. Clients tended to be very moved and engaged dur-
ing this process.

" The most common closing ritual was to share a simple
meal together at the end of the final session. Among our

930

November 2006 » American Psychologist




clients, it was commonly believed that once people have
partaken of food together, they will never injure or betray
one another in the future. In many groups, when members
shared a meal in the final session, they also set aside a
portion in memory of their lost loved ones. Sharing a
meal was also a way of expressing feelings of connection
and mutual respect among group members, as well as a
means by which facilitators could express their recogni-
tion of the courage and commitment that the clients had
shown by remaining with the group for the duration of
the cycle. ;

After a group cycle was over, clients usually continued
to stay in touch. with each other, often becoming signifi-
cant sources of both emotional sustenance and practical
assistance for one another. Many former clients showed
an interest in building greater community awareness
about torture and war trauma. This interest seemed con-
sistent with the goals of the last stage of recovery from
torture and war trauma, in which an important component
is regaining the capacity for meaningful participation in
public life. Often, this also involves a desire to help other
survivors and to be part of collective efforts at preven-
tion, awareness, justice, political transformation, and truth
telling,

A powerful example of the ways that public truth tell-
ing can both indicate and contribute to trauma healing
occurred each year on June 26th, the United Nations In-
ternational Day in Support of Victims of Torture.? At
CVT-Guinea, we viewed June 26th primarily as an op-
portunity to raise awareness about torture. At the same
time, the day served as a venue in which CVT clients and
former clients could give voice, in a public setting, to
their experiences of torture and war,

One example of this was a group of teenage clients
who took part in a collaborative poem-making exercise,
in which each person wrote one line that conveyed the
essence of his or her experience of having been tortured.
With facilitation, these lines were then combined to form
a group poem that expressed core aspects of the clients’
cxperiences, without identifying which individual had
written which line. Two of the teenagers—one male and
one female—expressed a desire to read the group poem
aloud for the wider camp community. These presenters,
their peers who had shared in the writing, as well as the
audience all seemed invigorated and inspired. ‘

Another example of a creative means of bearing wit-
ness to experiences of torture and war was the memory
cloth and Liberian timeline, adapted from the Trauma
Centre for Survivors of Violence and Torture in Cape
Town, South Africa. The method had conceptual roots in
narrative approaches, which emphasize the importance of
being able to think of events in a coherent sequence. Par-
ticipants were first invited to collaboratively recall key
political events from the beginning of the unrest to the

present. These events were written on a timeline of mod-
em Liberian history, beginning with the 1980 rice riots
that preceded the first coup. Participants were then pro-
vided with square pieces of fabric of various colors and
were asked to think of a loved one whp was tortured
and/or killed and to write on the cloth the person’s name
and the date, place, and manner in which he or she was
victimized. Next, with the empathic support of the facili-
tators, each person was invited to share his or her story
with the other participants. Finally, each person placed
his or her loved one’s square on the timeline cloth,
matching private tragedy to the corresponding political
event, thereby peopling the history. For many partici-
pants, this was the first time that they had ever linked
their personal stories to a larger historical and political
context, thereby becoming better able to make sense of
traumatic experiences that had previously seemed entirely
incomprehensible. The cloth functioned as a container
that allowed the survivor to stand outside the story and
bear witness to it, rather than being imprisoned by it, and
also served as a physical space in which survivors could
both memorialize loved ones who were killed and ac-
knowledge those who survived.

Moreover, there soon emerged, beyond the images of
the tragic losses of specific beloved individuals, a power-
ful representation of massive collective losses that had
resulted from repeated, large-scale civil wars. Thus, pain
that had seemed purely personal was discovered to be
part of the larger, collective phenomenon of ethnopolitical
persecution and war. We believe that this realization can
contribute to reconnection with the community, thereby
deepening the work of the last stage of healing,

Program Evaluation

Throughout the duration of the program, PSAs were
trained and supervised in conducting psychosocial assess-
ments and in using assessment to inform treatment, Intake
assessments included demographic information; trauma
history; rating scales for symptoms of depression, anxiety,
posttraumatic stress, and somatic complaints; and mea-
sures of social support, interpersonal relationships, and
ability to engage in important daily activities (e.g., house-
keeping, income generation, recreation). Back-translation
between English and several ethnic languages helped to
ensure that the measures were culturally appropriate. The
measures of psychological symptoms, social support, and
daily functioning were re-administered at 1 month, 3
months, 6 months, and 12 months after intake. Statistical
analyses of the data consistently showed both significant

The Convention Against Torture (United Nations General Assembly,
1984) came into force on June 26, 1987, Ten years later, the United
Nations Gencral Assembly proclaimed Junc 26th as the United Nations
Intemational Day in Support of Victims of Torture,
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and meaningful reductions in trauma symptoms and in-
creases in social support and daily functioning during and
after participation in group therapy.

In addition to these quantitative measures, there were
numerous instances in which clients of all ages and back-
grounds verbally expressed appreciation for the assistance
they had received from CVT. Although these testimonials
occurred frequently throughout the duration of the pro-
gram, a particularly powerful example occurred at the end
of March 2005, when CVT held its closing ceremony in
the camps. As part of this ceremony, the PSAs and pro- -
gram staff began to march through the camps, with an
open invitation that anyone who felt that he or she had
benefited from CVT’s services could join in. Hundreds of
men, women, teenagers, and children ran from all over
the camps to participate in the march. Together, a mas-
sive crowd of united survivors of torture and war trauma,
along with those who had served them for the preceding
five years, reached the area of the camp where a Speak-
Out was scheduled. Microphones and benches were pro-
vided, and for several hours, person after person, of vary-
ing ages, both genders, and from diverse ethnic
backgrounds, spoke to a large gathering of community
members about what the work of CVT had meant to them
and about their own experiences of trauma and recovery.
These brave souls overcame feelings of shame, isolation,
and stigmatization in order to speak their truths. Thus
they discovered that they were not alone, but were among
the thousands of survivors of torture and war all over the
world who are working to rebu1ld their lives and commu-
nities.
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