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Preface
Liberia experienced a 14 year civil war that tore the social fabric, exposing population especially women to the most outrageous human rights abuses. These abuses resulted in various reproductive health complications. 

The research conducted by Isis Women’s International Cross Cultural Exchange (Isis-WICCE) in Maryland, Grand Kru, Bong, and Foya Counties reveals the physical, psychological and reproductive health consequences resulting from torture inflicted on women and men.

This revelation led Isis-WICCE to carry out a short term medical interventions in Maryland and Grand Kru Counties, with support from the MDG3 Fund of the Netherlands government. 

The government of Liberia is aware of the need to address the health needs of its people, especially women. Over the years the Ministry of Health has focused on responding to health needs through the provision of medication, health workers and facilitation to health centres and hospitals. Despite the efforts, we acknowledge that there is still so much to be done. 

Having noted the challenges health workers encounter in managing post conflict related health problems, Isis-WICCE recognised the urgent need for the development of a standardised locally adapted training manual for use in training operational level health workers in the post conflict Liberia. Hence the preparation of the “Management of Medical and Psychological Effects of War Trauma:A Training Manual for operational Health Workers in Liberia”.

The manual is based on Isis-WICCE’S experience of medical interventional work in Uganda, and on the 1st Edition of a similar training manual developed for operational level health workers in Uganda in 2006. The Liberia edition of the manual has been pre-tested among health workers in Maryland, Grand Kru, Bong and Lofa counties and in Monrovia.

Isis-WICCE hopes that the Ministry of Health & Social Welfare, Ministry of Gender & Development, the participating health professionals, WANEP/WIPNET, and all stakeholders who have been involved in the preparation of this manual and those who will use it, will benefit from the knowledge herein to improve the physical and mental well being of the Liberian community. 

We appreciate the support of the MDG3 Fund and all our other partners through the years who have championed the cause of investing in gender equality and responding to the needs of women and men in post conflict communities.

Ruth Ojiambo Ochieng

EXECUTIVE DIRECTOR

Isis-WICCE
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Abbreviations
AFL Armed Forces of Liberia

CEDAW Convention on the Elimination of All Forms of Discrimination Against Women

DDRR Demobilisation, Disarmament, Rehabilitation and Re-Integration

FBS 

INPFL Independent National Patriotic Front for Liberia (INPFL)

Isis-WICCE Isis-Women’s International Cross Cultural Exchange

IUCD Intrauterine Contraceptive Device

LPC Liberia Peace Council

LURD Liberia United for Reconciliation and Democracy

MODEL Movement for Democracy in Liberia

NPFL National Patriotic Front for Liberia

PEP Post Exposure Prophylaxis

PTSD Post Traumatic Stress Disorder

SGBV Sexual and Gender Based Violence

STIs Sexually Transmitted Infections

UF Urinary Fistula

ULIMO-J United Liberation Movement-Johnson

ULIMO-K United Liberation Movement-Kromoh

VVF Vesico Vaginal Fistula 

WANEP West African Network for Peacebuilding

WIPNET Women in Peace building Network
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Introduction and Setting of context
The fourteen years of armed conflict that plagued Liberia from 1989 to 2003 were marked by high levels of brutality by the different armed factions against the civilian population. These included widespread killings, rape, sexual assault, abduction, torture, forced labour, recruit​ment of child soldiers and the destruction of Liberia’s social and economic infrastructure. Sexual violence against women was particularly prominent, including gang rape and sexual slavery. A study carried out by Isis-Women’s International Cross Cultural Exchange, in col​laboration with WANEP and the Ministry of Gender and Development entitled A situation analysis of women war survivors of the 1989-2003 conflict in Liberia (2008) found that a con​siderable proportion of the population in Liberia suffered war related torture/trauma. 27% lost a spouse, 62.5% of the women reported a personal experience of sexual torture, at least two thirds of the respondents had suffered physical torture and 80% suffered at least one form of psychological torture during the conflict.

The Isis-Women’s International Cross Cultural Exchange study referred to above claims that the entire population is suffering from a wide range of psychological, alcohol /drug related addiction and surgical problems related to experiences of violence and torture during the conflict. As has been documented in other war-torn areas of the world, the conflict in Liberia has had very serious and negative impact on the reproductive health of women and led to a manifestation of many urgent gynaecological problems. Most of the reproductive health ill-health and the gynaecological problems are as a direct result of sexual violence suffered during the war as well as the disruption to life and health services. Young girls were affected most as their sexual and reproductive health rights were denied to them during the war. Those who had objects forcefully inserted in their vagina frequently acquired traumatic vesicle or rectal vaginal fistulae. The level of sexual abuse undoubtedly escalated the prevalence of sexually transmitted infections (STI’s/STD’s), including HIV/AIDS. Women war survivors reported a wide range of serious reproductive health and gynaecological problems. The number of women who reported more than one gynaecological complaint in the study was 44.7%. In addition 61.4% had various surgical complaints including chronic back pains, joint pains, bullet wound injuries and unhealed wounds.

Both as a consequence of war and the resultant sexual violations, the population in Liberia suffered and continues to suffer serious psychological problems. The forementioned study re​ported that 42.8% of the respondents had psychological distress scores suggestive of a mental disorder, 12% had alcoholism (excessive alcohol abuse), and 14.5% had attempted suicide in their lifetime. This study observed that 69.1% of those reporting significant psychological distress had impaired ability to work. 

The health system of Liberia that was not spared destruction by the war struggles to respond to the needs of survivors of sexual abuse. Two health centres run by the Ministry of Health 
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and two run by Medecins Sans Frontier together with Think’s paediatric hospital, all of which are in Monrovia, offer medical care and psychosocial support to some 2,000 victims of sexual violence each year. In 2008, more than 70% of the survivors of sexual violence treated in clinics in Liberia were children. Yet this service is but a drop in the ocean. In addition to this, there are barely any adequately trained and employed health workers to deal with the over​whelming levels of reproductive and gynaecological health and psychological health needs of the population. In terms of mental health services provision, Liberia is very poorly resourced with only one psychiatrist, no clinical psychologists and only a handful of counsellors.

Another major challenge of the new administration of Ellen Johnson Sirleaf has been to cre​ate an environment secure from crime. One of her priorities on assuming office was to ad​dress gendered crime such as rape and domestic violence, as this is, according to the police, one of the main crimes and has escalated since the ending of the war. In the post-conflict environment incidences of sexual violence have continued to be observed. This takes the form of forced or coerced prostitution, trafficking and domestic violence. Reconstruction programmes that fail to specifically target women’s needs or that fail to address long-standing patriarchal traditions that discriminate against women may further render them vulnerable to sexual exploitation. Women and girls who have experienced sexual violence during conflict are probably the most vulnerable of all to further exploitation in post-conflict settings. Rape victims are often rejected by their families and communities for having “lost their value.” Raped women may be abandoned by husbands who fear contracting HIV infection, or who simply cannot tolerate the shadow of “dishonour” they believe their raped wives have cast across them. With no prospects for the future, some women and girls are driven into prosti​tution.  Labeled as victims of previous acts of sexual violence, they may be vulnerable to the dangers of entering the sex trade.

What escapes the crime statistics is the fear, particularly among women at night. Crime re​search interviews in 2007 (Baker 2009) recorded: ‘We are frightened of armed robbers at night. We can’t protect our homes. Gangs of 20 bust the doors. Our only protection is to put pots behind the door. We don’t go out at night. We don’t go on the road after 8 pm’ (three women in their 20s, Red Light, Monrovia). ‘We are frightened of thieves breaking into our homes and stealing and raping us. We put all the dishes behind the door so we can hear if any break as someone tries to enter. We are abandoned’ (three women 20-30s, New Kru Town, Monrovia). Outside Monrovia in the rural areas, women commonly speak of domestic vio​lence: ‘Husbands beat women.... [We cannot call the police] because the husband will have to give permission … [and we cannot go to clan court because] we are afraid of the expenses… [For protection] there is nobody’ (five women, 20-30, Pkala Town, Bomi County). And again the sleeplessness from fear of armed robbery. Many of these rural concerns are not, of course, recorded by the police, since they are dealt with at the town chief or clan chief level. The wide​spread reporting by the interviewees of being victims of crime demonstrates that policing is currently failing in Liberia. By and large Liberia’s citizens are not being protected from crime or having crime successfully investigated and prosecuted by the state policing agencies.

In 2006, the government of Liberia launched a national action plan to prevent and respond to violence against women (Republic of Liberia, 2008). It included plans to strengthen the justice system and facilitate health care for survivors of sexual violence. In terms of legislation, the definition of rape was expanded to include any form of sexual penetration, whether with a penis, a finger, or an object. Further, the age of consent was raised to 18 years old, so that any sexual relation with a person younger than 18 is interpreted as rape. The new laws have also established harsher punishment for perpetrators and abolished bail for rape cases. Never​theless perpetrators are still hardly ever convicted. Part of the problem is the failure to report incidents, but the result is that rape victims often feel afraid and powerless and may even face rejection from the husband, family or even community. This is an area where professionals can assist and a recent report by Medicins Sans Frontieres (2009) has provided some guidance regarding documentation of human rights abuses which may help to assist those who wish to pursue justice claims.

Amnesty International (2008) and Isis-WICCE (2008) have also made recommendations regarding a gendered approach to implementation and planning for war survivors in Liberia. Then in 2009 Liberia was the first country to launch its National Action Plan for the imple​mentation of UN Resolution 1325. The resolution addresses the disproportionate and unique impact of war on women, and women’s special under-valued and under-utilized contributions to conflict resolution and sustainable peace. It urges women’s equal and full participation as active agents in peace and security. Further it calls for the prosecution of people for crimes against women and for extra protection of girls and women in war zones. Liberia’s action plan is focused on protecting women from sexual and gender-based crime; preventing women and girls from violence against them; promoting women’s participation in conflict resolution; and ensuring there are sufficient resources to implement the plan. 
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Chapter1 
THe NATURe AND eFFeCTS OF
TORTURe DURING WAR

Management of Medical and Psychological Effects of War 
The Nature and effects of Torture During War 
Duration: 1hour
1.1 Introduction
The seeds to Liberia’s instability are historical and embedded in events around it’s founding back in 1847, when the instituted governance of the new state was politically and economically skewed to favour the settlers and their descendants to the disadvantage of the indigenous people. Since then the country has gone through political tensions and coups culminating in the constant state of armed conflict that affected the whole country for 14 years from 1989-2003. The war led to numerous deaths and those who survived are physically and psychologically affected suffering traumatic effects. Understanding about war trauma, its definition, methods used and perpetrators is important for primary health workers working in conflict and post-conflict situations. 

Learning objectives
By the end of this unit users of this manual will be able to:

Define war related trauma and torture.1. 
List various reasons for war related torture.2. 
List various methods used in war related torture. 3. 
List the perpetuators of war related torture.4. 
List places where war torture occurs.5. 
1.2 definition of War trauma and torture
Definition of war trauma
A life-threatening experience to one’s life or the life of a loved one in a situation of armed conflict. This experience may lead to negative physical, psychological and social consequences. 

Definition of Torture
Torture can simply be defined as trauma committed by a government agent or agency e.g. police, army, intelligence agency, or an organised group such as armed rebels e.g. Liberia United for Reconciliation & Democracy (LURD), Armed Forces of Liberia (AFL) with the aim to force another person to yield information, to make a confession or for any other reason.

Sexualised and Gender Based Violence (SGBV) 
Sexualised and gender based violence describes not only rapes but all attacks and violations aimed against another person’s sexual identity. This includes unauthorized touching of body parts, forcing someone to undress, humiliating medical examinations, coerced cutting of pubic hair, blows aimed at breasts and genitals and targeted injuries to these body parts as well as knowingly infecting other people with sexually- transmitted diseases including HIV/AIDS. Gender based violence in Liberia has taken many forms including domestic violence, rape and other types of sexual violence, trafficking of women, gang rape, sexual exploitation and abuse. 

Both the Liberian Constitution and international laws of which Liberia is a party (e.g. Convention on the Elimination of all forms of Discrimination Against Women -CEDAW) specifically stop member states from practicing any form of torture. In 2005, the Liberian Rape law was enacted which expanded the definition of rape and raised the age for consensual sex to 18 years and imposed longer sentences for perpetrators. The Liberian Rape Law states that: need to add this’
1.3 reasons for War torture
Activity 1.1
List 4 reasons why civilians may be subject to acts of war torture

1._________________________________

2._________________________________

3._________________________________

4._________________________________

Learning points 
Torture during war can be carried out for a number reasons, these include:

To get informationa) 
To get a confessionb) 
To punish or revenge on someone or a communityc) 
To terrorise an individual or his/her communityd) 
To destroy the individual and then use the broken person to spread terror throughout e) the rest of the community.

For financial rewards e.g. those who used to engage in the elicit diamond tradef) 
Get information• 
Get confession• 
Terrorise individual/• community
Break the person• 
For financial rewards• 

1.4 Methods of War torture
Activity 1.2
List 5 methods of torture employed in your community

1._________________________________

2._________________________________

3._________________________________

4._________________________________

5._________________________________ 

Learning points
The methods of war torture are either physical or psychological. However the physical methods of war torture always affect the mind as well as the body.

Beating & Kicking• 
Rape• 
Cutting of body parts• 
Tibay • 
Gunshot • 
Spear/panga injuries• 
Abduction• 
Sexual abuse• 
Deprivation of food• 
Undressing in front of • children and public
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Physical methods
The physical methods of war torture frequently used in this country include:

Beating and kicking.a) 
Sexual trauma. This may take various forms including single episode rape, gang rape, b)  abduction with rape, forced incest, sex in exchange for gifts/ food/ security, being forced into marriage, attempted rape and being forced to witness violent sexual acts, homosexual rape, forced insertion of objects in the vagina, sexual comforting, defilement, widow inheritance. 

Cutting of body parts e.g. lips, ears, nose.c) 
Severe form of tying e.g. Tibay.d) 
Burning e.g. with molten jerrycan or car tyre.e) 
Gunshot injuries. f) 
Landmine injuries.g) 
Electrical torture.h) 
Hanging.i) 
Being stripped naked.j) 
Suffocation using red pepper.k) 
Spear/ machete wounds.l) 

Psychological methods
Psychological methods of war torture include the following:

Abduction into rebel ranks.a) 
Forced to kill.b) 
Forced to stay in bush/ swamps for prolonged times.c) 
Interrogations.d) 
Witnessing persons being killed, tortured, raped.e) 
Detained by the army, rebels, militias.f) 
Deprivation of food, clean water, medicine.g) 
Destruction of property, livestock, crops. h) 
Threats against individuals and whole communities. i) 
Confinement and severe restriction of movement e.g. in internally displaced j)  persons’ camps (IDP’s).

Humiliation. k) 

1.5 The Perpetrators of War Related Torture
Activity 1.3
List 4 perpetrators of war trauma in your community

1._________________________________

2._________________________________

3._________________________________

4._________________________________ 

Learning points
The term perpetrators refers to the persons or agency who is responsible for committing acts of war trauma. These in the Liberian situation include: 

a) The army 

b) Different rebel factions (e.g. MODEL, NPFL, INPFL, Liberia Peace Council, 

ULIM-J, ULIM-K, LURD and other militia groups) 

c) Militias 

d) Police 

e) Prisons personnel 

f) Mobs 

g) Spouses (main perpetrators in the post-conflict period)

Rebels• 
National Army• 
Different fighting • factions 
Militias• 
Police• 
Prisons personnel• 
Mobs• 
Spouses• 

1.6 Place of torture
Activity 1.4
List 3 places where war trauma takes place in your community

1._________________________________

2._________________________________

3._________________________________ 

Learning points
The general population were the main victims of the 14 years of war in Liberia. They were tortured at home, in their gardens, in transit trying to escape, at road blocks, in detention and captivity by the army, rebels or militias, and in refuge camps both internally and in neighboring countries. 

1.7 Consequences of War Torture
Activity 1.5
List 3 for each of the physical, mental and social consequences 

of war trauma in your community

1._________________________________

2._________________________________

3._________________________________ 

Learning points
War torture can lead to negative consequences for the individual, families and the society. The negative consequences of war trauma can be grouped into physical, mental and social.

i) Physical consequences of war torture
Disability/ Maiming/ Disfigurement a) 
Infertilityb) 
Chronic lower abdominal pain c) 
Sexually transmitted diseases including HIV/AIDSd) 
Incontinence of urine and or faeces e) 
Disfurgement by burn scarsf) 
Chronic backachesg) 
Road block• 
Garden• 
Military barracks• 
Police cell• 
Home• 
IDP camp• 
Rebel captivity• 
Bush while hiding• 
physical disability• 
infertility• 
STD’s• 
Psychological/Mental health • problems
Suicidal feelings • 
Displacement• 
Breakdown of societal values• 
HIV/AIDS epidemic• 
Poverty• 

Premature agingh) 
Inability to engage in productive work because of impaired body partsi) 
ii) Mental health consequences of war torture
Post traumatic stress disorder (PTSD) and traumaa) 
Depressionb) 
Alcoholismc) 
Angerd) 
Suicidal feelingse) 
Severe mental health problems including psychosisf) 
iii) Social consequences of war trauma
Displacementa) 
Breakdown of societal valuesb) 
Breakdown of familiesc) 
Unwanted childrend) 
Massive povertye) 
Displacement of huge populationsf) 
Growth of crime and lawlessnessg)  i.e. armed robberis, mob violence, mass rape 

Training materials 
Markers, masking tape, flipcharts, news prints, papers and pens, films

Teaching methods
Modified lecture method• 
Brain storming• 
Group work• 
Role play• 
Field visit• 
Interview of war trauma survivors• 
1.8 Summary
This unit discussed the definition of trauma and torture, reasons for war trauma, methods used in war torture, perpetuators of war torture, places where torture took place and the consequences of war torture. 

Key message
Develop an understanding of the effectLiberian 
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Chapter2 
MAINTAINING HUMAN RIGHTS AND PROFeSSIONAL STANDARDS IN HEALTH CARE

Maintaining Human Rights and Professional Standards 
in Health Care
2.1 Introduction
Learning objectives
By the end of this unit the participant will be able to:

List the key elements of a human rights and professional approach to health1. 
List good professional practices that health workers should exercise with their patients 2. 
List ethical standards that must be observed by health professionals3. 
List human rights abuses which may involve health professionals 4. 
List vulnerable groups to poor health in conflict situations

This chapter reminds health workers of their responsibilities towards their patients both in terms of human rights and professional conduct. 

Human rights are the basic rights and freedoms to which all human beings are entitled regardless of their nationality, race, ethnicity, gender, or religion. They include the right to life, freedom of expression and equality before law. Sadly, however, in certain circumstances, health workers have participated in the abuse of the human rights of their patients either through neglect and failure to perform their duties; or in some extreme cases, such as in the genocide of Rwanda, health workers have been involved in acts of torture. Human rights are summed up in the Human Rights Convention article 25:

Everyone has the right to a standard of living adequate for the health and well-being of himself and of his family, including food, clothing, housing and medical care and necessary social services, and the right to security in the event of unemployment, sickness, disability, widowhood, old age or other lack of livelihood in circumstances beyond his control. 

For 25 centuries the ethical principles of professional medical conduct have been expressed by the Hippocratic Oath
I swear to keep according to my ability and judgement the following Oath: 

To consider dear to as my parents him who taught me this art; to live in common with him and if necessary to share my goods with him; to look upon his children as my own brothers, to teach them this art if they so desire without fee or written promise; to impart to my sons and the sons of the master who taught me and the disciples who have enrolled themselves and have agreed to the rules of the profession, but to these alone, the precepts and instructions. I will prescribe regimen for the good of my patients according to my ability and judgment and abstain from whatever is deleterious 

and mischievous. I will give no deadly medicine to anyone if asked nor give advise which may cause his death. Nor will I give a woman a pessary to procure abortion. I will preserve the purity of my life and practice my art. I will not cut for stone, even for patients in whom the disease is manifest, but will leave this operation to be done by practitioners of this art. Into whatever house where I come, I will enter only for the benefit of the sick, keeping myself far from all intentional mischief and corruption, and especially from the pleasures of love with women or with men, be they free or slaves. All that come to my knowledge in the exercise of my profession or outside of my practice or in daily commerce with men, which ought not to be spoken abroad, I will keep secret and not divulge. If I keep this oath unviolated may I enjoy my life and practice my art, respected by all men and in all times, but should I trespass this oath, may the reverse be my lot. 
Activity 2.1
Try writing out a pledge in your on words to cover what you would want to commit yourself to as a professional health worker. (When you have finished you might like to compare your answer with another modern version of the of the Hippocratic oath. See Appendix 1).

2.2 Human Rights Approach to Health: the Role of Government
Activity2.2
List the 4 Key elements of the human rights based approach to health 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________

Learning points
Health and human rights are inseparable and have a reciprocal relationship with one another. On the one hand, good health policies, programmes and practices can promote and protect human rights, on the other hand, bad health policies, programmes and practices can restrict and violate human rights. 

Human rights are particularly concerned about disadvantaged individuals and groups such as war-affected populations, survivors of sexual torture, war widows, children and war orphans. These are the people most in need, burdened by ill health, receiving inadequate services for health and many times severely affected by poverty.

A human rights based approach calls upon health workers and health managers to ensure that the necessary resources are given to those who have the greatest needs. 

Accountability• 
Participation• 
Non-Discrimination • 
Equity• 

Key Elements of the human rights based approach
Accountability

Participation2. 
Non-Discrimination & Equity 3. 
Effective implementation of these principles

1. Accountability of the government
Activity 2.3
Name 2 international human rights treaties that Liberia is 

a signatory to 

________________________________________

________________________________________

________________________________________

________________________________________

By signing international human rights treaties that affirm the right to health, a state agrees to be accountable to the international community, as well as its citizens, to fulfill the obligations of these treaties. Such accountability encourages governments to maintain standards and to intervene where there are problems. It also ensures that they set priorities within the sectors that have the greatest impact on their citizens rights to health care. It is important that governments go beyond signing conventions and that they allocate adequate resources to health programmes of primary importance.

A Human Rights Based Approach encompasses the duties and obligations of the state, private sector, and international community to respect, protect and fulfill the enjoyment of democracy. According to the existing Constitution, the government is required to provide at least basic health care for it’s population.

2. Participation/consultation
Activity 2.4
List 3 advantages of involving the community in the development and implementation of health programmes 

________________________________________ 

_____________________________________ 

________________________________________ 
_________________________________________

The Universal • Declaration of Human Rights
UN Resolution 1820 • against Sexual Violence of civilians in situations of conflict
Ensures that the most urgent needs of the • community are met
Ensures community involvement in the • programme
Ensures that the programme remains sensitive • to the evolving needs of the community 
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Participation in decision-making is not only a guiding principle of democracy but makes for good governance. Good health services/programmes can only be achieved if people participate in their design and delivery. The involvement of communities has been shown to increase the likelihood that the needs of the community will be met more effectively and thus contributing to achieving better health. A higher level of involvement beyond mere consultation should be emphasized. Decision making and taking action related to agreed roles and responsibilities of the various stakeholders is an important element of participation In most cases, participation has usually been grossly misunderstood and remains a token gesture.

Participation helps to ensure that the health system is responsive to the particular health needs of people including disadvantaged groups.

3. non-discrimination and equality 
Activity 2.5
List 4 grounds on which people accessing health services may suffer discrimination 

_____________________________________

_____________________________________

_____________________________________ 

_____________________________________

Accessibility to health services should entail inbuilt systems that recognize equal rights of the citizens especially with respect to wealth, ethnicity, gender, age, disability, religion, sexual orientation, political affiliation and geographical location. 

4. Empowerment
Activity 2.6
List 2 advantages of empowerment of communities 

________________________________________

________________________________________

________________________________________

________________________________________

Tribe/Ethnicity• 
Gender• 
Age• 
Disability• 
Religion• 
Sexual orientation• 
Previous violations e.g. sexual violations • 
Wealth• 
Enables communities take more • control of their lives
Enables communities to have a say in • matters that affect them
Encourages active participation in • development 
Enables communities to demand • 
Greater accountability• 

Empowerment enables people to take more control of their lives and expand their freedom of choice and action. The process of empowerment can help communities to have more 

say in health decisions that affect their lives, so that they are more actively engaged in their development and demand for accountability.

2.3 Human rights Approach to Health: the role of Health Professionals 
Activity 2.7
List 4 professional responsibilities that health professionals have in relation to their patients: 

_______________________________________

_______________________________________

________________________________________

Health professionals share the responsibility with governments for realizing the right to health care. Health professionals must ensure that they provide the highest possible standard of care and treatment in a way that respects the fundamental dignity of each of their patients. This involves a number of interrelated factors including:

Being honest, polite and respectful to all patients without discrimination.• 
Ensuring professional skills are maintained to the highest possible level at all times.• 
Respecting the confidentiality, autonomy and dignity of patients and their right to self-• determination.

Providing up-to-date and relevant information without discrimination to support patients’ • decision-making.

Treating patients to the highest ethical standards.• 
Being honest, polite and respectful • 
Ensuring professional skills are maintained • at all times
Respecting the confidentiality, autonomy • and dignity of patients and their right to self-determination
Providing patients with up-to-date and • relevant information without discrimination
Treating patients to the highest ethical • standards

Management of Medical and 
2.3.1 Ethical standards in Health Care
Activity 2.8
List 4 ethical standards that must 

be observed by health professionals 

___________________________________

____________________________________

____________________________________

____________________________________

Health professionals should treat patients to the highest ethical standards. 

These ethical standards include:-

Acting impartially in all their work.• 
Refusing gifts, benefits, hospitality or sponsorship of any kind which might reasonably • 
be seen to compromise their personal judgment or integrity and to avoid seeking or exerting influence to obtain preferential consideration.

Declaring and recording financial or personal interest (e.g. company shares, research • grant) in any organization with which they have to deal and be prepared to withdraw from those dealings if required, thereby ensuring that their professional judgment is not influenced by such considerations.

Not misusing their official position or information acquired in the course of their official duties, to further their private interests or those of others.

Ensuring professional registration and/or status are not used in the promotion of commercial products or services.

Being aware of bias generated through sponsorship, where this might impinge on • professional judgment and impartiality.

Neither agreeing or practising under any conditions which compromise professional • independence or judgment, nor imposing such conditions on other professionals.

Acting impartially in all their work• 
Refusing gifts, benefits, hospitality or • sponsorship that may compromise one’s personal judgement or integrity
Declaring and recording financial or personal • interest
Not misusing your official position or • information acquired in the course of one’s official duties
Ensuring professional registration and/• or status are not used in the promotion of commercial products or services
Neither agreeing or practising under any • conditions which compromise professional independence or judgement, nor imposing such conditions

2.4 Human rights Abuses and unprofessional Practice 
that May Involve Health Professionals
Activity 2.9
List 4 human rights abuses/unprofessional practice which may involve health professionals 

_____________________________________

________________________________________

________________________________________
________________________________________
Health professionals may be involved in the abuse of human rights/unprofessional practice with their patients. 
Examples of abuses include:-

All forms of torture• 
Administration of expired drugs.• 
Cruel, inhuman and degrading treatment or punishment• 
Violating the right to privacy of the patients• 
Lack of informed choice for the patient in harmful traditional practices• 
Forced sterilization and other coercive reproductive health practices.• 
Scientific experimentation involving human subjects, and in particular experimentation • that involves members of vulnerable groups. While medical research and clinical testing can be a force for the good, it can be misused and should be approached with care, ensuring that relevant national and international ethical codes are respected and followed.

Sexual harassment and rape.• 
Lack of consideration of informed consent. • 
All forms of torture• 
Administration of expired drugs • 
Cruel, inhuman and degrading treatment or • punishment
Violating the right to privacy of the patients• 
Lack of informed choice for patients in harmful • traditional practices 
Forced sterilization and other coercive reproductive • health practices
Scientific experimentation involving human subjects, • and in particular experimentation that involves members of vulnerable groups
Sexual harassment and rape• 
Disclosure of information without consent• 
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2.5 Health Workers violate the rights of the Population: 
the example rwanda genocide, 1994
In the Rwanda genocide, highly qualified and experienced doctors turned into killers, and carried out some of the most gruesome acts of torture:

Surgeons performed unnecessary operations including leaving unsutured cut • intestines.

Pediatricians passed nosogastric tubes into the trachea (air passage) and “fed” babies • into their lungs.

Gynaecologists removed uteruses that were 100% healthy.• 
Anaethetists gave overdose of ether and other anaesthetic drugs.• 
Psychiatrists over-dosed patients with tranquilisers• 
Hospital Superintendents (doctors) supervised contaminated food being fed to in-• patients.

Doctors transfused patients who did not require transfusion with blood contaminated • with HIV/AIDS.

As the example of Rwanda has shown, health professionals are not immune to acts of human rights abuses. Health workers even in situations of conflict must always guard against unethical conduct in their professional practice. 

2.6 Vulnerable groups Are Potentially Prone to Poor Health 
in conflict and Post Situations 
Activity 2.10
List 4 vulnerable groups to poor health in conflict situations

________________________________________

________________________________________

________________________________________

Vulnerable groups to poor health in situations of conflict include the poor, survivors of violence, survivors of sexual violence, the war widows and orphans, the single mothers, the child mothers, the ex-combatants particularly the child soldiers and those who have suffered physical and psychological disabilities and persons living with HIV/AIDS. 

The Poor
The poor are often denied health because they cannot easily access adequate healthcare, water sanitation, housing, education, food and other health determinants.

Survivors of Violence 
Survivors of war violence cannot enjoy health because during war they suffer physical and mental health trauma including torture. This trauma and torture have long-term physical and mental health consequences. War also destroys health facilities, either killing or chasing away skilled health workers and leads to reduced food production and hunger. A country whose economy has been destroyed by war cannot afford the requirements of health including the purchase of drugs, building of hospitals and the payment of salaries of health workers.

Survivors of Sexual Violence 
Not only do survivors of war-related sexual violence suffer in terms of accessing health care, they also suffer the added disadvantage of being rejected and stigmatized by their families, communities and even sometimes by the health workers or the conditions in the health units are so insensitive to their needs (overcrowded, no privacy, health workers do not have the professional skills to help them, no drugs, no counseling service). It is imperative that health professionals remain sensitive to their patient’s needs and assist them to be able to develop a trusting and confiding relationship so that their ‘hidden’ health care needs can be addressed. This is particularly the case for those clients who have experienced sexual violence, where they might suffer rejection and stigma from others.

Training materials 
Markers, masking tape, flipcharts, news prints, papers and pens, films

Teaching methods:
Modified lecture method• 
Brain storming• 
Group work• 
Role play• 
Field visit• 
Interview of war trauma survivors• 
2.7 documentation in Health care Work 
Finally it is important to emphasise that medical workers should keep accurate patient records. This ensures that in future consultations they can be helped appropriately and that if there is cause for legal action there is formal evidence that can be used. For instance, the patient’s account of a sexual assault and the medical worker’s observations, if recorded in a document can be used as evidence in court and help convict perpetrators.

MSF (2009) has a clear policy in issuing medical-legal certificates to victims of sexual violence. 
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When a patient wishes to press charges against a perpetrator, the medical-legal certificate can constitute important evidence in court – sometimes the only evidence beyond the victim’s own words. The certificate must contain a description of what the health worker has observed during the clinical examination and the patient’s own account of the sexual violence. A health worker cannot and should not determine whether a rape occurred. The medical-legal certificate is a confidential document. A copy must be kept in the medical archives for as long as the victim is allowed to press charges – depending on the local legislation, this can be as long as 20 years. In many countries, medical-legal certificates issued by MSF are accepted in court and have been submitted by victims. Even in conflict situations, where immediate legal action is impossible due to the collapse of judicial systems, patients still have the right to medical legal certificates, as they may decide to pursue legal action once the conflict is over.

2.8 Summary
This unit discussed the key elements of the human rights approach to health, good professional practice, ethical standards in patient care, possible human rights abuses by health professionals and the vulnerable groups at risk for poor health.

Key message
Health workers should at all times and in all circumstances respect the human 
dignity of their patients and act in their best interests. 
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Appendix 1
A modern updated version of the Hippocratic Oath. I swear to: 

respect the hard-won scientific gains of those physicians in whose steps I walk, and gladly • share such knowledge as is mine with those who are to follow; 

apply, for the benefit of the sick, all measures which are required; • 
remember that there is art to medicine as well as science, and that warmth, sympathy, and • understanding may outweigh the surgeon’s knife or the chemist’s drug; 

not be ashamed to say “I know not,” nor will I fail to call in my colleagues when the skills • of another are needed for a patient’s recovery; 

respect the privacy of my patients, for their problems are not disclosed to me that the • world may know. 

most especially must I tread with care in matters of life and death. If it is given me to • save a life, all thanks. But it may also be within my power to take a life; this awesome responsibility must be faced with great humbleness and awareness of my own frailty. Above all, I must not play at God; 

remember that I do not treat a fever chart, a cancerous growth, but a sick human being, • whose illness may affect the person’s family and economic stability. My responsibility includes these related problems, if I am to care adequately for the sick; 

prevent disease whenever I can, for prevention is preferable to cure; • 
remember that I remain a member of society, with special obligations to all my fellow • human beings, those sound of mind and body as well as the infirm. 
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Management of Medical and Psychological Effects of War Trauma A Training Manual for Operational Level Health Workers in Liberia 
This chapter is divided into two units, namely, the presentation of the psychological 

consequences of war trauma and the management of the psychological consequences 

of war trauma. 

Unit 3.1: Presentation of the Psychological Consequences of 
War Trauma 
3.1.1 Introduction 
Duration: 2 hours
Primary health care workers are best placed to manage patients affected by war trauma for a number of reasons. Previous experience and research indicates that it is the primary health care worker who is the first contact for traumatized patients and therefore is very important in identifying and managing effects of trauma. Secondly, patients have confidence in their primary health care workers. Despite this, very often the primary health care workers lack the techniques to probe for history and effects of trauma even when they suspect that patients are traumatized. As a result of poor history taking, most symptoms especially mental health effects are not easily or readily identified and hence treatment usually stops at the physical symptoms.

The following 11 points will help you to conduct a comprehensive history taking, identification of physical and mental effects of trauma, proper diagnosis, treatment and referral and other supportive management techniques.

The 11 points will help the primary health care worker to manage the patient and also to prevent “burn out” of primary health care workers as a result of handling traumatized patients.

Learning objectives
By the end of this unit the participants will be able to:

Outline the 11 points in management of mental health effects of trauma and violence
a) Demonstrate ability to ask patients about their trauma story and
b) identify physical and mental effects

Explain major symptoms and signs of common mental health conditions among 
c)  traumatized patients i.e. grief reaction, generalized anxiety, depression, post traumatic stress disorder (PTSD), and insomnia disorders.

Management of Medical and 
Method
Question and answer to discuss management. 
Brain storming on other supportive techniques. 
Materials
Flip charts1. 
Markers2. 
Paper3. 
Evaluation
Question and answer 

Observation

Demonstration and return demonstration

3.1.1.1 11-point Harvard Programme1
Activity 3.1
Let the facilitator make 11cards of the 11points of the Harvard Programme and should distribute them to the trainees. Let each of the trainees read the card they are carrying. 

Learning points
The eleven points described by the Harvard Programme for Refugee Trauma have been used for over twenty five years for management of traumatized patients. The 11 points can be divided into two groups, one that describes the psychological presentation of war trauma (1-3) and management (4-11).

The eleven points include:
ASK about the patient’s trauma story. 
IDENTIFY physical and mental health effects. 
DIAGNOSE and TREAT grief reactions, generalize anxiety disorders, depression, PTSD; and insomnia.

REFER cases of serious mental illnesses.4. 
REINFORCE and teach positive coping behavior.5. 
RECOMMEND altruism, work and spiritual activities.6. 
REDUCE high risk behaviors.7. 
BE CULTURALLY ATTUNED in communicating and prescribing. 8. 
PRESCRIBE psychotropic medication if necessary.9. 
CLOSE and SCHEDULE a follow-up visit. 10. 
PREVENT BURNOUT.11. 

1 11point Harvard Programme –These are 11 items that were developed by the Harvard Trauma Programme for Refugee Trauma to facilitate the psychological assessment of trauma survivors 

3.1.2 Psychological Presentation of War trauma
3.1.2.1. Ask about the patient’s trauma story
Activity 3.2
Outline 2 reasons why it is important to ask about the patient’s trauma story 

1.___________________________________ 

2.___________________________________

Learning points
During the care for patients living in conflict and post-conflict areas, the health care worker must ask about the patient’s traumatic life experience. It is better to do this after listening to the main complaint and during clarifying this complaint, clear questions about traumatic history should be asked.

Specific questions often need to be asked as patients may be reluctant to disclose traumatic events.

Examples of leading questions are:-

Many patients feel that exposure to violence and war has affected their health and well • being, is it the same for you?

Did you experience death or abduction of loved ones during the war?• 
Did you experience the sexual violence of a loved one?• 
If the patient agrees, you then ask the specific traumatic events using the tools which you will learn more about in this manual. The health worker should be mindful that patients will be reluctant to admit sexual abuse such as rape, because it is stigmatizing in most cultures. Patients may mention witnessing rape of other people or give other clues or suffer sexually transmitted diseases which may point to their own sexual abuse.

Although it needs one to be cautious in asking about traumatic events, the health worker should not be afraid of asking survivors about their trauma story, because although patients may initially be reluctant they will usually appreciate the chance of telling the health worker what happened to them.

Listening to the trauma story in its self • starts the process of healing
Helps the health worker understand the • effects of the trauma on the patient
It helps build trust with the patient• 
Helps identify problems such as STDs, • infertility which the patient may be suffering from.

Health workers may be overloaded with work and fear to open up trauma stories of patients as this will be like opening up a “Pandora’s box” due to little time and management. The aim of the health worker should be to get details of the patient’s trauma story over a number of visits until the whole story is told without upsetting the patient and the health worker.

ma
The simple act of listening is therapeutic; it builds trust with the patient. It allows the primary health care worker to put the patient’s chief complaint in context and understand the effects of trauma on the health of the patient.

The health worker needs to close the interview on the trauma story carefully by planning for follow up to avoid an abrupt end as will be discussed under point 10.

3.1.2.2. Identify physical and mental health effects
Activity 3.3
List 4 common mental health problems found in victims of war trauma

1._________________________________

2._________________________________

3._________________________________

4._________________________________

Learning points
The trauma story will usually provide the health worker with a roadmap for identifying managing or treating health problems associated with mass violence during the mental health status and physical examination. The health worker should be alert for any of several common presenting complaints following an experience of trauma (in addition to any physical injuries). Somatic complaints such as headaches, palpitations, stomach upset and dizziness are frequently associated with psychological distress and can be a way clients express their distress particularly in non-western cultures. The patient may be experiencing normal but extremely disturbing emotional states related to events, such as fear of going out side, worry about leaving children at school or extreme anger or grief over what has occurred. Exacerbation of existing medical or psychiatric disorders may also occur.

Multiple complaints such • as headache, back pains, abdominal pains, etc
Depression• 
PTSD/Trauma• 
Anxiety• 
Alcoholism• 
Suicide• 
Anger• 

By identifying the concrete physical and psychological effects of mass violence, the health worker can help the patient note these effects and reassure them that they are normal and usually temporary. The patient can be advised that symptoms will eventually subside, particularly if specific coping strategies are used (to be discussed later).

Patients with pre-existing psychiatric disorders that worsen following trauma related to mass violence or torture may need adjustment to their medication and increased psychosocial support. This is especially true for patients with prior post-traumatic stress disorder (PTSD) who may experience flashbacks, memories and nightmares from a past unrelated traumatic life experience.

The health worker should also always consider the possible presence of head injury in patients who are not responding to recommended therapeutic approaches for PTSD and depression. Head injury is especially common in torture survivors, and may have serious medical and psychiatric consequences. It is not unusual for torture survivors to have been severely beaten on the head with wooden poles, guns, fists, etc. although coma may not occur at the time of the head injury, especially if it is chronic and repetitive. The symptoms of post- concussive syndrome will usually have been present. The patient may be unaware of lingering medical and psychiatric effects of the head injury. Current head injury sequellae will often be masked by symptoms of depression and PTSD.

referral Hospital or national Hospital. 
3.1.3 diagnose and treat; grief reaction, generalized 
Anxiety disorder, depression, Ptsd and Insomnia
Activity 3.4
List 4 common symptoms of:- 

Grief reactiona) 
1._________________________________

2._________________________________

3._________________________________

4._________________________________

Mourning• 
Poor sleep• 
Loss of appetite• 
Crying excessively• 
Poor concentration • 
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1._________________________________

2._________________________________ 

Depressionc) 
1._________________________________

2._________________________________

3._________________________________

4._________________________________

Post traumatic stress disordersd) 
1._________________________________ 

2._________________________________ 

3._________________________________ 

4._________________________________

Learning points 
After an experience of war and violence almost the whole population in the area will experience some temporary physical and psychological symptoms. Many of such people can improve with counseling and learning some coping mechanisms.

However, usually some people develop some specific mental disorder including; complicated (or pathological) grief reaction, generalized anxiety disorder, depression, PTSD and chronic insomnia.

This group of patients needs additional treatment by the health worker.

Please note the following:

Most affected patients will not have all the symptoms listed in either the DSM-IV or • ICD 10 classification of specific disorders but may develop serious mental illness

There is higher risk of mental health problems for those exposed to severe trauma e.g. • torture, the elderly, medically ill and those who suffered serious trauma before.

The health worker should use simple screening tools to decide who has a mental • health disorder which requires treatment. An example of a useful screening tool 

Palpitations • 
Feeling anxious all the time• 
Sweaty palms• 
Tremor of the hands • 
Feeling unease• 
Nervousness• 
Dizziness• 
Headache • 
Sadness• 
Tearfulness• 
Lack of sleep• 
Feeling hopeless• 
Having suicidal ideas• 
Lack of appetite• 
Poor concentration• 
Flashbacks• 
Nightmares• 
Avoiding of thoughts, activities, • people, places that remind one of the trauma
Social isolation• 
Lack of sleep• 
Outbursts of anger• 
Hyper vigilance• 

for psychological problems is the Self Report Questionnaire (SRQ- 20) that was developed by the WHO. It has 20 questions that are answered by either yes or no and can be administered by trained medical personnel. It is readily translatable into the local languages. Somebody scoring 6 positive items or more is considered to have significant mental problems and needs help.

Treatment of traumatized patients includes reassurance, psychological support and • temporary use of medications to relieve troublesome symptoms.

Grief reactions
Grief, mourning, and bereavement all refer to subjective feelings experienced by those who have lost a loved one. In times of violence and conflict, grief reactions can also be caused by the perceived threat and humiliation following the death and injury of fellow citizens, destruction of property, or assault on a nation’s pride and security.

Normal grief is initially manifested by state of shock or disbelief and feelings of confusion. This state is usually followed by expressions of suffering, such as; crying, often associated with poor sleep, loss of appetite, physical illness, extreme fatigue, and poor concentration. The patient experiencing grief may constantly relive memories of those who have died as well as re-experience the associated traumatic events. They may feel remorseful or guilty that they could not prevent the death or traumatic event. Sometimes the patient feels hopeless about the future and the ability to go on living. Different cultures will manifest the emotional intensity of grief in different ways, from example going mute to severe outpouring of emotional distress. 

The health worker must acknowledge the grief and assure the patient that their symptoms will subside over time. Because the patient must go through the grief process, medication is rarely indicated unless a serious depression occurs or the grief process does not follow the normal course of eventual remission. During subsequent visits the health worker should be on the look out for the pathological grief process that is not resolving. Those who had a sudden loss, are socially isolated, or had a poor relationship with the deceased are at risk for complicated bereavement.

Generalized anxiety 
Experiences of conflict and mass violence create a climate of fear and terror in society. And where there is fear, anxiety soon follows. Anxiety is an alerting signal similar to fear, that warns the patient against impending danger. Once the real threat recedes, anxiety can continue as an internal state of emotional distress in response to a vague or unknown threat.

All human beings experience anxiety at some time in their lives. During times of crisis, anxiety becomes a common phenomenon, characterized by an unpleasant sense of apprehension, dread and nervousness and often associated with autonomic symptoms, such as headache, dizziness, palpitations, diarrhea, upset stomach and restlessness. 
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The health worker will see states of anxiety related to mass violence on a continuum from very mild to severe and socially disabling. Relaxation techniques (discussed in the counseling chapter) and coping strategies can help all affected patients; medication may be useful in severe cases. If anxiety symptoms remain unchanged or have worsened after six months, the patient may have developed a generalized anxiety disorder, panic disorder or agoraphobia. 

Depression
Depression symptoms are common in the aftermath of mass violence. Patients may feel sad about the tragedy they have personally experienced or witnessed. They may also feel hopeless about the future. Depressive symptoms frequently seen in primary care settings include sadness or low mood, tearfulness, insomnia, fatigue, and poor concentration. Patients may complain of poor appetite, lack of energy, have a low self esteem, feel hopeless and wish to die. Patients may have a masked depression i.e. they may not realize that they are depressed until the health worker recognizes and reviews their depressed mood and associated symptoms. In this state they may instead have multiple vague physical complaints.

In the immediate aftermath of conflict, reassurance and psychosocial support from the health worker may be enough for many patients. The health worker must be alert for a clinical depression developing over time in such patients. 

Post Traumatic Stress Disorder (PTSD) 
Symptoms of post traumatic stress disorder (PTSD) are a common response to events of extreme violence. PTSD is characterized by a direct link between a violent event and its emotional aftermath, which manifests as recurrent memories, avoidance, numbness and arousal.

Recurrent memory phenomena includes flashbacks (reliving the event as if it were actually occurring- sometimes described locally as akin to a film show), daytime memories, nightmares that contain elements of the traumatic experience. Avoidant symptoms are present if a patient 

avoids thoughts, feelings, activities, or places associated with the trauma. Psychological numbness can occur, in which patients lose interest in their daily activities, feel detached and estranged from others and feel unable to experience normal emotions such as love or friendship. Arousal symptoms include new physical symptoms that arise after the trauma event and include, insomnia, irritability, outbursts of anger, hyper vigilance (being in an increased state of alertness), and an exaggerated startle response (overreaction to stimuli).

After traumatic events, the symptoms of PTSD are extremely common. For most persons these symptoms subside, especially if a sense of safety is restored. True PTSD is often associated with depression. The health worker should follow patients with initial PTSD symptoms over time to make sure they do not develop full blown PTSD or chronic depression.

Insomnia
Primary Health Care Workers commonly confront acute and chronic insomnia in their daily practice. Insomnia (difficulty in initiating or maintaining sleep) has many medical and psychiatric causes (such as depression, anxiety and various medications) that the health worker can diagnose and treat. The fear, terror and anxiety associated with mass violence may cause a transient insomnia that is not likely to be serious or to become chronic. Specific treatment is not usually required; in severe cases, the temporary use of medication may be helpful.

It is not known how often trauma-induced insomnia becomes a chronic condition. If this does occur, it is highly likely that the patient is suffering from PTSD and/ or depression.

Epilepsy
Although epilepsy is not specifically a mental illness, it is a common presentation seen by primary health care workers working in conflict and post- conflict situations. It is a disorder characterized by recurrent disturbance of brain function that may be associated with; temporary disturbance of consciousness, jerking body movements, falling to the ground, violent behaviour, and frothing at the mouth among other symptoms. It occurs with increased frequency in situations of war/ conflict because it may result from; head injury (missile to the head, beatings/ kickings to the head) and in childhood birth injuries, childhood infections of the brain or its linings, febrile illnesses such as malaria and malnutrition. 

Suicidal behaviour
Persons who have failed to cope with the stress associated with war or those who have developed any of the above psychiatric disorders as a result of war trauma particularly if not identified and helped, sometimes go on to engage into various suicidal behaviours. These include; constantly entertaining suicidal ideas which may be severely incapacitating, attempting suicide, or even committing suicide. Suicidal behaviour is usually part of an adjustment disorder, depression or alcoholism. 
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Unit 3.2 Management of the Psychological Consequences 
of War Trauma 
Duration: 2 hours 
Learning objectives
By the end of this unit the participants will be able to:

i) Outline principles of treatment of common mental health conditions among traumatized patients.

ii) Demonstrate ability to refer cases with serious mental illnesses.

iii) Describe other supportive management techniques for healing of psychological trauma.

iv) Demonstrate ability to follow up of traumatized patients.

v) Explain the principles of self care for health workers to prevent burnout. 

Method
Question and answer to discuss management.1. 
Brain storming on other supportive techniques.2. 
Materials
Flip charts1. 
Markers2. 
Paper3. 
Evaluation
Question and answer 

Observation

Demonstration and return demonstration

3.2.1 Refer Cases of Serious Mental Illness
Activity 3.5
Mention 2 circumstances under which you would refer a patient who has developed mental health problems as a result of war trauma. 

1._________________________________ 

2._________________________________ 

3._________________________________ 

4._________________________________

Patient’s mental • symptoms not improving with treatment
Suicidal patient• 
Patient with psychosis• 

Learning points
Most trauma-related health conditions will improve with the help of the primary health care worker, but some may develop into serious mental disorders. The common conditions associated with trauma may also be complicated by co-existence with other serious problems such as substance abuse, brain injury, or damage due to malnutrition, infection or torture causing the patient not to improve. 

While the primary health care worker should endeavor to treat most of the cases, referral should be considered in the following cases:

Not improvingI. 
Suicidal patientsII. 
Develop psychosis (lost touch with reality e.g. if seeing or hearing things that are III.  not there, holding firmly to false beliefs) 

3.2.2 Reinforce and Teach Positive Coping Behaviour
Activity 3.6
Define reinforcement.

________________________________________________________

________________________________________________________

Give an example of how you would use reinforcement to teach positive coping i)  behaviour (behaviour modification)

______________________________________________________

______________________________________________________

Learning points
Reinforcement is a method used to increase the likelihood of a behaviour occurring. A reinforcer maybe an object or word of praise. People who are traumatized always try their best to cope with their problem and become self- reliant.

For example people may try to keep themselves busy, spending more time with friends and relatives or seek advice of religious leaders etc. The patients usually consult health workers only to get advice on how to cope better as they try to solve their own problems.

Reinforcement is a method used to increase the likelihood of a behaviour occurring.
Praising any attempts by a traumatized person at trying to cope with their problems such as through attempts at income generation to become self- reliant.
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The primary health care worker should not carry the patient’s burden but concentrate on supporting the patient’s efforts for coping with problems and developing resilience.

The health worker should support patients and encourage them not to give up on coping strategies that are culturally available. Words such as “keep up the good work! It is good for you and will help you cope” are helpful. If the patient is applying wrong or unhelpful coping methods the health worker can carefully say something such as:

“I think there are some other approaches you can try that might prove more helpful, why don’t you try the following strategies; it helps you cope with your situation?”
The knowledge about the importance of coping strategies with support of the health worker can go along way in preventing and reducing the mental health effects of mass violence.

The following are recommended positive coping strategies:

Self care e.g. safe and secure living environment• 
Avoiding loneliness• 
Support from family and friends and survivor groups• 
Engaging in exercise and relaxation • 
Developing courage to overcome fear and anxiety• 
However there are some negative coping strategies that should be discouraged such as:

Use of alcohol and substances of abuse• 
Isolation• 
Promiscuity • 
Aggressiveness• 
Violation and abuse of spouse, family, children, others• 
3.2.3 Recommend Altruism, Work and Spiritual Activities
Activity 3.7
What is altruism?i) 
______________________________________________________

______________________________________________________

Explain 3 advantages for participating in community spiritual activities in the 
ii) management of trauma 

1._________________________________ 

2._________________________________ 

3._________________________________

The regard for the well-being of others as a principle of action e.g. someone whose child was abducted may start caring for parentless children
Reduce social isolation• 
Helps reduce stigma• 
Creates good neighborliness• 
Creates social solidarity• 
Increases resilience• 
Provides a hope for the future• 

Scientific studies of survivors of mass violence indicate increased resilience associated with altruism, work and spiritual activities. Engaging in these activities and behaviors appears to prevent mental health problems and promote recovery from existing problems. The health worker should actively propose these activities with statements such as:

“I strongly propose that you work and keep busy, try to help others, and consult with your clergy, best friend or engage in spiritual activities such as meditation or prayer”
Altruism (the regard for the well-being of others as a principle of action) is an important component of recovery following mass violence or other trauma. Altruism empowers the patient by actively placing them in a helping role. The health worker should encourage the patient to help others who have similar or worse problems.

Participation in community religious and other public activities helps fight social isolation and stigma. Such activities create good neighborliness and social solidarity which increases resiliency of the individual, the family and community.

Patients should be encouraged to continue with work at their jobs, which helps them focus on work activities in spite of their symptoms and worries. If the conflict has destroyed opportunities for work, unemployed patients should be supported and recommended to participate in informal work activities to earn some money. 

Altruism, gainful work and Spirituality are therapeutic to patients traumatized by co
nflict and disaster. Meditation and prayer with support of religious institutions and members of the community is helpful for recovery.
3.2.4 Reduce High-Risk Behavior
Activity 3.8
List 2 common high risk behaviors among traumatized i)  patients in your community 

1._________________________________ 

2._________________________________ 

Outline 2 ways of reducing risky behaviours in your ii) community 

1._________________________________ 

2._________________________________ 

Use of substances of • abuse such as, alcohol, marijuana, cigarettes
Engaging in high risk • sexual behaviour
Health education of the • community of the dangers of these behaviours
Providing counseling services• 
Treating the psychological effects • of trauma

Management of Medical and 
Learning points
During times of crisis, patients often increase use of tobacco, drugs such as marijuana • and alcohol; and become involved in high-risk sexual behavior. The health worker should be alert to notice such unhealthy activities.

Some patients start the above as a way of coping with stress of mass violence; others • increase the already existing habits.

The health worker should assist the patients in reducing the high risk behaviors • through counseling and medication whenever necessary. 

Sensitize the community about the highly risky behaviour to aid recognition, referral • and prevention.

3.2.5 Be culturally Attuned in communicating and Prescribing
Activity 3.9
List 2 traditional/cultural diagnosis (in your local language) used to describe the i)  mental problems associated with war trauma and their presentation. 

1._________________________________ 

2._________________________________ 

Outline 3 factors you would consider in ii)  choosing a good interpreter 

1._________________________________ 

2._________________________________ 

3._________________________________

Learning points
In dealing with persons affected by mass violence, health workers should bear in mind culturally influenced clinical issues which affect diagnosis and treatment. Some of these differences are language, cultural background, age, gender, social class, urban and rural differences.

Culture, social class, age etc affect response to trauma e.g. people living in violent neighborhood may suffer mental health effects of violence more than those who live in safer areas. In addition, history of experiencing mass violence among refugees might intensify their reactions to similar events in future. Persons with a history of sexual abuse or domestic violence may also react to acts of extreme violence. 

Should not be family member of the • patient
Should have been trained• 
Should have some mental health • skills
Should be conversant with the • cultural background of the patient
Should consider the preferences of • the patient

The health worker should bear in mind the shame, humiliation and stigma associated with certain events such as sexual violence. The traumatized patient should be assessed in the context of her/his cultural background to achieve good results.

Traditional/Cultural diagnoses and emotional distress. 
Cultures have various ways of expressing suffering and emotional distress. For example, anxiety will manifest itself in different chief complaints among patients of different cultural backgrounds. The health worker should seek to be informed about the major symptoms of emotional distress for the groups they see most commonly in their local communities.

Each culture also has its own unique traditional/cultural diagnoses for describing the suffering of its members. These terms for describing emotional distress are usually known to average persons in the cultural group. Such traditional/cultural diagnoses in non- western societies are usually not medical diagnoses and often do not include an appreciation of psychiatric disorders or mental illness. Yet some of these traditional/cultural diagnoses do overlap with DSM – IV psychiatric diagnoses. Traditional and spiritual healers and elders are the first line of treatment in many such cultures. When these fail the health worker is the next point of contact for help.

Since the health workers cannot know all the traditional/cultural diagnoses related to emotional distress for each culture represented among their patients they should inquire about a traditional/cultural diagnosis if a mental health problem is identified using western criteria. For example, the health worker can ask, “what would your family or community say is wrong with you?” The patient will often give a traditional/cultural diagnosis related to emotional distress. Understanding the patient’s perception of his or her condition in the context of the culture will allow the health worker to better tailor recommendations for treatment.

Medical interpreters 
Health workers should avoid using family members and untrained people to do interpretation.

In the ideal situation interpreters should have some mental health skills and be sensitive to the patient’s cultural background. In addition male interpreters should not take sexual history from a female patient as this may traumatize the patient more or cause non response to questions.

Confidentiality and informed consent should be respected because patients fear that information about them will be shared in the community. The health worker should always respect the views of the patient in relation to their preferences for a good interpreter. It is also important to be sure that the patient has understood the diagnosis before commencing treatment.
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Activity 3.10
i) List 2 medications/therapies that would be used in the following psychiatric disorders: 

a) Depression 

1._________________________________ 

2._________________________________

b) Generalized anxiety disorders 

1._________________________________ 

2._________________________________ 

c) PTSD 

1._________________________________ 

2._________________________________ 

d) Insomnia 

1._________________________________ 

2._________________________________ 

Learning points
The following medications can be used to treat the following disorders. 
Depression
Psychological support may be adequate in mild cases (i.e. if the symptoms are few and • patient is not suicidal) 

In more severe forms:
Give a tricyclic antidepressant, eg. Imipramine or amitriptyline 50-75mg at bed time. • 
If required: slowly increase every 2-4 weeks to a maximum of 150mg daily in divided doses. 

- continue treatment for at least 6 months

Add supportive counseling • 
In more severe cases (i.e. if one is suicidal or has lost touch with reality, or is unable to feed or talk):
Imipramine• 
Counseling• 
Amitriptyline• 
Amitriptyline • 
Imipramine • 
Psychotherapy• 
Diazepam• 
Treat depression if it is • the cause as above 
Otherwise use • Diazepam

Refer to higher level (i.e. where there is a psychiatrist or other health worker trained • to treat mental health problems) for further management including electroconvulsive therapy in very severe situations (ECT) 

Anxiety 
Types and clinical features
Generalised anxiety• : unrealistic and excessive worry about two or more life events

Panic attacks• : sudden onset of intense apprehension or terror usually lasts a few minutes to one hour

Post-traumatic stress disorder (PTSD)• : where a person who experienced a major threatening life event, later in life begins to experience the same either in dreams, or in clear consciousness

Management
Psychotherapy (counseling) is of primary importance• 
Benzodiazepines, e.g. Diazepam 5mg 1-2 times daily • 
- increase if necessary to 15-30mg daily in divided doses. In elderly patients: give half the above dose 

If poor response:
Give an antidepressant at night, e.g. imipramine or amitriptyline 25-50mg.• 
Epilepsy
Clinical features 
Will depend on the type of epilepsy:• 
Grand mal
May commence with a warning sensation in the form of a sound, light or abdominal pain • (aura)

There may be a sharp cry followed by loss of consciousness and falling down• 
Tonic contraction of muscles occurs followed by jerking movements (clonic phase)• 
There may be urinary incontinence, frothing and tongue biting• 
A period of deep sleep follows• 
Episodes of mental confusion may follow (post-ictal psychosis)• 
Petit mal
Mainly a disorder of children• 
The attack is characterized by a brief loss of consciousness (5-10 seconds) in which posture • is retained but other activities cease

The child has a vacant stare • 
Previous activities are resumed at the end of the attack • 
Several attacks may occur in a single day • 

Management of Medical and 
Complex- partial seizures (Temporal lobe epilepsy) 
Has varied symptoms • 
Signs of autonomic nerve dysfunction, i.e. sweating, flushing and gastric sensation • 
Mental confusion with perceptual disorders (illusions, hallucinations), memory loss • or distortion, mood variation, abnormal repetitive lip movement, automatism

Focal epilepsy
Fits begin with motor contraction or sensory change in a particular point of the body • such as the thumb

Management (depends on type of epilepsy)
Petit-mal 
Ethosuximide• initially 500mg daily in divided doses 

increase- if necessary by 250mg every 4-7 days up to a usual dose of 1-1.5g 

child >6 yrs: as above 

< 6 yrs: initially 250mg single dose at night increased gradually as required 

to usual 20mg/kg daily in 2 divided doses.

Grand-mal 
Phenytoin • initially 3-4mg/kg (150-300mg) daily as single dose or 2 divided doses

increase gradually PRN (when necessary) to usual 200-500mg daily or - carbamazepine initially 100-200mg 1-2 times daily increased whenever necessary in 100mg increments every 2 weeks to usual 800-1,200mg daily in divided doses or Phenobarbitone 60-180mg at night 

Child 
Phenytoin• initial 5mg/kg daily in 2 divided doses

- usual range: 4-8mg/kg daily, max: 300mg daily 

or carbamazepine 10-20mg/kg daily in at least 2 divided doses 

or phenobarbitone 8mg/kg daily

Temporal lobe epilepsy
carbamazepine-• doses as for Grand mal above 

Focal Epilepsy
Phenytoin – doses as for Grand mal above• 
Insomnia
If the cause is depression then should treat for • depression as above
If there is no underlying depression then could use Benzodiazepines such as • Diazepam 5-20mg before going to be bed for 2-3 weeks

This could be combined with relaxation therapy• 
To end the treatment, gradually taper the dose of diazepam slowly over a few weeks • till you stop.

3.2.5 close And Schedule A Follow up Visit
Activity 2.11
List 1 statement you would use in closing the interview with traumatized patientsi) 
____________________________________________________

Learning points
Closure is concluding a counseling meeting with a client and it may involve summarizing what has been discussed, homework and giving the date for the next appointment. The health worker should be sensitive in closing the interview after trauma history has been revealed.

A statement such as: “thank you for telling me about your problems. You have helped me to understand your situation better” are helpful in closing the session.

It is important to ask the patient about how they expect you to help them e.g. “How would you like me to help you”. This is important in helping the health worker to address the expectations of the patient.

The physical and emotional symptoms of the patient should be listed on their problem list and a plan for follow up visits and any necessary referral developed before the patient ends the visit.

Special attention should be given to trauma events which are also human rights abuses e.g. head injury, unnatural death of a child, spouse or relative, torture, sexual abuse, disappearance of a loved one, etc. 

ended questions
Once the trauma story has been heard, the health worker should NOT constantly probe for it or have it retold. Although the health worker needs to know the trauma story for healing to occur, repeating the trauma story over and over can cause more trauma in an already traumatized patient.

“thank you for telling me about your problems. You have helped me to under​stand your situation better”
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3.2.6 Psychological Health of the Helper (Prevent Burn Out)
Introduction
The wellbeing of health providers and other community service providers in difficult situations is increasingly gaining attention. In war situation health care providers and community service providers are not spared from the negative effects of war, they are as much vulnerable to being killed, injured, tortured and abused as the rest of the population. Medical personnel are also subject to greater risks through their professional roles. For example, health care institutions are sometimes specifically targeted by terrorists and other perpetrators of mass violence.

As a result, health workers and community service providers suffer from both physical and psychological effects of war which in the past have largely been neglected.

It is imperative therefore that the health of health care providers and community service providers be taken care of if they are going to effectively help others cope with the aftermaths of war. In this session we will discuss various aspects of the mental wellbeing of health workers and community service providers. 

Activity 3.12
Define mental health

_______________________________________
_______________________________________
_______________________________________
Activity 3.13 
List 4 components of being mentally healthy 

1. _____________________________________

2. _____________________________________

3._____________________________________

Learning points
One is said to be mentally healthy he/she has the following;

Reasonable independence
Self-reliance
Self-direction, self growth.
Ability to do a job
Ability to take responsibility and make needed efforts to achieve
A complete spiritual, emotional, and cognitive well-being, not merely the absence of mental disorder (WHO 2001)
Abil• ity to cope with stresses of life 
Ability to work productively and fruitfully, • 
-Able to make a positive contribution to • the community

Reliability
Persistence
Ability to get along or work with others
Cooperation
Ability to work under authority
Tolerance of others 
Tolerance of frustration
Ability to contribute
Sense of humor (find pleasure, laugh)
Ability to find recreation 
Devotion beyond self
Self-control
Activity 3.14 
Define mental illness 

________________________________________
________________________________________
________________________________________

Learning points
Mental ill-health
Comes with the experience of difficulty in the quality of functioning (see key points above). A person who is not functioning well mentally is a risk to him/herself or to the community. His/her thoughts, behavior and feelings to self and others may cause harm. The reason for poor functioning are some of the following;

(the instructor can ask the participants to list reasons). 

Reduction in memory or memory loss

Poor concentration
Reduced ability to attend to situations or to detail
Reduced ability to solve problems
Poor judgment 
Altered perception through all senses (hearing, seeing, feeling etc)
Reduced ability to think rationally
Loss of awareness (self and surroundings)
Reduced ability to control food or drink intake 
Failure to care about self and others or relate etc
These difficulties are then translated into thoughts, behavior and in feelings.

A group of disorders characterized by changes in thinking, feeling, sensations and behavior leading to impaired ability to function socially
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The instructor can ask the participants if they know of any behavior which is not culturally correct to be exhibited in their workplaces.
This is a powerful tool for gauging if a person is physically or mentally ill. Some common behavior in illness are; 

Isolation• 
Wandering• 
Screaming, Crying• 
Not caring about hygiene, dirty, unkempt• 
Talking or laughing alone• 
Drinking too much, using drugs• 
Aggressive.• 
Behaving older or younger than specified age• 
Feelings
The instructor should ask about whether participants have seen people with feeling problems in their work places.
Feelings are also powerful tools for gauging whether a person is physically ill or mentally ill. The following are some common feelings people experience

Excessive happiness or happiness which is inappropriate• 
Excessive sadness or sadness which is inappropriate• 
Excessive anger or inability to control anger• 
Excessive fear which is ill founded or incapacitating • 
Shame which is incapacitating• 
Shyness which is incapacitating• 
Withdrawn• 
Suspiciousness• 
Excessive pride• 
Burn Out
Introduction
Individuals working with survivors of torture may reach a point in their work where they can no longer rely on their own individual resources in dealing with the requirements and stress factors of their work in psychological terms. Consequently, they suffer severe damage to their health (both physical and mental) which may restrict their working potential and in some cases render them incapable of work. Burnout describes a process whereby staff members are increasingly incapable of dealing with stress as a result of feeling unable to meet the demands of work, their motivation in fulfilling their tasks declines and in the end they suffer a state of exhaustion which can often last a very long time, it seems as if their reservoir of energy has burnt out. The central factor in the process of burn out is generally seen as a sense of being unable to meet the demands of work. 

Activity 3.15
List 4 features of “burn out” 

1._________________________________ 

2._________________________________ 

3. ________________________________ 

4._________________________________

Learning points
One of the psychological disorders which careers of war traumatized populations may suffer from is ‘burn out.” The long term involvement in the care of civilian survivors of mass violence is extremely stressful to the health worker, leading to the state of chronic stress and fatigue known as “burn out”. Confronting the horror of individual patient’s trauma stories and suffering over and over again can affect the practitioner’s own health and ability to function effectively at work.

Features of “burn out” include:

1. Warning symptoms in the initial phase
increased vigour in pursuing work objectives• 
hyperactivity, working overtime voluntarily without pay, feeling of being 

indispensable, feeling of never having enough time, denying personal needs, ignoring 

failures and disappointments, restricting social contact to that with clients 

exhaustion• 
chronic tiredness, lack of energy, lack of sleep, increased proneness to accidents

2. Reduced working commitment
towards clients/patients• 
among other symptoms: loss of positive feelings for clients, avoidance of contact with clients/ colleagues, concentration problems in interaction with clients

towards others in general• 
among other symptoms: inability “to give” , loss of empathy, difficulties in listening to others, cynicism

towards work• 
making more demands• 
among other symptoms: focusing on own interests, feeling of being exploited, problems with partner, conflict with own children

3. Emotional reactions, assigning blame
depression• 
Among other symptoms: guilt feelings, reduced self- esteem, self-pity, lack of humour, bitterness, dulled sensibilities, helplessness, feeling of powerlessness, tendency to cry, suicidal thoughts

Increa• sed vigour in pursing work objectives
Exhausation• 
Reduced working commitment • 
Emotional reactions of assigning blame• 
Diminished motivation• 
Flatten• ing of emotional life

Maaggression• 
resentment, blaming others, impatience, changing moods, intolerance, inability to compromise, defensive/ paranoid attitudes, frequent conflict with others

4. Diminishment
of cognitive ability• 
among other symptoms: low concentration and memory problems, inaccuracy, lack of organization, inability to make clear decisions or give clear instructions

of motivation• 
of creativity• 
ability to differentiate• 
rigid thinking in black/white categories, resistance to change of any kind

5. Flattening 
of emotional life• 
of social interaction• 
of intellectual life• 
6. Psychosomatic reactions 
weakening of immune reactions, inability to relax in leisure time, sleep problems, 

nightmares, sexual problems, racing heart beat, breathing problems, increased blood 

pressure, muscular tension, back pain, digestion problems, headaches, nervous ticks, 

nausea, gastric ulcers, weight fluctuation, changes in eating habits, increased intake 

of alcohol/coffee/tobacco/ other drugs.

7. Despair 
negative attitude to life, sense of hopelessness, sense of meaninglessness, suicidal 

intentions, existential despair 

Preventing “Burn Out”
Activity 3.16
Mention 2 things you would do to prevent “burn out”i) 
1._________________________________ 

2._________________________________ 

Weekly discussions of difficult cases with • colleagues
Shifting to a “coping” versus a “problem- solving” • model 
Acknowledging that providing health care in • conflict and post- conflict settings is stressful rather than maintaining an attitude of denial

Learning points
The health worker caring for patients affected by mass violence needs a systematic institutionally supported plan for self –care, and time for attention to their own health, including diet and exercise. Weekly discussions of difficult cases with colleagues can be very helpful. Learning specific techniques for diagnosing and treating traumatized patients reduces stress. Shifting to a “coping” versus a “problem- solving” model takes some of the burden off the shoulder of the health worker.

Acknowledgement of the stress of providing health care in conflict and post- conflict settings, rather than an attitude of denial, is vital.

Conclusion
We have looked at the 11points in management of people affected by mass violence. Every health worker should modify the above 11 points to maximize their cultural sensitivity and clinical effectiveness

Experiences of treating survivors of torture indicate that the following general principles apply in care of different groups of people affected by mass violence.

The more the traumatic events a survivor has experienced, the greater is his/her probability of developing mental health disorders.

Certain traumas are more likely to result in adverse mental health effects e.g. head injury, physical injury, disappearance of a loved one, death of a child, torture or use of physical or mental abuse.

Refugee and torture survivors are especially sensitive to new encounters with violence due to increased vulnerability.

traumatized patients.
The health worker should screen for medical illness and refer patients for care of those illnesses if there are no facilities at the local level.
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Chapter4 
THe GyNAeCOLOGICAL CONSeqUeNCeS OF WAR AND THeIR TReATMeNT
Duration: 2 hours 

4.1 Introduction
Gynaecological disorders are one of the most common health problems for women in war situations. The health effects of sexual violence constitute a major public health problem worldwide. These health problems are exacerbated by the breakdown of the health infrastruc​ture, which may delay access to treatment at some of the woman’s important milestones such as childbirth, with serious or even fatal consequences. The gynaecological problems among women in war situations also arise directly as a result of rape and defilement. Understanding the gynaecological problems of women and girl war survivors is crucial for health workers to be able to reduce the burden to the individual and the community.

Learning objectives
By the end of this unit, participants will be able to:

Identify the common gynaecological problems of women and girls during and fol​lowing war situations.

Appreciate the management of the various conditions so as to advise the survivors 2. on the best line of seeking help.

Activity 4.1
List 5 gynaecological disorders in your communities that affect women as a result of war. 

1.___________________________________ 

2.___________________________________ 

3. ___________________________________ 

4.___________________________________ 

5.___________________________________ 

Sexually tra• nsmitted diseases including HIV/AIDS
Vesico-vaginal fistula• 
Perineal tears• 
Chronic Pelvic/Abdominal • pain
Genital prolapse• 
Unwanted • pregnancies
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4.2. common gynaecological Problems during and 
following War Situations
Learning points
The common gynaecological problems following and during war situations include:

1) Sexually transmitted infections (STI’s)

Abnormal vaginal discharge- 
Vaginal itching- 
Lower abdominal pain- 
Painful urination- 
No symptoms- 
The victim is treated with drugs (depending on the cause of the Sexually Transmitted Infec​tion). The partner should be traced and must be treated as well. 

2) Urinary fistula (such as Vesco-vaginal fistula (VVF) 
This is a condition in which there is a tear / defect/opening leading to direct communication of the urinary bladder and the birth canal. 

(i) Obstructed labour –failure to deliver when the womb is having strong contractions.

(ii) Direct injury of the birth canal and bladder by use of sharp instruments, torture or rape/sexual violence. 

Uncontrollable leakage of urine.

Refer to hospital for treatment. (repair).

3) Recto- Vaginal fistula (RVF)
A condition in which there is tear/defect/opening leading to direct communication of the rectum and the birth canal. As above but the injury involves the rectum. Uncontrollable leakage of faeces / flatus in the vagina

Refer to hospital for treatment (repair)

4) Perineal tears
Wide birth canal as a result of tear. 

1) Difficult delivery.

2) Direct injury of the birth canal by use of sharp instruments, torture, rape or sexual violence.

(i) Reduced enjoyment of sexual intercourse. 

(ii) Uncontrollable leakage of loose stool / flatus. 

Refer to hospital for treatment (Repair).

5) Infertility 
Failure to conceive when has been in marriage for one and half years. 

1) Blocked fallopian tubes – commonest cause in women.

2) Abnormal sperm- commonest causes in men. 

Requires investigations in hospital.

The man and the wife or partner should be sent to hospital. 

Establish whether the tubes are open or not. If tubes are open reproductive hormones and other test such as pelvic ultra sound scan will be carried out.

Do a sperm analysis to establish the quality and quantity of sperm.

Post delivery condition
Post delivery condition
Subsequent condition
Uterus
Bladder
Rectum
Vaginal
opening
Fourth degree laceration extending
from vaginal opening to anus involving
rectal mucosa and sphincter
Epsiotomy
tear
Sphncter muscles 
Recto-vaginal fitula forms
allowing feces to pass from
the rectum to the vagina
Recto-vaginal fisula
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6) Chronic Pelvic Pain 
Recurrent pain in the lower abdomen.

Inflammation of the pelvic organs may be due to STD’s.

Involves giving of antibiotics and pain- killers (relievers).

7) Genital prolapse
Protrusion of the genital walls / pelvic organs through the birth canal.

(i) Weakness of the walls of the birth canal.

(ii) Weakness of the pelvic organs supports.

Feeling of a mass or heaviness in the birth canal or a mass protruding from

the birth canal when straining or standing.

Refer to hospital for operation (repair).

8) Unwanted pregnancies
Unwanted pregnancies are common in war situations as a result of rape.

This can be prevented by use of emergency contraceptive. Hormonal emergency contraceptive should be started within 72 hours of rape. 

	Formulation
	Number of tablets to be taken within 72 hours and to be repeated 12 hours later

	Progesterone only pill (POP) commonly known as mini pill 
	10

	Combined oral contraceptive pill (COC) 
	2


An alternative to the use of hormonal contraceptive is the use of intrauterine contraceptive device (IUCD). This should be inserted within five days of rape.

Teaching methods:
Brain storming• 
Modified lectures• 
Training materials:
Flip chart• 
Makers• 
Masking tape• 
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COUNSeLLING FOR SURvIvORS OF WAR TRAUMA

Management of Medical and Psychological Effects of War Trauma A Training Manual for Operational Level Health Workers in Liberia 
Duration: 3 hours
5.1 Introduction
This section covers the definition of counselling, the qualities of a good counselor, the skills a counselor requires, the procedure for counselling, emotional stages of experiencing stress and some methods for counselling. It also includes some key information a trainer needs to effectively carry out training in this section.

Objectives
By the end of this session the participants will be able to;

Define counselling
Describe the methods used in counselling
Describe the procedure followed in counselling
Describe the qualities of a good counsellor 
Outline the common emotional stages of trauma
Learn some common counselling/ psychotherapeutic methods 
Outline some common obstacles to successful counselling
Activity 5.1
Define counselling I) 
________________________________________ 

________________________________________

II) List 2 types of people who may benefit from counselling 

________________________________________ 

________________________________________

Learning points 
Counselling refers to a relationship where a person experiencing a problem comes into contact with a trained professional and through talking about their experiences the individual is helped 

Counselling refers to a therapeutic relationship where a person experi​encing a problem comes into contact with a professional who is trained so that in collaboration the individual is helped to find the solutions to his/her own problems.
Chi• ldren with problems
Women with problems• 
Men with problems• 
Gro• ups with problems
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to find the solutions to his/her problems. The person with the problems is encouraged to find their own solutions that often come from evaluation of the client’s strength and weaknesses including assessment of their available resources. Counselling should be an empowering process that helps to emphasise the opportunity for the client to discuss their experiences and through narrating these to find their own solutions and effect positive change. Successful counseling builds on a client’s own strengths or resilience and helps to maximise these. At the start of counselling a clear agreement is made between the client and professional as to the focus, number and frequency of sessions. This is often called a care plan. It will include regular reviews and counselling will end following discussion of progress and agreement by both the client and counsellor. Counselling is supportive and educational and can bring relief as it assists the client to find new ways of doing things.

Counselling is meant for everyone including children, individuals, and groups that have prob​lems. The methods used and the procedures that are followed can vary. However, whatever the method or procedures used, the end result is to relieve pain or suffering from the affected child, person or group. Counselling should also account for gender differences and needs. 

Activity 5.2 
I) List 6 qualities of a good counsellor.

1. _________________________________

2. _________________________________

3. _________________________________

4. _________________________________

5. _________________________________

6. _________________________________

Learning point 
Qualities of a counselor that are often emphasized include the following:

Ability to listen.1. 
Ability to speak the common language clearly and audibly.2. 
Ability to observe confidentiality.3. 
Ability to be warm, welcoming, and caring (showing positive regard).4. 
Ability to observe and interpret body language (posture, facial expressions, and other 5.  body movements).

Ability to be genuine6. 
Ability to show empathy.7. 
Ability to empower the client and build on their strengths/resilience8. 
Ability to create a safe environment.9. 
Ability to respond sensitively to gender differences and painful emotions10. 
Other requirements that assist counselling are personal attributes including a willingness to help and having a wealth of knowledge regarding how traumatic life events affect women, men and children.

Activity 5.3
I) Outline the counselling process.

________________________________________

________________________________________

________________________________________

________________________________________ 

Learning points 
The procedure to carry out a counseling process requires:

Establishing rapport. 1 
Respecting confidentiality.2 
Carrying out an interview.3 
Assisting the client to talk about his/her problems.4 
Assisting the client to resolve issues. 5 
Giving home work (not always appropriate). 6 
Ending counselling and 7 
Scheduling next session or follow-up. 8 
The above list illustrates some of the steps a counsellor follows each time he/she meets with the client. The main aim of counselling is to provide an opportunity for the client to discuss their problems, build on their own strengths and find their own solutions. It is also important to allow the client the opportunity to discuss experiences that are difficult and painful if they wish. Some counsellors use homework but this is not always used and there can be variation around enquiring about how the home work was carried out and clarifying on issues that were difficult. Continued assessment of level of functioning is important to inform the length of the process of counselling and when counselling should come to an end.

Welcome r• emarks and exchange of greetings
Establishing rapport• 
Asking about the reason of the visit• 
Providing ground rules and confidentiality• 
Assisting the client to discuss their problems• 
Listening to the story• 
Reflecting and encouraging the client to resolve • issues
Providing clos• ure and next appointment
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Activity 5.4
i) List the 5 emotional stages that a person goes through after a stressful event. 

1._______________________ 

2._______________________ 

3. ______________________ 

4._______________________ 

5._______________________ 

Learning point 
When people experience traumatic situations where death was close or when the experience of fear was intense, they can go through a series of emotional stages. These stages can include: Shock, Denial, Anger, Bargaining, Depression or Despair, and Acceptance. The length of each stage varies amongst different individuals and relapse to earlier stages is possible even when progress has been made towards acceptance.

Shock
This is often experienced initially following a traumatic event or receiving bad news. Brief yelling, staring into space, an open mouth, clasping hands around the head and appearing blank are common features often seen. This may be followed by expressions like crying and cursing. These effects can continue for a varying length of time depending on the response of the individual. To assist someone who is in shock it helps to calm them down. It can then be helpful to give clear instructions to avoid harm and institute breathing and relaxation exercises.

Denial
Following a traumatic event, a person can commonly refuse to acknowledge an undesired reality exists or fail to comprehend what has happened regardless of the evidence. Sometimes denial is useful temporarily in warding off the experience of painful emotions. Denial may be overcome over a short period or may last a long time. Individuals can be assisted with counsel​ling to go through this stage. Providing evidence and benefits to acknowledge the reality may be helpful in guiding the client to the next stage. It is important for the counselor to assist the client to feel safe and supported and to deal with their emotions at their own pace.

Anger
Anger is a common experience following a traumatic event. The person commonly becomes angry with the perpetrator, at the dead, at God and may become angry with themselves. Anger can breed feelings of revenge, of doing damage and may cause feelings of committing suicide. 

Shock • 
Denial • 
Anger• 
Bargaining• 
Depression • 
Despair• 
Acceptance• 

Clients who have experienced severe traumatic events may become violent, particularly when faced with reminders of the event. It is helpful for the Counsellor to encourage clients to understand and discuss their angry feelings in a safe environment, as well as assisting them to build on strategies for managing their anger more effectively.

Bargaining
This is a concerted effort to negotiate for freedom or pardon from the people in power before loss has been incurred. It is a wish aimed at striking a balance or a compromise with the power that is causing a bad situation. When people are going through the bargaining process they might pray to God to try to deal with the feelings about the situation they are trying to come to terms with. There is a feeling that one is being punished but for a reason no one understands. Why me? Why now? Where is God? are some of the questions asked during bargaining. During this period a person may appear tearful, withdrawn and experience low mood. Bargaining is generally directed to one’s self. A supportive relationship and assisting the client to build on their strengths and existing coping strategies helps to guide the person through to the next stage.

Despair/Depression
Following traumatic experiences, individuals can feel that their life is over and feel in a lot of emotional pain. Doubts can be cast over regaining function of recovering losses and concerns are directed to dream about what life awaits. Tearfulness, feeling of guilt, hopelessness, and helplessness may prevail. A person will feel like giving up altogether sometimes with suicidal thoughts. A supportive relationship with the aim of rekindling hope and redefining the future is very helpful during counselling. This can also involve assisting the client to find new forms of activities and friendships. A risk assessment of suicidal thoughts and behaviours is impor​tant to carry out with the client with discussion about how the client can stay safe and careful monitoring of their mood.

Acceptance
This is the stage where the client comes to terms with the loss, disability or trauma. Agreeing that whatever happened is gone; damage has already been made and is irreversible. A person begins to rebuild their life. Acceptance is not forgetting what took place but keeping the good and bad memories without charged emotional component. This is a fairly comfortable stage where a person can now function alone but may need psychosocial support to avert temporary relapse into earlier stages. The counsellor can assist at this stage to plan strategies with the Client for identifying and dealing with high-risk situations in the future.
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Outline 4 methods of counselling that may be used with trauma survivors 

1. ______________________________ 

2. ______________________________ 

3. ______________________________ 

4._______________________________ 

Learning point 
Several counselling methods are available, which must be adapted to the context of the socio-cultural environment. The following are some common counselling methods a counsellor needs to know:

Supportive Counselling 
This is aimed at helping the individual to feel less burdened by what is going on around him/her. A counselling relationship emphasizing love, care, acceptance, and being valued may be used to reduce pain and suffering. Mobilizing a person’s inner strength and personal resources including social support are essential in helping the client make positive changes.

Client or Person-Centred Counselling
This is similar to supportive counselling and is aimed at listening to the client and working with their goals. It is important that the counsellor helps the client to narrate their experiences, how they feel these have affected them and by doing this the client can be assisted to find their own solutions to their problems. The counselor demonstrates good listening skills, empathy, congruence and acceptance and these skills enable the client to make good use of the sessions and progress.

Relaxation and Breathing exercises
Teaching these skills can be helpful when a person is very anxious, fearful, sad, or appears to be uncomfortable. Those that have trouble sleeping or experience flashbacks or nightmares can be taught relaxation and breathing exercises as well.

Relaxation begins with breathing exercises after asking the client to lie on their back. A client closes their eyes and does about five deep breaths. It is important in the process of teaching relaxation skills to ensure the client is taught to breathe in through their nose and out through their mouth as this helps to promote the relaxation of the body. They then begin tensing the muscles of all the limbs one at a time. You can ask the client to count up to ten whilst tensing each muscle and another ten whilst releasing them. You can ask the client to tense and relax all the groups of muscles one by one. You ask the client to tense and relax all the muscles of the body twice and then lie there thinking about how it feels. Thinking about an imaginary trip to a beautiful place may re-enforce the good feeling. 

Relaxation and Breathing exercises• 
Listening to their experiences• 
Building on the strengths/existing skills• 
Helping them process difficult memories• 
Assisting them to deal with distressing • thoughts
Group Work-discussing with others about • their experiences

Behavior modification and behaviour change
Behavior problems may result from traumatic experiences. Some counselors use a technique called behaviour modification. This is a process whereby new behaviors are taught and re-enforced using encouragement and praise. Other behaviors can be modified through modelling. In addition to this, counseling can assist the client to discuss the problems they are having in terms of their behaviours, try to understand the causes of this and utilize the client’s own existing skills to try to tackle them. In this way the client is empowered to build on their inner strengths and skills. 

Desensitization
Avoidance behavior, hypervigilance, hyperarousal, anxiety and fear of specific things or situations are common experiences after traumatic events. Working the client by progressively exposing the client to the situation or to the feared object may reduce on the intensity of fear or the behavior that is evoked. Desensitization may be practiced in real situations or in imagination when the real situation cannot be re-created. It can be used together with relaxation to help the client deal with their anxieties about the feared situation. It is helpful to tackle less threatening situations initially and build up confidence to tackle more anxiety-provoking situations later.

Thought modification or Thought stopping
At times images of trauma can be overwhelming. Intrusive thoughts might be very disturbing and prevent the client from doing anything. Assisting the client to discredit the fearful parts and replace them with less fearful ones can modify a thought. Conscious effort sometimes should be made to pay attention to the current thoughts. When it is found that the thought is not productive, the client can learn to verbally say, “stop”. In this way the client learns to interrupt disturbing thought processes thereby replacing them with more productive ones. 

Sometimes after a traumatic experience, thoughts that make a person feel low, insecure, or inadequate may dominate a persons’ mind and affect his/her behavior. It is important that the counsellor helps the client to discuss these thoughts and how they affect them currently in their lives. Sometimes where there is no evidence to support the thought, then it might be deemed irrational. Effort should be made to clarify this to the client. 

Group Therapy/Counseling
This is often very successful where a group of clients with similar problems feel they would benefit from sharing with others. A therapy group usually consists of between 6-10 people with matched age, sex, and problems. The counsellor becomes a facilitator by guiding the group dynamics and process until termination. Sometimes a group with very traumatized clients can benefit from having two facilitators to maintain group safety and good reflections. The importance of narrating one’s experiences as well as disclosure, especially in the presence 

of the group, plays a big role in creating change for the group members. Realizing that you are not alone and that the problem is universal serves to re-enforce the change and helps to normalize a client’s feelings.

Methods of delivery
Brainstorm
Role play
Group work
Short interactive lectures
Materials
Flip Charts
Chalk Board
Markers
Evaluation Methods
Pre and post topic and answers
Participant evaluation of session 
Glossary
Counselling – A talking therapy, which is supportive, educative and is applied to Psy​chological problems.

Resilience- A dynamic process whereby individuals exhibit positive adaptation when they encounter significant adversity or trauma. A client’s resilience can be built upon during counselling.

Psychological Trauma– Refers to injury, damage or shock resulting from an intense surge of fear or anxiety secondary to external event whose impact exceeds the client’s ability to cope or defend. 

Empowering- A process of therapy that supports the client to gain power and control over their own difficulties.

Transference– Refers to a projection of feelings, thoughts, and wishes by the client to the counsellor who has come to represent a love object from the clients’ past.

Relaxation– Refers to a series of specified exercises that the client performs by tensing and relaxing muscles of the body in order to remove tension or stress.
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Chapter6 
ReCOGNITION, ASSeSSMeNT AND MANAGeMeNT OF TRAUMA IN CHILDReN AFFeCTeD By WAR
Introduction
A child is any person between the ages of 0 and 18 years. Children are the most vulnerable group of people during the war. They are fully dependent on others for their well being. They are also still in the process of growing and any trauma experienced could have a significant effect. Trauma in children at any age can lead to long-lasting effects that may later affect the way they relate to people, respond to circumstances, and express their feelings and thinking. These effects can persist into adulthood if untreated. 

Even if many adults do not think the child understands what is going on, a child is usually acutely aware of the danger.

Let us look at the types of trauma that the children usually face in war affected areas. 

Unit 6.1 Recognition of Trauma in Children Affected by War
Duration: 1:30min
6.1.1. experiences that May cause Mental Health Problems and trauma in children Affected by War
Introduction
A child’s understanding that adults are supposed to protect him/her is changed during war and they are often left feeling ‘unsafe, insecure and frightened.’ Their realization that adults are powerless to stop bad things happening to them threatens their faith in adults and their sense of security.

Learning objectives
By the end of this topic, the participant will be able to:

Explain the experiences that cause mental health problems and trauma in children.
List the factors that affect development of symptoms of mental health problems and trauma in children

Describe the different types of mental health problems associated with war in chil​dren and their symptoms. 
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Activity 6.1
In small groups, list five things that have caused mental health problems and trauma in chil​dren in your community as a result of the war.

(Break up into 5 groups of 8 for 10 minutes. Report back in 10 minutes)

Learning points
Some of the things that happen to children during wars that cause mental health problems and trauma include:

Lack of food, shelter and clothing

Constant movement from one place to the other. (No experience of a stable home envi​ronment)

Disruption of family life through separations while running, living in camps. This may change the idea of parental authority (who is in charge and who is responsible in the home).

Experience of torture, physical and emotional abuse.
Experience of sexual abuse, rape or sexual assault or violence.
Witnessing the torture, killings and human rights abuses of other children and adults
Being forced to commit terrible crimes including torture, killings and destruction of com​munity property. Often, though the children may appear to be responsible, yet because of their development they are easily manipulated by adults through fear and intimidation and thus are NOT primarily responsible for these crimes.

Awareness of war related ideas like weapons and what they are used for, killing of people and deliberate destruction of property.

Complete change in the way of life, culture and ethics of the child’s society. War often leads to the breakdown of communities, their norms and cultures. Actions once con​sidered taboo with grave social consequences may become common place e.g. teenage pregnancies, rape. These affect a child’s socialization process. The child may grow up not internalizing that these are not socially acceptable.

6.1.2 Factors that may Lead to the development of Symptoms of Mental trauma in children
Introduction
Children are generally more likely to suffer psychological trauma than adults in war situations. Symptoms of mental health problems and trauma in children depend on the developmental age of the child. Although all children are affected by trauma, they may express their 

psychological distress differently. Different types of war effects affect different age groups more than others.

Children below seven years of age are most affected by issues of separation or death of primary care givers and or family members. They are also affected by not having a stable environment. School age children and adolescents are mostly affected by changes in the community, the breakdown of cultural norms and violence. However, one has to note that all age groups are affected by all trauma and there are individual differences in responses to traumatic events.

Activity 6.2
List 4 things that may lead to the development of mental health problems and trauma in children in a war situation.

1._________________________________

2._________________________________

3._________________________________

4._________________________________

Lack of basic needs e.g. food, shelter, and • clothing
Availability of the caregiver• 
Inborn vulnerability• 
Extent of the trauma• 
Mental status of the caregiver• 
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Learning points
Factors affecting development of mental health problems in traumatized children include:

Inborn factors that help to withstand or succumb easily to stressful conditions:Some children are genetically programmed to be able to withstand stressful conditions more than oth​ers.

Availability of basic needs like food, shelter and clothing: When children have the basic needs and are well provided for, they are less likely to feel constantly threatened and thus more resilient to trauma.

Constant availability of the care givers. This enhances a sense of security and builds self esteem in the child 

Mental state of care givers:If the care givers are anxious, very fearful or sad all the time, the child will notice this and become fearful too. Such a child is more likely to get mental health problems of trauma than others. The mentally unwell mother is likely to neglect the child emotionally and this will affect the emotional functioning and development of the child

Duration of trauma:Children exposed to prolonged trauma like being in a war zone have their already immature coping abilities overridden by the constant threats to their liveli​hood.

6.1.3 Mental Health Problems among War traumatized children
Introduction
Mental health problems arise from both children experiencing bad things during the war and changes in their environment which is the context in which their development occurs. The problems may occur immediately or soon after the traumatisation (proximal psychopathology) or many years after the traumatisation when the child is an adult. (distal psychopathology) It is therefore important that we recognize and treat traumatized children early to prevent problems to them and society later in life.

Remember: If you look only for Post Traumatic Stress Disorder, you will miss a big majority of children having mental health problems resulting from trauma.

Activity 6.3
Give 4 examples of mental health problems in war traumatized children.

1._________________________________

2._________________________________

3._________________________________

4._________________________________

Learning points
Mental health problems include:

Emotional disorders like depression.
Behavior disorders like easily fighting, easily quarrelling and being “rough”
Anxiety and trauma related disorders like post traumatic stress disorder, panic at​tacks, etc.

Substance use disorders
Psychotic disorder where by the child may be hearing things, seeing things that others do not see/hear. The child may also behave strangely.

Depression
This is an emotional disorder. It is the commonest emotional problem of traumatized chil​dren.

Symptoms include:
Feeling persistently sad
Being irritable/easily annoyed (More common than sadness in children)
Reduced interest in normal activities, for example the child no longer wants to play with friends or go to school or do what he used to enjoy e.g. football.

Poor appetite. 
Loss of weight
Low energy
Poor sleep, waking up frequently in the night 
Difficulties in concentrating, which may result in persistent poor performance in school. 

Thoughts of wanting to die or killing oneself. Yes, even children can feel this way
A feeling of a fore-shortened future
Depression or excessive sadness • 
Behavioural problems such as fighting, • easily quarreling, being rough
Develop PTSD• 
Substance abuse• 
Develop serious mental health problems • mental health madness
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Behaviour pr oblems are common in children who are depressed. They may be rude to parents/care givers, to friends and teachers. They may fight frequently at school because of easy irritability.

Anxiety Disorders
Many anxiety disorders may occur in traumatized children including generalized anxiety, panic attacks, phobias and obsessions and compulsions. Most anxiety disorders will present with the following symptoms:

Constant fear. 

Sweatiness• 
Shaky hands • 
Rapidly beating heart• 
Poor sleep, waking up frequently in the night• 
Difficulty breathing and hyperventilation• 
Frequent unexplained physical problems such as headaches, stomach pains, fainting, • etc

Poor • concentration at school or when talking to people.

6.1.4 Post traumatic Stress disorder in children
Introduction
This is a mental health problem that occurs following experience or exposure to a very stressful event for example war, killings or having to escape danger.

Activity 6.4
List 5 symptoms associated with Post Traumatic Stress Disorder in Children1. 
1._________________________________

2._________________________________

3._________________________________

4._________________________________

5._________________________________

flashbacks• 
avoiding talking about the trauma• 
social withdrawal• 
outbursts of anger• 
easily startled• 
hyper vigilance• 
repeated playing of scenes of the • trauma
generalised anxiety or psychosis• 
inborn vulnerability• 
extent of the trauma• 
mental status of the caregiver• 

Learning points
Children may have symptoms similar to adults who have been traumatized which include:

A child having seen or experienced a traumatic event who then goes on to have:

A) Symptoms of RE-EXPERIENCING
In children, the commonest symptom is nightmares of the things that happened or similar to things experienced by the child.

Flashbacks: The child may when awake see the previous trauma experiences in form of a film. This can be very frightening for the child. Many people may think that the child has “gone mad”.

Extreme distress on exposure to symbols or reminders of what the child may have experi​enced.

B) Symptoms of AVOIDANCE
Emotional numbing
Avoiding talking about, thinking about or even avoiding places or people that may remind on of what she/he experienced.

Social withdrawal.
C) Symptoms of HYPERAROUSAL
For example Difficulty sleeping or staying asleep
Easy outbursts of anger or easily annoyed by small things
Exaggerated startle response, getting easily frightened. May appear “jumpy”.
Constantly on the look out for danger (hyper vigilance)
Generalised anxiety
Abdominal pains, loose stools on getting afraid.
Additional symptoms in children 
Additionally, and more commonly, children may have some symptoms that are unique to them and not experienced by adults:

Child not being able to properly relate events to time.
Child unconsciously acting in ways similar to traumatic event for example 
pushing children about the way he saw perpetrators push people, being rough 

Post traumatic play: Repeated play which contains scenes of the traumatic event for example a child playing killing people in a line or marching people while beating them
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6.1.5. Other Mental Health Problems in children
In addition to PTSD, children that are traumatized may develop many other mental health problems. 

Behaviour Disorders
These are also very common in traumatized children. They may be as a result of many things among which is the breakdown of their society, or psychological problems such as depres​sion and PTSD.

They include:
Conduct disorder: 
Marked by a blatant disregard of other people’s rights or feelings.• 
Breaking the laws• 
Running away from school • 
Disobeying caregivers• 
Stealing• 
Engaging in sexual abuse or physically harm people and animals. • 
They do not feel sorry for what they have done.• 
Attention Deficit Hyperactivity Disorder
The child is restless all the time, prone to accidents, • 
cannot concentrate particularly in class.• 
He/she is irritable• 
May fight a lot• 
Does not do as he/she is told• 
Never completes his/her tasks• 
May be very talkative and noisy• 
Disturbs others in class• 
Gets bored easily • 
Other problems: Children who are traumatized may regress and begin to act younger than their age e.g. in speech or they may develop bed-wetting or begin to soil their clothes. This may persist as long as the child still carries scars of the trauma.

Many children in post war conflict situations may present with epilepsy. This may be a result of head trauma during war or due to brain infections that they never had a chance to treat properly because of the break down in health services during war. These children must be rec​ognized and properly treated to improve their quality of life and enable them attend school.

Summary
In this unit we have discussed the mental health consequences of war on children. We have 

also discussed the factors that affect the development of these problems. It is important that we recognize these problems for prevention and early treatment. Remember not all war-affected children develop mental health problems. 

Teaching methods
Mini lectures

Group work

Brainstorming

Use children’s play, role play and drawings

Evaluation
Pre and post tests.

Participant evaluation of session
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UNIT 6.2 ASSESSMENT OF WAR TRAUMATISED CHILDREN FOR 
MENTAL HEALTH PROBLEMS
Duration 2hrs
Teaching methods
Mini lectures

Group work

Brainstorming

Role Play

Evaluation
Pre and post tests

Participant evaluation of session

6.2.1 Introduction
Children who have been traumatized by war will present with complications as described above. The Primary Health Care worker should have the skills to assess the nature, recognize the need and plan the appropriate intervention or referral to the next level of health care management. The Primary health Care worker as a member of the community has access to these people. Talking to the parents or primary care giver and the child is a major part of the assessment. Remember, assessment of the child will always require interaction with other people involved in the child’s life and never the child alone. 

Learning Objectives
By the end of this unit participants will be able to:

Outline the general principles in mental health assessment of a child
List the people involved in the assessment of a child’s mental health
Demonstrate ability to use the Strengths and difficulties Questionnaire (Or any other selected screening questionnaire) to assess a child for mental health problems

Activity 6.5
In small groups, list 3 people that should be involved in the assessment of a child.

1._________________________________

2._________________________________

3._________________________________

Learning points
6.2.2 things to consider in Assessing a child
Assessment of the child is a multidisciplinary effort.

i) Where will you assess?
Assessment can be done anywhere. It can be at school, at home or in the clinic or in a spe​cial office or even under a shade/tree!

You need a quiet space, free of interruptions.

You may also need (If available): A pencil, paper, some simple locally made or bought toys like a ball, a female doll, a male doll or such toys made from banana fibre. 

ii) How?
Be friendly to the child.

Sit at the same level….if she/he is on the floor, join her/him there. If there are chairs, both of you can use chairs.

Be non threatening and non judgmental. Do not be confrontational, remember, you are here to help the child, not to condemn them.

Respect your self and respect the child.

Ensure confidentiality and tell the child that their information is secure with you.

General Principles in assessment
You:

Must try and see child without the parents at some point.
Get the story of what happened and how the child is now from multiple sources (teacher, mother, father, close family friend)

Understand the cultural context of the children and their families.
Use psychologically minded interpreters if you do not speak the language.
The use of standardized questionnaires to document symptoms are very important in assessment and follow-up of children.

In the assessment of the child, talk to:
The child1.) 
The parents/caregivers2.) 
Close family members if available3.) 
Teachers4.) 
Some things to ask about:
1- What are the current symptoms/problems?

2- How is the child functioning 
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At home • - how she/he relates with others, behavior, nature of home, whom he lives with. Are the parents psychologically healthy or are they struggling with effects of trauma? What about other family members? What is the living situation of this child?

At school• - performance now as compared to previous performance. Has he deterio​rated? Does he have friends? disciplinary problems? Running away from school? This information may be obtained from both parents and teachers of the child.

In the community• (does he engage in gangs, street kids, etc) 

3- What are the child’s strong points i.e. what he/she is good at?

4- What does the child like to do i.e. interests/hobbies

5- Past psychiatric history- Did the current problems begin before or after the trauma?

6- Any relevant previous medical history

7- Child’s developmental history e.g. milestones, social development etc

8- Family history- are there psychiatric illnesses in the family or familial medical problems?

All these are important in understanding the child and planning how you are going to help her/him.

Activity 6.6
Facilitator: Distribute the screening instrument (SDQ)

Briefly describe the screening instrument to participants and explain how it is used. 

In pairs, participants simulate administration of parent version of questionnaire to one an​other. 2 or 3 volunteer pairs report back on their experience and comments on the question​naire administration and response.

UNIT 6.3: MANAGEMENT OF MENTAL TRAUMA IN CHILDREN 
AFFECTED BY WAR
Duration 1hr 30 min
Teaching methods
Mini lectures

Group discussions

Brainstorming

Role Plays

Evaluation
Pre and post tests.

Participant evaluation of session

Introduction
Management of traumatized children is also a multidisciplinary affair. One has to use many avenues in order to get a desirable response. Counseling, medication and working with the families and communities are all important.

Learning Objectives
To list the treatment essentials in dealing with war traumatized children
To outline essentials of management of war traumatized children
To identify different types of interventions used in management of war traumatized children

To outline the steps in the process of group therapy for war traumatized children
To demonstrate skills to conduct group counseling interventions for war affected children

Activity 6.7 
List 3 possible interventions for war traumatized children

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
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Learning points
Treatment essentials
The guiding principal for work with youth is to keep children developmentally on track.

Must pay attention to Maslow’s Hierarchyof needs or you will never get in treat​ment phase.

Understand the behavioral expectations of the parents and their children.
Facilitate Cultural identity.
Remember treatments are of different types. They work best when used together.
Don’t forget Maslow’s Hierarchy of needs!
If families are not safe, do not have food, clothing and shelter, they won’t come to the clinic like they should. Treatment of or referral for treatment of physical problems is important.

Maslow’s Hierarchy of needs
SpiritualSelf Actualisation
Ego Needs
Social Needs
Security Needs
Body Needs
Important points in management:
Provision of a safe place “Safe haven” for children in the community. This is a place that children can go to and be with other children. It may be school or classroom or a specially designated place in an IDP camp. This place should be able to provide and ensure adequate food, shelter and clothing

Enabling children to be children by providing a place to meet other children and play
Establishing of structure through routines like school, proper activity scheduling throughout the day

Parents
Many adults deny that children are affected by the war experiences. In part this denial is to protect them (parents). 

It is important that you as the therapist explain about effects of war on children to parents. This will enable them to identify problems in their children and be willing to seek help early.

Therapy for parents themselves, giving them a chance to talk about their experiences and frustrations helps relieve some of the tension in the home.

Remember, children are more likely to be psychotraumatised if their parents/caregivers are having psychological problems.

Interventions used for treating children traumatized by war
Using group sessions to help children cope with their trauma is one of the best ways to help traumatized children with mental health problems.

We shall now talk about how to conduct group sessions with children.

6.3.1 Skills for group Work with children
Goal: To rebuild feelings of belonging and re- integration into the child’s community and continuity in trauma damaged families.

Specific goals
Help children reduce or cope better with their symptoms
Help children to work through their losses in order to avoid threats to their psycho​logical health and social functioning

Recognize the contagious effects of trauma in the family and how the child is affected
Stimulate personality development
Stimulate feelings of cohesiveness and mutual care for children within the group.
Process of running a group for traumatized children
A group may comprise of 8 to 10 children. Not less than 5 and not more than 10.

Choose a quiet safe place that is comfortable for children

Meet once a week or once every two weeks.

Creativity and play is a cornerstone in group therapy with children. This in addition to help​ing them address the effects of trauma may also help them in their development.

The facilitator: An adult who is willing to interact with the children at their level while imparting skills to them and supporting them.

Order of session:
Introductions all round and greetings
Ground rules: No fighting, no rudeness to others and no shutting up others.
In the first meeting introduce in simple language purpose of this meeting. May be something like “We are here to talk abut the things that happened to us so we can learn to feel better”

Everyone is asked to tell what happened to them during the course of the week (taking turns) and what they would like the group to do during this session.

The children or the therapist may then agree on what topic/theme to cover for the session.
Using play, drawings, paper cutting, singing, dancing allow the children to express themselves. 

For example, you may invite children to draw something bad that they remember happened to them. Each child is then asked to tell the group what the picture is and how they felt at that time. The facilitator helps the group discuss some of what happened, supporting the child, telling them it was not their fault or reassuring them about safety issues in the present time. This enables children to establish contact with their inner experiences and feelings and helps them to communicate better.

The memories of traumatic experiences as the children discuss them may bring back symptoms. But it has helped the child face her trauma. You as a facilitator should be aware of this and support and reassure the children as they talk about their experiences.

If the child’s symptoms do not improve or seem to worsen during/after group work, refer the child to a mental health worker for more speciaslised treatment. This may include:
Individual counseling: This is not useful on its own in children. However, it can be used in combination with other things.

Group therapyis the best for these children. Here the children meet together with an adult facilitator who helps them discuss and learn to cope with their problems as they learn from each other.

Family therapy: involving parents and explaining to them the child’s symptoms, the 

effects of trauma and the needs of the child is paramount in treating these children.

Community interventions:Community sensitization on psychological effects of trauma on children and possibilities of handling it. Many African communities have traditional ways of dealing with extreme trauma e.g. cleansing rituals. These may be encouraged if they are not harmful as they facilitate community healing.

Individual therapy: This is focused therapy used with a child to help them understand and learn to cope with the traumatic vents that they experienced and their reactions to these events. Different methods may be used. Some of these are: 

1. Play therapy: This is therapy which involves the use of play materials and skilled therapist to uncover the child’s hidden feelings, and thoughts and how he/she deals with them.

Behavioural therapy:2. Children whose behaviour is unacceptable are helped to modify their behaviour through a series of instructions. In this therapy, parents/care givers at home will be heavily involved to ensure that the new learned behaviour is maintained even at home.

Cognitive therapy:3. Here children are helped to learn how to change their ways of thinking about the traumatic event and their symptoms. It helps them to reduce anxiety and to reduce the symptoms of the problems they may be having.

Story telling (Testimony): This is very acceptable among many African cultures.

Medications: These are used in conjunction with psychological interventions in severely disturbed children. They may aid sleep, treat mood disorders, psychosis or severe aggression. 

Some of the mental health effects of trauma in children may need medication. Referral of such children to a clinician is important for their recovery.

Remember though that medication alone will not heal the child. It takes counseling, group therapy, family and community work to rebuild a traumatized child.

6.3.2 Activity 
Role Play
In your small groups, role-play a group work session for children. Let one of you be the moderator and the others children.

Briefly report back on your experience (One moderator and one “child”)
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When to refer a child
Some children may need medical treatment by a mental health worker. If a child has severe symptoms, refer them to the nearest mental health facility (identify such facilities in Liberia). Reasons for referral include:

Suicide thoughts, plans or attempts• 
Difficulty with sleep• 
Re-experiencing of traumatic events (flashbacks, nightmares, or traumatic play• 
Being out of touch with reality e.g. seeing things or hearing things that others • do not see or hear or behaving abnormally or confused.

Epileptic fits• 
Severe restlessness and inability to stay still or concentrate.• 
If a child is abusing substances of addiction. • 
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Chapter7 
SexUAL AND GeNDeR BASeD vIOLeNCe (SGBv) IN 
POST WAR SITUATIONS

Management of Medical and Psychological Effects of War Trauma A Training Manual for Operational Level Health Workers in 
Duration 2 hours
7.1 Introduction
During the war many women and girls in Liberia experienced sexual and gender-based violence (SGBV) perpetrated by the different fighting forces. In the post-conflict period sexual and gender based violence has continued largely perpetrated by ex-combatants, community or family members, teachers and husbands/partners. The continued high prevalence of SGBV in Liberia has been blamed onto the militarization of intimate relationships, one of the consequences of the 14 years of war.

Learning Objectives
By the end of this session participants will be able to

Define SGBV1. 
List the causes of SGBV2. 
List the physical consequences of SGBV.3. 
List the psychological and medical consequences of SGBV.4. 
Describe the management plan for SGBV.5. 
7. 2 definition of SgBV
Activity 7.1
Define SGBV

_________________________________
_________________________________
_________________________________
_________________________________
Learning point
Sexualised and gender-based violence describes not only rapes but all attacks and violations aimed against another person’s sexual identity. There are five common forms of SGBV (UN​HCR, 2003).

Any form of violence that results in physical, sexual and psychological harm to a person because of his/her sex or gender.
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Sexual violence, which includes rape and marital rape; child sexual abuse, defilement and incest; forced sodomy/anal rape; attempted rape or attempted forced sodomy/anal rape; sexual abuse; sexual exploitation; forced prostitution; sexual harassment and sexual violence as weapon of war and torture: 

- Physical violence including physical assault and trafficking/slavery; 

- Emotional and psychological violence including abuse/humiliation and confinement; 

- Harmful traditional practices which include female genital mutilation (FGM), early marriage, forced widow inheritance, honor killing, maiming, infanticide and/or neglect and denial of education for girls or women; and 

- Socio-economic violence including discrimination and/or denial of opportunities, ser​vices; social exclusion/ostracism based on sexual orientation and obstructive legislative practice.

SGBV can be perpetrated by husband/partners; family members, close relatives and friends; influential community members; security forces and soldiers, including peacekeepers; hu​manitarian aid workers; and institutions (discriminatory practices in the delivery of social services).

Those factors which increase the likelihood of these acts are multiple. You are now required to name some factors that lead to the occurrence of SGBV.

7.3 Factors that Increase the Likelihood of SgBV
Activity 7. 2
List 4 factors that increase the likelihood of SGBV 

1. _________________________________

2. _________________________________

3. _________________________________

4. _________________________________

Learning point
Common forms of SGBV
These can be divided into four groups namely (a) Violence by Individual perpetrators, (b) Violence in a relationship, (c) community prompted violence, (d) Society prompted violence, (e) Violence as weapon of war. These are described further below:

Violence by Individual perpetrators1. 
Being male is a factor in causing SGBV• 
Witnessing violence as a child.• 
Absent or rejecting father• 
Being abused as a child• 
Drugs and /or alcohol use• 
2. Violence in a relationship
Marital conflict, including infidelity.• 
Male control over wealth and decision making.• 
Issues of extended family including in-laws.• 
Militarization of intimate relationships as a result of growing up in the • midst of war

Community prompted violence3. 
Low economic status.• 
Unemployment• 
Poverty• 
Peer influence• 
Isolation of women and family• 
Wars, Poverty, Alcoholism, Family conflict, Infertility, infidelity, Traditional beliefs
and perceptions, Sexual problems, Rumors, Dowry.
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Norm granting; prescription of what each gender does.• 
Acceptance of violence as a means of resolving conflict• 
Notion that men should be dominant and aggressive.• 
Observance of rigid gender roles e.g. women are responsible for cooking or men are • responsible for building. 

Violence as weapon of war5. 
In war situations sexual violence targeting mainly women and girls is used as a • weapon of war

Is used as a weapon to try and break the resilience of communities and destroy • ethnic groups.

7.4 consequences of SgBV
The consequences of SGBV can be grouped into physical, psychological and social. Some of these consequences are immediate and others take longer to manifest. 

Activity 7. 3
List 4 physical consequences of SGBV 

1. _________________________________ 

2. _________________________________ 

3. _________________________________ 

4. _________________________________

Activity 7.4
List 4 psychological consequences of SGBV 

1. _________________________________ 

2. _________________________________ 

3. ________________________________ 

4. _________________________________

Activity 7.5
List 4 social consequences of SGBV 

1. _________________________________ 

2. _________________________________ 

3. _________________________________ 

4. _________________________________
Bruises, fractures, trauma to the genitalia and associated structures, miscarriage, death, homicide, suicide
Fear, Isolation, Depression, Low esteem, Sexual dysfunction, Eating disorders, Self injurious behavior, OCD, Avoidance behavior
Stigma , Traumatic effects, Death
School drop-out, Child neglect, poverty, Family breaks, forced marriage, Loss of will to thrive, Loss of inheritance, loss of access to wealth, stigmatization, family abandonment

Learning points
Facts about SGBV
1 in 3 women have been abused or beaten by man.1. 
20% of women are abused by men they live with in otherwise intimate relationships.2. 
Between the ages of 15-44yrs, violence is the major cause of death.3. 
Trafficking women for sex slavery is prevalent in poor countries.4. 
Victims of violence are 12 times more likely to commit suicide.5. 
SGBV results in serious health consequences and is a major public health concern 6.  (see paragraph below).

Medical, mental health and social consequences of SGBV 
The medical, mental health and social consequences of sexual and gender-based violence include the following:

Reproductive health problems:
- Vaginal destruction with resultant development of fistulae e.g. leaking of urine and/ or faeces

- Chronic lower abdominal pain 

- Infertility 

- Abnormal vaginal discharge 

- Abnormal vaginal bleeding 

- Unwanted pregnancies

- Sexual dysfunction 

- HIV/AIDS

Emotion and psychological problems:
- Long term emotional pain and discomfort

- Alcohol abuse

- Suicidal behaviour including having suicidal ideas, suicide attempts, self-harming behaviours and completed suicides,

- Homicidal ideas (desire to kill others) and even acting on these homicidal impulses

- Anger 

- Depression 

- Anxiety disorders 

- PTSD/Traumatic effects 

- Psychosis (serious mental health problems).

Social and Economic consequences:
- Stigmatization by the community and the family

- Unwanted pregnancies

- Divorce 

- Wife abandonment
- Further domestic violence

- Undermine the ability of survivors (mostly women and girls) to meaningfully participate 

in economic reconstruction and governance

- Women living under constant fear for their personal safety and that of their daughters

7.5 SgBV-a concern of Health Workers
Activity 7.6
List 4 reasons why SGBV should be a concern of health 

workers 

1. _________________________________ 

2. _________________________________ 

3. _________________________________ 

4. _________________________________
Survivors of SGBV need help from a kind, sensitive and understanding health worker. They also need support from family, friends and the community. Health workers trained in coun​selling can be of great help to survivors of SGBV. Counselors can go a long way to support survivors, assist them to gain necessary medical attention and assist them to know their rights and pursue legal redress, if this is what they choose.

7.6 SgBV-a concern of the community
Health workers, local chiefs, administrative officers, pastors/ priests are some of the opinion leaders in the community who could play a useful part in communicating messages intended to stop SGBV. Community leaders can do this by speaking against SGBV at community meetings, campaigns, funerals, weddings and church services. Community leaders should also act as role models by not participating in SGBV as perpetrators. Community leaders can assist survivors by directing them to medical, psychological, social and/or legal assistance. Community leaders can also participate in counseling once they have attained the necessary training. 

7. 7 Management of SgBV 
Activity 7.7
Draw a management plan for a survivor of rape. 

1. _________________________________ 

2. _________________________________ 

3. _________________________________ 

4. _________________________________
Injuries sustained require medical • attention.
Secondary infections (STD and • HIV) are brought to health centres. 
Psychological trauma, mental • illness, stress need the attention of a health worker. 
Unwanted pregnancies can be • avoided with medical help.
Consider; safety, trustworthiness, listening, warmth, caring, sensitivity, confidentiality, medical treatment, privacy, counseling among others in your plan.

Learning points
Principles in helping an SGBV survivor
The principles in helping an SGBV survivor are;

To attend to the immediate concerns, be it medical or psychological problems or safety.1. 
To work towards regaining function and independence. Do this by working through the 2.  fears or anxieties that the individual may have. Plan it in such a way that the individual regains trust and hope in people within the community. Strengthen relationships or find new and trusted friends. Ask about the persons livelihood to gauge whether needs are be​ing fulfilled. Ensure the counseling is based on empowering the survivor to build on her strengths and resilience.

To find redress and support from legal department, police,,organizations and communi​3. ties so as to augment the above.

The role of health workers in the management of SGBV
The health worker in helping a survivor of SGBV should attend to the following:

1- Assessment of the survivor for physical and psychological and social consequences of the violence

2- Treatment of injuries

3- Dealing with issues of pregnancy and STD’s

4- Dealing with psychological complications and providing counseling or referral for more complex traumatic problems

5- Documentation of human rights abuses.

The assessment
1-Obtain informed consent: As well as being usual professional practice, this minimizes ac​cusations of trespass or assault on the health worker.

2-Take a history on: 
a- the assault (date, time, location, identity and number of perpetrators, nature of physical contacts, use of weapons or restraints, use of drugs e.g. inhalants on the victims, whether there was vaginal, rectal or oral penetration e.g. by penis, fingers or other objects, use of condoms.)

b- gynecological history (the dates for the last normal menstrual period (LNMP), sexual relations prior to SGBV, parity and number of living children, past obstetric history, past surgeries, contraceptive use, current sexual partner)

3-Do a physical examination:
a- Explain all procedures and allow a trusted family member to be around especially if the health worker is of the opposite sex to the client. 

b- Ensure privacy

c- Examine the client from head to toe concluding with the perineum. A digital vaginal and rectal examination should be done. 

d- Describe in detail any physical injuries, using body maps

e- Do investigations e.g. x-rays, Ultra sound, blood samples for HIV, syphilis and Hepatitis B virus, swabs of external genitalia as well as vaginal swabs.

f- Document all examination findings in detail and communicate sensitively with the client. 

g- Ensure the client has copies of all relevant documentation.

Treatment
1- Antibiotics for wounds and other infections including sexually transmitted infections if deemed appropriate (according to current treatment guidelines)

2- Analgesics for pain relief.

3- Consider post exposure prophylaxis (PEP) for HIV (according to the current treatment guidelines)

4- Consider emergency contraceptive pill for clients who present within five days of the as​sault if there is high risk of pregnancy e.g. if there was actual or attempted penetration of the vagina. (according to the current treatment guidelines)

5- Consider Hepatitis B vaccination.

6- Tetanus Toxoid vaccination if there was physical assault.

7- Offer or refer for psychological counseling.

8- Ask the client if they have any other immediate needs e.g. social, safety.

Methods of delivery
Brainstorm, 

Group work,

Interactive lectures.

Materials
Flipchart,

Markers,

Cards
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Chapter8 
HIV/AIDS AND WAR TRAUMA 

Management of Medical and Psychological Effects of War Trauma A Training Manual for Operational Level Health Workers in Liberia 
Duration: 2 hours 
8.1. Introduction
In situations of armed conflict, diseases increase. For instance, in Uganda the spread of the HIV/AIDS epidemic has always closely followed civil war and strife. Northern Uganda, which is a region that has suffered war conflict for the last 20 years, is now reported to have the high​est rates of HIV infection in the country. HIV itself is associated with a variety of mental health problems just like war. Thus the combination of war trauma, as well as the effects of having HIV/AIDS more than doubles the mental health burden. 

Learning Objectives
By the end of this unit participants will be able to:

List reasons why the HIV/AIDS epidemic increases during war.1. 
List the mental health problems associated with HIV/AIDS. 2. 
List the mental health problems associated with war. 3. 
List the categories of persons at risk of getting HIV related mental health problems 4. during war situations. 

List interventions that can be carried to reduce the risk of HIV/AIDS and the associ​ated mental health problems 

8.2 reasons for the Association between War and the 
HIV/AIDS Epidemic
Activity 8.1 
List 3 ways in which war helps to spread 

HIV/AIDS.

1. ___________________________________

2. ___________________________________

3. ___________________________________ 

Sexual abuse, rape of women & girls.• 
Destruction/breakdown of health care • infrastructure.
Destruction/breakdown of communities & families • 
Absence of good and clean water, food and general • hygiene
Lack of sterile needles• 
Lack of condoms• 
Drug and Alcohol abuse • 
Indulging in high risk sexual behaviour• 
Breakdown of social & cultural morals and norms• 
Overcrowding in ca• mps

Management of Medical and Psychological Effects of War Trauma A Training Manual for Ope
Learning points
War increases the spread of the HIV/AIDS epidemic for the following reasons: 

Destruction/breakdown of health care infrastructure.(i) 
Destruction/breakdown of communities, families and their support systems.(ii) 
Absence of good and clean water, food and general hygiene(iii) 
Exposure of people to the elements: cold, rain, and insects.(iv) 
Breakdown of family ties (v) 
Sexual abuse and rape of women and girls.(vi) 
Drug and Alcohol abuse plus promiscuous sex.(vii) 
Loss of social capital (Health care workers flee)(viii) 
Widespread poverty and decreased economic activity.(ix) 
Overcrowding in internally Displaced People’s Camps.(x) 
Refugeeship and exile.(xi) 
Absence of medications to control STIs(xii) 
Other epidemic diseases that emerge in situations of war conflict include; Measles, dysen​tery, cholera, meningitis and recently Ebola.

Mental health problems also increase due to the massive trauma of the population and the multiplicity of infections which people suffer. Furthermore, being infected with HIV/AIDS as well as the traumatic effects of war, increase the likelihood of serious mental health problems.

8.3 the Mental Health Problems associated with 
HIV/AIdS and war
Activity 8.2
List 2 mental health problems associated with HIV/AIDS

1.___________________________________

2.___________________________________ 

Trauma 
Adjustment reaction/disorder• 
Depression• 
Mania • 
Psychosis• 
Anxiety• 
Suicidal feelings• 
Alcoholism• 
Dementia• 
Alcohol• ism

Learning points
Both war and HIV/AIDS lead to an increase of mental health problems. The resultant mental health problems include the following:

Adjustment reactions and disorders: Exposure to a situation of armed conflict and concur​rent infection with HIVAIDS causes a lot of stress to an individual. Many times individuals fail to cope with this stress and develop symptoms of an adjustment disorder. An adjustment reaction and disorder is associated with the following symptoms; despair, grief, guilt, anger, denial, shame, worry, anxiety, crying out, disturbed behaviour, depression and reckless be​haviour such sexual promiscuity or reckless spending of money or over drinking of alcohol. The symptoms are very distressing and as a result are frequently disabling.

Anxiety disorder: Individuals who experience severe stress associated with the war trauma and the HIV/AIDS may also develop an anxiety disorder. The symptoms associated with this disorder include the following; feeling of fear, worrying a lot, unable to relax, tense, have rapid heart rate, shortness of breath, sweating, sleeplessness, frequent urination, having loose stool and tremors. 

Depression: A frequent consequence of war trauma and HIV/AIDS infection is depression. The symptoms of depression include; feeling excessively sad, loss of energy, loss of interest of previously pleasurable activities, lack of appetite, poor sleep, feelings of worthlessness, suicidal ideas, poor concentration and loss of interest in sex. 

Suicidal behaviour: Those individuals who find it difficult to cope with the stress associated with both war trauma and HIV/AIDS sometimes get desperate and hopeless leading to suicidal behaviour including attempted suicide, committing suicide or constantly experiencing suicidal ideas. This may be part of an adjustment disorder or depression or part of alcoholism. 

Mania, dementia, delirium, substance abuse:
These illnesses result from the direct effect of the HIV virus on the brain. 

Mania is characterised by elated (euphoric) or irritable mood accompanied by decreased sleep, overactivity, impulsive behaviour, increased libido, grandiose and often religious delu​sions of overwhelming importance, intelligence or richness.

Delirium is an acute confussional state whereby there’s impairment in general knowledge, orientation, concentration and changing levels of consciousness. It is a medical emergency.

Dementia is progressive loss of memory, first of common and recent events and later of a more gross nature and of past events including names of people, places or objects and one easily gets lost. If untreated HIV dementia easily leads to death within one to two years. 

Substance abuse, this is common in war affected communities and affects both men and women. Alcohol is the most commonly abused substance followed by marijuana, Khat, ciga​rettes etc. Domestic violence , family breakdown and sexual abuse add to the stress burden among war affected populations and may further increase the use of substances of abuse. 

Management of Medical 
Recurrence of mental health problems: The very distressing circumstances associated with both war trauma and HIV/AIDS may lead to recurrence of previously treated mental health problems. These circumstances may also precipitate or start mental health problems in an already vulnerable individual. Commonly among these is depression and bipolar disorder.

8.4. the categories of Persons in War situations at risk of 
getting HIV related Mental Health Problems
Activity 8.3
Draw and label a picture of persons in a war situation who are at increased risk of acquiring the HIV/AIDS infection.

Learning points
In situations of armed conflict the following categories of persons are at increased risk of both acquiring HIV/AIDS and developing the associated mental health problems. This includes the following; 

Raped women and girls1. 
Women in Forced marriage with soldiers & rebel forces2. 
Abducted children3. 
Child soldiers 4. 
Widows5. 
Orphans6. 
Women in conditions of severe poverty7. 
Those taking alcohol excessively 8. 
The Elderly9. 
Young children10. 

8.5. Interventions to reduce the risk of both HIV/AIdS and 
the associated mental health problems
Activity 8.4
List 2 interventions that can be carried out in your community to reduce the risk of HIV/AIDS

1.______________________________

2.______________________________

Activity 8.5
List 2 interventions that can be carried 

out in your community to reduce mental 

health problems associated with both war 

trauma and HIV/AIDS

1.______________________________

2.______________________________

Learning points
A) Interventions aimed at those who are HIV/AIDS infected include the following:
- Providing services for counselling to restore hope and plan for the future. 

- Manage any associated mental health problems. 

- Provide Anti Retroviral medication

- Provide psychosocial support in form of supplementary food, clothing

- Provide medical treatment for opportunistic infections including tuberclosis.

B) Interventions aimed at those who are HIV/AIDS affected (orphans and child-headed house​holds, widows) include the following:
May be HIV infected (apply interventions listed in A)- 
Provide psychological support through the setting up of counselling services - 
Provide education for those who are of school going age and vocational training for - those out of school

Health education campaigns against HIV/AIDS• 
Encourage voluntary counselling and testing for • HIV/AIDS
Provision of counselling services• 
Encouraging acceptable traditional systems of • support and care 
Use of condoms• 
Provision of counseling services• 
Provision of good pre- & post-test counseling• 
Provide psychosocial support e.g. food, medicine, • shelter to HIV/ AIDS patients and other HIV affected persons 
Family tracing and Re-unification• 

C) Interventions aimed at Caregivers (relatives e.g. grand parents & health workers) include the following:
Establish peer support groups for the different categories of caregivers to prevent burn-out- 
Psychosocial support for some categories of caregivers particularly the elderly grand - parents through the provision of food supplements, shelter, clothing and medical care. 

D) Interventions aimed at society to address stigma, prevention of the spread of HIV/AIDS and the identification and the monitoring of vulnerable individuals. These include the following:
Health education campaigns- 
Encourage voluntary counselling and testing for HIV/AIDS- 
Training of community resource persons- 
Encourage the development of grass root civil society groups - 
E) Improved security coupled with efforts to resolve the conflict 
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Chapter9
COMMUNITy PSyCHOSOCIAL SeRvICeS IN POST CONFLICT Situations

Management of Medical and Psychological Effects of War Trauma A Training Manual for Operational Level Health Workers in Liberia 
Duration 2 hrs
9.1 Introduction
Community psychosocial services are activities undertaken by people or institutions to help others within their community to cope with adverse psychological and social situations such as the negative effects of war, in order to help them rebuild their lives. These activities may be formal or informal. 

Most communities in Africa have no or limited access to professional psychosocial help. As a result they have to rely more on the traditional and family networks to help them deal with the various psychosocial problems including war trauma. Communities therefore are often the first line of response when such problems arise. The contribution of communities to pro​viding psychosocial help to their members who may have been negatively affected by war in conflict and post conflict situations should be recognized, harnessed and facilitated. 

Learning Objectives
Define psychosocial services1) 
List the purpose of psychosocial services2) 
List existing community resources for psychosocial help3) 
List the benefits of having psychosocial services in the community4) 
List the various psychosocial services that can be offered in conflict and post-conflict 5) situations

List the psychosocial services for war affected children6) 
List the psychosocial services for survivors of sexual and gender based violence 7) 
9.2 definition of Psychosocial Services 
Activity 9.1
Define psychosocial services 

________________________________________

________________________________________

________________________________________

________________________________________ 
It is a helping engagement aimed at improving the quality of live of a person or communities who have undergone social and psychological disruption.
(wars and natural or man made disasters)

Management of Medical 

Learning points
We all live in Psychosocial space where Psycho relates to the mind- the thoughts, feelings, sensing, beliefs and behavior and Social refers to interpersonal relationships with the family, friends, neighbors, and the community including the influence of the environment. Wars and disasters affect all our psychosocial aspects including disrupting our abilities to provide for ourselves.

9.3 Purpose of Psychosocial Services
Activity 9.2
List 2 purposes of psychosocial services 

________________________________________

________________________________________

________________________________________

________________________________________

Learning points
The purpose of psychosocial services includes: 

1-To empower individuals by promoting their mental wellbeing

2-To ensure sustainable livelihoods

3- To strengthen communities by increasing their participation and cohesion

When people experience wars or disasters, they respond differently physically, psychologi​cally and socially. Collectively all of these effects affect a person’s behavior. All these different responses do sum up and affect behavior. For example, Psychologically there can be worry, sadness, anger, hopelessness, frustration, forgetfulness etc., Physically a person can experience headache, vague pains, no appetite, dizziness, no sleep, no interest, etc., Socially there is often no home, no clothes, no food, no relatives, no job, no peace or security, etc., and Behaviorally there might be aggression, restlessness, withdrawal, quarrelsomeness, using drugs/alcohol, no energy to work, etc hence endless poverty. 

The evidence suggests that people vary in the length of time it takes to recover from experi​ences of violence and torture. Some people take a short time to recover whilst others take a very long time to recover. Those who are given the right type of psychosocial support take a shorter time to recover hence the need to provide help. 

Empower individuals to promote • mental wellbeing
Ensure sustainable livelihoods• 
Strengthen communities• 

9.4 Providers of Psychosocial Services in a Community
Activity 9.3
List 4 possible providers of psychosocial services in a 

community 

________________________________________

________________________________________

________________________________________

________________________________________

Learning points
Some of the people or institutions that can offer psychosocial help are the following: 

- Community Volunteers such as members of the Village health team (VHT)

- Existing Non governmental organizations (NGOs)

- Existing Community based organizations (CBOs) 

- Primary health care workers and centers

- Police 

- Local leaders

- Traditional healers

- Women’s organizations

- Youth organisations

- User/ support groups

9.5 Roles of various Psychosocial Actors 
Group Activity 9.4 
What are the roles of the following psychosocial actors in your community?

1- Volunteers

2- Existing NGOs and CBOs -livelihoods

3- Primary health care health workers

4- Police

5- Local leaders

6- Traditional healers

7- User/ support groups

Community Volunteers • 
Existing Non governmental • organizations (NGOs)
Existing Community Based • 
Organisations (CBOs)• 
Primary health care workers• 
Police • 
Local leaders• 
Traditional healers• 
User / support groups• 
Women’s groups• 
Youth groups• 

Management of Medical and 
Learning points
Role of community volunteers
- Immediate response to ensure safety and comfort

- Counseling to enhance resilience

- Mobilise community for health services

- Identify people with needs

- Referral to existing community resources for help

- Follow up and monitoring individual and community response

- Advocate on behalf of those in need

Role of user /support groups/psychosocial groups
- They help create a sense of belonging and personal value

- Confirm that a member is not alone in their experience and reduce isolation

- Members can support each other in crisis

- It restores hope and optimism helping to develop a positive view of the future

- Members can receive useful information, instruction or guidance through the group

- Helps members express painful feelings or experiences which provides relief

- Provides a vehicle through which members can develop economically by being able to access training, credit and markets as a single yet bigger entity. 

9.6 Professional ethical Principles for Psychosocial Providers
Activity 9.5
List 4 professional ethical principles that a psychosocial provider should observe 

________________________________________

________________________________________

________________________________________

________________________________________

Learning point
Ethical standards that psychosocial helpers should observe include the following;

Confidentiality.1 Keeping confidential all information shared and permission should be sought before sharing.

Familiarization/Safety.2 Keeping social distance and ensure the client is safe.

Respect.3 Do respect your client’s individuality as you respect yourself

Non-judgemental.4 To say that ones’ problem is small or that one is faking problems is seen as being judgmental. Many people come to helpers because they have failed to cope. Help them modify the experiencing of their problems.

Confidentiality, privacy, respect
Non-judgmental, Duty bound, Time limited.

Not taking advantage.5 All helping relationships must be therapeutic. If a helper find he/she is being sexually attracted to the client, disqualify self and allow someone else take over the helping responsibility.

Duty bound.6 Provide help only within specified hours. Working extra time only risks the helper’s health.

Time limited.7 The duration of help must be specified and respected. Plan for a weaning program so that the client gains independence. 

The following are some of the things a psychosocial provider needs to know and prepare doing.

1.   Providing  Information: access to information is not only a human right but it also re​duces unnecessary anxiety and distress. Information should be provided on the nature and scale of the disaster and on efforts to establish physical safety for the population. Moreover, the population should be informed on the specific types of relief activities being undertaken by the government, local authorities and aid organizations, and their location. Information should be disseminated according to principles of risk communication i.e. it should be un​complicated (understandable to local 12-year-olds) and empathic.(showing understanding of the situation of the disaster survivor).

2. Providing Psychological first aid: whether amongst the general population or among aid workers, acute distress following exposure to traumatic stressors is best managed following the principles of psychological first aid. This entails basic, non-intrusive pragmatic care with a focus on listening but not forcing people to talk; assessing needs and ensuring that basic needs are met; encouraging but not forcing company from significant others; and protecting from further harm. This type of first aid can be taught quickly to both volunteers and professionals. Health workers are cautioned to avoid widespread prescription of benzodiazepines/sleeping tablets because of the risk of dependence.

3. Providing Care for urgent psychiatric complaints: psychiatric conditions requiring ur​gent care include dangerousness to self or others (suicide and homicide), psychoses, severe depression and mania. These could be transferred to in patient care or observed care.

4. Providing Community-based psychological interventions: interventions should be based on an assessment of existing services and an understanding of the socio-cultural con​text. They should be based on the principles of empowerment and build on people’s strengths and existing skills. They should include use of functional, cultural coping mechanisms of individuals and communities to help them regain control over their circumstances. Col​laboration with community leaders and indigenous healers is recommended when feasible. Community-based self-help groups should be encouraged. Community workers should be trained and supervised to assist health workers with heavy caseloads and to conduct outreach activities to facilitate care for vulnerable and minority groups.”

ealth Workers in Liberia 
9.7 Steps to Initiate a Psychosocial Support Group 
Activity 9.6
List 4 steps involved in setting up a

psychosocial support group 

_________________________________

_________________________________

_________________________________

_________________________________

Steps in setting up a psychosocial support group in the community:

1- Assess the needs of the community to determine which type of group might be useful

2- Identify a group of people who have similar problems or needs who might want to join the group.

3- Establish a day, time and location and invite the potential participants

4- Explain the purpose of the group and get them to agree to participate

5- Establish a clear code of rules and group agreements including safety

6- Encourage people to begin to share experiences and to help each other solve problems

7- The volunteer should encourage the group to run on its own with its own leaders after the first 2 or three meetings.

9.8 empowering Individuals and Communities
Group Activity 9.7 
How can individuals be empowered? a) 
How can communities be strengthened? b) 
How can sustainable livelihoods be enhanced?c) 
Learning points
Individuals can be empowered through:

- Supportive counselling

- Providing appropriate health care services

- Providing social services e.g education

- By addressing poverty through job creation, artisan training, providing accessible 

microcredit 

Assess the needs of the community • 
Identify a group of people who have similar • problems or needs
Establish a day, time and location and invite the • potential participants
Explain the purpose of the group and get them to • agree to participate
Establish a clear code of rules and guidelines for • the group
Encourage people to begin to share experiences • and to help each other solve problems
The volunteer should encourage the group to run • on its own with its own leaders

Communities can be strengthened by:

- Reintegration of community members who have been left out due to stigma 

(survivors of sexual violence, child mothers, orphans) and previous participation in war crime (child soldiers, ex-combatants)

- Group formation and participation e.g. for survivors of sexual violence, ex- combatants, single mothers, war widows 

- Capacity building through re-training, adult education, skills training, providing inputs for trade including microfinance 

- Justice/retribution –establish mechanism for providing for justice and redress of those who were hurt and ensure adequate documentation of human rights abuses by community workers

Ensuring sustainable livelihoods by:

- Provision of basic needs, food, shelter, medicine

- Reduce unemployment and encourage productivity and income generation

- Encourage self sustenance 

9. 9 examples of Psychosocial Interventions
9.8.1 Community interventions for children with psychosocial problems in conflict and post-conflict situations
The situation of war may affect the physical and mental health and development of children which may result in a mal-adjusted adult.

9. 8.1.1 Psycho-social problems of children in a conflict situation 
Activity (Brainstorming)
What are some of the psycho-social problems that children may experience as a result of having been in a conflict situation ?

Learning points
- insecurity

- lack of guidance

- Poverty and lack of basic needs

- Illiteracy

- Low self esteem

- Child abuse and increased teenage pregnancy

- Violence e.g. in schools

- Substance abuse

- Street child phenomenon

- Lawlessness

9. 8.1.2 Community interventions for children in post conflict situations
Activity: (Brainstorming)
What are some of the psychosocial activities that can be provided for children in conflict and post conflict situations in Liberia?

Learning points
The psychosocial interventions could include the following:

- Parenting classes

- Train teachers in how to identify emotionally disturbed children who they can then refer for help and training teachers in how to deal with children in general to promote good mental health.

- Establish and train child counselors in schools

- Set up group therapy/youth groups, these allow children and youth to express painful and traumatic feelings (e.g. through drawings or story telling or play/drama) Such painful or/and traumatic feelings may be bereavement and loss, depression, fear and anxiety, anger, night mares and re-experiencing etc. This expression will help them process these feelings.) 

- Quick identification and referral to health facilities

- Setting up community centers for skills training, guidance and information giving and recreation. 

- Foster homes for homeless orphans

- Engage in activities that assist communication of feelings/emotions e.g. music, singing, art etc
9. 8.2 Community Intervention for Sexual and Gender Based Violence (SGBV)
Experiencing sexual and gender based violence both as a result of war and in the post-conflict situation as a result of domestic violence may result in physical and mental health and social problems for the survivors which may hinder their full realization of their social and economic potential including resulting in premature death. 

9.8.2.1 Psycho-social problems of survivors of sexual and gender based violence 
Activity 9.10 : (Brainstorming)
What are some of the psycho-social problems that survivors of sexual and gender based violence may experience in Liberia today?

Learning points
The psycho-social problems that may arise from sexual and gender based violence include the following:

Reproductive health problems:
- Vaginal destruction with resultant development of fistulae e.g. leaking of urine and/ or faeces

- Chronic lower abdominal pain 

- Infertility 

- Abnormal vaginal discharge 

- Abnormal vaginal bleeding 

- Unwanted pregnancies

- Sexual dysfunction 

- HIV/AIDS

Emotion and psychological problems:
- Long term emotional pain and discomfort

- Alcohol abuse

- Suicidal behaviour including having suicidal ideas, self-harm, suicide attempts and completed suicides

- Homicidal ideas (desire to kill others) and even acting on these homicidal impulses

- Depression and low mood

- Negative and disturbing thoughts

- Anxiety disorders

- PTSD and trauma

- Psychosis eg: hearing voices

- Stigma

- Problems with identity.

Social and Economic consequences:
- Stigmatization by the community and the family

- Unwanted pregnancies

- Divorce 

- Wife abandonment

- Further domestic violence

- Undermine the ability of survivors (mostly women and girls) to meaningfully participate in economic reconstruction and governance

- Women living under constant fear for their personal safety and that of their daughters

9. 8.2.2 Community interventions for sexual and gender based violence in post conflict situations
Activity (Brain storming)
What are some of the psychosocial activities that can be carried for survivors of sexual and gender based violence in post conflict situations?

Management of Medical 
Learning points
The psychosocial interventions could include the following:

- Document the violence

- Keep the client safe

- Raise community awareness on the rights of women and girls and on available help for victims

- Train health workers to manage cases of SGBV

- Refer to other services e.g. legal, police, NGOs and CBOs addressing such matters

- Train community workers in trauma counselling 

- Encourage the set up of peer support groups for survivors of SGBV 

- Provide a mechanism for sheltering women in the midst of a SGBV crisis

- Identify and support survivors’ mission

Training materials 
Markers, masking tape, flipcharts, news prints, papers and pens, films

Teaching methods
Modified lecture method• 
Brainstorming• 
Group work• 
Role play• 
Field visit• 
Interview of war trauma survivors• 
9.10 Summary
This unit discussed the psychosocial services that can be undertaken in communities by people or institutions to help their members cope with the negative physical, mental and social effects of war. 

Key message
Communities have psychosocial resources that can be harnessed to help survivors of conflict situations cope with the physical, mental and social effects of war. 

A 
Chapter10
DIReCT SURGICAL CONSeqUeNCeS OF WAR AND CONFLICT ON THe Community

Management of Medical and Psychological Effects of War Trauma A Training Manual for Operational Level Health Workers in 
Introduction
This chapter is presented in three units, two on the direct surgical consequences of war and conflict on the community and third on indirect surgical consequences of war and conflict on the community.

Unit 10.1 Acute Injuries
DURATION: 1HRS
10.1.1 Introduction
Direct surgical consequences of war are the acute injuries due to gunshot, explosives and knife injuries. These injuries can cause life and limb threatening injuries. The community members and primary health workers should be able to recognise these injuries, provide appropriate first aid and quickly transport the victims to the nearest health unit and refer those cases they cannot manage.

At the end of this section the participants will be able to recognize acute war injuries like superficial and penetrating injuries and its complications. They will understand the character​istics of wounds, signs and symptoms of bleeding, methods of controlling bleeding including the care of patients with penetrating injuries to the body.

Learning Objectives
Define a• wound

State the types of wounds• 
State methods of medical care for external bleeding• 
Explain the urgency in the emergency medical care of a patient with signs and symptoms • of shock

Describe emergency medical care of the patient with a wound• 
List complications of wounds• 
Discuss emergency medical care of a patient with penetrating injury to the chest, abdomen • and extremities

Management of Medical 
Support materials
Dry erase bo• ard and markers

Flip chart and markers• 
Overhead projector and screen• 
Power point • presentation

Enhancements
Contact local health unit for hospital visits to see some patients with wounds

10.1.2 Lecture
Wounds
What is a wound?i. 
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
ii. What are the causes of a wound? 
1._________________________________ 

2._________________________________ 

3._________________________________ 

4._________________________________ 

5._________________________________ 

Types of Woundsiii. 
Incised• 
Laceration• 
Abrasion• 
Contusion• 
Puncture wound• 
Major w• ounds to abdomen, chest, extremities. 

Actioniv. 
At home or incident site 
Apply clean piece of cloth over the wound• 
Transport to the nearest health unit• 
A wound is a break in the skin or body surface arising from an injury.
Knife cuts
Blunt instruments
Gun shorts
Explosives
Other Penetrating objects- 
Fire, strong chemicals

Action in Health Unit 
Assess the wound (size, shape, location)o 
Entry and exit woundso 
Pulse and sensation distal to the woundo 
Note any foreign body (bullet fragments)o 
Note any burnso 
Observe strict asepsis• 
Clean wound with antiseptic solution or saline• 
Remove all soil, stones, or any foreign material• 
Irrigate the wound with saline• 
If it is incised wound less than 8 hours you can close• 
If the wound is a gunshot wound or explosive wound or was very dirty or has stayed • more than 8 hours DO NOT CLOSE.

Revisit the wound after 3days and close if it is clean. If it is not clean check again • after 5days.

Keep Blood loss to minimum.o 
Immobilise / Elevate limbo 
A. AbrasionA. LacerationC. Major arterial lacerationE. AvulsionF. AmputationG. Impaled objectD. puncture

Types of wonds

kers in 
Tetanus Toxiodo 
Antibioticso 
Complication of Wounds. 
List complications of wounds

_______________________1. 
_______________________2. 
_______________________3. 
_______________________4. 
Profusive bleeding (External Haemorrhage)• 
Emergency Action
Cut off or remove the victims clothes to expose the wound.o 
Apply a clean piece of cloth on the woundo 
Use a piece of clothe to bandage the woundo 
Elevate the leg or armo 
Take to health unito 
Emergency Action in the Health Unit
Look for signs of Shock (Reduced blood volume)o 
Ensure that the victim is breathing wello 
Profuse bleeding
Infection
Thick scars, contractures
Keloids
Stricture formation 

Assess the cause, and location of blood losso 
Elevate the limpo 
Apply firm direct pressure with dressingo 
Apply pressure on appropriate pressure points o 
Establish intravenous access with large bore cannullae and provide adequate fluid replacement

Make the victim comfortable and warmo 
Give adequate pain relieveo 
Infection
Wound swolleno 
very painfulo 
Skin around it shinnyo 
Pus dischargeo 
Action
Clean with clean warm salty watero 
Put a clean piece of cloth over ito 
Apply a clean cloth as a bandageo 
Do not apply any herbs or other substances on ito 
Take the victim to health unit o 
Action by health worker in the health Unit,
Assess the woundo 
Clean with antiseptic solution o available

Dress the woundo 
Give pain relieverso 
Give antibioticso 
Contractures • 
Continuous thickening and shortening of the scar may occur

This may lead to raised and thick scar (Keloid)

Management of Medical 
It may affect function for example,

Joint function limitation

Urethra stricture

Anus stricture

Action;

Transfer to hospital so that the patient can be appropriately treated.o MAJOR WOUNDS
These are wounds associated with life and limb threatening injuries. The commonest types are:

Types: 
1. Wounds to abdomen 

2. Wounds to chest 

3. Crash injuries to extremities 

4. Gunshot wounds 

5. Wounds due to explosives and landmines.

(i) WOUNDS TO ABDOMEN 
Causes: Gunshot bullets 

Explosives fragments 

Knife / Spear / Arrow injury

Effect: External bleeding from the wound 

Internal bleeding 

Internal organ injury 

Intestinal prolapse (intestines protruding through the wound) 

Retained fragments of Knife/arrow/spear blade stuck in abdomen 

Contamination with intestinal and bladder contents (stool and urine) 

Infection establishes itself if there is either delay or prolonged transportation to hospital

Action: 
Lie victim downo 
Release his clotheso 
Apply large piece of cloth over the wound.o 
If patients intestine is extruding cover it with a clean sheet soaked in clean water o (warm salt and water) to prevent it from drying and apply abdominal binder to reduce the risk of excessive contamination.

Use large sheet wrap around abdomen as abdominal binder.o 
If blood seeps through the dressing add another dressing.o 
Do not remove a sticking out knife, arrow or spear blade o 

Transport to hospital.o 
Action in Hospital:
Ensure that the air way is clear and the patient is breathing wello 
Correct the shock (If blood pressure low (below 90mmHg systolic)o 
Give blood if necessaryo 
Give antibioticso 
Give antitetanus toxoido 
Give adequate analgesiao 
Laparotomy to be done to repair the damaged organso 
What organs are commonly injured?
1. _________________________________2. _________________________________3. _________________________________4. _________________________________

(ii) CHEST WOUNDS
Cause: Stab wounds in the chest 

Gunshot (bullets) 

Explosives fragments

Effect: Lungs and lung covering (Pleura) injury 

Major blood vessels injury 

Rib fractures 

Casualty develops increasing breathlessness due to life threatening effects of the injury.

What are the life threatening injuries? 
1. _______________________2 _______________________ 

3 _______________________ 

4. _______________________

Spleen
Liver
Diaphragm
Stomach
Duodenum
Bowel
Kidneys
Mesenteric vessels
PancreasPneumothorax • (free air in chest cavity)Haemotherax • (free blood in chest cavity)Tension pneumothorax • (free air causing increased pressure in chest)Many rib fractures• 

Management 
Symptoms and signs
Wound in chesto 
Chest paino 
Difficulties in breathingo 
Pain- 
Increased rate, shallow uneven- 
Month, hand, nail beds become blue.- 
Crackling feeling of skin around the site of wound.o 
Blood blushing out of the wound.o 
Sound of air being sucked into the chest as Casualty breathes in.
Emergency Action
Immediately cover the woundo 
Use either your hand or casualty hand- 
Put a clean pad over wound- 
Keep in place with plaster- 
Sit patient upo 
Needle decompress the chest if you can determine if there is accumulation of air in the o chest

Do not remove a sticking out knife, arrow or spear bladeo 
Transport to patient as quickly as possible.
 pneumothoraxOpen pneumothoraxTension pneumothoraxPneumothorax

Action in Hospital
Ensure that the air way is clear and the patient is breathing wello 
Correct the shock (If blood pressure low (below 90mmHg systolic) o 
Immediately cover the wound (if it was not covered)o 
Put a sterile dressing over wound- 
Keep in place with adhesive plaster- 
Sit patient up- 
Needle decompress the chest if you can determine if there is accumulation of air in the o chest

Put a Chest tube (thoracostomy) connect to under water seal bottle. o 
(iii) CRUSHED EXTREMITIES 
Cause: Explosives 

Landmines 

Grenades 

Bombs

Effect: Extensive soft tissue damage 

Amputation or loss of limbs (Total a partial) 

Compound fractures. 

Signs and symptoms
Extensive bleedingo 
Massive destruction of muscles, boneso 
Skin burnso 
Absent or partially amputated limbso 
Chest tube

Rapid pulseo 
Low blood pressureo 
Changed mental state (confussed, aggressive, becoming unconcious) o 
Emergency Action 
Control external bleeding (refer to pg. 140)o 
You may apply a tourniquet if there is threat to patients life due to extensive bleedingo 
Secure and support any fractureso 
Transfer to hospital.o 
Action at Hospital 
Ensure that the air way is clear and the patient is breathing wello 
Correct the shock (If blood pressure below 90mmHg systolic) o 
Assess the injuryo 
Control haemorrhageo 
Give adequate analgesiao 
Clean and dress the woundso 
Apply adequate splintage of the limbo 
Give antitetanus toxoido 
Give antibioticso 
Definitive treatmento 
Wounds only – Debridement and do not close the wound primarilyo 
Crushed limp with partial or total loss of limp – Do an open amputation (Do not o close the wound)

Inspect wounds after 3-5 days and close if there is no sign of infection

If there is still infection, clean the wound and apply dressings only inspect again after 3days. 

(iv) OPEN FRACTURES
Cause: Penetrating injury (missiles or other flying objects)

A fall on a penetrating object

Effect: Fragmented bone at point of impact

Soft tissue damage with entry and exit wound or entry only

Vascular damage causing bleeding

Bacteria enter and multiply in the wound leading to infection Bleeding from untreated fractures in first 4 hoursHumerus 500-1000mlsRadius Ulna 250-1000mlsPelvis 500-3000mlsFemur shaft 1000-2000mlsTibia/fibula 500-1000mls

Signs and symptoms 
Evidence of low blood volume (shock)o 
Open wound bleedingo 
Swelling and deformityo 
Examine the sensation and pulse distal to the fractureo 
Emergency Actions 
Emergency Action: 

Control external bleeding (refer to pg. 140)o 
Dress the wound with a clean sheeto 
Elevate the limbo 
Do not apply a tourniquet o 
Secure and support any fractureso 
Transfer to hospital.o 
Action at Hospital 
Ensure that the air way is clear and the patient is breathing wello 
Correct the shock (If blood pressure below 90mmHg systolic) o 
Assess the injuryo 
Control haemorrhageo 
Give adequate analgesiao 
Clean and dress the woundso 
Apply adequate splintage of the limbo 
Give antitetanus toxoido 
Give antibioticso 
Definitive treatmento 
Wounds only – Debridement and do not close the wound primarilyo 
Inspect wounds after 3-5 days and close if there is no sign of infectiono 
If there is still infection, clean the wound and apply dressings only inspect again after 3days.

Debridement (For Medical officers only)

Objective: To leave the wound without dead tissue

To leave the wound without foreign material

To leave good blood suply

Anaesthesia: General, spinal (lower extremities) Axillary block (upper extremities)

Technique :

Do not apply a tourniquet o 
Put a sterile dressing on the woundo 

Management of Medical and Psychological Effects of War Trauma A Training Manual for Operatio
Shave the area around the woundo 
Clean the area with antiseptic solutiono 
Clean the wound with water if there is heavy contamination, then saline, then antiseptic o solution if available

Excise a small rim of the skin (save as much skin as possible). It may be necessary to o extend the wound if there is a big cavity. remove all the foreign material in the wound and cavity.

Excise the divatilised fasciao 
All dead muscle or muscle you are not sure of should be excised.o 
Ligate bleeding vesselso 
Leave the cut nerves and tendons undisturbed they will be repaired lattero 
Clean the bone surface, remove only small and detached bone fragments.o 
If over a joint do wound toilet and close only the synovium and the capsuleo 
Do not close the wound, dress wello 
Apply a padded plaster of Paris ( a Back slab)o 
Inspect open wound after3-5 days and attempt closure if wound is clean and there is no oedema.

10.1.2 Summary
A wound defined• 
Types of wounds stated• 
Methods of medical care of external bleeding stated• 
Urgency in the emergency medical care of a patient with signs and symptoms of • shock explained

Emergency medical care of the patient with a wound described• 
Complications of wounds listed• 
Emergency medical care of a patient with Major wound-penetrating injury to the • chest, abdomen and extremities discussed.

Unit: 10.2 Direct Surgical Consequences of War and Conflict on the Community
DURATION: 1HRS
Complications of War Injuries
10.2.1 Introduction
The second surgical consequences of war and conflict are the complications of the acute inju​ries. These occur due to neglected or poorly managed injuries. It may also occur due to failure to access adequate surgical care. It is important that these are recognised early and the victims should be referred to a hospital where the complications are appropriately treated.

Learning Objectives
By the end of this lecture the participants will be able to: 

To List direct complications of war injuries.• 
To Discuss signs, symptoms and treatment of each one of them.• 
To provide guidance on rehabilitation•
Materials
Dry erase board and markers• 
Flip chart and markers• 
Overhead projector and screen• 
Power point presentation• 
Enhancements
Contact local health unit for hospital visits to see some patients with wounds

10.2.2 Lecture
A. List the commonest complications of war injuries you have seen in your area
1. Neglected or poorly treated wounds

___________________________________

___________________________________

___________________________________

___________________________________

Discharging sinus• Retained foreign body• Large traumatic ulcer • 
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2. Due to closed fractures

___________________________________

___________________________________

___________________________________

___________________________________

___________________________________

___________________________________

___________________________________

___________________________________

3. Due to open fractures

________________________

________________________

________________________

________________________

____________________

4. Due to Joints involvement 

________________________

________________________

________________________

________________________

5. Due to lifting and pushing heavy objects and machinery

________________________ 

________________________ 

________________________ 

________________________ 

________________________ 

________________________ 

________________________ 

________________________ 

Refracture• Nerve injuries• Delayed union• Non union• Malunion• Gangrene • Avascular necrosis• Infection – teatnus, • gas gangreneChronic osteomyelitis• Delayed Union• Non Union• Joint infection• Contracture• Avascular necrosis• Joint infection• Joint Instability• Joint stiffness• Osteoarthiritis• Disc prolapse or herniation• Vertebral bone Fractures and spring • back (ligamental injuries)Osteoarthritis • Hernias • 

6. Due to amputations legs, arms, ears, nose and lips, breasts

________________________

________________________

________________________

________________________

7. Missed Eye and Ear injuries

_________________________

_________________________

_________________________

_________________________

_________________________

Infected stump• Scars causing • contracutureLong stump• Joint stiffness due to • Lack of rehabilitationCorneal damage• FBS in the eye• Prolapsed iris• Ruptured ear drum• 
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Presentation and Handling of the VictimsA. 
	1. Poorly treated wounds

	Complication
	Cause
	Signs and symptoms
	Treatment

	Discharging sinus
	Foreign body (bullet fragments, sutures)

Poorly treated previous wound

Soft tissue and bone infection
	Pain

Swelling

Discharge 
	Refer to hospital

Pain reliever

Antibiotics

Abscess – do incision and drainage

X-ray the area (to detect Metallic FB

Explore the wound (look for the FB, leave open to drain

	Retained foreign body
	Pain swelling 

Palpable FB
	Refer to hospital

Do X-ray to locate the FB

Excise it

	Large traumatic ulcer 
	Skin loss of various degree

Infection of the wound and becomes non specific ulcer
	Previous Trauma

Sloping edge of ulcer 
	Rest the affected part

Appropriate antibiotics

Daily dressing until clean

Skin grafting

	2. Closed fractures

	Refracture
	Poor immobilization

Too early return to activity

Implant failure
	Pain Swelling

Loss of function

Deformity
	To hospital 

Reduce again

Immobilise 

Do exercises to prevent joint stiffness

	Nerve injuries
	Due to pressure by fragments

Traction on the nerve

Compression by tight plaster of Paris 

torniquates
	Median Nerve: 

Pointing index finger when trying to clench fingers wasted mus​cles below the thumb

Can not touch the little finger, can not pick pins from the floor, lost sensation thumb, index and middle fingers.Ulner nerve:
Lost sensation over ring and little fingers

Failure to extend all the joints of the two same fingers (clawed little and ring fingers

Radial Nerve: 
Wrist drop, 

Sensory loss base of thumb posteriorly

Lateral popliteal:
Foot drop 

Outer side of the foot is wasted, Loss of sensation of the front and foot and toes.
	Refer to Hospital

	Delayed union
	Incorrect splintage 

P.O.P does not hold, excessive traction
	Pain 

fragments mobile
	Refer to hospital

X-ray the fracture site (fracture site visible

Reapply the plaster to fit accurately

Readjust the traction

	Non- union
	Delayed union

A large bone defect

Soft tissue between bone ends
	No pain

Bone fragments can be moved over each other.

shortening
	Refer to hospital for operative treatment
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	Malunion
	Fracture was not reduced

Poor immobilisation 
	Deformity 

Shortening of the limb; limited joint movements
	Refer to hospital for Operative treatment

	Avascular necrosis
	A piece of the one dies off due to loss of blood supply

Common bones are, head of femur(hip joint),scaphoid bone (wrist joint area)

Talus (ankle joint area).
	Pain in hip, wrist and ankle following poor immobilisation of these fractures

Delayed union
	Refer to hospital

Analgesics

Adequate splinting of the fracture

	Infection – Tetanus, 
	Wound not debrided, inadequate debride​ment, Antitetanus vaccination not given

Neglected wound, not debrided spores from the perineum may infect the wound
	Spasms or contrac​tions of muscles (jaw, face) then whole body

Blisters, darkened skin and tissues

Pain 

Fowl smelling
	Prevent by always giving TT

Always give antibiotics

Always debride the wound without delay, excise all the dead tissue

Established tetanus victim should be transferred to a hospital

Refer to hospital

Analgesics

Intravenous antibiotics

Emergency Amputation

	Post Traumatic Chronic osteomyelitis
	Following an open fracture

Inadequate debridement of the open wound

Failure to drain the wound by leaving it open

Failure to give adequate antibiotics
	Swelling, pain, pus discharge, open wound
	Refer to hospital for surgical treatment


3. Open fractures

	Delayed Union
	Incorrect or poor splintage 

POP does not hold, 

excessive traction 

infection
	Pain 

fragments mobile

swelling

pus discharge
	Refer to hospital for adequate treatment

	Non Union
	Incorrect or poor splintage 

POP does not hold, 

excessive traction

A large bone defect

Soft tissue between bone ends
	No pain

Bone fragments can be moved over each other.

Shortening

A scar over the fracture
	Refer to hospital for operative treatment

	Contracture
	A thick scar tissue across a joint

Inadequate physiotherapy during previous treatment
	Thick and large scar

Deformity

Limited joint movement

	Avascular necrosis
	As above

Exposed bone
	Pain 

exposed dry bone
	Refer to hospital

For operative treatment 


	Complication
	causes
	Signs and symptoms
	Treatment 

	Joint infection
	Wound through a joint
	Swelling, pain, pus discharge, open wound

Limited joint movement
	Refer to hospital

Analgesics

Rest the joint

Antibiotics

Irrigation of the wound

	Joint instability/ recurrent dislo​cation
	Ligament laxity following poorly treated injury

Muscle weakness – prolonged mobilisation, nerve injury

Bone loss after gun shot 
	Unstable joint
	Refer to hospital for treatment

	Stiff Jointness
	Failure to do adequate exercises

Infection

Mal-union


4. Joints
	Osteoarthitis
	Fracture line in the articular surface

Poor reduction

Infection

Malunion with the joint surface fractures not accurately reduced
	Pain 

Limited joint movements
	Refer to hospital

Analgesics

Exercises

Anti-inflamatory drugs


5.Lifting and pushing heavy objects 
	Complication
	cause
	symptoms
	treatment

	Disc Prolapse or Herniation
	Prolonged bend​ing and lifting heavy objects

Partial prolapse of the intervetebral disc
	Backpain
	Bed rest on fracture board

Analgesics

Anti-inflamatory drugs

Lumber corset

	Spring back
	Old fracture vertebrae

Complete and in​complete rupture of ligaments
	Back pain especially when bending and lifting objects
	Bed rest on fracture boad

Analgesics

Anti-inflamatory drugs

Lumber corset

	Hernias
	Epigastric, Inguinal, Femoral
	Reducible swelling epigastric, inguinal and femoral area

Pain
	To Hospital for operation 


	Complication
	Cause
	Signs and symptoms
	Treatment

	Radial, Median, Ulnar
	Gun shot
	As in section 1
	As in section 1

	Sciatic Nerve
	Gun shot
	Drop foot, weak and wasted muscles of the leg and foot
	Refer to hospital for Nerve repair

	Common peroneal nerve
	Gun shot
	Foot drop

Sensation lost front and outer half of the leg, dorsum of foot
	Refer to hospital for nerve repair


6. Nerve injuries

7. Amputations
	Complication
	Cause 
	Signs and symptoms
	treatment

	Nose 
	Knife excised nos​trils
	Stenosis of the nostril

scars
	Refer for plastic surgeon

	Ear 
	Knife excised pinna 
	Scar obliteration of the external auditory meatus
	Refer to plastic surgeon

	Mouth
	Knife excised lips
	Exposed teeth and gum

microstomia
	Refer to plastic surgeon

	Extremity amputation
Infected stump/Ulceration
	Cross infection, poor circulation
	Pus discharge, swell​ing, pain, ulceration
	Transfer to hospital

Daily dressing

Antibiotics

May require re-amputation

	Long stump
	May have been emergency or guil​lotine amputation
	Too long for artificial limp
	To hospital for refashioning

	Exposed bone
	Soft tissue were cut too short

Retracted after controlling infection
	Bone exposed
	To hospital for refashioning

	Stiff or deformed joint
	Lack of exercises, lack of rehabilitation
	Stump in fixed flexion, joint stiffness
	Joint Exercises

Artificial limb

Elbow crutches

Axilla crutches

Wheel chairs

	Painful stump and phantom limb
	Nerves cut too long and the end becomes swollen
	Pain at end of stump

Feeling that the limp is present
	Analgesics and light sedatives
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	Eye injuries

Corneal and optic nerve damage

Corneal ulceration/FBs/prolapse of iris
	Blast flush

Explosive fragment injury
	Visual abnormalities

Pain in the eye, visual abnormalities
	Refer ot eye specialist

Antibiotics

Analgesics

Refer to eye specialist

	Ear injury

Ruptured ear drum
	Damaged by high pressure waves of the blast
	Impaired hearing
	Refer to ENT specialist

	Nose

Damage to fibres of Olfactory nerve
	Nerve endings damaged in the nose

Damaged by high pressure waves of the blast

Flush burns
	Poor sense of smell
	Refer to ENT Specialist 


10.2.3 Summary
Direct complications of war injuries listed• 
Signs, symptoms and treatment of each one of them discussed• 
Guidance on rehabilitation provided.• 
8. Eye, Ear Nose Injury complications

Unit 10.3 Indirect Surgical Consequences of War and Conflict
DURATION: 1HR
10.3.1 Introduction
Indirect consequences of war and conflict occur due to disrupted medical services in the conflict and post conflict area. The much needed surgical assessment and care is compro​mised by the loss of skilled man power, destroyed infrastructure, inadequate equipment and the breakdown of the referral system. This leads to increased burden of surgical conditions and complications.

Learning objectives
By the end of the session the participants will be able to:

Explain the effect of war and conflict on surgical services• 
List the indirect surgical consequences of war and conflict• 
Identify the most common surgical conditions• 
Advise on the management• 
Support materials
Dry erase board and markers

Flip chart and markers

Overhead projector and screen

Power point
Enhancements
Textbook pictures of various conditions

10.3.2 Lecture
i) What are the causes of the surgical consequences?

_________________________1. 
_________________________2. 
_________________________3. 
_________________________4. 
_________________________5. 
_________________________6. 
_________________________7. 
_________________________8. 
Curative services a low • priorityDisrupted medical • infrastructurePoor data collection• Inadequate surgical care • to trauma patients
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ii) What factors compromise surgical care?

___________________________1. 
___________________________2. 
___________________________3. 
___________________________4. 
___________________________5. 
___________________________6. 
iii) List the most common surgical conditions due to indirect consequences of war and conflict 

1.  __________________________

__________________________2. 
__________________________3. 
__________________________4. 
__________________________5. 
__________________________6. 
__________________________7. 
__________________________8. 
__________________________9. 
__________________________10. 
__________________________11. 
__________________________12. 
__________________________13. 
__________________________14. 
__________________________15. 
iv) Patient Assessment

A. History 
Patient generated information• 
Past medical and surgical history• 
B. Head to toe assessment 
Head and facea. 
Look for swellings, deformities• 
Touch for tenderness, If there is a swelling check consistency, mobility, size, • shape of the mass
Loss of staff• Poor skills• Destroyed infrastructure• Inadequate equipment and supplies• Isolation from referral centres• Large populations of displaced • personsBirth defects like Hydrocephalus, • spina bifida, Club foot, undescended testes, imperforate anusSwellings and tumours on the body• Big thyroid gland enlargement• Peptic Ulcer Disease• Recurrent Sigmoid volvolus• Urinary obstruction• Chronic traumatic Ulcers• Soft tissue infections• Joint infections and inflammation• Chronic back ache• 

List the commonest conditions

____________________1. 
____________________2. 
____________________3. 
____________________4. 
____________________5. 
____________________6. 
____________________7. 
____________________8. 
Neck
Look at the neck for swellings and distended neck veins• 
Touch for tenderness, If there is a swelling • 
Assess if the swelling move on swallowing or movement of the tongue in • and out.

List the commonest conditions

_______________________1. 
_______________________2. 
_______________________3. 
_______________________4. 
_______________________5. 
Scalp swelling (sebaceous cyst, • tumour)Hydrochephalus• Meningocele• Orbital tumour (Retinoblastoma)• Jaw tumour (Lymphoma)• Mastoiditis• Salivary gland tumours• Thyroid enlargement• Thyroglossal cyst• Tuberculosis• Tumour in the nose cavity• lymphoma• 

Big neglected thyroid tumor
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c. Chest
Look and count the respiratory rate• 
Any chest wall swellings and deformities• 
Look at the beasts (swelling, skin. Ulceration armpit swellings)• 
Listen to the breath sounds and heart sounds• 
Touch the ribs for tenderness or any swelling, check consistency, mobility, • size, shape of the mass

Do chest X-ray if there is some abnormality. • 
Assess for difficulties in swallowing• 
List the most common conditions

________________________1. 
________________________2. 
________________________3. 
________________________4. 
________________________5. 
________________________6. 
7. ________________________
d. Abdomen and flanks
Look for visible swellings on abdominal wall• 
Look for visible swellings in the flanks and groin• 
Touch and look for masses, areas of tenderness• 
If there is a swelling, check the size, shape consistency, mobility• 
PR and PV may be necessary• 
List the commonest conditions 

Abdominal wall 
__________________________1. 
__________________________2. 
__________________________3. 
__________________________4. 
_________________________5. 
In abdomen
__________________________1. 
__________________________2. 
__________________________3. 
__________________________4. 
__________________________5. 
__________________________6. 
__________________________7. 
Thoracic cage deformities• Chest wall tumous• Cold abscesses, TB• Pyomyositis• Discharging sinus• Oesophagus tumour• Achalasia• Lipoma• Absess/pyomyositis• Epigastric hernia• Umbilical and paraumbilical • herniaStomach tumours• Pyloric stenosis• Gall bladder disease• Peptic Ulcer disease• Liver and pancreas tumour• 

Groin___________________________ 1. ___________________________ 2. ___________________________ 3. ___________________________ 4. ___________________________ 5. ___________________________ 6. 
e. Pelvis and perineum 
Look for deformities, scars in the perineum area, discharges, wounds 􀀀 Look for birth defects 􀀀 􀀀 
List the commonest conditions
 In children 1. ____________________________ 2. ____________________________ 3. ____________________________ 4. ____________________________ 5. ____________________________ 
Imperforate anus 􀀀 Hypospadius 􀀀 Undescended testes 
􀀀 Big inguinal herniaManagement of Medical and Psychological 

In Adults
_________________________1. 
_________________________2. 
_________________________3. 
_________________________4. 
_________________________5. 
_________________________6. 
_________________________7. 
_________________________8. 
f. Extremities 
Look- check for any swelling, scars ulcers• 
Touch temperature, pulses, sensation, motor function• 
Localise area of tenderness, deformity• 
Move the joints through full ranges• 
Do x-rays where necessary• 
What are the commonest conditions?

______________________1. 
______________________2. 
______________________3. 
______________________4. 
______________________5. 
______________________6. 
Hemorrhoids• Fistula in Ano• Fissure• Viral warts• Rectal prolapse• Prostate enlargement• Tumour in Rectum• 

Rectal prolapsed

Joint deformities • Varicosities• Fungal skin infections• Lymphoedema• Ulcers• Hand infections• Arthritis• Cysts around the knee• 

______________________7. 
______________________8. 
g. The back
Look at the back for deformities, swellings, wounds• 
Touch and look for tender points• 
Check movements• 
What are the commonest conditions?

1.  _______________________________

_______________________________2. 
_______________________________3. 
_______________________________4. 
_______________________________5. 
_______________________________6. 
_______________________________ 7. 
10.3.3 Summary
Effect of war and conflict on surgical services explained• 
The indirect surgical consequences of war and conflict listed• 
The most common surgical conditions identified• 
Advise given on the management• 
Bibliography
1. American College of Surgeons. 1997. Advanced Trauma Life Support for Doctors: Students Course Manual. 

2. Badoe, E. A.; Archepong, E. Q.; Jaja, M.O.A. (eds.) 1986. Principles and Practice of Surgery Including Pathology in the Tropics.

3. Coupland, R.M. (ed.) War Wounds of Limbs: Surgical Management. ICRC Geneva.

4. Davey, W.W., Burkitt, D.P. 1968. Darvey’s Companion to Surgery in Africa. 

5. John, Eaton C. (ed.) 2000. Immediate Medical Care. 2nd Edition.

6. Galvano, S. (eds.) 1993. Surgical Atlas in the Tropics : Experience in Northern Kenya.

7. James, S.A.; Weigel, A.L., White, R.D.; McSwain, N.E.; Breiter, M. (eds.) 1992. Advanced Emergency Care for Paramedics.

8. Moore, E., Feliciano, D.V., Maltox, K.L. 2003 (eds.) Trauma. Spina bifida• Kyphosis – old facture, TB• Prolapsed disc• Lumber spodylosis• 

Management of Medical and Psychological Effects of War Trauma
Chapter11
COMMUNICATING IN CONFLICT AND POST CONFLICT SITUATIONS

Management of Medical and Psychological Effects of War Trauma A Training Manual for Operational Level Health Workers in 
Duration: 2 hours
11.0 Introduction
Communicating appropriately in war and post conflict settings, though always neglected when planning and undertaking post conflict programmes; is an important element in ensuring that affected populations understand, support and embrace targeted programmes put in place to address specific situations. 
Demobilisation, disarmament, rehabilitation and reintegration (DDRR) processes often undertaken after conflict tend to address more the infrastructural concerns but neglect the well being of persons especially women after war/conflict. Understandably, during conflict, many people especially women are subjected to indiscriminate human rights violations like torture and sexual abuses like rape, where they are also infected with numerous diseases like STDs and HIV/AIDS. The infected and affected are always stigmatised and traumatised. 
Women, who are always major victims of conflict only witness post conflict programmes being carried out. These in a majority of cases only emphasise broader aspects and not their immediate concerns. They always opt to remain silent and not participate. They suffer in pain without understanding what is taking place. Yet their understanding, support and participation in all activities would be crucial for successful implementation of these programmes. This makes a clear statement on the need for clear information on what is being done as well as effectively communicating it for appropriate impact. There should be a clear forum for everyone to air their concerns, needs, hopes and aspirations. How would post conflict regimes then respond to health, education, resettlement and generally the wellbeing of the population without communication?
Communication is however, taken for granted in such circumstances and is not emphasised. It is often completely neglected.
Learning objectives
By the end of this unit, participants will be able to;
Understand the importance and objectives of communication during war and in post conflict situations
How to effectively communicate in post conflict situations
Important channels of communication
Deciding on right message and appropriate channels of communicating effectively in post conflict situations
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11.1 Understanding Communication
List down at least 2 definitions of communication
1……………………………………..
2…………………………………….
3………………………………………. 
Learning points
Communication is an important aspect in creation of human relationships. There is however a tendency of taking it for granted. The important issues we always take for granted but also affect communication are like; dialogue, listening, information, feelings expressions, sounds etc.

These issues we take for granted affect communication and how decisions are taken. For example, listening well is good communication because it helps in taking appropriate decisions. Sounds made in certain situations communicate correctly and appropriately. 

Communication as an act involves persuasion and motivation. The deliberate procedures in counselling for example rely on communication. Communication should not only be taken seriously but must be effective. 

When is a communicated message effective in our lives? 
1……………………………….
2……………………………….
3……………………………….
4……………………………….
Learning points
Effective communication ensures;

Clear understanding of the message in order to create change, awareness and • transformation.

The sending and receiving of messages• 
The transmission of messages from one person to another• 
Exchanging information in human interaction • When a newly born child does not cry immediately after delivery, it means it is not well or may not live. The crying of the child on the other hand i
When it involves dialogue• When it motivates us • When we are understood and get a feedback• When our messages are interpreted correctly• When appropriate language is used• 

Use of dialogue, listening and correct interpretation of messages to give appropriate • answers

Correct messages and appropriate channels of communication are used to elicit • appropriate feedback

Two-way communication• 
Use of appropriate language to help in understanding, generating choices and • integrating feeling and innovations 

Communicating in conflict and post conflict settings
In these situations, the predicaments of women survivors are trauma, torture, injured sexual and reproductive health due to rape. 

The survivors would also have meagre means of survival due to destroyed infrastructure as well as other means of social and economic survival. 

Due to cultural, economic and traditional concerns, even when aware of their predicament, survivors may opt to remain silent even when they are experiencing great pain. They have trauma, stigma, pain, uncertainty and need counselling. There is need for communication.

The rationale
1 …...................……………….

2 ……...................…………….

3 …………...................……….

List down the objectives of communicating in conflict and post conflict settings (to be put to participants to see what functions they would come out with)

1 ................................................………..

2 ...............................................…………

3 ...............................................…………
Create hope where there is hopelessness by enabling • survivors to evaluate their circumstances and be open about their plightEnable survivors take positive, informed decisions and • actions to alleviate their conditionsEnable survivors share, participate and create information • that leads to understanding of their political, social, economic, cultural and traditional setting so that they can be helpedTo give information for adoption of new ideas• To achieve desired results through education • To create awareness• To bring about change e.g. in behaviour• To impart new knowledge and information• 

Learning points
The functions of communication in conflict and post conflict settings are critical more especially that individuals would have experienced atrocities that may make them feel below the self and with dented esteem. This may make them fear to talk and recoil into themselves because of the existing hopeless situations. 

Through effective communication, they can be made to realize differently what is going on or even define themselves as not completely worthless. Even when they had been violated, traumatized and brutalized, the functionary communication aspect helps in defining hitherto neglected social needs leading to an environment of affection, inclusion, escape, relaxation and regaining self control and worth. This reaffirms critical functions of communication that go beyond providing information and lead to understanding. These are like:

Education • Persuasion • motivation • instruction • raising morale• advice• influence• mobilise• 

11.2 Types of Communication 
Communication whether in peace or conflict situations is an interactive process. People are not necessarily passive senders and receivers of information. They always respond to content and suggested meanings and ask for clarification. This depends on the mode of communication used and elements that are considered.

List down the types of communication
1 ............................................…………..

2 ............................................…………..

3 ............................................…………..

11.2.1 Interpersonal communication
This is the ability to speak to another person(s) and be understood.Interpersonal communication• Mass communication• Intrapersonal communication• 

Learning points
Communicating effectively depends more on dialogue strategies. Dialogue strategies which are more interactive are more pronounced in interpersonal communication. They offer direct exchange of information because face to face interaction is very possible. Importantly:
Their interactivity establishes understanding and direct relationships
Their directness leads to personal satisfaction and creation of trust
They are always believable and instil confidence
They help to resolve conflicts
They solve problems of personality and perception
They offer chance to change approaches due to the direct feed back
They are cheap and cost effective
Forms of interpersonal channels
Interpersonal channels are interactive and presuppose use of means of communication that are always used daily and since time immemorial. Although they are often taken for granted.
List down forms of interpersonal communication
1 ............................................…………..
2 ............................................…………..
3 ............................................…………..
Learning points
Interpersonal communication which is always among persons depends on the ‘word’. It operates at every level of relationship; one-to-one, one-to-two and one-to-many. Since communication can be in post conflict settings; when guns have fallen silent, achieving mutual interests demands personal closeness maybe to move DDRR programs faster and effectively. It demands putting ideas across in a non sophisticated manner using appropriate channels that exist with and are known by the people.
Interpersonal ely, are two-way, provide discussion and clarifications, motivate and reinforce messages.Songs• Theatre• Folk media• Music• Interviews• Poems and riddles• Counselling • Telephone help lines• Panel discussions• Community discussions• 
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11.2.2 Mass communication
One person speaking to many is the essence of mass communication. Vast numbers of people are not contacted personally but through technical media channels. The mass media refer to channels of communication that allow for the quick and efficient dissemination of information to an extremely broad, heterogeneous and desegregated audience over extensive distances. 

List down channels of mass communication
1 ............................................…………..

2 ............................................…………..

3 ............................................…………..

Learning points
The media in modern times shapes the way people think, act and behave. In both rural and urban areas, the media is the truth which enhances the way people are informed. This way, they shift societal mindsets and act as a window through which society can be viewed. They speak for the disadvantaged and illiterates because the better people are informed, the wiser their decisions. Since information leads to action, better information leads to better action.

They are potentially powerfully agents of socialisation and social change that are always assigned the “gatekeeper” role of selecting, processing and organising the information to be made available to audiences.

The case of radio milnes in Rwanda that incited genocide however remains a case in point on how media can shift mindsets and catalyse situations negatively. It can also have significant impact in enhancing development programmes in post war situations if used appropriately
The media make access of information possible regardless of people’s different backgrounds 

In their major roles, they educate the public, explain facts, promote participation, advocate for policy debate, and influence national and international opinions as well as people’s beliefs, taste and the general outlook.Radio• Television• Newspapers• Cinema/films• Video-cassettes• Compact discs• Internet• Books• Magazines• Small group media(posters, • banners, stickers, pamphlets)

11.2.3 Analysing the media environment
The media in current times is sophisticated and highly overreaching. This directly suggests planning and analysing the media environment to ensure that it serves the purpose according to the needs and messages to be disseminated. 

Issues for analysis
What channels of communication are available?
Are there legal or social obstacles that could rule out certain media or restrict content?
Who are the media “gatekeepers” who need to be involved at early stages (politicians, broadcasting executives, radio announcers, journalists, producers etc.)
What kind of technical expertise and equipment are available for production?
Learning points
Although it is true that media transmits messages quickly and to a large audience and form the public’s primary source of information, they have certain failings.

List down weaknesses of using the mass media
1 ............................................…………..

2 ............................................…………..

3 ............................................…………..

11.2.3 Integrated communication options
Post conflict settings have problems of disrupted and destroyed infrastructure. The mass communication channels to depend on may have problems of reach and depth. There is need in such situations to consider using communication strategies that allow survivors to present their realities clearly but simply. 

Are resorted to rather late in the communication • process
Are less trusted than intimate sources of information• 
Are constrained by time, space and news worthiness • 
Less dependable in explaining complex information• 
They focus too much attention on new information • or information affecting limited segments of the population
There are many chances of miscommunication on • complex health or conflict related issues
May communicate incomplete information about a • health problem.
Largely inform and entertain but do not easily • educate.
Messages considered complicated or uninteresting • enough for use by 
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List down the communication options
1 ............................................…………..

2 ............................................…………..

3 ............................................…………..

Learning points 
Integration of communication options is only best to enhance the participatory ingredients that are best when circumstances need low production costs and effectiveness. Integration considers mainly using formal and informal communication strategies that nonetheless simplify the art and understanding of the message. There is a lot of dependence on interpersonal channels more especially because of the fact that formal media channels are only needed rather late in the communication rituals. 

11.2.4 Communication barriers
List down communication barriers 
1 ............................................…………..

2 ............................................…………..

3 ............................................…………..

Learning points 
Communication is never achieved naturally as there are always many impediments to overcome in any communication engagement. These are called communication barriers. Overcoming these barriers in communication is very crucial. Good communicators put emphasis on addressing sender and receiver oriented barriers as well as those to do with the message to ensure smooth communication.

Community radios• 
Poster forms, handbills• 
Music recorded on cassettes• 
Using opinion leaders• 
Story telling, cassettes, slides• 
Drama, songs, • 
Pictorial presentations etc• 
Age• 
Culture/customs• 
Language• 
Socio-economic factors• 
Poverty• 
Educational level• 
Insecurity• 
Attitudes • 
Prejudices • 
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