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Introduction

This exploratory study aimed to obtain insight into field-level care pro-
viders' views on suffering and healing as well as existing obstacles and
needs related to providing care to their clients. This research provides
a “snapshot” for a better understanding of existing care systems in two
post-conflict settings. By identifying existing approaches to care and
the needs of the care provider community, this research might be use-
ful in guiding psychosocial assistance programming in post-conflict
settings. Utilizing a semi-structured questionnaire, 45 care providers
were interviewed, including local health care practitioners, tradition-
al/spiritual healers, and humanitarian relief workers, in Bosnia and
Herzegovina and Cambodia. This study found that the majority of
care providers in both settings perceived poverty and violence as sig-
nificant causes and consequences of human suffering and, at the same
time, felt ill-equipped in addressing these issues and related problems.
Other issues that hindered these healers in providing care included:
limited government/institutional support; lack of training; material
resources and funding. Study findings point to a new framework for
developing effective interventions and the need for further emphasis
on supporting care providers in their work, and most specifically, in
identifying and responding to poverty and violence.

Key words: Traditional healing, Mental health, Psychosocial assis-
tance, Poverty, Violence.

expected to escalate in the future (4). Current-
ly, the devastating mental health sequelae of

Growing research reveals serious psychologi-
cal distress resulting from mass violence, with
the prevalence of depression in some cases be-
ing three times greater than that found among
non-traumatized populations (1-3). The toll
of conflict evidenced in “invisible wounds” is

conflict and effective approaches to treatment
are factored into the public health response in
conflict-affected settings (5, 6).

Conflict’s toll, in terms of its destruction
of social and economic systems and related
serious mental health outcomes of conflict,




demands an effective response from the
healing community, including local, nation-
al and international actors. The response
among international organizations and
non-governmental organizations to address
these “invisible wounds” has been embodied
in the provision of psychosocial assistance.

This area of assistance is characterized
by various activities, efforts and approaches
ranging from those interventions that use
a trauma and individual-focused ‘psycho-
logical’ approach or treatment, to those that
focus on strengthening community mobili-
zation and cooperation, skills development
and capacity-building (7-12). The wide varia-
tion of approaches is likely attributable to the
term that describes the field itself. The term
psychosocial describes and acknowledges the
“dynamic relationship between psychologi-
cal and social effects” that are, “continually
influencing each other” (13). The overarch-
ing objectives of psychosocial interventions
are to “[to both] promote existing psychoso-
cial protective factors and minimize psycho-
social stressor factors.” (14).

This study aimed to obtain field-level per-
spectives from the care provider community,
including health care providers, traditional
and spiritual healers, and humanitarian relief
organization (HRO) staff working in Bosnia
and Herzegovina (BIH) and Cambodia. Spe-
cifically, this exploratory study aimed to ob-
tain further insight into these care providers’
views on: 1) suffering and healing and 2) ex-
isting obstacles and needs related to providing
assistance. Through the lens of these provid-
ers on-the-ground, this research can provide
a snapshot for a better understanding of exist-
ing care systems in two post-conflict settings.
This information may be useful in guiding
psychosocial assistance and approaches.

Participants and methods

The study was undertaken in Siem Reap
Province, Cambodia and Travnik and Sa-
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rajevo Cantons, BIH. These settings were
selected because they are both post-conflict
environments and have received high levels
of humanitarian assistance. Additionally, in-
terviewees were readily accessible as a result
of the involvement of the Harvard Program
in Refugee Trauma (HPRT) in each of these
settings for many years.

During the Khmer Rouge genocide in
Cambodia from 1975 to 1979, though esti-
mates vary, an estimated 1.5 to 3 million peo-
ple were killed (between 20% and 40% of the
Cambodian population) (15, 16). Hundreds
of thousands of people became refugees,
with over 300,000 Khmer displaced persons
living in Thailand more than a decade later
(17). Under the Khmer Rouge, Siem Reap
suffered one of the largest single attacks by
the Khmer Rouge and mass graves have
been found in the province (18-20). Fight-
ing continued in this area up until 1997 with
elements of the Khmer Rouge, with much of
it occurring in the region around Siem Reap.

In 1992, violent conflict in an ethnically
diverse BIH began after the referendum vote
for BIH independence from the former Yu-
goslavia. The Dayton Peace Accords were
signed three years later, in 1995. The total
number of war deaths has been estimated at
103,000 and a total of 1.3 million were forc-
ibly displaced, accounting for one-quarter of
the country’s pre-war population (21). Dur-
ing the war, there was heavy inter-ethnic
fighting in the Travnik Canton (22). At the
time of this study, BIH was widely consid-
ered a post-conflict country with significant
difficulties related to the return of displaced
populations to their pre-war homes.

Given the exploratory nature of this proj-
ect, a semi-structured questionnaire was de-
veloped for use with study participants, to
include: (1) HRO staff (local and interna-
tional, working for international organiza-
tions (IOs) or non-governmental organiza-
tions (NGOs)); (2) health care providers (this
classification refers to, for example, medical
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doctors, nurses, psychologists, etc.); and (3)
traditional and spiritual healers.! Consist-
ing of 75 questions, the 90 minute interview
elicited participants’ views on causes and
consequences of human suffering; material,
psychological and social needs of clients;
helping activities; and barriers to care, in-
cluding training and supervision resources,
job stress and burnout, and cross-sector col-
laboration. The interview contained both
open-ended questions and Likert-scale rat-
ings. Interviews were conducted by SDK,
ST, LM and MH, with translation provided
by ST and MH. Language-specific written
and verbal informed consent and study pro-
cedures were approved by the Massachu-
setts General Hospital Institutional Review
Board Human Research Committee. HPRT
had several years of experience and local
presence in these countries. Local HPRT
staff recruited 45 participants (22, 23) from
a list of organizations and practitioners rep-
resenting each of the provider types.? The
majority of them were interviewed sepa-
rately; in BIH, two groups of two individu-
als from the same organization were inter-
viewed together.

In order to analyze study data, first, we
conducted a content analysis (23) of open-
ended interview responses. Coding and
analysis relied on a two-pronged content an-
alytic approach (24) of constant comparison
(25, 26) and grounded theory mapping (27).

'Traditional healers included those who practice
traditional medicine and spiritual healers comprised
those individuals who are authorized to conduct
worship ceremonies and perform other duties
associated with their role in a religious organization.
Some examples of spiritual healers include, among
others, hafiz, nuns, and monks.

2Of the potential participants approached in
Cambodia, two individuals refused to participate,
giving reasons related to lack of time and in one case
because of concerns about confidentiality based on
prior experience with international research projects.
In Bosnia, one individual refused to participate due
to lack of time and the need to contact a parent
organization for permission to participate.

Open-ended responses were systematically
coded into four a priori categories of human
functioning: social, physical, mental, and
spiritual. Post hoc analyses were conducted
to uncover any emergent themes, which
led to the development of two additional
themes of poverty and war. These were de-
veloped due to the overwhelming number of
responses referring to one or both of these.
Two of the authors (SDK and LM) separately
coded the responses with any disagreements
resolved through discussion. The resulting
data are reported in terms of proportions of
provider responses within each theme and
specific quotes are provided to highlight rel-
evant issues. For Likert-scale questions, an-
swers are presented quantitatively using de-
scriptive statistics (e.g., mean and standard
deviation). Group differences between types
of providers were conducted with t-tests or
ANOVA's as appropriate.

Results

Provider training

In both cohorts, health care providers and
HRO staff typically reported acquiring tech-
nical or clinical skills through prior related
experience, formal education and degree-
granting institutions, and specific training
programs offered by their respective govern-
ments or other HROs. For example, a nurse
in the Cambodian sample had received a
nursing degree and continued training in
emergency health care from an internation-
al NGO. While such training was typically
supported by both institutions and govern-
ments, this participant valued her practical
experience during the war more highly:

Sometimes there were not enough doctors
and at the same time we had fighting. [I had
to] help the patients...[There were] a lot of
wounded, I had to do surgery to get bullets,
sometimes amputate...I learned from my ex-
perience a lot more.




Table 1 Background characteristics by country
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Cambodia (n =22)

Bosnia and Herzegovina (n=23)

Characteristics

Mean (SD) or %

Male gender (n) 15
Age in years
Direct care provision (face to face with clients)  72%

Supervisor /Administrative responsibilities 72%

46.9 (8.9) (27 - 60)

10

39.0(11.7) (25 - 65)
91%

39%

Number of years in position 6.6 (5.3) (1-22) 5.6 (8.4) (0.5-38)
Number of years in this or related field 14.8 (8.7) 3-30) 11.0(9.3) (0.5 - 38)
Education level Varied by provider type Majority post-graduate +

Mental health trained/ provision of services 18%

61%

For traditional and spiritual healers,
preparation often consisted of mentorship
by elders or spiritual guides, which typically
continued for years, often decades. For some
traditional healers in Cambodia, the heal-
ing method consisted of the “guiding spirit”
or proling santhita taking possession of the
care provider’s body; and, therefore, it was
reported that no preparation was necessary
for this healing method. In BIH, several pro-
viders had received formal religious educa-
tion and training.

Causes of human suffering

Participants’ views on the causes and con-
sequences of human suffering were catego-
rized into four a priori themes of human
functioning: social, physical, mental, and
spiritual. As described above, upon data re-
view, two additional themes of poverty and
war were developed due to the overwhelm-
ing number of responses referring to one or
both of these. Across providers in both co-
horts, war- and poverty-related issues were
identified as the bedrock for human suffer-
ing, most typically linked to specific social
ills. Poverty, war, and social themes com-
bined accounted for the overwhelming ma-
jority of responses by country (95.7% BIH,
90.9% Cambodia, see Table 2). As stated by
an HRO staff member in BIH when asked

for her views on the cause(s) of human suf-
fering:

Poverty, definitely poverty. A lot of dif-
ferent reasons for it [human suffering], but
everything is based on poverty. [Also] what
happened during the war... [but] everything
is based on poverty.

Health care providers predominantly re-
ported poverty as a cause of human suffer-
ing, exacerbating physical health problems
linked to social causes, such as a lack of ed-
ucation or limited access to transportation
and financial resources needed to ensure
timely access to health care. A health care
provider in BIH stated that the causes of suf-
fering are:

Poverty and war. People can’t get the right
treatment. For example, because of the road a
patient can’t get to the hospital and can’t pay
[when they get there].

HRO staft typically reported societal
causes related to poverty and war, such as
government corruption, lack of social safety
or social norms, and disparity in access to
education and health care. A Cambodian
HRO staff commented:

...Poverty is first and human resources
second. [People] are poor with no money or
education... Human resources [means] people
lost their trust and confidence...Before we
helped each other...before the conflict, the
community would help. Now its different.
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Table 2 Causes of human suffering categorized by type of provider and themet

Themes (%)

Type of provider
Poverty War Social Physical Mental Spiritual
Health care providers 84.2 31.6 57.9 63.2 15.8 53
Humanitarian relief organization (NGO or 10)  46.2 46.2 76.9 53.8 38.5 7.7
Traditional or spiritual healer 385 53.8 385 46.2 7.7 385
tPercentages may total more or less than 100% for several reasons (e.g., missing data, responses contain more than one theme).
Table 3 Consequences of human suffering by type of provider and themet
Themes (%)
Type of provider
Social Physical Mental Spiritual
Health care providers 26.3 63.2 57.9 0
Humanitarian relief organization (NGO or |0) 61.5 30.8 46.2 0
Traditional or spiritual healer 23.1 61.5 53.8 0

tPercentages may total more or less than 100% for several reasons (e.g., missing data, responses contain more than one theme).

People have lost trust and confidence. Now
when we talk to [people] they say “I don’t be-
lieve you”.

Although human suffering related to
spiritual causes was infrequently reported
by other providers, traditional and spiri-
tual healers often mentioned spiritual or
religious issues in relation to physical and
social causes. A BIH spiritual healer com-
mented on the lack of faith playing a caus-
al role in societal suffering, “a communist
country...going towards disaster [and] sup-
ported something negative. A society without
God had no moral values.” Other traditional
and spiritual healers mentioned the impact of
spirits or fate as the cause of human suffering.

Consequences of human suffering

As Table 3 reveals, health care providers
predominantly mentioned the physical and
mental consequences of human suffering.
These typically included disease, illness,
and specific psychological symptoms (e.g.
worry, depression, feeling unhappy, and
hopelessness). The majority of HRO staft re-
ported social and mental consequences. As

an HRO staff member in BIH noted, due to
societal breakdown, “communities were de-
stroyed...[and] displacement [of people to
other countries or outside their home com-
munities] caused the breakdown of fami-
lies” While traditional and spiritual heal-
ers perceived causes of human suffering as
spiritual in nature, they primarily reported
physical and mental consequences.

Client/Patient needs

Participants’ perceptions of the clients’
most significant needs and problems were
grouped into four categories: (1) economic
concerns (e.g., poverty, unemployment, ba-
sic needs); (2) health concerns (e.g., health
problems, need for medical treatment); (3)
psychological concerns (e.g., psychological
symptoms and psychosomatic problems);
and (4) family concerns (e.g., family support
needs and family violence).

Across providers in both cohorts, client
needs were congruent with the larger soci-
etal ills, poverty and war, as described above.
The most frequent concerns cited were (1)
economic, often linked to concerns about




Table 4 Help for human suffering by type of providert
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Helping themes (%)

Type of provider Supportive Medical Material Spiritual/Relief
communication treatment assistance guidance

Health care providers 70.6 66.7 353 0.0

Humanitarian relief organization

(NGO or 10) 75.0 25.0 83

Traditional or spiritual healer 45.5 9.1 54.5

tPercentages may total more or less than 100% for several reasons (e.g., missing data, responses contain more than one theme).

the future or psychological, health, and fam-
ily problems. In ranking needs and prob-
lems, health care providers’ responses were
distributed roughly equally across categories
(economic: 36.8%, health: 36.8%, psycho-
logical: 31.6%; and family: 36.8%).

All HRO staff mentioned clients’ eco-
nomic concerns (1), with fewer citing the
other concerns (health: 25%; post-con-
flict adaptation; psychological and family:
16.7%). An HRO staff member in BIH stat-
ed that, “Housing, financial problems lead
to emotional problems... people [who are]
unemployed don’t have the resources or op-
portunity to restore their identities.” Almost
one-half (42.8%) of the traditional and spiri-
tual healers! reported their clients’ economic
concerns, while the majority (71.4%) cited
health concerns; with other categories car-
rying less weight, including psychological
concerns (28.6%); post-conflict adaptation
(28.6%); and family-related concerns (0%).

Assistance

Participants’ responses when asked about
their beliefs about what helps people who
are suffering were grouped into four themes
(Table 4).

The majority of participants reported
that they thought supportive communica-
tion helped people who are suffering. Gener-

'Responses for five of the 13 traditional healers and
spiritual/religious leaders could not be coded due to
missing data or unclear statements.

ally, mental health providers (e.g., classified
in this study as health care providers) men-
tioned more formalized communication,
such as counseling. Others reported more
informal communication through talking,
listening, or providing education (e.g., on
appropriate medical care). A care provider
in BIH noted the importance of listening in
helping someone feel “supported and [able]
to talk openly” An HRO staff in Cambodia
stated that it is important to “find out why
the patient thinks they are suffering, to pro-
vide options.”

Secondary to supportive communica-
tion, helping themes were associated with
provider type. Health care providers were
more likely to mention medical treatment,
such as medical care or referral. The majori-
ty of traditional and spiritual healers report-
ed spiritual and religious guidance, such as
preaching and using specific spiritual prac-
tices. HRO staff primarily reported material
assistance as a helping theme.

Barriers to care

Information provided by participants on
existing barriers to effectiveness was catego-
rized into themes: lack of (1) institutional/
governmental support, (2) physical support
(e.g. resources, tools, and infrastructure);
(3) knowledge, training, and (in some cas-
es) insufficient supervision; (4) community
stigma; and (5) the need for continued do-
nor funding. Self-care and burnout issues
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(6) were also revealed. Across providers in
both countries, 65% of responses pertained
to the themes (1) (2) and (3).

Many health care providers in BIH re-
ported that the lack of institutional support
(1) contributed to employee frustration and
negatively impacted their ability to provide
clinical care. Several health care providers
in Cambodia noted the lack of physical sup-
port (2), mentioning the lack of resources
for free medical care and the need for up-
dated medical equipment and supplies.

Lack of knowledge and training, includ-
ing both education prior to taking a position
and ongoing training, were also frequently
cited as there were some limitations in su-
pervision (3). The majority of participants,
in both cohorts, mentioned the general need
for continuing position-related training rel-
evant to their positions. A lack of resources
(including institutional awareness and fi-
nancial) for training was often reported.

Clinical skill deficits were mentioned by
the majority of health care providers and
some traditional healers, focusing on the
need for updated training and materials.
All international HRO staff (N=3) reported
prior training in cultural issues with a need
for more intensive language training. Equal
numbers of traditional healers and health
care providers commented on the need for
basic training in the identification and treat-
ment of mental health disorders.

One health care provider stated:

I don’t know how to help patients [with
mental health needs]. Its very good to learn
about psychiatric diagnoses. [For example]
patients with malaria have the same symp-
toms as depression. Some patients...get cured
[with malaria treatment] but some have
symptoms still there that need to be diag-
nosed, but I don’t know how.

Regular supervision was reported for all
health care providers and HRO staff in Cam-
bodia and in BIH, supervision was reported
for 86% of HRO staft and 50% of health care

providers. Supervision was reported to a
lesser extent among traditional and spiri-
tual healers. Several health care providers
noted that supervision had occurred previ-
ously, and frequently associated this with
the work of outside/international HROs.
Many reported that formal supervision had
ceased to exist when the involvement of In-
ternational HROs ended. A BIH HRO staft
member expressed that it “would be useful
to have a supervisor but we can't afford it

The impact of community stigma (4) on
program effectiveness was mentioned by 13%
of participants. Such stigma was typically as-
sociated with mental health and some physi-
cal health problems (e.g., HIV infection). A
number of care providers implied that there
was stigma surrounding their use. Donor
funding issues, including adequacy and the
need for continued support (5), were men-
tioned by 10% of HRO staff. An HRO staft
person in Cambodia stated that, “equipment
will deteriorate because foreign staff can ac-
cess outside funding...the knowledge [from
training] will stay”

This study’s findings with regards to job
stress and burnout (6) were limited, with
several participants reporting no job stress
or personal problems. Findings may have
been influenced by cultural context (e.g., in
Cambodia, for example, it is not generally
acceptable to discuss one’s own problems
openly). Participants did, however, report
several job-related stressors, including feel-
ing overwhelmed by client needs or the
amount of work. An HRO staff member in
Cambodia noted often feeling “frustrated
because he couldn’t do more due to limited
time and resources.” While in BIH, an HRO
staff member reported “being close to burn-
out...I got sick, tired, irritable, [it was] hard
to concentrate, I couldn’t listen.” Job stress
was reported to impact work performance,
with providers reporting changes in attitude
towards work and anger towards other staff.
Activities that helped with job stress includ-




Table 5 Collaboration by type of provider
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Type of provider (Respondent to survey)t

Sector Health HRO TH/Spir

Mean (SD) Mean (SD) Mean (SD) F
Other HRO 29(1.3) 4.3 (0. 2.0(1.5) 8.39**
Health care 3.6(1.5) 4.0(1 2.4(1.6) 3.49%
Traditional healers 1.3(0.8) 1.6 (0 2.0(1.6) 1.38
Spir./Rel. leaders 1.7(1.1) 21 (1 23(1.8) 0.79
Community leaders 24(1.2) 4.1 (0. 1.8(1.4) 11.27%%*
Schools/Teachers 3.6(1.6) 4.0(1 1.8(1.6) 6.71%*

tHealth = Health care providers; HRO = Humanitarian relief organization (NGO or 10); TH/Spir = Traditional or Spiritual healer). *p<0.05;
**p<0.01; ***p<0.001. There were 2 degrees of freedom for all between groups ANOVAs.

ed talking with others (co-workers, family,
and friends), taking time to rest and relax,
engaging in social and spiritual activities,
and exercise.

Collaboration

HRO staff reported a higher level of collabo-
ration across sectors than either health care
providers or traditional and spiritual heal-
ers. Post hoc analyses were conducted using
the Bonferroni correction for multiple tests.
According to their report, HRO staft collab-
orated more with other HRO staff than did
health care providers (mean difference = 1.3,
p<0.05) and traditional and spiritual healers
(mean difference = 2.3, p<0.001). The results
were similar for collaboration with commu-
nity leaders, with higher rates for HRO staff
than health care providers (mean difference =
1.7, p<0.01) and traditional and spiritual heal-
ers (mean difference = 2.3, p<0.001). There
were no significant differences in collabora-
tion with either sector for health care provid-
ers and traditional and spiritual healers.
Ratings of collaboration with the health
care sector were high for health care pro-
viders and HRO staff, with HRO staff in-
dicating significantly more collaboration
than traditional and spiritual healers (mean
difference = 1.6, p<0.5). It is interesting to
note that this could be interpreted as health

care providers perceiving less collabora-
tion with HRO than the HRO themselves.
There was no difference in collaboration be-
tween health care providers and traditional
and spiritual healers. Per report, traditional
and spiritual healers collaborated less with
schools and teachers than did health care
providers (mean difference = 1.85, p<0.05)
and HRO staff (mean difference = 2.3,
p<0.01). No group collaborated significantly
with traditional and spiritual healers.
Collaboration with traditional and spiri-
tual healers is limited, and this group has the
lowest rates of collaboration across sectors.
A spiritual leader in Cambodia indicated
role constraint impacting collaboration,
stating “people come to me for help; as a
monk, I can’t do anything more than that”
However, a traditional healer in Cambo-
dia noted the value of indigenous healers,
stating that, “traditional healers are [most]
community oriented, [fitting within] the
cultural structure.” A health care provider in
BIH reported no direct collaboration with
traditional healers, but that, “we know the
client goes and will support them in going.”
Several providers in BIH commented on
organizational, personal, or cultural issues
that impacted collaboration. A health care
provider reported some cooperation with
other sectors, but stated that there, “should
be better cooperation, but it’s not our fault
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or theirs...just a problem in organization”
A spiritual healer noted some collaboration
with HRO in the past, but that “humanitar-
ian aid provided all the time might make
[clients] lazy” Speaking about collaboration
with the health care sector, an HRO staff
stated:

They are increasingly turning to [us]. At
first they thought we were interfering foreign-
ers. Now they realize we are on their side, that
we have qualifications and something to say.

Discussion

This study provides a microcosm of healing
communities in two different post-conflict
settings from the viewpoint of field-level
care providers. Both the study approach and
its findings provide some useful guidance
for psychosocial assistance approaches and
activities.

Listening to the voices of care provider
community

This research demonstrates the value of elic-
iting the input of the care provider commu-
nity to better understand the context, cur-
rent approaches, and needs of care providers
and the larger community in post-conflict
settings. We believe that this type of explor-
atory research might be a useful approach/
tool in guiding and negotiating a response
between affected communities and outside
agencies that aim to provide psychosocial
assistance. While psychosocial assistance
activities aim to acknowledge the experi-
ence, knowledge, capacity and contribution
of local providers in the post-conflict set-
ting and avoid depleting mainstream ser-
vices, this provides a concrete framework
for eliciting and analyzing community input
to guide program decisions and negotia-
tions between the war-affected community
and outside agencies. This type of explor-
atory research might be included as a cen-

tral component in the planning and design
phases for psychosocial assistance programs
in post-conflict settings.

This study highlights the centrality of
poverty and violence as areas responsible
for suffering where support is needed, and
we would expect these social ills to be high-
lighted in other post-conflict settings (which
are also often characterized by high levels of
poverty and violence). However, the sup-
port the care providers need in addressing
these issues might be different and/or oth-
er social issues might also emerge through
this exploratory research. This research and
rich data obtained from care providers can
provide the basis of an action plan for the
care provider and social service community.
Not only does such an approach reflect sen-
sitivity to local capacities, approaches, and
needs, but it also gives local communities
their rightful role as key players in post-war
recovery and rehabilitation (28).

Poverty and violence in BIH and
Cambodia

Study findings also provide some evidence
that additional support in addressing is-
sues related to poverty and violence might
be useful in post-conflict settings, to pro-
mote and improve the psychosocial care of
war-affected populations. Given its broad
mandate, addressing both psychological and
social issues, the field of psychosocial assis-
tance is well-placed to respond to this iden-
tified need for support. Concrete guidance
in addressing these specific issues through
psychosocial assistance is needed. While ad-
ditional social issues might be identified in
other settings, we believe that specific sup-
port in these two areas should be further
considered in psychosocial assistance pro-
gramming. This viewpoint is based not only
the prevalence of poverty and violence in
these settings, but also on a growing body
of research which shows interlinkages be-




tween poverty, violence and mental health
outcomes (29-31).

Integrative and collaborative care systems
are needed

The multi-dimensional experience and im-
pact of poverty and violence warrants fur-
ther consideration in psychosocial assis-
tance, and highlights the need for activities
which support an integrated healing system.
Some manifestations of poverty and vio-
lence include, for example, child abuse, do-
mestic violence, substance dependence and
crime, other high risk activities and poor
health (32-35). Therefore, it might be useful
in post-conflict settings to strengthen link-
ages among local care providers themselves
and between local care providers and the
larger social service system. For example, a
network could be established linking care
providers to services such as child care,
training in parenting and self-protection,
substance use prevention activities, skills
training, supported employment, and other
efforts to support socio-economic integra-
tion, etc. While various approaches to heal-
ing, such as supportive communication, are
viewed as helpful, their effectiveness is fur-
ther strengthened with the provision of con-
crete social assistance. One important issue
raised by care providers in BIH was a lack
of adequate housing, yet neither health care
providers nor HROs reported assisting with
housing needs. Though they may not be re-
sponsible for providing housing, they should
be able to facilitate and guide clients towards
accessing assistance to meet this need.

An integrated approach would be partic-
ularly useful in settings where, for example,
mental health care is highly stigmatized. It
can also play an important role in reducing
duplication of services. Within a collabora-
tive and integrated care system, an individ-
ual’s various needs can be met regardless of
where they enter the care system. Any effec-
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tive system must also consider a communi-
ty’s reliance on and the role of spiritual and/
or traditional healers in healing activities
and care (36-37) and ensure their linkages
to the larger care system.

Resources and capacity-building

This analysis provided evidence that train-
ing for local care providers in BIH and Cam-
bodia in addressing poverty and violence
might be useful. This is not surprising as,
for example, research has found that men-
tal health issues often go unnoticed in the
primary care setting. Research shows that
training programs have been effective in
increasing the capacity of health care work-
ers to identify and address issues related to
mental health, and other outcomes associ-
ated with poverty and violence (38-44).

In this setting, it is not surprising that
limited access to resources and support was
cited as a barrier to providing effective care
as was training, more generally. Care pro-
viders indicated that they needed training in
supervision, languages, and in writing. Fur-
ther, training in specific areas of care might
be warranted. For example, most care pro-
viders did not have confidence in addressing
substance abuse/dependence issues. In ad-
dition, awareness-raising and training self-
care might be useful in improving the care
provider community’s capacity to provide
adequate care to their clients while protect-
ing their own health and well-being.

Emphasizing evidence-based practice

Since this research was undertaken, signifi-
cant strides have been made in developing
the evidence base for psychosocial assis-
tance activities and approaches. Further, a
number of resources have been collabora-
tively developed, including, for example,
the Inter-Agency Standing Committee on
Mental Health and Psychosocial Support in
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Emergency Settings (45) to guide efforts and
approaches in psychosocial care. The field
should continue to focus on building the re-
search base, documenting promising prac-
tices and continue to promote and set guide-
lines related to standards of care. This is not
just adding to the ‘toolbox’ of psychosocial
interventions, but calls for thinking ‘outside
the box’ in terms of identifying and design-
ing interventions and measuring their im-
pact. One example of this might be provid-
ing people with opportunities to help others,
as there is evidence that giving people the
opportunity to practice altruistic behavior
is associated with better mental health out-
comes (46). Over time, this is an important
way that resources for such assistance can be
secured — a particular concern, as found in
this study, and more generally today in the
context of limited and competing resources
in post-conflict settings. Further, while the
community can provide important guid-
ance and insight into areas where assistance
would be useful, practitioners in this field
can also provide important useful informa-
tion and guidance on the basis of evidence-
based approaches that have been effective in
other settings.

Limitations of study

This study provided important insight into
psychosocial practices and field-level reali-
ties in two post-conflict environments from
the prospective of the care provider commu-
nity. There are some limitations, including
the study’s small sample size and the absence
of interviews with all types of relief provid-
ers (e.g., development organizations) and
clients. Information from clients, and other
important providers (e.g., human rights, ad-
vocacy and protection sector actors), would
provide important insights into this study’s
findings, as well as into the utility and feasi-
bility of its recommendations. Finally, these
data were collected in 2003 and, therefore,

may not perfectly reflect practice today.
However, it is our view that the central te-
nets of the paper and study findings remain
useful and valid today.

Conclusion

Effective approaches to healing and capacity
for providing such care are already present
in post-conflict settings, though they may
have been damaged during conflict. A sys-
tematic effort to listen to the field-level care
providers’ “voices” can provide important in-
sight into their capacities and needs, in turn
guiding psychosocial programming. This
approach reflects the central tenets of relief
and development assistance, to ensure that
activities to assist communities are informed
and guided by the communities themselves.
On this basis, the psychosocial field is well
placed to ensure effective care is provided to
address both psychological and social needs.
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