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Abstract

This dissertation is based around a work placement at Luna Children’s Charity. They are a mental
health and human rights advocacy charity which works with children suffering from Post
Traumatic Stress Disorder (PTSD) in the developing world. Luna trains mental health
professionals in Children’s Accelerated Trauma Therapy (CATT), which treats the symptoms of
PTSD. The dissertation is based on primary research; interviews with therapists trained in CATT
and observations on a CATT training course, in order to gain an understanding of the cross

cultural complexities of using a Western form of therapy in the context of developing countries

with differing traditional ideas.
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Preface

The main purpose of this dissertation was to gain an insight into the cross cultural issues of using
a Western idea in a development context. Mental Health is a global problem, exacerbated in the
developing world by war and violence. The treatment of mental health from a Western perspective
is very different from that in many developing countries, and using a Western technique in this
context can be controversial and problematic. This research uses primary sources in order to
investigate how Children’s Accelerated Trauma Therapy is received by those being trained in it in
the developing world. These sources are interviews with Level Three trained CATT therapists, who
use CATT in their practice and who work in a variety of developing countries and facilitate Level
Two CATT courses. I also attended Level One and Three CATT courses to gain a better idea of how
the technique is used, but also to see firsthand how training in CATT is facilitated.

I have used a variety of secondary sources including relevant literature on childhood, mental
health, Post Traumatic Stress Disorder, as well as those developing countries in question. These

secondary sources come from books, journals and web pages.
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1.0 Introduction

Mental health is a global issue. The World Health Organisation estimates that during their
lifetime, more than 25% of individuals develop one or more mental health disorders (Ssanyu,
2007: p.1).Mental health impacts and is impacted by development. It has been evidenced that
mental health and poverty are intricately linked in a ‘cycle of exclusion, poor access to services,
low productivity, diminished livelihoods, and assets depletion as well as a failure of affected
individuals and families to be economically active’ (UNHS 2005/2006 cited in Ssanyu, 2007:
p-1). As such, mental illness negatively impacts social capital and livelihoods of people all over
the world (Ssanyu, 2007).

Development work is greatly concerned with global health, but the process of Western
intervention into mental health services in developing countries can be problematic. It is
important to recognise cross cultural issues before implementing mental health interventions.
Dr Anthony Marsella (2011) identifies problems for mental health professionals working with
Ethno-Culturally Diverse populations. These 12 issues include the acknowledgments of
differences between professional and patient, the location and availability of services, society’s
views on the patient, and transcultural training all identified as important. This study will keep
these issues in mind during all aspects of research.

For the purpose of this research, the term ‘Western’ and ‘the West’ will be used to refer to the
‘developed’ world, mostly the United Kingdom and the United States. This is for want of a more
appropriate term, as [ am reluctant to use ‘Global North’ and ‘Global South.” I am aware of the
difficulty in finding acceptable conventions of use of these terms, but feel it was necessary to

use one term consistently throughout the research.
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1.1 Outline

This Research is based around a placement with Luna Children’s Charity, which provides
training for therapists in a technique called Children’s Accelerated Trauma Therapy (CATT),
which treats Post Traumatic Stress Disorder (PTSD). This technique uses aspects of art therapy
as well as psychotherapy and Cognitive Behavioural Therapy (CBT). It treats children with
PTSD in ‘ways that are comfortable with them and age appropriate’ (Luna Website 2012). This
technique is used in Britain, Rwanda, Uganda, and Pakistan and will be used in Syria in the
future. The therapists are either trained on the ground in their home countries, or brought to
Britain to be trained before returning to their country of origin. There are three available levels
of training (abbreviated as L1, L2 and L3) and Luna sponsors many of the therapists to do this.
Although this treatment was created with children in mind, and is designed to treat them
quickly and effectively, it has also been used successfully on adults.

This research focuses on the ways in which CATT, created and developed in the UK, transfers to
a developing country, and its problems, consequences and positive outcomes. It considers the
cultural issues surrounding the ideas of childhood, regional perspectives of mental health and
healing, and the complexities of transferring Western ideas in a development context. CATT is a
fairly new technique, which hasn’t been subject to much longitudinal and baseline research. So
far evidence of CATT’s effectiveness comes from case studies from various therapists and the
CRIES-8 measure results before and after treatment (see appendix D).

1.2 Methods

This research is based on qualitative research; the reason for this is purely that there is no
viable numerical measure of how different cultures accept Western methods of therapy. It uses
interviews with the therapists who use CATT, who train others to use it in developing countries
and who have seen firsthand the implications and impacts the therapy has. These interviews

are undertaken in person and over the phone and are semi structured in order to provide me
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with the information necessary in an informal way; a supportive approach which can lead to
extra pieces of relevant information which might be of interest. This method provides a relaxed
atmosphere in which to talk about an often difficult and sensitive subject. I will also attend
CATT L3 and L1 courses in order to gain a good understanding of both CATT and the ways the
courses are structured and received. This lends an aspect of participant observation, and
widens the methodology and information gathered (Denzin and Lincoln, 2005). Alongside the
interviews is secondary literature on the different aspects of this study, for example on cross
cultural attitudes to mental illness and to ideas of childhood, as well as anthropological views
on the use of Western ideas in a foreign context.
[ have identified 7 indicators which I deem to be important throughout my research. These are:

1. Childhood

2. Education and knowledge

3. Evaluation of CATT

4. Training

5. Traditional Ideas

6. Trauma and Violence

7. Protocol and Treatment
[ will put my findings for each country into a ‘Strengths, Weaknesses, Opportunities, Threats’
(SWOT) diagram in order to identify these themes and to identify problems and strengths of
Luna’s work with CATT abroad. I will then put each indicator into a graph based on how many
times each issue came up over the interviews, in each country. This way I can attempt to
logically breakdown the qualitative information I gather and see clearly any issues which are

commonly flagged up.
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1.3 Participants

The participants of this research project are therapists who have been trained in the CATT
technique up to L3. All are from different backgrounds and country contexts and have used
CATT in their own practice. This participant group includes ‘CR’, the therapist who created and
registered the CATT technique, as well as other therapists who have experience of using CATT
in their practice. Included in these is ‘SK’, a Pakistani therapist trained in the technique in
Britain who uses it in Pakistan. There is ‘LL,” a South African therapist who was trained in L2 in
South Africa, and L3 in the UK, but uses CATT in his home country. ‘CL,’ is a South African art
therapist and lecturer who facilitated the L2 course in South Africa, but lives and works in
London. There is also ‘JN,” a Ugandan therapist who has been trained up to L3 in the UK and
sponsored to come here by Luna, but who trains others in the technique and uses it himself in
Uganda. Alongside these is ‘SC,” a trustee of Luna Children’s Charity, who travelled to Uganda to
oversee the training programme there, but is not of a psychological background. She has a
unique view from the perspective of the charity, and provides objectivity throughout of the
struggles with adapting CATT in a cross country context. [ also interviewed Jonathon from the
charity ‘Lokahi,” who work with organisations in Britain advising and consulting on cross
cultural issues.

1.4 Limitations of methods

Key limitations are being unable to travel to the countries in question to observe the technique
in use with children, measure the effectiveness of the outcome over subsequent time, and to
talk to the children and lay counsellors themselves. Working around this by talking to a variety
of people and looking at a number of case studies, I have the closest proxy to how the technique
is used and translated in each country. Although this method has its limitations I hope my
interviews will give me enough insight and information to report back satisfactorily. There are

practical issues with trying to find the time and place to interview people who are either

102442



10

abroad or very busy. There may be times where rather than one structured interview; I will
complete a SWOT diagram based on a series of conversations. Again this could be problematic,
but providing I make careful notes should still be viable information.

A focus on qualitative research can have its limitations, but as there is no particular scale or
survey in place to measure this technique in a cross country context this is the best way to
study it. The subject is a sensitive and detailed one, which will involve individual’s subjective
opinions; talking to them in person in an informal interview environment will enable me to
hear a personal side of the story. As with any qualitative research, there may be a problem of
subjectivity by the researcher themselves, and in how they interpret the information received
from the participants. Even though this research employs a triangulation of methods, which
gives a deeper insight into the subject, ‘objective reality can never be captured’ and information
gathered will only be a representation as shown to the researcher (Denzin and Lincoln, 2005: p.
5). As with any research the way in which the researcher reports back the data will impact the
way the reader views it.

1.5 Ethics

This research is not being undertaken directly with a vulnerable group of individuals. All
participants have given consent to be interviewed, and to remain confidential, initials are used
rather than their full names. This research has been granted ethical permission from the
University of Sussex, and follows the university’s guidelines closely (University of Sussex
Research governance 2013).

1.6 Structure of research

This research covers a wide area geographically and theoretically. It is structured in a way
which is fluid but organised. It considers the nature of the meaning of childhood and children’s
rights in different cultural contexts, particularly looking at the developing world. It looks at

PTSD and mental illness in order to fully understand both what the condition means to the
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person suffering, and how it is received and treated. It then moves on to the CATT technique
itself, and the protocol steps of treatment. There is a section on Luna, and how it approaches
cultural issues within its training and approach. Following this the research looks at each
country in turn, and how Luna and CATT has been used in each. Finally [ will collate my
research findings which will report back the information from the interviews and sum up the

outcomes of the research.
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2.0 Children and their rights

2.1 Definition of the Child.

Anthropologists have taken an interest in children for almost as long as the discipline has been
in existence. Anthropology pioneer Margaret Mead focused on children and growing up
throughout her working life (Mead 1928). These views on children evolved from looking at
them from the adult perspective of studying the cultural and symbolic construct of what
childhood means, into looking at children at actors in their own right (Lancy, 2008: p.19).
Jenks (2005) states that the ‘child is familiar to us and yet strange’ (p. 3) meaning that as adults,
we have experienced childhood ourselves, and yet cannot connect with what it means to be a
child. James and Prout (1997) are of the opinion that ‘childhood should be regarded as part of
society and culture rather than a precursor to it’ (p.3). The idea that a person is not properly
integrated into society until they are an adult; that childhood is merely the process of becoming
grown up and not an entity in itself is key to this study (Jenks, 2005: p.4-6). Of course there are
biological differences between a child and an adult, and children are in a stage of development,
but this doesn’t mean they are not properly formed beings. This treatment of children as the
inferior has been historically prevalent all over the world, and when we look at issues of child
labour and trafficking we can see the problem in action (Montgomery, 2013).

Children of the developing world make up a high proportion of the world’s children (Lidell
1998 p.36); over one billion of which live in poverty without their basic needs being met
(UNICEF). The countries in which CATT has been used all have unique histories of the
treatment of children. In Uganda and Rwanda children have faced years of war, oppression,
abuse and poverty (Dodge and Raundalen, 1987). In South Africa children have also seen
conflict, discrimination, political and social crisis and day to day violence (Krog, A, 2010). In

Pakistan children have been kidnapped and sold to Taliban forces, and exposed to terrible
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fighting and huge instability (Latifa, 2002). Children’s exposure to these sorts of traumas does
not necessarily reflect their wider culture’s views on childhood. However in countries ravaged
by conflict and violence, a child’s ability to have freedom from troubles and live a happy life is
severely influenced. It is not to say that the experience of children living troubled lives at the
hands of adults is restricted to the developing world. There are of course countless stories of
child cruelty in the West’s distant and very recent history.

The current United Nations Convention on the Rights of the Child defines a child as a person
under the age of 18, ‘unless the laws of a country set the legal age for adulthood younger’ (UN-
CRC website 2013). For the purpose of this essay this is the technical definition I will use.
(8¢ #EEI AOAT 80 2EGCEOO

In the context of this research and of Luna itself, the idea of child centeredness is key. As ideas
of child centeredness have grown so have policies on safeguarding and child protection, and
globally, on children’s human rights. The interest of international charities in the welfare of
children has existed for many years. Save the Children formed in the period after the First
World War, the Geneva Declaration of the Rights of the Child in 1924 paved the way for more
international conventions on the protection of children (p. 27-28), and an international interest
in the rights of children grew after World War Two(Montgomery, 2013: p.13-14).

The more recent United Nations Convention on the Rights of the Child outlines a full range of
children’s rights. These encompass the right to ‘special protection measures and assistance;
access to services such as education and healthcare; develop their personalities, abilities and
talents to the fullest potential; grow up in an environment of happiness, love and
understanding; and to be informed about and participate in achieving their rights in an
accessible and active manner’ (UN-CRC website 2013).

Concerns about children’s rights and control over their own conditions have evidenced

themselves with case studies on CATT in the UK (Raby, C and Edwards, D, 2011). I am very keen
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not to generalise that the West treats children well and the developing world treats children
badly. It is culturally relative and very specific, but important to remember that although a
country has signed the UN-CRC, doesn’t mean they adhere to the rules laid out.

SK is a Pakistani therapist who was trained in CATT in the UK. She says that ‘as far as human
rights are concerned with the treatment of mental illness, it should be an essential part of the
society. It reflects the mentality of the society of how they would view human rights; it would
start with how they treat people who have difficulty with coping with their illness.’(SK
interview, 11/8/13). Human rights and mental health are intrinsically linked. This is reflected
in the work of Luna. Part of the CATT protocol deals with the safety of the child and a Needs
Assessment is required (Appendix E). This can be very challenging in a country where the level
of child safeguarding is very low and those children are at risk from factors including violence,

sexual abuse and poverty. I will return to this in the chapter on CATT.
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3.0 PTSD and Mental Health

3.1 Mental illness.

Mental wellbeing means an individual can be happy and productive. Mental health problems
deplete a person’s social capital, and lack of productivity due to mental ill health causes a cycle
of poverty (Ssanyu, 2007). This is particularly worrying in developing countries, where there is
not only often chronic poverty, but also war and trauma on a massive scale. This section will
consider how traditional ideas of the individual and community affect ideas of what mental
illness is and how it is treated.

The idea of the individual; a person with an identity apart from the society in which they live, is
the normal paradigm in the Western world (Bracken et al, 1995: p. 1075). In some societies,
however, a person is inextricably linked to their society and the other people around them to
the point where they no longer have their own identity. For example in intensely religious
societies a person’s self is entwined in their religion and therefore in their wider community

(Batson et al, 1993).

This lends itself to problems with discussing mental illness in the context of those countries.
The majority of the time in the West, mental illness is treated with sensitivity and compassion
in the same way as a physical illness. In Western cosmology, psychiatry takes for granted the
idea of the individual and focuses on it (Bracken et al, 1995: p. 1074). It is important to consider
this when looking at mental illness and PTSD in developing and underdeveloped countries.

Because of different ideas of what makes up an individual, different cultures will hold different
ideas of mental illness, what its definition is, and what its effects are (Marsella, 2011). By
viewing mental illness from a Cultural Anthropology approach, as part of a ‘culturally specific
system of beliefs and practice,” we can understand a society’s treatment and stigmatised beliefs

around mental illness(Price et al 1995:p 10 cited in Abdulluh and Brown 2011: p.936).
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To understand this further, we must look at what exactly PTSD is by Western definition, and
what sorts of treatments are available for it. We must then look at how attitudes to mental
illness impact the treatment of PTSD in developing countries.

3.2 What is PTSD?

PTSD is defined in the UK by NICE guidelines (2005) as' a psychiatric disorder which follows a
particularly stressful or traumatic event or series of events'. 25-30% of people experiencing a
pervasively traumatic event will develop PTSD (NICE 2005). NICE is a set of guidelines for
diagnosis and treatment, and this definition is what I will use to describe PSTD for the purpose
of this research.

PTSD can come from an experience which is not necessarily life threatening, but the perception
that it is. This is particularly relevant to children, whose perceptions of a life changing event are
very subjective (Bennett, 2013: p.2). The brain has very specific animalistic and evolutionary
reactions developed in response to threat; fight, flight, freeze or flop. For a person with PTSD,
the memory of the traumatic experience which triggered these reactions cannot be processed
into the hippocampus; the part of the brain which stores long term memory. In PTSD sufferers,
stress hormones are released, and calcium is produced which blocks the receptor to send it to
the hippocampus, and the traumatic memory remains in the amygdala - the area of the brain
which regulates and responds to short term memories. Stressors trigger the same extreme
reactions in PTSD sufferers even without danger or fear.

The symptoms of PTSD are flashbacks of the traumatic event, stemming from images and
sensory remembrance; hyper arousal and hyper awareness; and avoidance of reminders and
disassociation. ICD -10 and DSM-IV have different diagnostic time limits on PTSD symptoms.

DSM-IV requires symptoms to have lasted 1 month before diagnosis, whereas ICD-10 has no

minimum time limit (NICE 2005). NICE (2005) guidelines include symptoms which present in
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the first month after trauma. Research has show that particular types of trauma cause greater
levels of PTSD, for example rape, war or interpersonal trauma (DSM-IV 2000).

Two types of trauma cause PTSD - single and complex. Single trauma is one clear traumatic
event which results in PTSD. Complex trauma is a series of events which mean PTSD embeds in
an individual’s personality. Complex trauma is not recognized by NICE guidelines and has no
official guidelines for treatment. However, most therapists recognize complex trauma, and the
CATT protocol can be used to treat this (personal communication July 2013). However this
takes a long time, therapists must build a trusting relationship with the sufferer and the
technique is broken down for each trauma. Complex trauma is particularly prevalent in
countries Luna works in, where a person could have experienced or witnessed many life
threatening situations. It is thought that complex trauma comes from developmental issues of
parental attachment, whereby a person is left predisposed to PTSD by their upbringing. I will
return to this issue in my research findings.

3.3 PTSD in Children

Children react to PTSD in a specific way (Bennet, 2013: p.4-5). They may partake in repetitive
play, as well as experience a distressing change in their world view- for example a loss of belief
in God, or not feeling that a carer can protect them any longer(Raby and Edwards, 2011: p.542).
They also experience a high level of anxiety which can lead to panic attacks.

Children present with PTSD in a number of different ways depending on their stage of
development, language and cognitive awareness. This can make it difficult to diagnose (Bennet,
2013: p.4-5). The acknowledgement in the West that children can and do suffer with PTSD is
fairly recent. Studies often used adult criteria to measure the diagnosis in children, and it is
thought this contributed to a low number of children being diagnosed (Reed et al, 2012).
Children do suffer and experience a high level of co-morbidity, including depression and

anxiety (Collins, 2013: p.6). On top of this, many young PTSD sufferers experience substance
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abuse, aggression, and as a result, their schooling and personal lives are affected. This can
certainly be seen in Rwanda, where the level of substance abuse among young people with
PTSD is very high (Mukamana and Piddington 2012).

3.4 Treatment of PTSD.

Treatments for PTSD in Britain must be included in NICE guidelines (CATT falls into the area of
CBT, which is included). It is diagnosed using a set of measures; in the case of CATT, the CRIES-
8 measure (appendix D) is used to establish whether PTSD is present in an individual. During
CATT itis used before and after the treatment in order to establish whether the treatment has
been affective. Treatment of PTSD aims to help the individual process the traumatic memory
from the amygdale to the hippocampus so that the symptoms and stress reactions diminish.
3.5 PTSD in different country contexts.

[t is important to note that the definition of PTSD used in this research is a Western based
medical definition of what certain symptoms mean. Even in the West there are contradictions
and controversies over the way illnesses are diagnosed. The strict guidelines on how to
diagnose an illness change and develop over time, indicating that many illnesses as we know
them, particularly in psychiatry, are constructed by society. PTSD itself has blurry diagnostic
guidelines, with contested time scales in DSM-IV and ICD-10 used before a person can even be
diagnosed, and with children not being included until relatively (Bennet, 2013: p.1). The
exclusion of complex trauma as an entity of its own from the guidelines hint at the diagnostic
problems these protocols present. It is important to note that alongside problems of diagnosis
and guidelines, the term ‘disorder’ can in itself be problematic. By labelling symptoms as those
of a disorder, there is the danger of alienation or fear for the patient, especially in countries
where stigma around mental illness abounds (personal communication 5/8/13).

Of course in some cultures symptoms of mental illness and PTSD can be considered to mean

something different - for example a type of spirit possession or simply a type of madness which
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is heavily stigmatised, and not treated as an illness. Uganda is a particularly clear example of
this, where there is a fairly ingrained culture of traditional healing and the belief in curses and
spirit possessions. Joseph Kony utilised the belief and ideas of spirit possession to build his
Lord’s Resistance Army, where he himself is said to be possessed by up to 13 spirits (New York
Times 2005). The children abducted and used in his forces were exposed to these beliefs and
often begin to experience spirit possession themselves (Neuner et al, 2012: p. 549). Studies
have shown that young people formerly in the LRA are often affected by their own spirit
possessions, which can be identified as a form of disassociation- one of the symptoms of PTSD
(van Duijl et al, 2010: p.389-394). These children’s PTSD symptoms manifest themselves in a
way that makes sense to them. This highlights a serious cultural difference; where spirit
possessions are accepted in Uganda and treated by traditional healers, in the West the
symptoms of the possessed would fit in with those suffering from PTSD (Neuner, 2012: p. 549).
The fact that many of the young people who used to be part of the LRA experience spirit
possession shows that the level of PTSD would be high in those individuals (van Duijl et al,
2010: p.381-382). This is one example of how using Western diagnostic measurements can lead
to treatment which will ultimately be successful, but that cultural barriers to diagnosing PTSD
may exist.

These cultural differences are prevalent in other places too, and can cause difficulty in
diagnosing and treating PTSD. For example in Pakistan, in areas of low literacy levels,
individuals will seek alternative explanations and treatments for mental illness, for example
prayer, and meditation, and in some cases blaming it on witchcraft and black magic (SK
interview 11/8/13). In Rwanda, the belief in ‘lhahamuka,” that shortness of breath is an
ancestral spirit strangling the living makes the panic symptoms of PTSD become terrifying in

themselves (Raby, 2011: p33).
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Studies such as that by Ross et al (2008) give evidence that in vastly different country contexts,
levels of PTSD symptoms (in this case disassociation) remain (p.41). In this study levels of
reporting symptoms differed, but the symptoms themselves remained the same. Although there
are varying names and diagnoses for PTSD, and different cultural interpretations, essentially

the symptoms of what we understand to be PTSD remain the same.
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4.0 CATT and Luna

4.1 Whatis CATT?

CATT, a trademarked model for the treatment of PTSD, is a technique grown from the
principles of Cognitive Behavioural Therapy, Art Therapy and Psychotherapy. Therapists
receive three levels of training; L1 is for those who are not mental health professionals, L2 for
professionals and lay counsellors aiming to use CATT in practice, L3 for mental health
professionals who have completed L2 and have experience of CATT in their practice. During L3,
they are trained as trainers and can go on to teach the L2 courses (Luna Website 2013).

CATT works by using characters made of craft materials to tell the story of the traumatic event
that led to the individual presenting with PTSD. The individual names the story and makes the
characters over a number of sessions. When the therapist sees they are ready, they instruct the
child to act out the story whilst looking for trauma hotspots, which are physical reactions to the
traumatic memory; for example, a flushing on the chest, catch in the throat or difficulty in
talking. The therapist sits next to the child without eye contact during the storytelling. The child
then acts the story out backwards, and then forwards and backwards again until the trauma
hotspots subside. Once this stage is completed and the child is comfortable with the story, the
therapist tells the child to create a new imaginary character who could not have been there,
who changes the outcome of the story as the child tells it (CATT L3 course). This outcome is
introduced by the therapist as ‘different’ rather than ‘better’ in order to enable the child a to
have a sense of power and hope but not unrealistic expectations or distress at the fact that this
outcome didn’t happen in the first place(CATT protocol, Appendix E). Following this, the
therapist uses ‘guided imagery,” to help the child relax and view the traumatic story in their
imagination. This is a ‘rehearsal’ for the next step, where they trial a situation which before

would have triggered their symptoms, to see if the memory has been processed effectively.
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The therapy works by helping the child to process the traumatic event so that it is placed in the

long term memory instead of the amygdala, no longer triggering the extreme reactions

associated with PTSD. CATT is considered very effective as it is not overly intrusive, and is

fairly enjoyable for the child. It is child friendly and fun, especially in phase two where they can

create a special character which they can keep after therapy has finished. CATT has a strict

protocol, designed to be easy to follow and understandable for those who are not mental health

professionals, and has been developed from experiences of previous training courses and case

study reports where it became clear therapists were using CATT ineffectively:

(See appendix E for detailed description):

12. Return to
Needs
Assessment

and Review
Clinical Needs

11. Trial and
Evidence

10. Rehearsal
(Guided

Imagery)

9. Trauma
Treatment
Phase 2

8. Trauma
Treatment
Phase 1

7. Setting and
Agreeing Goals

1. Comfortable
Setting for the :
Child 2. Ensuring a

Sense of
Safety

4. Psycho-
education

5. ldentifying
the presenting
Difficulties in
child Centred
way

6. Needs
Assessment

Figure 1 CATT protocol (CATT L2 training Manual 2010).
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The protocol sets a standard which must be upheld in any place where CATT is being used.
Some of the interviews I have undertaken reported issues culturally with specific areas of the
protocol, hence the inclusion here. The CRIES-8 assessment is made before and after the
treatment. 8 items are measured and scored on a 4 point scale - Not at all, Rarely, Sometimes
and Often, and two subscales of intrusion and avoidance (Appendix D). If a person scores 17 or
above they are considered to be presenting with PTSD (Perrin et al, 2005: p. 488).

Luna was created to teach CATT to groups of lay counsellors on the ground in countries in need
of treatment for PTSD. This model was designed to spread the treatment widely and effectively.
Luna are a needs based charity who do not believe in the top down approach to development
work, which grew from the need for more people to be able to teach and use CATT on a wider
geographical basis (Luna Website 2013.) As a Rights based and child centred charity who
believe in sustainability being the key to successful development practice, their modest funding
is used to train mental health professionals from various countries up to L3, so they can train
L2 courses themselves. This is either done with UK based therapists travelling to the country in
question, or by funding professionals from that country to train in the UK. The training model is
particularly effective in that it does not require the presence of Luna in the country in question

once the lay counsellors are trained.
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6.0 Countries in Context

5.1 Rwanda

When Rwanda was devastated by the genocide of 1994, nearly a million people lost their lives.
Over 90 days, many ordinary people became murderers, children became orphans, and a
country was left devastated (Khan, 2000: p. 9). Twenty years on, this terrible time has left the
country with horrific cultural and personal memories and a lasting legacy of trauma. A study on
Rwandan mental health found that 29% of the population of Rwanda suffers from PTSD
(Palmer and Firdin 2011, cited in Mukamana and Piddington 2012: p.1). Mukamana and
Piddington (2012) point out that there is a huge ‘disparity between need and provision’ of
mental health services in Rwanda, but the country is gaining insight and providing mental
health nurse training (p 2). Luna works with the charity REACH (Reconciliation Evangelism and
Christian Healing) in Rwanda, using CATT to tackle the massive problems and growing
recognition of mental illness in the country amidst very high levels of PTSD(CR interview
11/7/13). Luna has provided a L2 training course for workers in Rwanda, using UK trainers.
5.2 Uganda

Uganda is a tribal country with a long colonial history, and its own ensuing history of violence,
politics and individual suffering. The brutal rule of Idi Amin, countless wars and recently the
Lord’s Resistance Army (LRA), have created an environment of fear, putting terror into the
hearts of many, and making murderers and soldiers out of the most innocent of people- many
of them children (Allen, 2006). 20 years of war led to over two million internally misplaced
peoples. As van Duijl et al (2010) point out in their study, Uganda is an incredibly interesting
area to study trauma as it has such a long history of civil war and other major stressors (p. 5); a
study in 2008 showed that Uganda had the highest ever recorded levels of PTSD sufferers

(LSHTM 2008).
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There are issues surrounding the country’s traditional ideas of mental health, attitudes to
children, and healthcare services. Traditional healers and faith healers clash with medical ideas
of how to care for sick individuals and those with mental illness still experience stigma from
their peers (JN interview 19/07/13). Luna works alongside East London NHS Foundation Trust
(ELFT) and Butabika hospital and has provided a L2 course for mental health professionals at
Butabika, as well as now having one L3 trained psychologist who attended the course in the UK.
5.3 South Africa

As a nation heavily colonised and comprised of many minority groups, South Africa has a
chequered history, including colonisation, war, apartheid and other Human Rights issues (CL
interview 5/8/13). South Africa has a high level of mental health problems amongst the
population, but there is a gap between need and provision of services. State budgeting doesn’t
provide enough for mental health services, and for children and adolescents is ‘grossly
inadequate’ (Burns, 2011: p.105). Studies have shown high levels of PTSD in adolescents and
young people, and it is estimated that more that 10% of the population of South Africa suffers
from PTSD (Suliman 2005), with levels of rape and violent crimes extremely high (Edwards
2005: p 209). Luna works in partnership with Lefika, an art therapy organisation supporting
the townships and the inner city areas of Johannesburg with prevailing levels of abuse crime
and poverty (Lefika website 2013). Luna provided a L2 course in South Africa through Lefika,
who also now have two L3 trained therapists who attended the course in the UK.

5.4 Pakistan

Pakistan stands alone in this research as the only non African nation. With a long and difficult
history of violence and oppression, many of its issues come from the disastrous presence of the
Taliban. As an Islamic nation, religion and the state can cross over, with much of the population
basing their wider views on Islamic beliefs, impacting their attitudes to Western interventions

and generating a suspicion of Western influence (SK interview 11/8/13). Mental Health
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services are scarce in Pakistan, with what little there are in urban areas; the estimated 1 in 5
families suffering from mental health issues are left without access to services (Pakistan mental
health initiative 2012).

Luna’s partner organisation in Pakistan is Sabaoon, a de-radicalisation centre and school
reintegrating and de-radicalising vulnerable youth of the Swat region who have been
militarised. The children were either sold to or taken by the Taliban and indoctrinated into
becoming suicide bombers and fighters willing to sacrifice themselves for the Taliban cause
(Coughlin, 2012). Studies have shown that children exposed to war and terrorism are highly
likely to go on to suffer from anxiety, depression and PTSD (Shaw, 2003: p.238). The level of
trauma is incredibly high, and the staff of Sabaoon not only have to de radicalise the children,
they also have to treat their PTSD (SK interview 11/8/13 & Coughlin 2012). CATT has been
used with these children but due to security issues nobody from Luna has been to the school.
Two therapists were funded to come to England for their L3 training, returning to train their
colleagues further. Another unique case, the level of Western intervention in Pakistan has been

minimal, despite CATT remaining a Western idea.
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6.0 Research Findings

Each interview finding has been added to a Strengths, Weaknesses, Opportunities, and Threats
(SWOT) diagram (Appendix C). This method will flag up any recurring issues which come up in
each interview relevant to each region. Figure Two displays the number of time each theme is

discussed in from each country. These are discussed in the headings below.

9
8
7
6
5
4 M Uganda
3
2 ® Rwanda
1 M pakistan
0

B South Africa

Figure 2 Themes discussed in each interview

Each interview displayed some intriguing and enlightening conclusions. Occasionally people’s
opinions differed and challenged each other, especially those from different cultural
backgrounds who view different aspects of CATT and Western ideas, as well as their own
countries in a starkly contradictory light. These differences are a key finding and I have
attempted to convey this in this section. By including these differences in opinion, I hope to

sensitively exemplify subjects which could be problematic in the future of Luna.
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6.1 Childhood
From the perspective of the therapists, education has an impact on the population’s attitudes to
children and childhood. In general in higher class, more educated communities, children are
valued as individuals and given educational and leisure opportunities. In other communities
however children are seen as a form of income and help in the home, and not as individuals in
their own rights. In Uganda, which is one of the best and most clear examples, children are
viewed as inferior to adults and often used for domestic work and other labour. SC stated that
in her time in Uganda, she did not see one child at play, especially in the more rural villages,
where children were washing up, carrying heavy containers of water and generally helping in
the home (SC interview 01/08/13).

JN is from an educated background and is quite liberal by Ugandan standards- he is unmarried
but has children with his partner. He seemed to find questions about the nature of childhood
challenging, and referred to the free education children receive in Uganda. He pointed out the
high level of abuse many children in Uganda suffer under the hands of adults, usually from their
primary carers. His response to questions about children indicate a reluctance in some way to
see children as individuals in Uganda, but that in educated classes they are treated well and
sent to private schools to get a good education. N told me that his own children will attend

private school and that he is teaching them to swim (JN interview 19/07/13).

SC provided me with an anecdote about a night out in a club in Rwanda where one of the
trainees brought along their children, arriving in their best clothes to sit around a table
behaving very well and not speaking. SC’s observation is that Rwandan children are to be ‘seen
and not heard’ (SC interview 01/08/13). This is a subjective view and does not tell the full
story, however it does indicate that children are not asked their opinions or given much

freedom.
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This is important when looking at CATT as a child centred technique. In some communities
focusing on the child could be challenging for the child themselves, who may not understand
why their therapist is asking their opinions. CL gave an interesting example that sometimes the
children need to be told what to do by a medical authority in order to get their primary carer to
understand why they need the treatment so badly (interview 5/8/13). This needs to be dealt
with carefully; a sense of authority can be useful in a country which doesn’t value the opinion of
the child, and the therapist needs to tread carefully with this; giving the child enough power to
make their own opinions, but having enough influence to deal with challenges from the child’s
family or community.

Child abuse was a worryingly common theme. The children CATT treats have all experienced
traumatic situations, but the interviews provided often horrifying details. CL and LL both
emphasised the level of violence and abuse towards children; the rape of children particularly.
The lack of parenting due to HIV deaths means a high number of child led households,
specifically in the township areas of South Africa (interview 5/8/13 and interview 19/07/13).
In Pakistan, children treated by CATT at Sabaoon have been kidnapped or sold by their families
and exposed to high levels of violence and radicalisation (SK interview 11/8/13 and Coughlin
2012). This is similar to the experience of children in the LRA in Uganda; militarization of
children is another common theme. The subject of childhood has been a useful indicator in
understanding different cultural opinions of the definition of the child, and the rights a child
should have in their country and society. It is unsurprising that in a culture where child abuse
and mistreatment is common, human rights are not respected, and levels of PTSD high.

6.2 Training Courses

One key finding was the positive outcome of using an interpreter. SC found that using an
interpreter enabled any complicated phrases or misunderstandings to be clarified to either

party. Although SC is not a trainer or practitioner, she had the benefit of observing the course
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and also of hindsight. She is of the opinion that a unique way of ensuring that many complicated
facts and techniques can be explained well with the presence of a good interpreter (SC
interview 01/08/13). In Rwanda, the interpreter used was a mental health professional
himself, so had the benefit of understanding concepts used.

SC pointed out that in Uganda, where the official language is English, difficulties arose as the
course trainers often assumed understanding on behalf of the trainees, and would talk quickly
without checking their pupils were following. Again the use of a translator can be beneficial, as
it eliminates incorrect presumptions of understanding, and means that questions and
difficulties can be overcome. This is of course reliant on having a competent translator. This
may be a problem in the future if Luna does begin work with Syrian therapists, especially as a
Syrian translator will not only need to be educated in mental health and human rights issues,
they will need to be competent in English, Syria Arabic and Turkish as the course is to be held
in Turkey. Ensuring and securing a skilled and educated translator will be very beneficial to the
understanding of those doing the L2 course, but may be challenging and costly.

Another issue which appeared is levels of PTSD in the training participants themselves. The
level of PTSD in the people attending the L2 courses on the ground may be high. These people
may have experienced the same level of trauma as some of their patients, and therefore great
care must be taken when talking about and practicing the very difficult elements of the CATT
technique.

CL noted this in one pair of trainees practicing the CATT technique with an embarrassing
memory, which became a traumatic one. One of the trainees going through CATT got stuck with
their memory, and CL had to step in and finish the treatment with them (interview 5/8/13).
The sensitivity of the subject is likely to impact those who have experienced or are

experiencing PTSD themselves. This has been taken into account by Luna in their plans for their
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Syrian training course in Turkey; part of the week will be spent treating the therapists
themselves before the Level Two training starts.

6.3 Education and Knowledge

All interviewees brought up the subject of education and knowledge. In each country it seems
that with more knowledge of how the brain works there has been increased understanding of
PTSD, as well as of the importance of proper treatment for Mental Health problems. SK
consistently uses the notion of more and less educated areas and communities having different
attitudes to both children and to mental health issues, reinforcing that illiteracy means lesser
understanding and a dependence on traditional and religious beliefs about mental illness
(interview 11/8/13).

6.4 Cultural beliefs and Traditional Ideas

JN and SC discussed traditional healing in Uganda, of religious and faith healers instructing
people with a variety of illnesses not to take their medication. Uganda has a prevalent history of
belief in spirit possessions, which remains today. Specifically SC mentions the Cen spirit, which
enters a person’s body after a traumatic event - it is the spirit of this trauma (Neuner et al,
2012). Interestingly, SC is of the opinion that gaining an understanding of this belief (Cen spirit
possession has the same symptoms as disassociation), it is possible to view this culturally
specific view of PTSD and using it to explain and treat the symptoms (interview 01/08/13).
SC’s view is consistent with studies undertaken in Uganda which evidence spirit possession
being used to diagnose PTSD (Neuner et al, 2012 and van Duijl et al, 2010). By embracing
cultural relativism and local knowledge, PTSD can still be treated successfully.

Similarly, in Rwanda, the belief in the ‘lhahamuka’ means that people’s symptoms become
exacerbated by their shortness of breath because of terror around the belief of the spirits of
ancestors returning. Not traditionally understood in the West, once recognized it can be

treated. CR saw first hand that by gaining an understanding of the belief, it could be treated

102442



32

(interview 11/7/13). These findings support the work of Marsella (2011), who identifies
recognising the ‘transcultural mental health research and training;’ awareness of cultural and
traditional beliefs as foremost importance before working cross culturally.

In Uganda, epilepsy is interpreted as mental illness. Butabika has wards where the majority of
patients are epileptic, who don’t need to be in a psychiatric hospital, rather at home with
guidance on how to control their symptoms. However, their families, parents and communities
see their epilepsy symptoms as symptoms of being ‘ebangi’ (mad) (Kavuma, R, 2010), and put
them in institutions. The stigma round mental health in Uganda means that individuals are
wrongly hospitalised, and in a country where resources are already stretched, puts more
pressure on the hospital and the staff.

SK of Pakistan is of the opinion that where religious beliefs affect the diagnosis and attitude to
mental illnesses, with proper psycho education a person can understand what is wrong with
them and embrace treatment (interview 11/8/13). This is an example of the way that shared
knowledge can be used in development work. By taking time to understand traditional beliefs,
therapists can better understand how symptoms may present in each context; by teaching
those being treated about the way PTSD affects their brain, those individuals gain an
understanding of the way they are feeling and are more likely to be open to therapy.

LL from South Africa was very concerned about 'Intellectual Colonialism," describing Western
ideas being implemented in a ‘top down’ way in South Africa. He does recognise that Luna use a
needs based approach, but cautions that there may be a level of suspicion of imported ideas in a
country like South African with such a colonially blighted history (interview 19/07/13). This is
supported by my conversation with SC, who was asked by a trainee in Uganda ‘what it felt like
to be a representation of colonial forces’ (interview 01/08/13). CR encountered discrimination
in Rwanda over her white appearance and lack of religious faith. However, as the training

course progressed and an understanding of the effectiveness of CATT reached, tolerance and
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understanding developed (interview 11/7/13). SK mentions that in radicalized areas of
Pakistan, suspicion over Westerners are higher, however, in the main cities Westerners and
Western ideas are widely welcomed (interview 11/8/13). Traditional knowledge is an
important indicator in the effective delivery of CATT, exemplifying that mutual understanding
and respect can make development work very successful.

6.5 Evaluation of CATT

Each interviewee emphasized that as a treatment CATT is extremely effective and works
quickly. Many feel that there is little doubt that it is an exceptionally good way to treat people
affected by trauma. This can be seen by the successes of the CRIES-8 measures, as well as by
anecdotal evidence from the various therapists (See Appendix B). In practice it can be used by
lay counselors with materials that are cheap to source. It can also be performed almost
anywhere - it doesn’t need to be in a private room in an expensive clinic. The issues raised are
mainly to do with the protocol steps and therefore I have included a section on the protocol in
this discussion.

6.6 Trauma and Violence

One major subject which arose from talking to the two South African therapists is the level of
violence present in South Africa. CL believes that everyone in South Africa knows somebody
who has been threatened at gunpoint or a woman who has been brutally raped. She is of the
opinion that the level of trauma is very different in a place with such a high level of conflict and
violence (CL interview 5/8/13).

This presents a number of issues. To begin with, it means that case studies used in training
which are British studies of children treated for PTSD may be seen as trivial and not as
serious to a mental health professional working with children who have been subject to the
most terrible abuse in their own very different cultural background. This is reinforced by LL,

who has worked with children in a sexual abuse clinic (LL interview 19/07/13). The terrible
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things which have happened to these children seem largely incomprehensible to Western

ears, in the same way that case studies of UK children experiencing perceived trauma seem
largely incomprehensible to people from countries with such terrible human rights issues.

This problem can also be seen in those working in Uganda where complex trauma symptoms
are a way of life for many. For a psychologist like N, hearing a case study of a British child
being hit by a car may not seem as serious or understandable as some of the cases he has
worked with on home soil (JN interview 19/07/13 and personal communication July 2013).
CL, a very experienced teacher and practitioner, suggested using a low cost video of
testimonials of those from the different countries in which CATT is used could show the L2 and
L3 participants that CATT is effective on PTSD caused by many kinds of trauma in many
different contexts. It is understandable that those participants based in countries with a history
of traumatic incidents and terrible conflict situations will have a different life experience and
outlook than those from British soil.

CR noted that therapists working in countries with high levels of traumatic circumstances may
lack a certain empathy for those suffering from single incident PTSD where that incident is not
deemed as serious as others. Her concern is that this may lead to misdiagnosis, or that the
therapist may not treat that patient with the same care as another with complex trauma
(personal communication 2013). This indicator suggests that human rights abuses and levels of
trauma and violence can impact the training of CATT, as well as levels and types of trauma and
PTSD. It reinforces that what is considered a traumatic event is subjective, but can still result in
presentation of PTSD.

6.7 Protocol and Treatment

A further theme in the interviews was that poverty can cause difficulty with using CATT. In
South Africa, Uganda and Rwanda, even if the treatment itself is free, the transport and time

required to attend treatment is limited by a person’s financial situation. If attending therapy
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means a whole day, or many hours of travel, a person can find it difficult to be able to attend
treatment more than once. According to LL and N, although CATT is an accelerated treatment,
it needs a number of sessions, which can cause problems for those who struggle to make the
journey in the first place. This can discourage those from continuing treatment, and can also
mean that if a person starts feeling a lot better, but hasn't finished the treatment, they are less
likely to continue (LL 19/07/13 and CL 5/8/13 interviews).

Another protocol problem identified was that of using the CRIES-8 measure effectively in
challenging circumstances. The measures are very specific (see Appendix D) and the CATT
protocol requires the measures to be taken before and after treatment. Both JN and LL
expressed concerns that this was difficult, especially in circumstances where the trauma has
just occurred, or when the PTSD symptoms present themselves after therapy for another
problem. They both suggested that it was very difficult to find the right time to use the measure
effectively, especially when they both feel able to diagnose or spot PTSD without it. This
concern reflects Marsella’s (2011) point about finding culturally relevant and useful scales to
assess and measure symptoms. Although CRIES-8 seems the most useful measure as it is short,
simple to complete and easily scored, there are clearly difficulties of using it at the required
time in the protocol.

In a country like Uganda where schooling is free and education deemed important, the idea of
missing a day of school to attend a CATT session may not be well received. This example shows
the importance of the psycho-education section of the protocol; once a person has a solid
understanding of how the treatment works most effectively, they may be more willing to attend
sessions.

Many therapists pointed out the psycho education part of the protocol as problematic. They felt
that in those places where the people taking the L2 course were not mental health

professionals, this section of the course presents difficulties in understanding. CL raises
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concerns that trying to teach uneducated people without knowledge of biology or the brain
about the intricate ways the brain works causes difficulties for therapists to explain, and for
those being treated to understand (CL interview 5/8/13).

Jonathon from the charity Lokahi raises a very interesting point about imparting information
onto people resulting in that person feeling distanced from their peers. He is of the opinion that
when a person becomes more knowledgeable or as having different sources of knowledge, they
are instantly separated from those without the same knowledge (personal communication
2013). This links to the idea of intellectual imperialism which LL raised concerns about in South
Africa. Historically it has been seen that when a party has more or different knowledge than
another, they immediately gain power over the less knowledgeable party. This is true for
colonial rule historically all over the world, and is a concern for organisations bringing Western
forms of knowledge to different parts of the world. Although CATT is seen as shared sustainable
knowledge, this separation of peers can cause problems in those countries. This may mean that
the people taking the course, or those receiving the therapy, may become hostile to the
technique which is using a totally alien form of knowledge.

Another finding was a concern about the country’s healthcare services, access to treatment and
treatment pathways. In Uganda and Rwanda, access to mental health services is minimal, with
hardly any trained psychiatrists. JN explained that the treatment pathway in Uganda begins
with reporting the suffering individual to the police, who forcibly admit them to Butabika (JN
interview 19/07/13). It is estimated that in Uganda, ‘over 65% of mentally ill persons do not
get treatment’ (Kagolo 2012). Similarly, in South Africa, LL and CL both told me that there is not
adequate government funding for mental health services, and therefore Non Government
Organisations are relied upon (CL 5/8/13 and LL interviews 19/07/13 ). This causes problems
not only because there are not adequate services, but also because charitable intervention

becomes entrenched in South African culture. These factors are problematic for mental health
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services in general. Luna’s training model deals with this in part by training community
workers and other lay counsellors in the technique, and they can take it to the communities in
need, and so isn’t dependent on government funding and adequate resources.

All the subjects I spoke to identified different aspects of the technique which met with cultural
complexity. The use of the imaginary character in the second phase of the therapy has been met
with challenges in Uganda where JN explains that children find imagination and storytelling
very difficult. He attributes this to the change in the country’s structure from rural to urban,
and the loss of the influence of the grandparents as traditional storytellers. This can cause a
problem whereby the child struggles to understand why they should come up with a character,
and what that character should be. As JN says, this makes what should be a fairly quick
treatment drawn out, and can cause the children to stop partaking in the treatment altogether.
JN’s solution has been to encourage the children to introduce an imaginary family member who
can change the ending of the story, or to imagine a different ending to the story without a
character. He says that this is still effective and has the same results of cementing the first
phase of the technique and empowering the child (JN interview 19/07/13).

A similar problem was experienced by those working in Rwanda, where the sense of
playfulness seems to be limited, and CR and SC found that conveying the arts based methods of
CATT was difficult in a community where play and creativity doesn’t hold much importance (CR
11/7/13 and SC interview 01/08/13).

Similarly, in Pakistan, there were concerns the imaginary character would present a problem in
accordance with Islamic beliefs, where constructing a false image can be problematic. SK has
found that this was surprisingly less of a problem, and has actually been embraced by
therapists and those being treated (SK interview 11/8/13).

Observing the UK based L3 course, it was evident that some other parts of the protocol were

met with difficulties. Guided imagery, where the therapist guides the individual through an
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imaginary journey to relax them, and instructs them to imagine watching their traumatic story
within that journey. CL stated that this is a fairly ‘new age’ idea, which may not be received well
in South Africa where these ideas are completely unknown. Certainly LL found the guided
imagery section of the training challenging personally and professionally (CL interview 5/8/13
and LL). This theme exemplifies the ways that cultural differences can impact the way CATT is
received and taught in different countries. Although the protocol is in place because it is
necessary to guide lay counsellors and professionals alike in the important aspects of CATT,

these types of problems may be taken into account in future training courses.
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7.0 Conclusions

This research was challenging, not least because of the problem of finding time and space to
interview highly busy people, some of whom live in different parts of the world. The original
planned participant group grew smaller as the project continued, and a wider group of people
would have given a richer quality to the information.

It was also challenging from the perspective of being a very specific technique. There is an
evidence base in the CRIES-8 forms, but ideas about the CATT training and specific aspects of
the treatment are subjective. | am aware that as with any qualitative research the opinions of
others and of the researcher will impact the shape of research (Denzin and Lincoln, 2005). 1 am
aware that the questions asked were specific, especially when it came to children and
childhood, and this would make the subjects think and respond in ways they wouldn’t have if I
hadn’t guided these questions.

The results of this study indicate that as a Western technique CATT translates cross culturally
well in terms of the treatment of PTSD. The symptoms present themselves similarly in each
country - even if they are labelled differently, and CATT effectively treats those symptoms.
The training of CATT presents the biggest cross cultural barriers, and Luna should address
these issues in upcoming training weeks. This study has really become a study on the training
of CATT, rather than the use of it in practice. This is no surprise considering I have interviewed
the trainers and not the patients.

Some issues exist with the treatment itself however; especially certain aspects of the protocol
in Treatment Phase Two (See appendix F), as well as the guided imagery section. These tend to
be due to differences in the way people use their imagination on a day to day basis, as well as
the way children are brought up. The aspect of childhood is prevalent in this study. The nature

of the trauma inflicted on children seems to be perpetrated mainly by adults, and the way that
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childhood is viewed in a particular country impacts the way a child with PTSD is cared for and
treated in the first place. As well as impacting the way they understand and respond to the
therapy. Poverty was also an issue, with people unable to finish their treatment due to
transport issues, as well as making needs assessment and systemic work difficult.

These are all findings which should be kept in mind by Luna when they are planning their work
with Syrian therapists in the future. Finding a competent translator will be costly but key to the
course being a success. Spending time ensuring the course’s participants are stable in their own
wellbeing will also be vital, and Luna plans on spending time treating them for any PTSD
symptoms they may be presenting. Luna will also need to ensure that the CRIES-8 forms are a
robust measure for use with Syrian children who may be living in very unstable conditions,
bearing in mind that these forms are sometimes difficult to complete during treatment.

In the future, it is recommended that Luna take into consideration the way they teach their
training courses, including more culturally specific material. CL recommended providing a
short video of testimonials from different areas as a simple and viable option. The recognition
of issues of translation and understanding, as well as culturally specific views on childhood,
religion and views of mental illness is incredibly important, and trainers and trustees alike
should be briefed fully for the trip, and learn from their participants whilst doing the courses.
Dr Anthony Marsella (2011) indentifies 12 critical issues for mental health professionals
working with Ethno-Culturally diverse populations.” He provides a measure of competence for
therapists working with different cultures (Marsella 2011, see Appendix F) and Luna could
embrace this study and the measure when preparing therapists for training courses in
developing countries, particularly during the upcoming Syria project.

The effective and adaptable nature of the Western-developed CATT has been robust enough to
provide successful outcomes for children experiencing PTSD in a variety of developing cultural

contexts over the last five years. The issues discussed show an opportunity for the refinement
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of the protocol internationally and regionally, and how new cultural issues may be reviewed

and presented in prospective countries, such as Syria, in the future.
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Appendix

Appendix A
Informal Semi Structured Questions for interviews on using Western therapy in a cross cultural

context.

Please give me a brief introduction of yourself and your work.
Could you give me a bit of background on the work the individual does and in what countries they
have worked?

1. How is mental illness viewed in (country) in terms of acceptance/care?

2. How do you think the way in which mental illness is treated reflects a wider context of
culturally specific ideas of human rights and the individual? (expand)

3. Is Post Traumatic Stress an accepted condition with a viable treatment pathway in
(country)?

4. How has Post Traumatic Stress been dealt with in the past/ How is it dealt with generally in
(country)?

5. Do you think that the idea of childhood as a concept differs in different cultures and if so in
what ways?

6. Do you think the ways children are treated (for example in terms of education and working
hours) reflect wider attitudes of society to human rights?

7. How do individuals working on projects react to Westerners in general?

8. Do these reactions impact the way in which the treatment and training is accepted/adopted
in a positive/negative manner?

9. Religion is obviously a key cultural factor which will affect a numbers of things. How does it
affect the way Westerners are accepted into the country?
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10.

11.

12.

13.

14.

15.

16.
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Does the religion of the community affect the way in which the community will welcome
Western theories and ideas?
Does the religion of the country hold its own views of mental illness and its symptoms?

Does the religion of the country stand in the way of treating PTSD effectively? How?

How have you as an individual acknowledged possible cultural issues before using CATT in a
country specific context?

Did you receive any guidance in approaching cultural problems prior to starting CATT
training?

Did you experience any particular difficulties with cross cultural issues whilst using CATT in
country?

How was CATT as a technique accepted as a viable treatment?

Appendix B
1. SCinterview 01/08/13

Questions for interviews on using Western therapy in a cross cultural context.

1.

How is mental illness viewed in (country) in terms of acceptance/care?

9 Thereis fear around mental health in Uganda

9 Thereis a difference in fear on the institution and fear of mental health itself

9 Example of taxi driver being afraid of Butabika hospital.

9 Epilepsy is viewed as a mental illness in Uganda, and this causes problems as it means
that many people are institutionalised for having epilepsy by their families where really
GKSe8 R2y Qi ySSR (G2 o0So

I Butabika a pretty unpleasant place but certainly making attempts to improve.

9 More recently there is a better understanding in Uganda of both mental iliness and
PTSD and its symptoms.

9 Religion and traditional ideas mean mental illness is often seen as a spirit
possession/witchcraft.
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How do you think the way in which mental illness is treated reflects a wider context of
culturally specific ideas of human rights and the individual? (expand)
9 Asacountry have been through so much, and experience real problems
9 Such terrible things happened in the past, domestic abuse and legacy of the
experiences mean that mental health issues are very common, but the reaction to
mental illness is somewhat understandable considering the atrocities of the past.

Do you think that the idea of childhood as a concept differs in different cultures and if so
in what ways?
9 Yes, as children are viewed very differently in places where they are seen as a form
of labour and income.
9 Children in Uganda and Rwanda have been through so much that they are ruthless
and self centred as nobody is there to organise the world around them.
9 Different contexts in different places ¢ JN from the Gulu in Uganda, very educated,
children are learning to swim and going to a good school.
1 Rwanda- playfulness is not encouraged, needed to breakdown these barriers even
in the training with the adults using CATT.
Weekend in Uganda in rural village, children all doing chores like carrying water etc.
Many families struggling, example of a family with an alcoholic father, putting
pressure on children.
T Not much play at school either.

=a =

Do you think the ways children are treated (for example irres of education and
working hours) reflect wider attitudes of society to human rights?
9 Children in Uganda do not seem to experience play, looking around for playgrounds,
O2dz RyQi aSS lyeo
In Rwanda, play is not encouraged.
Night out at a nightclub, PhilbeNB FNRBY w9! /|1 Qa OoNRGKSNI Ay f I ¢
along, who sat around a table being very well behaved, felt like they were there to
be shown off, seen and not heard.

)l
)l

How do individuals working on projects react to Westerners in general?
9 Onthe whole, very well.
 Oneincident in Uganda of being questioned on how it felt to be the representation
of colonial power- can only react with knowledge and sensitivity. Some good things
came from colonialism, and Uganda doing very well considering their past.

Does the religion of the community cause any problems in the CATT training?
9 Not so much a problem, but whole group doing morning devotions when the
trainers arrived ¢ made them feel immediately disempowered and not fully
involved in the group.
9 Adapted to using things from morning devotions in the training.
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7. Does the religion of the country hold its own views of mental iliness and its symptoms?
Does the religion of the country stand in the way of treating PTSD effectively? How?

 InUganda, the idea of the Cen is very prevalent.

9 Idea of spirits and witchcraft.

9 Ugandan culture has different tribes and different ways of explaining Cen and spirit
possession.

9 Seen as the spirit of the bad event. Related to previous experience. Means a

LISNE2Yy Q& O0SKI@A2dzNI A& |t G§SNBR

Cen symptoms actually similar symptoms to disassociation, a symptom of PTSD.

When seeing and framing things in a different way, looking at these types of cultural

differences are very helpful. When looking at Cen you can get a better

understanding of PTSD symptoms from a different cultural perspective, essentially

the same problem but seen in a different way. Witch doctors and the way they deal

with these symptoms can actually be very effective at calming people. Its about

adapting practice to the local population. CATT can be seen as a form of magic

when understood in this context, not necessarily a bad thing, different knowledge.

=A =

8. Did you receive guidance/ consider approaching cultural problems prior to starting CATT
training?
9 Talked to as many people as possible- good idea of what one is going to experience.
T wWSIR GKS Wl oeadaAyAly [/ KNRYyAOtSaQ 6KAOK Aa
Uganda, written by a Ugandan.
Made a big effort to understand the different tribes
Equipped self for responses to questions about colonial power.
Made effort to understand Ugandas moral standards.
Experienced some problems with the trainers not having prepared very well for the
trip, understanding things from purely a therapists point of view and not a cultural
one.
9 Onthe Rwanda trip, there was more of an expectation that people should have
read up about Rwanda.
9 Uganda trip ¢ East London Partnership training day.
A need to ensure people have prepared and have the knowledge needed before the
trip.
Emphasis on the importance of history as a basic minimum requirement.
That knowledge often necessary for empathy to the situation of the country.

=A =4 =4 =4

=A =

9. Did you experience any particular difficulties/issues with cross cultural issues whilst
training CATT in country? How were these dieaith?
1 In Rwanda was the issue of the imaginary character.
9 Theidea that Jesus is alive and does exist causes problems for the imaginary
OKIF N} OGSNJ YR Al 61a RSOARSR GKIFG LS2LXS O
might cause problems and upsetd SO dza S KS O2dz R KI @S 0SSy {F
9 Culturally not many characters that children could relate to, no superheroes etc.
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 InUganda there is also a problem with the imaginary character. The historical
generational transference of stories and folk tales has dies out, grandparents no
f2y3ISNI I 60A3T LINI 2F OKAfRNByQa fA@Sa
a2 YdzOK SELRadaNB (2 FAfYyYa FyR ¢+ ! 3|
developed, find it difficult to come up with an imaginary character.
Shows the binary between traditional and modern society.
In Rwanda problems of examples, when role playing CATT, not knowing what Barbie
wasCONI yatlrdSR a WR23IQ y20 WR2{f Qo
1 In Rwanda having an interpreter actually very useful ¢ able to stop and unpack
things really intensely. Like having a mediator to clear up cultural
misunderstandings.
1 Problems on the Uganda training- assumption that everyone spoke good English,
trainers talking too quickly not ensuring people are understanding.
1 Rwanda, trainers very good at listening, cultural competency. Listening and
understanding. Formalised structure, a lot of listening.
I Teaching those without mental health qualifications in Rwanda, psycho education
at a basic level, working around cultural issues.
 Not making assumptions.

® b2
yREY

=A =

10. How was CATT as a technique accepted as a viable treatment? Are there any particular
issues?
 Time and resources are a very important factor. It is effective quickly and therefore
very useful in Uganda and Rwanda.
' Holistic nature and the rigour of the protocol, all needs are met, very useful in both
countries.
 Rwanda, few of those people actually use the technique effectively, however
working on the idea of child centredness and playfulness was equally important.
1 In Rwanda, metaphorically and physically removing dog collars in the training and
when talking to a child. Realisations about child centredness.
CATT can be used alongside other treatments as part of a package.
Understanding that CATT is not like giving a pill ¢ need a team approach to treating
a child.
I Uganda ¢ works to pull together different people, development in using different
services, No magic wand.

=a =4

2. LL interview 19/07/13

JW: Can you Tell me something about the South African Context to begin with?

LL: To begin with you must understand that this is a culture with a systematic undermining of

LIS2 L)X SQa NAIKGaAP t NB2dzRAOS yR SELX 2Aldlcme2y SEAAC
out and say that institutionalisation of racism and classism really harmed people, went against

human rights, and if you were subjected to it there was worldwide condemnation, and something

needed to change. Up front, naming of the unnameable ¢ apartheid. They result is that the vast
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majority of people have the belief that a large number of people are traumatised. Particularly post

Q d94. The sense was that we have to make reparation. Truth and reconciliation committee, where

LJIS2 L)X S aid22R dzLJ FyR &alFlAR WL gl a KIFENXYSR o6& GKAAZIQ
health professioy’ OF YS Ff2y3 FYyR &aFAR WgS ySSR (2 3Sa4 GKS
use it.

JW: How has this new attitude to mental health effective the use of CATT? How has CATT been
received?

LL: Because of limited resources, people have been very open to CATT. With the exception of people

O2YAYy3 Ay aleéiayd WgS (KAY] 6S 1y28 0SGGSND 6AGK ¢
imperialism, when they come and impose. This reignites a lot of anger in people. In terms of cross

cultural things I thinkarecognil A 2y 2 F LIS2 L) SQa 26y ol &4 2F RSIFEAY
those things dealt with in their own way naturally. Well meaning people can have negative and

unintended consequences. If you go in and open up the fact that there is trauma in the country and

then leave, what about the people who are traumatised? A recognition that, as Spiderman says,

gAGK INBFG LI2GgSNI O02YSa INBFG NBalLlRyaroAfAaded ¢KS
L h! 1y26Q @2dz OFy dza S { KHeriit® gehefally kety wed @céied | & LI NI
¢CKSNBEQa I RSTFAYAGS ANRgAY3a YySSR F2NJ YSyidlt KSIFtGcF

too few of those. And there is a need for it to be a government priority, but these services are very
limited, so the responsibility lies with the NGOs, almost unequivocally, there are some services in
the state sector but they are generally more clinical. Mental health can be quite divided, the haves
and have nots, the people who can afford to go to therapy once a week, or however long they can
afford to do it.

JW: What other issues are there with CATT and using it in a South African context?

! NBO23ayAlAzy 2F LIS2L) SQa NBaAftASyOSs (KSe Yle& |
symptoms. People from the UK shown around and see all the places where violence has happened.

¢KS LRAYOG A& GKFIG 6KSy @2dz 3SG Ayid2 G(KSasS GKAy3a
realise these people have been through grave grave things. Almost without fail they will have been

adzo2SO0G (2 KAZS2FI1Ay3Z NRoOooOoAY3IZ NILISasz az2 L GKAY]
that are expected from a pure kind of protocol level around the training are very very hard to do in

a context like ours. Though they know they need help at the time something happens, they are very

dzyt A1Ste (2 02YS o0l O1® tS2LXS 1y26 aK2NI GSN¥I 6¢
into longer term things. So one thing would be to sit down and say how can | place this model in a

context where | have very limited time. One thing | find very difficult about British trainers in that

they read a lot, which | find completely unnecessary, in fact | find it quite offensive because, | can

read. So you fly me all the way here to show me how clever you are with all your slides, you should

KIS 3IAGSY YS GKSY 0STF2NB: IyR GKSYy ¢S OFy Sy3l 3¢
teach that much. In South Africa, we get up, we role play it, to make it more engaging and more

acceptable, rather than this lecturer who stands up and says you always disappoint me.

¢tKS 20KSNJ GKAY3I Aa GKFEG LIS2LX S Attt aleée (2 @2dz W3
GKAY1l lo2dzi AG FyR aleée WwWgStf ¢S OWdONBRA 200K/ATa (22NJ
Al oNRy3aId LG&A 21 G2 GStf YS WR2yQlOQ o6dzii LIS2LIX S N
degoratory, to tell someone their wrong.

JW: How have you personally found using CATT within your practice?
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LL:{ 2 Y& SELISNA SfgutdSeryhdrd, doihg¢he rieastre®. @¥isd it difficult to use the
DSM timeframe of six weeks. CATT seems to locate itself as a stand alone thing. For front line
workers its psychological first aid. To create an understanding about this is important. Its not really
how it is in the timeframe and measure. Its not really like that. It needs to be a bit more contextual.
One of two things, people present with acute trauma, and then | never see them again, what do |
do then? Second is that generally the trauma where | would use CATT emerges from that in my

GKSNI LR L aSS Al {2 L R2y Qi FRYAYAAUGSNI I |jdzSaianasz
introduce things, as the majority of the children | see have behavioural issues. For an example a boy
WAGK SLIAfSLIAe:T KFa || FAGZ Flritta R26y Ay FTNRYyOG 27

remember it because he was having a fit. Another one was bullied relentlessly for a year and a half,
his flashbacks are of people pointing and laughing. Lots of different things. So the presentation of
trauma in my practice, | tend not to be able to administer the CRIES-8 as a matter of course,
secondly if | administer it when a child starts presenting with what | see as some form of symptom, |
R2 Y Q1 o theh sfatit to Bsk him the questionnaire. | have to trust myself to say | should be able
G2 3AFdAS GKSANI NBRAzOGA2Yy Ay GKS adevyLlizvyao L (1y26
when these things emerge. | know there must be something to have happened for this behaviour to
emerge, in the therapy, 12 sessions down the line, they start showing less symptoms. We will
probably never adhere to using the measure. Also the timescale of 6 weeks for acute trauma | find
bizarre. Being witness to violence there is a possibility of trauma, who is responsible for that? When
do | put CATT into the therapy?

3. JN Interview 19/07/13

1. How is mental iliness viewed in (country) in terms of acceptance/care?

9 Mentalillness is still quite stigmatised in Uganda

9 Institutionalisation is viewed with fear.

9 Thereis a lot of funding for mental health services and attitudes towards it are much
improved.

9 Butabika hospital itself is much improved, buildings are better and it looks nice.

9 One example of an important political figure who was struggling with mental health issues

YR NBFdzaSR (2 3ISi GNBILGYSyidd 1'S GAaAGSR . dzil «
to stay for treatment.

9 The Situation Analysis of Mental Health in Uganda shows there is still a lot of stigma
attached.

2. Is Post Traumatic Stress an accepted condition with a viable treatment pathway in
(country)?
9 There is much improved understanding of PTSD now in Uganda, however, the
treatment pathway is the same with other mental iliness whereby a person or their
family usually goes to the police to get taken into the mental hospital to be treated.

3. Do you think that the idea of childhood as a concept differs in different cultures and if so
in what ways?
9 Thereis free education in Uganda from the age of 4 to the age of 20.
9 Children are treated as very inferior, many cases of child abuse from parents
including rape and homicide.
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4. Do you think the ways children are treated (for example in terms of education and
working hours) reflect wider attitudes of society to humanghts?
9 Children are not treated in the same way in Uganda as in the West. Experiences
with the LRA shows this.
9 They do get free schooling and that shows that education and attitudes to children
FNE a2YS6KIG AYLINRQGAYIP bwideratditddd®8d A F A G0 NBF
Human Rights.

5. How do individuals working on projects react to Westerners in general?
9 They react pretty well as CATT is very useful and therefore the knowledge of the
people doing the training is well respected.

6. Does the religion othe country hold its own views of mental illness and its symptoms?
Does the religion of the country stand in the way of treating PTSD effectively? How?

I Thereis a problem with faith and traditional healing where people are told to stop
tal AYy3d GKSANI YSRAOIGA2YZ 6KAOK AayQi KSt LITdz
issues which need treatment.

9 Traditional healers tell people they can heal they problems including HIV, this
Ol dzaS&a Ylyeé Aad&adzSad F2NJ YSRA Ohedlth. LINP FS&daA2Y I

7. Did you experience any particular difficulties with cross cultural issues whilst using CATT
in Uganda?
9 There was a problem with the imaginary characters. Issues with storytelling ¢ often
this makes it into a longer process than it should be, rather than an accelerated one.
9 Generally storytelling has disappeared in many places in Uganda with
industrialisation.
Recieved well though as there are not many effective treatments for children.
There is also a problem for people who do not have much income as they cannot
afford to send their children for treatment, even though the treatment is free, the
transport and food costs are too much.
9 Many children start to feel better and then would rather attend school, or help at
home that complete the treatment.
9 The children struggle to understand why they need to come up with the imaginary
character.

=a =4

8. How was CATT as a technique accepted as a viable treatment?
9 ltis accepted very well as it works well and quickly and there are not many good
treatments for children.
9 There are some issues with parts of the protocol and with attendance and
treatment completion.
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4. SK Interview 11/8/13
Questions for interviews on using Western therapy in a cross cultural context.

Please give me a brief introduction of yourself and your work.
Could you give me a bit of background on the work the individual does and in what countries they
have worked?

My name is Sadia Javed Khan and i am king as the senior psychologist at Sabaoon. Sabaoon is
a deradicalization centre (school), which works with eé@dicalizing and reintegrating the
vulnerable youth of Swat (Pakistan) who were involved with militancy.

How is mental illness viewed in (country) in terms of acceptance/care?

Views about mental illness in Pakistan are now diverse. As awareness is increasing, the well
educated population is now accepting mental iliness and care for it however the uneducated
population does not acknowledge sucksues and revert to alternative measures to deal with
such issus.

How do you think the way in which mental illness is treated reflects a wider context of culturally
specific ideas of human rights and the individual? (expand)

As far as human rights areoncerned with the treatment of mental illness, it should be an
essential part of the society. It reflects the mentality of the society of how they would view
human rights, it would start with how they treat people who have difficulty with coping with threi
illness.

Is Post Traumatic Stress an accepted condition with a viable treatment pathway in (country)?

Post traumatic stress is now widely accepted in the country, treatment comprises of psychotropic
medication along with CBT and other techniques. Tisithe most effective treatment for this
condition and is used in numerous parts of the country.

How has Post Traumatic Stress been dealt with in the past/ How is it dealt with generally in
(country)?

Post traumatic stress was not properly dealt in thpast, as there was little awareness in this
matter. It may have been misdiagnosed or not diagnosed at all. However education and
knowledge on mental illness has increased substantially in the recent year, especially PTSD has
emerged to be accepted and tréiments are available.

Do you think that the idea of childhood as a concept differs in different cultures and if so in what
ways?
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In Pakistan the idea of childhood differs mostly in different classes (social economic status). In the
upper class where théamilies are wealthy and well educated the idea of childhood is well
understood, parents care for the well being of their children however where there is poverty, the
parents are more interested in sending their children to earn livelihood. They view ¢hitdasa

source of incomethus the concept of childhood differs.

Do you think the ways children are treated (for example in terms of education and working hours)
reflect wider attitudes of society to human rights?

The way children are treated does fett wider attitudes of society to human rights as children
are the basis of developing a society, and the well being of children should be the priority of a
society. Where the rights of children are prioritised shows more maturity and establishment in
the attitudes of society.

How do individuals working on projects react to Westerners in general?

The reaction towards westerners widely depends on thentext of the project. However, now the
reactionwith westerners is becoming positive and more accemi.

Do these reactions impact the way in which the treatment and training is accepted/adopted in a
positive/negative manner?

The trend of people going abroad to get further education is increasiygle day. However the
reactiontowards the treatmentand training is widely accepted, thus having a positive impact.

Religion is obviously a key cultural factor which will affect a numbers of things. How does it affect
the way Westerners are accepted into the country?

Islam is a religion which teaches hpisality and tolerance. Mostly westerners are accepted in
many parts of Pakistan, however the problem lies in the areas where radicalization is high,
distortions in religious concepts leads to radicalization thus leading to less tolerance towards
westerners. In the main citieswesterners are accepted positively.

Does the religion of the community affect the way in which the community will welcome Western
theories and ideas?

Yes the religion of the community does affect the way in which western theoaas ideas will be
welcomed. Even within Pakistan different communities may have different view points over
religion. There is a diversity of acceptance of western theories; one will find more acceptances in
the urban areas (more educated area with lessigibus radicalization), and less acceptance in the
rural areas (less educated area with more religious radicalization).

Does the religion of the country hold its own views of mental illness and its symptoms?
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Religion and mental illness are generally noter lapped. However again it differs for the
educated and uneducated lot. Considering the low literacy level of Pakistan, it can be said that
most of the population will rely on alternative methods to deal with mental illness. Like praying,
meditation orin some cases it can also be blamed on black magic or witch craft. Nevertheless
awareness towards psychology and mental iliness is increasing rapidly thus people are now
beginning to understand that mental illness may go beyond prayers and may need prifieak
attention.

Does the religion of the country stand in the way of treating PTSD effectively? How?
If the client is thoroughly psych@ducated prior to the treatment, religion does not stand in the
way. Considering the cases which actually come f@atment are aware that the problem needs

to be treated by therapy.

How have you as an individual acknowledged possible cultural issues before using CATT in a country
specific context?

Prior to using CATT, an assumption was in my mind that the populatib8abaoon will have an
issue with making human figures as they may consider this as being un Islamic, however to my
surprise i have not come across any issue. Proper psyethacation helped.

Did you receive any guidance in approaching cultural problems prior to starting CATT training?

Yes help was provided and discussed in ttieahd 2 level of CATT, and explained in detail in
CATT level 3.

Did you experience any particular difficulties with cross cultural issues whilst using CATT in country?

Not as yet.
How was CATT as a technique accepted as a viable treatment?

CATT was highly accepted as a treatment as it is easy and very affective, it gives immediate
results.

5. CL Interview 5/8/13

JW To begin with can you tell me a little about yotrackground and how you became involved
with Luna and CATT?
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CL: I studied fine art and psychology in South Africa, and then came here and studied Art Therapy.

{2 Y& TFrYAfe ftAGBS Ay {2dzikK ! FNAOF odzi L R2y Qi f A¢
because there was a trustee who was newer, and we thought it would be useful as | knew the

organisation we were going to work with, and the country, it would mean as a team we would have

the resources we needed.

| trained with Carly here several years ago now, the used CATT in my work with children in primary

schools.

JW: Can you tell me a little about your experience of training participants in CATT in South Africa?

CL: South Africa, because of its particular history, has a lot of different issues, and a lot of different

o Ol 3INRdzyRaX YR (GKS aANRdzZL) 6S 6SNB 2Nl Ay3I ALK ¢
GKS ¢gle& /IFINITeQa y2i 2yfeé RSaA3aIYySR Al F2N LlaedOK2f 2
and front line workers can understand and use effectively in the communities who trust them and

are familiar with them.

We had a group of about 30-35 people. We had people who were working in the townships, social

workers, crisis counsellors, rape crisis counsellor, man who runs a community support project, a

woman who was high up the department of education, psychologists. So we had a real mix of

L1JIS2LX S IyR FNRY [ff 2F GKS RAFTFSNBY(d NI OALFf 3INERdz
official languages, and because we different people from different regions, they had a grasp of the

issues and language from those regions, and most had a good grasp of English. If anyone did

struggle one of their colleagues would help explain it to them. The response was very different

because some people had PHds and some had left before they finished high school, but within that,

they were all very committed to children in SA and the impact of trauma and sexual violence on

those children, and the unsafeness of children in the everydayness of their life, because many of the

children are living in child led households because of AIDS deaths, and because of that they are less

secure than they would be in established housing, with a lot of domestic violence, alcohol abuse

and addiction, their capacity to keep themselves and their siblings safe and fed everyday is very
AYLRNIOFYGSE F2N) GKS LIS2LX S tSINYyAy3I GKS GSOKyAI dzS
in the training in this country is that the children need to be safe now, but in a country where no

2ySQa al¥Sz GKSy 2yS KlFra G2 GKAyYy]l Foz2dzi 6KFG al F¢
because many of the children are not safe, because of that reality, many of those people are

working to protect those children everyday, and very concerned with how safe the children can be

in the presence.

JW: So that level of violence is very different from what we know in the UK?

CL: People in SA all live with a level of violence which is unfamiliar in this country, and the idea of
what violence is is culturally defined, and that was a useful discussion to have with the trustee and
the other trainer. And | think they have with less contact with an environment with that level of
violence.

JW: How did you and the other trainer prepare for that?

CL: There was some preparatory thinking, about the instance of extraordinary violence, rather than
ongoing turbulence. In this country danger and the notion of danger is very different. What people
understand as Human Rights is different; they are very unfamiliar with the idea of life threatening
danger.
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¢KS 20KSNJ NI AYSN)I 6l a OSNEB FRFLIFoESES FyR @OSNE 6N
understood. Also we were talking about the importance of learning from the people in SA about

gKI G (KS@& Q¢hSandan8iGtgd this i dliRimizdduction, that we were coming to share a

technique to support them and help the vulnerable children that they are working with. | think this

was important, especially in a country with a colonial past, and a recent history of apartheid and
R2ZYAYIFGA2yZ 2yte mppn 6KAOK AayQi @GSNE t2y3 323
people would have been brought up in apartheid. So | think some of the people there who were

older than me had a very strong sense of white people coming in and thinking they know best, so |

think because the three of us were white, it was useful to start from that place ¢ something we had

used in England that Carly had used in other cultures, and they had found useful too, offering it to

them as an additional tool to add their existing skill set.

JW: Do you think there was a problem with the idea of a Western party bringing in ideas?

cLL GKAYy]l O2f2yAlLfA&aY Aa Ay LIS2L)F SQa YAYRA AY RAT
had violence and threat and intimidation and discrimination in their lives as part of the legal system,

so for them the idea that we are bringing something better will be unlikely to be seen as true.

Coming from England, we had sanctions, but in SA there is very limited influence from British

culture, as it all came from the US, so we were seen to have very little ties.

JW: Did the Luna trustee prepare himself for theselues? How do you think he dealtith them?

CL: He was very eager to understand and is very kind, and was very eager to understand. | think it
might have been a bit more strange for him. | wondered how it was for him.

JW: Is childhood itself considered differently in South Africa?

CL: Childhood is conceived very differently in different communities, so in white families of

European heritage, probably have quite a similar sense of childhood in those, and with television

and media, they are quite influenced by America. Only less issue with discipline, a much stronger

sense of respect for teachers and discipline. But definitely a sense that children should be safe and a

time to be free from the worries of the world. And they would expect to finish school and go on to

higher education.

In the townships its very different, with very high levels of rapes, so within that a lot of children

FNBy Qi LXIFYYySRZI YR Ay GKS g2N] F2NOS Ylye LIS2LI S
mothers leaving their children and going to work in the cities. And these women will find partners

gK2 GKS& | Nfayd®itho¥e wdhdddittera is léss knowledge to contraception and lot

of the men refuse to use condomes, so a lot of the children are unplanned and STI. So the notion of

OKAf RK22R ¢gKSYy @2dzQNB Ay LR ISNIes | yoRavettdzZQNS 62 NJ
child, is quite different.

There are also unhelpful traditional beliefs, and because there@so much spread in SA, in rural

communities, there was a belief at one time that if you had sex with a child it would cure you of

AIDS, so there was a lot of rape of babies as young as 6 months, and there was a number of

incidences where that was perpetrated by the family, grandfather and uncle etc. So thinking of what

childhood means where that is possible, its hard to understand, 1@ not sure what that means, and |

struggle to make sense of, that people can conceive of, apart from that its happened such a number
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perpetrator, which again means they have a terrible experience.

So as far as the idea of keeping children safe is there, but where, and how much of the abuse is

alcohol driven is very hard to say.

Ly {! @2dz2ONB y2i adzall ¥yDR K2 0ISo deXKS B DM RNIBAY F & izl 4
manpower,anR G KS 2dza A0S aeadisSy Aa OSNE &ft2¢6r a2 A0GQa
that there is a large number of children without adult safeguarding.

JW: Can you tell me a little about the partner organisation in SA that you worked with on thg?tri

CL: Lefika is an art therapy centre, and they mainly have charities and NGOs that work there that are
child focused including the Teddy Bear clinic that LL works at, as well as childline etc. So they all

work to support children, and to try and make their lives better in a lot of different ways. They train
community workers to become community arts counsellors, they cant call them arts therapists
because art therapy is state regulated as it is here, but its very difficult to get training, because the
person that runs Lefika is very community focused, she has created a qualification that is experience
oFlaSR® LUGQA | NBFffte 3I22R | LILINRI OKXZ &aKS g2
g2dz R 0SS | dza STdzZ OKI NIbdsed, and Rould hevyf dccesdth thiokeX 0 S
communities that Luna wants to reach.

JW: Can you think of any examples or specific problems which may occur when using CATT with
children in this context?

CL: We were training adults, but thinking of the context, cK A f RNB Yy O y Qi GNJ @S¢ o0& 0
U K U Q & trath khé congmunity workers, as they are already involved and going into that
community.

JW: In Uganda and Rwanda there seems to be a problem with the imaginary character in the
second phase of CATT, this the case in SA?

CL: I think children in South Africa have a better idea of play than children in Uganda, though it

g2dZZ R 0S RAFFSNByYy:G (G2 . NARGIAYZ odzi L R2y QG aSS o4k
adaptable approach and theres less to work with in terms of understanding neurological

approaches, as some of the children have limited access to education, so suddenly talking about the

way the brain works, you might be working with a child whos never thought about how their body

works,sotK 1 Qa ljdzAGS | € SIL) G2 &ddzRRSyfeé& GKAYy]l lo2dzi ¢
OGN RAGAZ2YFE Odz Gdz2NBa 6AGK ARSIF&a Fo2dzi aLIANRGA | YF
that as any more than an initial challenge.

JW: Were there any mblems with the training itself?

CL: I think the adults struggled with the idea of of CATT, as they know how challenging traumais,

and to have this technique which can take away years of flashbacks and nightmares seemed

dzy NBF £ A 20 A O3 ohdad OFKFSOYSNS f OKSSesQ RJISH2aLERS Qa WA Sga OKI y 3
FANRG GAYSET AdG az2dzyRa fA1S I LINIGE& GNARO]Z odzi 2y
noticed that shift. And then understood whatQ already been explained, and the notion that this

R2SayQid LINRPOSaa i Kn8motyNdendhéyudderdoSddowdid Gext ftageQ & |
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would fit in, to talk about the experience without hotspots, but that the experience was still painful
and difficult to talk about.

They struggles a bit with visualisation, active imagination in that way is less familiar. Some of the
visualisations are a bit new agey, bubbles and that sort of thing, which is quite different from what
those from more traditional cultures would know and understand.

| think some of the group were quite shy coming from different professional backgrounds, | think

they found it a little intimidating, so they community support worker who was working this the

woman from the department of education, for her it was less familiar, 0 dziT (G KI 4§ Qa y 24 Odz { d:
specific.

JW: Are there any other issues from a cultural perspective with the training or CATT itself?

CLCNBY | Odzf GdzNT f @GASé6> (GKS LROSNI& aARS Aa ljdzads
that are quite cheap her, but to them it was amazing that we could bring in all these materials like

aSlidAya FYR FTSFGKSNEZ YR SOSNREOKAYIDP ¢KS& 6SNB |
pack we took.

LiQa dzaSTdzAZ G2 NBYSYOSN) GKI 4o

One also has to remember how much trauma the participants will be holding, so for example | had

to go in and take over a pair, because one of the participants was working with a very traumatic

YSY2NER FyR 320 4Gdz01=2 YR GKS LI NIGYSNI RARY QG (y2¢
embarra@ A Y3 NI GKSNJ GKFY GNIdzYFGAOX AF @2dzQNB GFf1AY
the level of trauma that people have experienced is really high, in that population in particular, so

many of the participants were showing signs of PTSD.

| suppose you need to keep an eye on the numbers on the course, so that the facilitators are able to
cope. | think maybe 30-35 was perhaps a little bit high, especially if they started spreading into
different rooms. | think CR thinks about it really carefully, but the facilitators need to be aware.

,2dz Ydzad 1SSLI AY YAYR 6K2 RAFFSNBYyG SOSNR2yS Aasz
may not be traumatic for another. So you must keep in mind especially when only working with

trauma, that something which may come across as middle class inconvenience, but for that person

gl a Kdz3Sfte OdNXdzyrdAOd {2 Ada O0SFENARYy3I Ay YAYR (KL
different, and they need to have feared life threatening danger at that moment, regardless of

gKEGQa FOddzk f e KFLLSYSR G2 (KSY® ¢KA&E A& AYLER2NII
O2y&aARSN) gK2Qa A& GKS INBFGSald ySSRY gKSNBoeé &2dz

for that child.

JW: There have been issued raised witte case studies used the training, is this an issue?

{2 GKS SEFYLXS 2% GKS tAilGGtS o2& 6AGK G(KS AyeS
KFa F FFEYAf@ YSYOSNI 6K2Qa 06SSy KAIK2FI O]l SR 2NJ gA
peoplewA f f 1y2¢6 a2YS2yS 6K2Qa8 06SSy oNHzilffteé NILSREZ
using African references in Africa, or showing more experience of case studies and practitioners.

>"r—ho(
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| did suggest starting with a video, with people from different communities talking about CATT and

K2¢g AGa STFSOGSR GKSY YR GKSANI O2YYdzyAaiez 0SSOl dz
understand the context. It would have been helpful to start with a Luna video, with different

landscapes, different coloured skins, different languages. We were saying the same context but we

RARY QiU 221 tA1S 6S O2dZ R K2fR (KS &l YS NKedGKYO®
technique that is unfamiliar with children they are very protective of. It brings a sense of the scope

of the project, people are used to being impressed by authority, while even within that, seeing the

LIS2LX S YR 6KSNB (KS@2Q@S 0SSy 62Nl Ay3I A& dzaS¥dz =
wherever. That would be a nice way of people to see the cross cultural value. The other thing is we

Fa] GKSY (2 3IAGS dzLJ I 6SS1 2F GKSANI GAYSET 6KAOK A
FNB 3J2Ay3 G2 fSFENY FyedKAy3a 2F @Ffdz2SZ Ay ! FNAOI
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Appendix C SWOT analysis.

LL interview

Strengths

Weaknesses

Partnership relationship between Luna
and Lefika.
People are very open to CATT.

British Training style- standing up in front and
tell me everything you know

Difficulty in sticking to the protocol when in
different contexts- e.g. poverty/difficulty
attending treatment for a length of time.
CRIES-8 form not always appropriate- when to
use it?

Opportunities

Threats

Working alongside others - finding out
what THEY know rather than just
imposing what you know onto them.

Intellectual Colonialism. Attitudes to a top
down approach to training and charity work.
South African people very wary of influence
from other countries, history of colonialism
and oppression.

South Africa is a very dangerous place to be,
where almost everyone has experienced quite
extreme violence.

SCinterview

Strengths

Weaknesses

Using interpreter - provides proper
translation and resolves any issues if
people find a concept difficult to
understand (Rwanda)

Understanding traditional ideas e.g. Cen in
Uganda - helps understand the context of
PTSD in Uganda.

Assumption that people in the country speak
English (UGANDA), may misunderstand, or
trainers may speak too fast.

Trainers not preparing before the trip, not
prepared for the language, poverty, religion.

Opportunities

Threats

Gaining understanding of country before
going there - should be part of the
protocol prior to the trip.

Use the country’s local and traditional
knowledge and skills to CATT’s
advantage.

Rwanda and Uganda, understanding of
mental illness improving.

Children lacking imagination, generally less
sense of play in Uganda and Rwanda, difficulty
in the imaginative character part of the
therapy.

Children treated as inferior/seen and not
heard.

Traditional/ religious healing, different ideas
of what mental illness means.
Attitudes/Stigma around mental illness-Fear
of the institution, epilepsy being diagnosed as
mental illness.
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JN interview

Strengths

Weaknesses

Using CATT is effective in a place
where there aren’t many treatment
pathways for children.

A greater understanding of PTSD is
provided with the psycho education
element of the protocol.

Knowledge of people doing the
training is well respected.

Children lacking understanding of why they need
to complete the second phase of treatment turns
it into a lengthier progress.

Opportunities

Threats

Greater understanding and
acceptance of mental illness in
Uganda.

More funding from the government
for mental health services, Butabika is
improving.

Mental health care is free, as is
education.

Issues such as poverty stop people from
completing the treatment - they are unable to
afford travel/ food for the day, or put education
first and don’t finish treatment once they start
feeling a bit better.Fear and stigma of mental
illness and institutionalisation.

The Situation Analysis of Mental Health in Uganda
2006 shows a high level of stigma attached to
mental health.

Ugandan children struggle with imagination and
with the imaginary character in Phase Two of
treatment.

Children treated as inferior- child abuse/homicide
by parents/carers show children are vulnerable.
Traditional beliefs and healing, traditional healers
telling people to stop taking medication for their
illnesses.

1. SKlInterview

Strengths

Weaknesses

CBT and CATT are very effective
forms of treatment for PTSD. CBT is
used most widely across Pakistan.
CATT is very effective and give
immediate results.

People who were properly psycho
educated did not have a problem with
making imaginary characters even in
a Muslim nation.

Westerners and Western ideas are
well received.

Opportunities

Threats

The educated population have a good
understanding of mental health
issues.

If a person is fully pyschoeduated
before treatment, religious ideas do
not stand in the way.

The uneducated population have lesser
understanding of mental health issues and
may turn to other ways of dealing with it. Faith
and Traditional healing ideas mean people can
see mental health problems as black magic or
witchcraft.

PTSD was not understood properly in the past,
and was misdiagnosed/not diagnosed at all.
Children are treated badly in some parts of
society - this reflects the education and
attitudes to human rights in uneducated
sections of society.
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CL Interview

Strengths

Weaknesses

CATT is very simple and effective.

Luna and Lefika working together in arts
based practice reaching communities who
need help.

Child centredness - issues of safety for
children.

The experiences of violence and poverty
are very different in South Africa, and
Western trainers/CATT itself may
underestimate this.

The examples used in Level Two
training are from a very Western
perspective and may not resonate in a
cross cultural context, especially in a
country with such a history of violence
and sexual abuse.

People may think CATT is too simple to
work.

Opportunites

Threats

The making of a film of people’s stories of
using and being treated by CATT may be
useful in training sessions, in order to
show that it works in a cross cultural
setting.

CATT is very adaptable and can be used
alongside other forms of treatment.
Once people have seen and practiced the
technique they start really believing in it.
A need to bear in mind that everybody’s
frame of reference is different.

The number of participants in the
course who may themselves be suffering
from PTSD, means they may struggle
during the training.

Trainers not having prepared properly.
Too large a group of people for the
facilitators to deal with.

Very high levels of violence and rape in
the country, means almost everyone has
experienced it or knows someone who
has.

Many of the children looked after at
Lefika and other organisations are not
safe in their day to day lives- child led
households.

There is not the government provision
for either mental health services or child
safeguarding which means NGOs are
heavily relies upon.
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CRinterview

Strengths

Weaknesses

CATT and Western ideas well received
when explained clearly.

CR was asked to go by REACH, indicating
both an understanding of PTSD as well as a
tolerance for Western and non religious
ideas.

Lack of sense of play meant the training was
difficult for some to understand. The idea of
acting out a story was hard to explain to those
unwilling to ‘play’

The idea of the ‘self is very different —
entwined with the community, This can impact
the person/child centeredness of the
technique.

Opportunities

Threats

Religious communities provide support for
people who are suffering with PTSD and can
help with their recovery,

The idea of forgiveness is common and
more acceptable in Rwanda, which may aid
the recovery of the person suffering PTSD.
On explaining and psycho education, people
were very willing to accept CATT.

Religious dominance causes suspicion over
Western and non religious ideas.

Traditional ideas of ‘Thahamuka’ can impact
recovery by making symptoms even worse.
Sense of self entwined with the community,
can make it difficult for Western trainer to
understand/ sufferer to comprehend the idea
of CATT.

Difference sense of childhood/play, not child
centred.

No designated play areas for children.

Adults with PTSD passing on predisposition to
their children through attachment problems.
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Appendix D CRIES- 8

CHILDREN AND WAR FOUNDATION

THE CHILREN'S IMPACT OF EVENTS SCALE (8)
CRIES

The Impact of Events Scale (IES) was originally developed by Horowitz et al (1979) to monitor the
main phenomena of re-experiencing the traumatic event and of avoidance of that event and the
feelings to which it gave rise. Hence, the original 15 item, four point scale, has two subscales of
Intrusion and Avoidance.

It was not originally designed to be used with children, but it has been successfully used in a number
of studies with children aged 8 years and older. However, two separate large scale studies (Yule's of
334 adolescent survivors of a shipping disaster, and Dyregrov's of children in Croatia) found that a
number of items are misinterpreted by children. These separate studies identified identical factor
structures of the IES and these were used to select eight items that best reflected the underlying
factor structure and so produced a shortened version ¢ the IES-8 for children.

The present version is designed for use with children aged 8 years and above who are able to read
independently. It consists of 4 items measuring Intrusion and 4 items measuring Avoidance - hence
it is called the CRIES-8.

The development of this instrument has been largely undertaken by colleagues working under the
auspices of the Children and War Foundation which was established to support good quality
research studies into the effects of war and disasters on children. Good studies require good,
accessible measures. We are most grateful to Dr Mardi Horowitz for agreeing to allow us to make
this version freely available to clinicians and researchers through this web-site.

I n maki ng t hi-Sfreaylavailable, &l weéask id tratShose who use it send us
copies of their results so that we can continue to improve the sneafor the benefit of
children.

We will make available copies of the instrument in different languages as the scale is
properly translated and backanslated. Any clinician or researcher wishing to make
such a translation should get in touch with ugdt in case a translation is already
underway.
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Administration

The IES is self completed and can therefore be administered in groups.
Scoring

There are 8 items that are scored on a four point scale:

Notatall =0
Rarely =1
Sometimes =3
Often =5

There are two sub-scales:

Intrusion = sum of items 1+3+6+7
Avoidance = sum of items 2+4+5+8

The lay-out has been designed so that scoring can be easily done in the two columns on the right
hand side. The total for each sub-scale can be entered at the bottom of each column. Wherever
possible, we have done this in all the languages into which the scale has been translated.

Evaluation and psychometric status

Psychometric data relevant to the reliability and validity of the 8-item version were presented in
Yule (1997). There, it was reported that the total score on the 8-item IES correlated highly with the
total score on the 15-item version of which it was part (r= +0.95, P<.001).

In an analysis of the scores of 87 survivors of the sinking of the Jupiter, it was found that the 62
children who received a DSM diagnosis of PTSD scored 26.0 on the 8-item version while the 25
who did not reach DSM criteria for a diagnosis of PTSD only scored 7.8 (P<0.001). Using these data,
it was found that a combined score (Intrusion + Avoidance) of 17 or more misclassified fewer than
10% of the children.

Despite the theoretical criticisms often made against using such self-completed scales in different
cultures, the IES has now been applied in a variety of cultures, including studies with children. It is
now clear that post traumatic stress symptoms in children are more similar across cultures than
they are different. Indeed, Intrusion and Arousal are robust factors of the Impact of Event Scale in
children from different cultures.

We remind people using the scales that one cannot make a clinical diagnosis from scores on the
self-completed scales alone. A proper clinical diagnosis relies on much more detailed information

obtained from a structured interview that assesses not only the presence and severity of stress
a@YLINi2Yax odzi Ffaz2 GKS AYLIOG 2y (GKS OKAf RQa
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Perrin, Meiser-Stedman and Smith (2005) reviewed the use of CRIES-8 and provide validity data
from two samples of children (52 attending a PTSD clinic, and 63 attending an Accident and
Emergency Clinic). In both samples a cut-off score of 17 maximised sensitivity and minimised the
rate of false negatives, 75-83% of children were correctly classified as having PTSD (as separately
judged from the Anxiety Disorder Interview Schedule) or not on the basis of their CRIES-8 score.

CRIESS

The Foundation has also developed a 13 item version of the IES for children, adding 5 items to
evaluate Arousal. As Horowitz predicted, these items do not always load on a separate factor and as
the Perrin et al (2005) paper illustrates, the CRIES-8 performs equally well as the CRIES-13. We
therefore recommend using the CRIES-8 as a screening tool.
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Revised Child Impact of Events Scale

Below is a list of comments made by people after stressful life events. Please tick each item showing how
frequently these comments were trugdaduring the past seveh thaysdid not occur during that
time please tick the 6énot at all & box.

,,,,,,,,,,,,,,,,,

Na me : ééééécéecéeeeeeececee Dat e: é éé

Not at | Rarely | Some | Often
all times
Do you think about
L e (101 11
2. Do you try to remove it from your memory [ ] [ ] [ 1] [ ]
3. Do you have waves of strong feelings ab [ ] [ ] [ ] [ ]
4 Do you stay away from reminders of it (e. [ ] [ [ ] [ ]
" places or situations)
5. Do you try not talk about it [ ] [ ] [ ] [ ]
6. Do pictures about it pop into your mind? [ ] [ ] [ ] [ ]
Do other things keep making you think ak
7 95 Keep mAKing Y (101 1
8. Do you try noto think about it? [ ] [ ] [ ] [ ]

© Children and War Foundation, 1998

Children and War Website(2013) [online] available at www.childrenandwar.org
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Appendix E CATT Protocol
1. Creation of a setting where a child feels comfortable and trusts their therapist.

2. Creating a Safe environment. People with PTSD face a number of factors which can
trigger a reaction, and often have high levels of anxiety. Creating an environment which
is safe and secure will mean treatment can be implemented effectively.

3. Systemic work to create a trusting relationship with the child to indentify adult and
wider support networks.

4. Psycho education means that a child has an understanding of why their brain and body
is reacting in the way that it is. Once they gain this understanding it is easier for them to
comprehend their treatment.

5. Child Centeredness. CATT is very much a child centred technique whereby the child’s
own feelings and opinions are placed as the most important, and the child is able to
have an impact on their own treatment. This helps with sense of trust, sense of control,
as well as making the treatment itself more effective.

6. Need Assessment. The therapist must gauge whether the child is having their basic
needs met outside of the therapy, for example what his or her home life is like can effect
the treatment, and if a child is hungry or lacking sleep because of their quality of life it is
important that the therapist has awareness of this before proceeding with treatment.

7. Agreeing goals with the child again focuses on the child centred model but also gives
both the child and therapist something to aim towards.

8. Trauma treatment phase one is the process of creating characters, setting the scene,
naming the story, and then finally the process of telling it backwards and forwards

looking out for trauma hotspots.
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9. Trauma treatment phase two is the introduction of the new imaginary character who
couldn’t possibly have been there who will come in and affect the story providing a
different ending. This gives the child a sense of control and hope.

10. Rehearsal and Guided Imagery. The therapist uses guided imagery to ensure that the
child can think through a situation which they will have to face which would have
previously produced triggers and been very distressing. The therapist looks out for any
trauma hotspots or problems to ensure that the child is able to face it.

11. Trial. The trial is where the child has to face the difficult situation in reality without
experiencing the symptoms of PTSD which would have previously presented
themselves.

12. Return to Needs Assessment and any other clinical needs. This is the final step where
the therapist reviews any needs the child still has outside of therapy, as well as any
other issues which might need further treatment (for example OCD or depression which
haven’t been diminished in the treatment of their PTSD).

Appendix F
TABLE 1: Cultural Competence Self-Evaluation Form (CCSE)
Client’s Ethno-Culwral Group:
Rate yourself on the following items of this scale to determine your “cultural competence” for this client:

[ vervrrue | TRUE | somewrarRUE | nNotTRUE | unsure |

L« | s 1 2 | I | v J
1. ____ Knowledge of group’s history
2. Knowledge of group’s family structures, gender roles, dynamics
3. ____ Knowledge of group’s response to illness (i.e., awareness, biases)
4. Knowledge of help-seeking behavior patterns of group TOTAL SCORE:
5. ____ Ability to evaluate your view and group view of illness 80.65=C

2 d -65 = Competent
6. ____ Ability to feel empathy and understanding toward group
o £ 65-40 = Near Competent
7. Ability to develop a culturally responsive treatment program
8. ___ Ability ro understand group’s compliance with treatment 40 Below =Incompetent
9. Ability to develop culturally responsive prevention program for group
10. ____ Knowledge of group’s “culture-specific” disorders/illnesses TOTAL # of U’s:
11. ____ Knowledge of group’s explanatory models of illness *1f this mumber i above 8 more
12. __ Knowledge of group’s indigenous healing methods and traditions =l rkaion i oled
13. ___ Knowledge of group’s indigenous healers and their contact ease
14. ____ Knowledge of communication patterns and styles (e.g., non-verbal) THERAPIST:
15. _ Knowledge of group’s language Age: Gender: _
16. ____ Knowledge of group’s ethnic identification and acculturation situation Religion:
17. Knowledge of how one's own health practices are rooted in culture Ethnicity
18. _ Knowledge of impact of group’s religious beliefs on health and illness
19. __ Desire to learn group's culture
20. ____ Desire to travel to group’s national location, neighborhood
© A (2009) Atlarnts, Georgia, Froe use with acknowledgement and ctation,

Dr Anthony Marsella(2011)
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