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Psychosocial Wellbeing of ‘Vulnerable’
Refugee Groups in (Post-)Conflict
Contexts: An Intriguing Juxtaposition
of Vulnerability and Resilience
Ilse Derluyn, Elisa van Ee, and Sofie Vindevogel

Abstract

Refugees often find themselves in a precarious situation, characterised by multiple
vulnerabilities. The label ‘vulnerable’, as specifically applied to certain categories
of refugees like unaccompanied minors, child soldiers or elderly, may ensure due
attention to their specific needs at various stages of conflict and in post-conflict
situations, yet it risks masking specific support needs at the individual level.
Therefore, the allocation of support should always be based on needs assessment
at the individual level rather than the categorical level. A complex constellation of
factors at the individual as well as contextual level appears to play a part in determining the impact of traumatic events and the post-traumatic reactions. At the
contextual level, support oriented towards addressing vulnerability and fostering
resilience can help individuals to gain control over their life and life context and to
deal with psychological challenges in a way that reduces their impact. This chapter
concludes that a systemic, strengths-based, culturally-sensitive, relational framework should guide the design and implementation of future interventions for refugees. This would ensure that they are context-sensitive, based on the capacities and
strengths of the target population, and designed to enhance support that a given
context offers to its most affected and vulnerable members.
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Introduction

James was born and raised in the eastern Ituri region of the Democratic
Republic of Congo. He was only 12 years old when he was abducted and
press-ganged into the Union of Congolese Patriots (UCP). As a child soldier,
he was forced to kill his own parents and fight in a brutal Congolese militia.
He remained captive for years, but managed to flee to a refugee camp in the
border area. Despite his escape, he still feels trapped. He lives in constant fear
both because he re-experiences his traumas night and day and because the
UCP remains an active political force in Ituri. As a former child soldier, he
feels stigmatised and rejected by the camp community. His greatest desire is
to go to school and learn about new farming technology so that he can contribute to rebuilding of the community. At the same time, he does not dare to
return to his community. He desperately wants to focus on the future, but is
constantly reminded of the past.
In response to the unprecedented forced displacement of millions of people, the
former High Commissioner for Refugees António Guterres said: ‘Forced displacement is now profoundly affecting our times. It touches the lives of millions of our
fellow human beings–both those forced to flee and those who provide them with
shelter and protection. Never has there been a greater need for tolerance, compassion and solidarity with people who have lost everything’ [1].
Refugees and internally displaced persons may have multiple vulnerabilities. It
is accepted that certain groups, such as children (in particular unaccompanied
minors), pregnant women, sexual minorities, individuals with disabilities and
elderly persons, are ‘vulnerable’. Children face serious risks; children who are
unaccompanied or separated from their families are especially at risk of neglect,
abuse, violence and exploitation. Women and girls are at risk of experiencing discrimination, exploitation, violence (in particular sexual violence) and intimidation.
People may also be subjected to violence or threats of violence because of their
sexual orientation or gender identity. According to the United Nations (UN) Special
Rapporteur on torture, members of sexual minorities are disproportionately likely to
be subjected to torture [2]. People with disabilities (intellectual disability, psychosocial, sensory or physical impairments) are at risk of isolation, neglect, abuse and
undignified treatment and are often excluded from participation in the community.
Although, as a group, elderly people are usually defined in terms of age, their vulnerability is, as with most vulnerable groups, depending on the specific country
context where they live and the living standards and life expectancy here. In elderly
people psychological distress may occur against a background of pre-existing age-
related neurological or psychiatric disorders, such as dementia, depression, and a
general reduction in mental capacity. Frailty can create dependence and make access
to support difficult [3, 4].
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Quantitative data on different ‘categories’ of vulnerable people are very limited,
but it is apparent that the size of the current population of vulnerable persons is
unprecedented. For example, more than half of the refugee populations are children
under 18 years of age, and a considerable proportion of them have been separated
from their parents or previous caregivers [1]. The latest global report on child soldiering estimated that roughly a quarter of a million children worldwide are currently serving as conscripts in armed conflicts, in roles such as soldier, spy, cook,
porter or sexual slave [5–7].
There is often a marked increase in gender-based violence in crisis situations [8].
In the Democratic Republic of Congo, for example, it has been estimated that 12%
of women have experienced sexual violence and that 6–17% of survivors fall pregnant as a result of sexual violence [9, 10]. In 2000, the World Health Organisation
(WHO) released a report [11] in which children born of rape were described as
being at risk of neglect, stigmatisation and racism, abandonment and infanticide.
Despite these concerns, little is known about the fate of children born of sexual
violence and their mothers [12].
Although to some extent vulnerability of these groups can be defined in terms of
personal factors—in particular age, gender, sexual orientation and disability, it
involves several additional, interrelated dimensions, including contextual factors.
Contextual vulnerability is based on societal factors such as living environment,
social and economic status, neighbourhood and community resources and intimate
and instrumental support [13, 14]. For example, children can be forced to join an
armed group or may join ‘voluntarily’, but in either case being inducted into an
armed faction as a ‘child soldier’ places children at huge risk of experiencing a
range of difficulties [15–18]. Children born of sexual violence are at heightened
risk, because a pregnancy resulting from sexual violence is considered to add to the
trauma of sexual violence itself, and the mother and/or her community may perceive
a child born from such a pregnancy as a living reminder of rape and the rapist
(enemy) [12, 19].
Vulnerabilities can be multiple and may intersect and change over time. Health
and welfare problems such as destitution may multiply vulnerability, as they put
individuals at risk of homelessness, inadequate nutrition, poor physical and mental
health, isolation, exploitation, abuse and high-risk behaviour, thereby increasing the
overall risk of harm. Victims of torture, other forms of trauma and human trafficking, may be in need of protection because of the trauma they have experienced and
because of being at risk of further abuse. Adverse effects of early life difficulties
may influence psychosocial development, enhance later vulnerabilities and substantially increase probability of poor outcomes [13]. Vulnerability is also depending
from circumstances, for example, the availability of education, health services or
food. In other words, vulnerability is shaped by both personal and environmental
factors and changes over time and according to circumstances [3].
Further, we will elaborate specific psychosocial and mental health risks that have
been documented in various groups of ‘vulnerable refugees’, in particular in conflict
and post-conflict contexts. We will also look in detail at the ‘resilience’ that many
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refugees demonstrate. In addition we will explore factors at various levels of the
socioecological system that may be associated with increased risk of mental health
problems. Finally, we will discuss approaches to support and intervention for vulnerable groups of refugees. But first, we would like to reflect on the meaning of the
‘vulnerability’ label.

9.2

Labelled as ‘Vulnerable’

Although being labelled as ‘vulnerable’ may ensure that a group receives particular
attention or that its specific needs are met at different times and stages of conflict
and post-conflict situations, using this label also carries important caveats. First,
designations of ‘vulnerability’ are often based on the so-called ‘objective’ characteristics, such as age (e.g. children, elderly), gender (women) or a presence of
clearly identifiable physical problems (e.g. disability, illness). Although it is clear
that these ‘objective’ characteristics may indicate greater vulnerability to detrimental effects of war, displacement, armed conflict and collective violence, there is no
absolute or direct causal relationship between such characteristics and risk or need
for support and protection at individual level. Individual members of ‘vulnerable’
groups may not be in need of additional support and/or protection, and, even more
importantly, individuals who are not belonging to a designated ‘vulnerable group’
may be in need of extra support and/or protection. Labelling certain groups as ‘vulnerable’ may thus mask the fact that individuals who are not members of a recognised vulnerable group may have huge needs and therefore need to be supported
accordingly.
A related point is that governments are increasingly using group-level vulnerability classifications to determine allocation of resources. Furthermore, based on
‘objective characteristics’ and the related ‘vulnerability’ label, they create subcategories within categories or groups that are already entitled to receive extra support.
A good example of this strategy can be seen in what happens to the group of ‘unaccompanied minors’: whilst this group as a whole is recognised as ‘vulnerable’, government increasingly indicates ‘extra-vulnerable groups’ within this group, such as
those under the age of 14 or girls. This ‘additional’ label is then used to allocate
‘scarce’ resources to the ‘extra-vulnerable’ groups. This process can mean that individuals who are not members of an ‘extra-vulnerable’ group do not receive the support to which they are entitled, as per definition a 17-year-old Afghan boy would be
in less need of support than a 14-year-old Angolan girl.
This attempt to make allocation of resources and support more ‘objective’ contrasts with the approach used in most care and support systems. In these systems
support is ‘needs-based’ and an ‘individualised care trajectory’ is put forward:
needs assessment is then always carried out at individual level (not at group level),
and support is allocated according to specific, context-dependent needs of an individual, not assumptions about the needs of a group or category which he or she
belongs to. Although it is important to pay particular attention to the needs of certain groups, it is thus equally important that attention is paid to possible side-effects
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of creating categories and subcategories based on an ‘objective’ approach to
vulnerability.

9.3

Mental Health, Culture and Vulnerability

Poor mental health can be both a cause and a consequence of vulnerability [14].
There is evidence for a strong association between multiple and chronic extreme
experiences in refugees and the diagnosis of post-traumatic stress disorder (PTSD),
which has been defined as the presence of intrusive memories, avoidance, negative
alterations in cognitions and mood and alterations in arousal and reactivity as a
consequence of a single or a series of traumatic experiences. PTSD often co-occurs
with other mental health conditions such as depression, anxiety disorders [20–22],
complicated, persistent grief following violent loss [23–25] and other forms of psychological distress [26].
Deleterious effects of traumatic events on mental health and functioning in refugee populations have been well documented. Almost all systematic studies in conflict and post-conflict regions and across diverse cultural settings have reported rates
of PTSD and depression that by far exceed those found in communities not affected
by conflict. Reported prevalence of PTSD varies widely, ranging from 0% in a
conflict-affected region of Iran [27] to 99% in Sierra Leone [28]. Weighted prevalence estimates from a subset of methodologically robust surveys included in a systematic review of Steel and colleagues [29] range between 13% and 25% and may
be the most accurate indicator of PTSD rates, which is considerably higher than the
prevalence rates found in Western countries.
In post-conflict populations, poor general psychological health has been associated with female gender, young or old age, low social status, bad living conditions
and insecurity and violent and traumatic events, including forced displacement and
child soldiering [30]. It has been consistently reported that the prevalence of PTSD,
depression and anxiety in post-conflict populations is higher in females than in
males [31–33]. In Sri Lanka, the prevalence of depression and associated factors
increases with age in adult primary care patients, ranging from 0.3% in the youngest
group to 11.6% in the oldest group [33]. Prevalence of depression reached 31% in a
sample of elderly people in a Palestinian refugee camp [34]. There is, however, a
dearth of studies on the impact of forced migration on mental health of elderly
people. Equally, in post-conflict settings, deficits in mobility, cognition, self-care,
seeing and hearing are associated with poor mental health, with a higher prevalence
of PTSD and depression symptoms and worse social functioning [31, 33, 35]. A
study of adolescents in the conflict regions of eastern Democratic Republic of
Congo showed that displacement has placed them at increased risk for developing
several mental health problems [36]. Furthermore, unaccompanied minor refugees
are clearly at much greater risk than children fleeing with their parents; studies in
resettlement contexts indicate that they are at up to a fivefold higher risk of developing symptoms of anxiety, depression and PTSD [37–39]. Psychological distress is
also prevalent in former child soldiers [16, 40–43], although the reported prevalence
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varies between contexts and according to the specific measurement methods and
study timeframes [44]. Symptoms of psychological distress that may occur in the
aftermath of child soldiering include a range of internalising and externalising problems, such as stress, flashbacks and nightmares, feelings of guilt and shame, sleep
disturbances, social isolation, aggressive behaviour and hyper-arousal, as well as a
range of psychosomatic complaints such as headache, stomach ache and decreased
appetite [7, 45, 46]. War-affected populations, particularly groups of adolescents,
may exhibit ‘internalising problems’ such as symptoms of depression, anxiety and
post-traumatic stress, as well as ‘externalising behaviours’, such as conduct disorders, substance use and high-risk sexual behaviour. Often several symptoms co-
occur, for example, externalising behaviours may be associated with or even
mediated by internalising problems, such as depressive symptoms [47].
Mental disorders such as PTSD are by definition characterised by a specific combination of symptoms affecting thinking, mood and behaviour and are associated
with personal distress and/or impaired functioning. It is generally agreed, however,
that good mental health amounts to more than a lack of symptoms of mental disorder. According to the WHO [48], ‘concepts of mental health include subjective
wellbeing, perceived self-efficacy, autonomy, competence, intergenerational dependence, and self-actualisation of one’s intellectual and emotional potential, among
others’. Mental illness is mainly defined in terms of symptoms, whereas mental
health is mainly defined in terms of successful functioning manifested in productive
activities, fulfilling relationships and resilience, i.e. the ability to adapt to change
and cope with adversity [49]. Vulnerability in particular can limit the potential to
function successfully. Trauma can severely disrupt child development, in particular
psychosocial development which includes development of the ability to form fulfilling relationships. Relational aspects of adjustment after war and violence may be
particularly salient in young children, because of their relatively greater dependence
on caregivers [50]. In addition, caregivers who have been submitted to torture may
present with parenting and family relationship problems [51, 52].
There is an ongoing debate, however, about whether Western psychological concepts of traumatic stress are relevant to populations in culturally diverse conflict and
post-conflict regions [53]. Culture has been described as ‘an acquired ‘lens’, through
which individuals perceive and understand the world that they inhabit, and through
which they learn how to live within it’ [54]. All persons are influenced by—and in
turn influence—their context and culture they identify with. Conceptions of the self
and the other are shaped by culture and influence perspectives on normal and psychopathological phenomena [55]. Thus trauma and post-traumatic reactions can be
viewed as products of a continuous, dynamic interaction between an individual and
his or her context. Silove [56] argued that in post-conflict regions, core individual
and societal adaptation systems are disrupted. ‘In each society, historical and cultural factors will determine the specific way in which these adaptive systems are
expressed, what constitutes a threat to each one and how the community reacts to
repair the adaptive systems after periods of mass conflict and chaos’ [57]. Derluyn
and colleagues [15] and Kevers and colleagues [58] have also emphasised social
impact of collective violence, war and armed conflict: collective violence affects not
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just individuals but also social fabric, destroying social relations and social networks, as well as social support structures. Individual trauma should, therefore,
always be considered in a relational framework and its broader social context [58].
As such, although there is a large body of evidence showing that war, displacement
and collective violence have a negative impact on mental health and psychosocial
functioning of vulnerable groups, there are also accounts for high resilience and
strength in these populations, and the resilience perspective is often emphasised by
those who criticise over-pathologisation of vulnerable groups. We will further elaborate on this perspective in the next paragraph.

9.4

Resilience

The concept of resilience is critical to accounts of positive adaptation in the context
of significant adversity. Resilience has been operationalised in various ways, but it is
generally regarded as the capacity to withstand, adapt to or rebound from challenging
or threatening circumstances. Demonstration of resilience is a dynamic process
involving the interplay of multiple risk and protective processes over time and
encompassing individual, family and wider sociocultural influences [59]. Multiple
biological and psychological variables, internal and external to the person, inform
and constrain other domains almost always bidirectionally. Resilience depends on
continuously interacting and transforming complex adaptive systems [60, 61]. Ungar
[62] drew attention to the role of culture and context in this process, specifically their
role in facilitating culturally meaningful ways of coping, which necessitates reflections on the need for a stronger cultural conceptualisation of ‘resilience’ [63].
Turning once again to the example of children as a vulnerable group, systemic
factors (e.g. the quality of a child’s family, school or community) typically account
for more of the variance in child outcomes than the cumulative impact of individual
traits, particularly in highly adverse contexts [64]. Anna Freud’s famous observations during World War II drew attention to the importance of the presence of parents and parental reactions as a buffer against the impact of war on children [65].
Parenting can not only mitigate effects of war and violence but can also enhance
processes by which children become resilient despite an adverse context. It has been
shown that during war loving and non-punitive parenting are associated with positive child outcomes, namely, high creativity and cognitive competence, which could
in turn have a protective effect on mental health [66, 67].
Resilience can take diverse forms, and there are many ways of coping with
adversity, war and collective violence embedded in different levels of the socioecological system [46, 68]. Neblett and colleagues [69], for example, found that
amongst African American young adults, spirituality, positive affect and communalism are sources of resilience which promote adaptive outcomes to stressful situations and other negative circumstances. However, certain experiences, such as child
soldiering, may affect resources to which children have access or which they perceive as valuable in their search for a way of coping with difficult experiences and
challenges they face [46, 70, 71].
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Vulnerability and resilience can be seen as two sides of the same coin as their
existence derives from the context of stress. Affirming one’s resilience and addressing one’s vulnerability help one to gain control over his/her life and deal with psychological challenges. In all populations forced to deal with challenging situations,
high levels of psychological distress alongside remarkable agency and resilience are
observed: people seem to continue with their lives and invest in life and relationships despite psychological suffering [72]. Alongside great suffering people may
show great strength and agency, but equally, individuals who appear to function
well may nevertheless be experiencing deep psychological pain and distress.

9.5

Risk Factors for Psychosocial Wellbeing

High prevalence of mental health problems in refugee populations encompasses
considerable variation, and therefore scholars have tried to identify factors that
increase a risk for development of psychological problems in refugees. The most
important risk factors will be further presented and discussed.

9.5.1

War-Related Traumatic Events

There is a large body of evidence that in all categories of refugees, including the
‘vulnerable’ groups discussed in this chapter, exposure to war-related traumatic
events has a very high impact on the presence and persistence of mental health
problems [73, 74], even years after a conflict has ended or upon resettlement [72].
Several studies, for example, have documented a high impact of past traumatic
events on child soldiers [16, 18, 46]. Some studies have compared the prevalence of
psychological problems in former child soldiers and their peers who were not
recruited and have shown that child soldiering has a detrimental impact on mental
health, beyond to that of exposure to war only [41, 75]. Although comparative studies are scarce and inconsistent, there is strong support for the added role of aversive
child soldiering events, as studies indicate that child soldiers who experience the
greatest quantity and severity of war events are often the ones who experience the
most severe psychological distress afterwards [41, 76]. In other words, there seems
to be a ‘dose-effect’ relationship between adversity-related factors and psychological wellbeing in this population [77].
There is also evidence that sexual violence has a large impact on victims’ mental
health, both in adult refugee populations [78, 79] and in adolescent war-affected
groups [80]. Various studies have documented fairly high levels of symptoms across
a wide range of problem areas in victims of sexual violence. Breslau and colleagues
[81] estimated the lifetime prevalence of exposure to rape at 5.4% and the probability of PTSD after rape at 49%.
A study by Okello and colleagues [82] in Uganda documented the high impact
of both war-related traumatic experiences and childhood adversities, whilst Mels
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and colleagues [36] noted that displaced, war-affected adolescents in eastern
Democratic Republic of Congo report more mental health problems than their non-
displaced, war-affected peers. A recent study by Shehadeh and colleagues [83] in
the Palestinian occupied territories documented that imprisonment of a family
member, especially the father, is associated with an increase in children’s mental
health problems. This evidence is in line with the considerable impact of past traumatic experiences in populations of child refugees separated from their parents [84,
85]. Similarly, elderly people having experienced a greater number of adverse
events carry a higher risk of developing mental health problems [86]. Indeed, both
the type of trauma and the number of difficult experiences are of high relevance to
their meaning and the likelihood of vulnerabilities.

9.5.2

 urrent Daily Stressors in Conflict
C
and Post-Conflict Contexts

Large attention that has been paid for long to the impact of war-related traumatic
events has been submitted to critique [87]. In particular, an influential study by
Miller and Rasmussen [77] highlighted the massive impact of ‘daily stressors’ on
the psychological wellbeing of war-affected populations, and the role ‘daily stressors’ play in mediating the impact of traumatic events on mental health. This study
led to increased interest in how post-conflict living conditions—daily material and
social stressors—influence refugees’ psychological wellbeing.
In the specific case of refugee children, a range of factors that may affect mental
health have been identified, including daily material stressors (e.g. poor housing,
lack of financial resources), daily social stressors (e.g. limited social network, exposure to racism and discrimination, acculturation) and lack of access to professional
support, in particular psychological care [74, 88].
In the case of unaccompanied minor refugees, quantitative studies in resettlement contexts have illustrated a huge emotional impact of several daily (material and social) stressors [74, 85, 89], whilst qualitative research has highlighted
the psychological burden imposed by certain stressors, including lack of (permanent) residence documents, poor housing and limited access to schooling
[72, 78, 90].
It has also been reported that in adolescent victims of war-related sexual violence
and in former child soldiers, social stressors, particularly stigma and social exclusion, are one of the main risk variables for development of mental health problems
[80, 91]. Former child soldiers tend to have a very ambiguous position in society,
oscillating between being seen as a victim and as a perpetrator [45, 76, 92]. Children
born of sexual violence are perceived as objects of shame and humiliation [51]. For
example, the Acholi culture (northern Uganda) condemns illegitimacy, with some
tribes discriminating against illegitimate children [93]. This means that children
born to mothers captured by the Lord’s Resistance Army have the lowest possible
social status as they are double stigmatised by association with the rebels and by
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illegitimacy [93]. It has been extensively documented that former child soldiers who
are victims of (war-related) sexual violence and their children are both subjected to
stigmatisation, discrimination, hostility and ostracism and that this is often a source
of psychological distress [42, 51, 94–96]. Collective violence destroys social bonds
and social networks, thus removing one of the most important protections against
mental health risks associated with adversity and adding to other risks which war-
affected populations face [15, 97].
The protracted refugee conditions of many refugee populations worldwide,
whereby most of them live in very detrimental circumstances, clearly add to a
mental health burden they already face as a result of past traumatic experiences,
being uprooted and dealing with multiple losses. One could argue that these refugees experience the so-called condición migrante [98], a combination of postmigration stressors such as loss of family relationships, loss of social support and
a loss of identity. Yet, living in a protracted refugee situation is even more complicated because of, amongst other things, a total lack of control upon immediate and
longer-term future and high level of uncertainty over whether needs will ever be
met. The result is often a ‘life in limbo’ that may feel temporary, but can become
permanent [51].

9.6

I nterventions for Refugee Populations in Conflict
and Post-Conflict Settings

From the material presented earlier in this chapter, it seems obvious that interventions to support vulnerable groups should focus on reducing the main causes of
their suffering. Considerable political effort is required to put an end to collective
violence and destitution that compels these groups to leave their homelands in
search for safety and a better living. Additionally, stress of post-conflict contexts
should be minimised by rebuilding every aspect of a society (economy, infrastructure, education, health services, etc.) as soon as possible. Furthermore, specific
interventions should be applied to address psychosocial wellbeing. Rather than
presenting an overview of a variety of possible interventions, here we aim at setting out a broader framework for interventions in line with our argument that
mental health problems should be considered in the broader context of problems
an individual faces, strengths and resilience he or she presents with and relational
and social context he/she is nested in. Although for a long time interventions
focused on traumas which individuals had experienced stood central [7, 77], the
increasing emphasis on the impact of daily material and social stressors on mental
health and wellbeing is producing a gradual shift in focus. We therefore call for
interventions to be based on a systemic, strengths-based, culturally sensitive, relational framework.
A systemic approach in interventions is necessary because psychological impact
of collective violence is embedded in a spectrum of other factors that impinge individuals and their surroundings. This spectrum of challenges constitutes the context
in which psychological wellbeing is shaped [45, 77]. This perspective implies that

9

Psychosocial Wellbeing of ‘Vulnerable’ Refugee Groups

223

healing psychological wounds of war and collective violence at individual level also
entails repairing the damage done to all areas of people’s lives and to the context in
which they exist, as such damage tends to multiply problems caused by war and
collective violence [99, 100].

James’s family lost most of their belongings during the devastating war in
Eastern Congo. His sudden abduction by the UCP compounded that loss,
depriving him of what remained of his possessions and of his family and the
ancestral land on which the family had built their homes. When he escaped
from the UCP and arrived in the refugee camp, James found there was little
left to return to. A consortium of humanitarian organisations for war-affected
young people heard about his situation and intervened to support his transition to society. He now benefits from basic services (e.g. food programme,
basic health care) provided to all people in the camp and is further assisted by
a support team who is trying to trace his relatives, assess the state of affairs in
his former community, negotiate the return of his family’s ancestral land and
prepare James and his former community for reunification and reconciliation.
This will require lengthy, delicate and extensive mediation at community
level, but it is likely to make a huge difference to individuals like James. For
instance, if the complex land disputes are resolved and James is able to reclaim
his ancestral land through community-supported mechanisms, he might be
able to start farming, start building a new home and settle down.

Our plea for a more strengths-based approach follows from the evidence of high
levels of resilience in vulnerable populations, together with problems stemming
from the pathologisation of the refugee experience and the objectivation of refugees’ vulnerability. We need to look at interventions that support a range of intraand interpersonal factors and processes and can strengthen capacities of individuals,
families and communities to deal with aversive situations [101]. Paying more attention to people’s resources and support mechanisms does justice to a complex reality
of refugees’ adaptability and functionality and recognises complexity of the interplay between challenges and resources [15, 46].

James’s greatest desire is to go to school and learn about new farming
technology. He believes that education will give him a better chance of finding
a paid job and making a better future for himself. He also sees education and
a paid job as the route to a better position in the community, because they
would enable him to contribute to the development of the community development and thus earn him respect. James has missed several years of
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schooling because he was press-ganged into the UCP and at the moment there
is no school operating in the camp. However, a group of parents and former
teachers have got together to educate the camp’s young people, and this means
James can gradually catch up on his secondary education. Moreover, one of
the elders in the camp, who took care of James when he arrived, has used his
network of connections in the camp to introduce James to someone who used
to work with new farm technology and is willing to share his experience and
the lessons he has learned, to give James some familiarity with the job. This
makes James focus more on the future and bolsters his hope that there is a
better life ahead of him, which is crucial to his ability to cope with the stress
and other psychological sequelae of his experience as a child soldier and the
restrictions which camp life imposes on his development.

A culturally sensitive approach to interventions should address criticisms based
on the cultural specificity of responses to stressful events. Interventions should be
designed and organised collaboratively, with external agencies drawing on local
partners’ knowledge of a community’s main psychosocial needs and resources and
their understanding of the local relevance of particular psychosocial wellbeing indicators and ways of promoting wellbeing [100]. This should ensure that interventions are sensitive to a local context and cultural particularities.
Like many young people in the camp, James receives counselling from an
international NGO that provides psychosocial support to war-affected young
people. During one of the sessions, James told the counsellor that he is
haunted by spirits. He often wakes up at night and sees the people he killed
during his time with UCP in his room. He tells the counsellor that the spirits
of these people wander around his room and threaten him. James also discloses that this arouses strong emotions in him, that it takes a long time for the
fear and anxiety to dissipate and that even in the daytime he is haunted by
vivid memories of the night. The counsellor discussed James’s case during a
meeting of the international team, and it elicited a discussion about the framing and interpretation of mental health symptoms. In line with his Western
biomedical training, James’s counsellor clearly interpreted James’s re-
experiencing as a symptom of post-traumatic stress for which he would suggest psychological therapy. His Congolese colleagues were able to offer
insight into James’s understanding of the concept of spiritual possession and
explain that in their cosmological frame of reference, spiritual possession can
best be treated by performing cultural ceremonies. The open discussion of
cultural differences in this meeting stimulated the team to work towards an
approach that aligned with the cultural framework of James’s experiences and
guaranteed that he received the support needed to alleviate his suffering and
improve his mental health. His counsellor was thereby empowered to explore
nonlinguistic and ceremonial approaches to processing traumatic events.
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Finally, we call for a relational approach to support and humanitarian interventions. Healing and support interventions should recognise the importance of social
contexts. Emphasis should be placed on interventions designed to repair local social
contexts and social support networks, for example, through community-oriented
therapeutic groups. Furthermore, when individuals and groups return home, a lot of
resources should be directed towards family- and community-oriented programmes
to help returnees reintegrate. There needs to be an acknowledgement that displacement and separation inevitably lead to changes in both the displaced and those left
behind and hence that rather than trying to recover the old way of living, being and
interacting, a new equilibrium must be constructed [95, 102]. In case of former child
soldiers, particular attention must be paid to reconciliation processes as many of
them have caused great harm to their own communities. Calls for active ‘reconciliation’ are often set against the dominant view amongst humanitarian intervention
organisations (not amongst the affected communities, however) that child soldiers
should be seen as ‘victims’ rather than ‘perpetrators’ [92]. Last, given the prevalence
of social stressors and stigma, particularly amongst victims of war-related sexual
violence and former child soldiers, and their huge impact on individual wellbeing,
we should be wary of humanitarian interventions based on assigning people to categories. Indeed, providing certain groups, such as former child soldiers, with extra
support may exacerbate feelings of hatred and revenge in a community, especially
when a community itself suffers from numerous problems. Categorical approaches
to humanitarian interventions are often derived from policies (at government level
and in non-governmental and funding agencies) which see targeting ‘the most vulnerable groups’ as more ‘attractive’ in many ways (prospect of helpful media coverage, accessibility of the group, attraction of funding, etc.). It is important to remember
that categorical approaches are at the expense of the noncategorical, ‘holistic’
approach which is increasingly advocated. Continuous tension between policydriven interventions and programmes based on an assessment of needs taking into
account complex circumstances of people’s lives calls for intensive cooperation and
networking between all actors in the field, including governmental and non-governmental, local, national and international agencies [95]. This kind of noncategorical
approach would not only acknowledge that armed conflict affects all children and
adolescents living in a conflict area, directly or indirectly [75], but also avoid the risk
of stigmatisation caused by singling out particular (and often already contested)
groups. A noncategorical approach also addresses our concerns regarding possible
side-effects of labelling particular groups as ‘vulnerable’ purely on a basis of ‘objective’ characteristics, such as age, gender, disability or past experiences.

James has been stigmatised and rejected by other people in the camp ever
since he arrived there after serving as a child soldier in the UCP. Although he
tries to fit in, both he and his community have changed considerably since he
was recruited by the UCP. He grew up listening to stories around the communal campfire. These stories taught him cultural norms and practices.
Because there is no storytelling of this kind in the camp, he is missing out on
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an important source of guidance about how to behave respectfully towards
fellow community members. Some of the things he does and some of his
behaviour are frowned upon, feared and considered rebellious and result in
his stigmatisation and rejection. To help tackle this kind of problem, a
community-based organisation is trying to revive the storytelling tradition, by
organising meetings amongst community members in the camp and encouraging them to discuss the everyday issues that bother them under the guidance
of the community’s leader. This leader is also being supported in the role of
negotiator and in attempts to initiate dialogue between, for example, former
child soldiers like James and fellow community members. Such meetings and
attempts at conflict mediation may lead to an enhanced understanding of different frames of reference and shared expectations of community life, as well
as to a more nuanced understanding of former child soldiers. Over time, these
things are to reduce conflict, stigma and rejection within the community.

To conclude with, we call for holistic interventions and initiatives that address
psychological distress as a part of a comprehensive package of support encompassing many life domains that have a bearing on psychosocial wellbeing rather than in
isolation. Furthermore, interventions should not just be translated from one culture
to another; they should be designed in a culturally sensitive manner, taking account
local frames of reference and culturally specific responses to psychological distress.
Interventions should not focus exclusively on psychopathology and difficulties, but
acknowledge and make use of strengths and resources of survivors. The comprehensive approach we propose needs to consist of an integrated, multilayered pyramid of
support, including basic services and security (e.g. basic health care), community
and family support interventions (e.g. family tracing and reunification), focused
non-specialist support (e.g. livelihood programmes) and specialist services (e.g.
psychological counselling) [103]. Support should draw on and reinforce capacities
and strengths available in a given context, with the aim of increasing the contextual
and social support that is already present to all community members and in particular to those with specific needs [46].
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