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“Reaching the Water despite piling up stones” 
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This article is authored by two persons: Simone Lindorfer, independent trauma therapist and 
international trainer / consultant on psychosocial trauma work will provide an introduction and 
overview over the international experiences and current debates of trauma work as part and 
parcel of psychosocial and mental health work (see paragraph 1., 2. and 3.)  Cécile Druey, 
the project coordinator of the Humanitarian Dialogue Project at swisspeace, will build the 
bridge to the experiences made in North Caucasus and make connections between the 
different experiences. She formulates suggestions for the future of the project in light of the 
international lessons learned (4.) 
 
 

1. Introduction: What stones and waters can tell us about trauma recovery work 
 
Long, long ago there was a young palm tree who lived in the desert and was happy about his 
life. One day, however, a very angry man passed. He was lost in the merciless desert without 
food or water. “Hey, you, palm tree” the man shouted at him with deep resentment, “why 
should you be so happy when I am so miserable? If I have to suffer, then you will suffer, too”. 
On saying that, he picked up a heavy stone and slammed it into the middle of the tree. The 
palm tree could hardly breathe at first and felt completely numb, confused and shocked. But 
then an overwhelming pain started to fill his heart. The palm tree cried long and loud, but 
there was nobody to hear him. 
The palm tree first hoped that one day, the pain would eventually stop. He was sad and 
angry at the same time, because his life that had been so full of promise had been twisted 
into an unbearable existence. He did not want to suffer any more, and after some time he 
decided to try to push the stone away, tried it again and again. But he could not move the 
stone even a bit.  
He eventually started to hate life and wanted to die and with these feelings of complete 
helplessness, he drifted off into sleep. The next morning, he realised that something had 
changed: he could feel cold, nourishing water coming up through his roots into his trunk, 
soothing him and easing the pain. The weight of the stone, as it had been crushing him, had 
also pushed him deeper into the earth, until he had finally reached a stream of water 
underground. He started to grow with the water nourishing him. All the while he carried the 
stone and its weight always there, sometimes hurting more and sometimes less. He 
embraced the stone with his leaves as if he wanted to protect this most vulnerable and 
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painful part. He became one of the biggest trees in the desert. Birds would rest in his leaves 
and people would find protection from sandstorms. He found happiness again.1 

 
This little story contains much of well-researched trauma psychology and yet can be 
understood even by illiterate people who intuitively connect to its truth. What is important 
here and what can guide us in our reflection on trauma recovery interventions are the 
following points: The palm tree has already everything he needs to grow despite the stone. 
The story does not talk about foreign intervention, about a powerful helper that comes like 
superman and miraculously takes away the stone through sophisticated techniques; it says 
that the palm tree reaches water that has always been there beneath him, even in the desert. 
Secondly, the story has a happy end, but most people who have actually gone through very 
painful experiences – who carry stones themselves – tend to become sad at its end, because 
they actually always hope that with magical interventions, the stone can be dissolved one 
day and life can just be as it was before. Learning that stones remain – and in some 
circumstances keep piling up – is an utterly painful part of trauma therapy and reminds both 
therapist and client to be humble. The third truth comes out when people are asked – in 
workshops or in therapy – to draw their tree, the stone and the water. In most occasions, the 
stone and the water turn out to be both individual and social. Trauma – at least human made 
disasters – always contains this psycho-social dimension that what hurts is not only an 
individual experience, but is rooted in social structures: If a woman is raped, no matter 
whether it is her boy-friend, a stranger on the road or a rebel in a civil war – it is not her 
individual fate, but originates from the world-wide structures of women’s oppression and 
patriarchy. If people are abducted and never found – be it in Columbia, Syria or in the North 
Caucasus – this experience is part and parcel of a political and social set-up that sanctions 
or even directly exerts this kind of human rights violation. One could argue that this psycho-
social dimension might not be there in natural disasters like earthquakes or floods. And this 
might be true on first sight as the earth trembling or the water flooding places might hit 
everybody in the same way. Nature, however actually also makes a difference along social 
criteria: It is mostly the poor who do not have adequate housing or live under precarious life 
circumstances and on dangerous grounds who are hit the most.  
But as much as the stone symbolising suffering is social, so is the water: Nobody can heal or 
grow in isolation. Social support is one of the most nourishing waters survivors can reach. 

 
We are beginning our reflections on the international experiences and debates around 
trauma work with this “simple” story because most of its truths will re-appear in the critical 
considerations that will follow.  
The task that the two authors of this article – Simone Lindorfer and Cécile Druey – want to 
tackle is two-fold: We want to present and reflect upon international experiences, good and 
bad ones, in the area of trauma recovery. This is what colleagues, namely psychologists and 
practitioners from the North Caucasus, actually asked for. But beyond this mere description 
of international debates, we aim at initiating a dialogue of these experiences with lessons 
learned from the courageous and creative psychosocial trauma work in various parts of the 
North Caucasus. A dialogue is always two-fold, and this is what our presentation strives at, 

                                                        
1 For the whole story, see: Lindorfer, S. (2007). Sharing the Pain of the Bitter Hearts. Liberation Psychology 

and Gender-Based Violence in Eastern Africa. Münster: LIT Verlag, p.415f. 
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too. We want to ask: In how far are experiences made elsewhere comparable or similar to 
the North Caucasian experiences? Where are the differences? What are the lessons learned 
in North Caucasus? And: How can the experiences of the North Caucasian populations, their 
dealing with inherent challenges of the trauma recovery work under conditions of on-going 
insecurity, be made fruitful so that they can actually learn from each other and support each 
other’s efforts? How can these reflections finally contribute to the prevention of conflicts in 
this particular part of the world? 
 
 

2. Critical voices of the international experience: Psychosocial trauma work as 
contested field of intervention 

 
Looking back at more than twenty years of experiences of psychosocial trauma work in an 
international context, the results seem to be rather mixed: Trauma projects as part of an 
international response to natural disasters and wars started to play a serious role only in the 
end of the 1980s. They reached their climax in the 1990s when almost at the same time the 
genocide in Rwanda and the civil war in Ex-Yugoslavia took place. Both places at that time 
got almost “flooded” by humanitarian organisations and international trauma and mental 
health experts offering trauma work. Since this period of time, the budget and the interest for 
trauma projects in the international context steadily increased. 
How did this “trauma boom” come about? In their introduction to the book “Rethinking the 
trauma of war”, Patrick Bracken and Celia Petty cite various reasons for this development 
that on the one hand side can be regarded as utterly positive because it shows a level of 
reflection that goes beyond the basic needs of survivors of such catastrophes and sees them 
in a more holistic way, but that on the other hand led to serious criticism. According to the 
two quoted authors, trauma projects are usually not very capital-intensive and most of the 
money goes directly to the accounts of international experts anyway. Additionally, the crucial 
question of sustainability that is often a big challenge in international humanitarian and 
development projects becomes obsolete because the funding can stop once the “healing of 
trauma” is done – which is apriori conceptualised for the end of the project. And finally, 
trauma projects are medially quite attractive for the acquisition of funds.2 
In the following, I want to highlight those critical points that might seem the most interesting 
and relevant for the reflection of the North Caucasian experiences. I will thereby proceed in 
two steps: Firstly, I want to highlight criticism raised from within the Post-Traumatic Stress 
Disorder (PTSD) discourse and look at the challenging deficits of the concept. In a second 
step, I want to enter a rather meta-theoretical discussion and ask: Is PTSD as psychological 
and diagnostic approach to certain historically distinct experiences (of war, human rights 
violations or terrorism) the right approach altogether?  
 

a. Criticism from an “inside” perspective: The usefulness and limitations of “Post-
traumatic Stress Disorder” as diagnostic category 

The Post-Traumatic Stress Disorder (PTSD) is a diagnostic category whose formal 
recognition as disorder only slowly evolved. It was actually a perpetrators’ group who 

                                                        
2 See Bracken, P.J. & Petty, C. (1998). Rethinking the Trauma of War. London: Free Association Books Ltd., 

here: pp.1-8. 



  4

became central to this development: A number of highly distinguished Vietnam veterans 
returned their medals after the war and offered public testimony of their war crimes, thereby 
raising serious questions about the country’s justification of the Vietnam war as a “just war”. 
The antiwar veterans in the US organised massive psychological treatment programmes and 
issued systematic research on the subject of combat trauma. In 1980, the American 
Psychiatric Association included for the first time in its manual of mental disorders – the DSM 
(Diagnostic Statistical Manual) - the characteristic syndrome of psychological trauma called 
“post-traumatic stress disorder” (PTSD). With this formal recognition, a long struggle of 
trauma survivors of both natural and human-made disasters of different kinds came to an 
end and was finally psycho-politically acknowledged. 3 

However, while this diagnosis has historically opened up important new possibilities to 
survivors of trauma to not only be socially recognised in their suffering, but also to get access 
to treatment and compensation, the concept of PTSD in the meantime has been widely 
criticised. Criticism is mostly uttered against an uncritical transference of a specific diagnostic 
category of a disorder to contexts of mass violence and humanitarian intervention. I would 
like to highlight a number of important deficits and challenges connected with the concept of 
PTSD and thus ask my North Caucasian colleagues about their own experiences of the 
usefulness of this concept for their context. 

First of all, the letter P for POST can be seriously questioned in “PTSD” given the fact that in 
many areas of the world – and also in many areas in the North Caucasus – the traumatic 
situation is actually not over but ongoing.4 Different to, let us say, a car accident, there is 
often no POST (“after”). And even if there seems to be an end to the actual insecurity, e.g. 
when there is an official peace agreement signed, tensions and fears continue to exist within 
society and so does the often re-traumatising stress of a post-conflict situation. It is actually a 
quite difficult question to define when “post” starts: In my work with asylum seekers in both 
Germany and Austria, I have even come to conclude that the fears of being sent back to the 
home country by German or Austrian asylum courts constitutes an ongoing traumatic stress. 
If the traumatic experience is not even over once people reach a “safe country”, how can we 
seriously talk about POST-traumatic Stress Disorder in on-going conflict scenarios?  
This actually brings us to another essential problem associated with the concept of PTSD 
that has to do with the fact that trauma therapy in the sense of processing and resolving 
trauma (which is mostly termed as “trauma healing” or “de-traumatisation” in projects) can 
strictly only be done when the survivor is safe and secure and not in danger of being 
retraumatised by another round of violence or catastrophe. Trauma healing always goes in 
phases: security and safety are the first phase and also the precondition before remembering 
and mourning as second phase can take place; trauma integration is the final third phase. 
Entering the terrifying experience through talking, thus opening up the wound again makes 
survivors more vulnerable and instable. As therapists, we therefore cannot risk this 
destabilisation that is part and parcel of a normal recovery process, if the client has not 

                                                        
3 For a historical overview, see e.g. Herman, J. (1992). Trauma and Recovery, From Domestic Abuse to Political 

Terror. London: Basic Books, here: p.28. 
4 See e.g. Becker, D. (1995). The Deficiency of the Concept of Posttraumatic Stress Disorder when dealing with 

victims of human rights violations. In R. J. Kleber, C. R. Figley & B. P. R.Gersons (Eds.), Beyond 
Trauma: Cultural and Societal Dynamics (pp. 99-110). New York: Plenum Press. 
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reached a certain level of inner and outside stability. Going back to what I was describing in 
the therapy of asylum seekers in European countries like Germany and Austria, this implies 
that in our therapies, we cannot seriously tackle the traumatising events and process them 
unless the clients have been granted a stable asylum status that actually allows them to 
confront their painful experiences.5 In my view, the words “trauma recovery” and “trauma 
healing” in ongoing insecurity is sometimes rather an expression of therapeutic megalomania 
than of sincere expert knowledge. What we CAN do under such circumstances of on-going 
insecurity, though, is to facilitate reaching the water, so that growing can take place despite 
stones. 
Another line of criticism surrounding the concept of PTSD tackles the question of cultural 
sensitivity and applicability of the distinct symptom clusters to other cultural contexts: PTSD 
is conceptualised as a universal set of typical symptoms that are more or less the same in 
different cultures. Even if similarities can actually be found, these “symptoms” do not 
necessarily mean the same to the people and are not necessarily interpreted in the same 
way as pathology: Refugees from Cambodia, for example, show a number of symptoms like 
lethargy, headache and worries about what happened with their families who were left 
behind. But according to Peltzer, this syndrome of typically Cambodian trauma reactions that 
is called amongst Cambodians the “Cambodian sickness” is collectively rather understood as 
cultural expression of bereavement and therefore an existentially constructive reaction 
connected with anniversaries or ceremonies of remembrance.6 In other words, what the 
diagnostic concept would want to call a disorder, is the expression of spiritual respect and 
connection with the dead.  

In addition to the culturally different interpretations of the “symptoms”, the definition of the 
traumatising impact of the experiences also varies in different cultures. What actually 
happens after and due to a traumatic event is often defined along different categories in 
collectivistic societies: Brinton Lykes, for example, emphasises the importance of the 
symbolic meaning of trauma in her work with Mayan communities in Guatemala: “What does 
it mean for a Maya child to lose her land, to watch her home and crops and traditional dress 
burn, to see her animals killed? … The Maya collective body has been deeply wounded …. It 
is that collective body – the ants, the trees, the corn, the domestic animals, the human 
beings gathered across generations – that has been ripped from its roots and wanders the 
earth – an earth that has been burned and scarred, an earth that both reflects and constructs 
the communities’ scars.”7  

It is easy to conclude that if symptoms are not interpreted and defined in the same way as 
Western trauma psychology does, also Western “remedies” might be very limited: For 
instance Boothby argues for Mozambique (Southern Africa) that interventions that are based 
on Western talk therapies and developed in stable societies, in his experience, are 

                                                        
5 For the phases’ model, see e.g. Herman, J. (1992), Trauma and Recovery.  
6 See Pletzer, K. (1996). Counselling and Psychotherapy with Victims of Organised Violence in Socio-cultural 

context. Frankfurt: Verlag für interkulturelle Kommunikation, here: p.179. 
7 Lykes, M. B. (1996), Meaning Making in a Context of Genocide and Silencing. In M. B. Lykes, A. Banuazizi, 

R. Liem & M. Morris (Eds), Myths about the powerless. Contesting social inequalities (pp. 159-178). 
Philadelphia: Temple University Press, here: p.167. 
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unsuccessful in unstable and poor settings.8  The Western therapeutic focus on processing 
feelings is especially challenging in psychosocial trauma trainings, particularly in cultures, 
where talking about feelings is taboo, only done in very intimate family circle or where there 
are not even appropriate terms for the different feelings in the respective vernacular. 

I want to highlight another collective aspect of traumatic aftermath that plays quite a role in 
therapeutic work in Western contexts and that conceptually does not fit into the individualised 
symptom-oriented description of the PTSD: Trauma therapists with a systemic family therapy 
background like myself often experience that it is not the direct survivor or it is not the direct 
survivor of traumatic events ONLY who suffers from trauma-related reactions, but it can 
equally be one of his or her children, even without the child consciously knowing what has 
happened to the parent. In my experience as trauma therapist working with refugees and 
asylum seekers, it is especially due to the silence in families regarding what happened in 
their home country that children start showing secondary trauma like e.g. having nightmares 
and being very fearful and clingy, classical post-traumatic symptoms. I remember a Kurdish 
family whose father had been tortured in a Turkish prison and developed a serious heart 
condition after their flight to Germany. Due to heavy medication, he slept almost half of the 
day and during the other half, he was withdrawn and depressed and watched TV non-stop. 
The three children aged 6, 7 and 9 at that time did not know about the events in Turkey, not 
even his wife knew everything because she and her children had not been at their house 
when her husband had been kidnapped. Whereas the man himself never came for therapy, 
but was treated for his severe heart problems, it was the six-year old son who developed 
serious nightmares and other behavioural disturbances and did not want to go to school 
because he feared that something could happen to his father while he was away. The son 
did not consciously know that his father had been arrested by the Turkish police. However, 
he seemed to actually re-experience an event – fearing that his father could be taken away 
again and be tortured – that he had never lived through himself and that his father had never 
talked about. This type of “secondary trauma” that is not so rare in families of survivors of 
trauma, is not taken care of in the diagnostic of PTSD, but is very essential to understanding 
the effects of trauma.9 

A last deficiency to conclude this analysis of the diagnostic term PTSD with has to do with 
the defined time frame inherent in the diagnosis: The latest version of the Diagnostic and 
Statistical Manual DSM-IV (1994) define that Post-traumatic Stress Disorder is to be 
diagnosed when symptoms persist more than one month after the traumatic event and that 
the onset of symptoms more than six months after the event is to be considered “delayed”. 
So, according to this definition, there is an essentially tight time connection between the 
initial traumatic incident and the development of symptoms. Whereas this might be more 
applicable to single trauma events (e.g. accidents; burglary etc.), it becomes more 
questionable when dealing with complex trauma. David Becker quotes examples from El 
Salvador where e.g. a man who had witnessed the killing of his parents when he was a 
young child, later fought in the guerrilla for many years, only after the peace agreement 
psychologically broke down. During all these years, fighting and surviving in the guerrilla 

                                                        
8 Quoted in Summerfield 1999, Summerfield, D. (1999). A critique of seven assumptions behind psychological 

trauma programmes in war-affected areas. Social Science & Medicine, 48, 1449-1462, here: p.1455. 
9 See also the examples quoted in Becker, D. (1995). The Deficiency of the Concept of Posttraumatic Stress 

Disorder when dealing with victims of human rights violations. 
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blocked out all the grief and fear that he had experienced. He was able to suppress efficiently 
his suffering and found meaning in his life by fighting against oppression. However, when his 
identity was challenged by the signing of the peace accord, these mechanisms were no 
longer accessible. So actually the end of the war triggered a breakdown of identity and a 
post-traumatic crisis.10 Current research on elderly people in Germany show high levels of 
posttraumatic stress.11 Therapists and caretakers in homes for elderly people have described 
the effect that many Germans who were able to function relatively well during their active life 
where they were able to suppress much of their memories of the war developed 
posttraumatic crises when they entered pension age and more so, when they entered 
terminal illnesses and encountered losses of loved ones. So for some of these survivors of 
traumatic experiences, the onset of symptoms lasted more than 50 years and were not at all 
timely associated with the experiences.12  

b.) Criticism from a meta-perspective: Is PTSD the right approach to war, human 
rights violations and terrorism altogether? 

Apart from these concrete definitional problems and inherent deficits highlighted above, 
criticism has also been raised on a more fundamental level. We could frame its central 
question as follows: Can a – per definition – de-contextualised and ahistorical psychiatric 
diagnosis and its treatment concepts be the right approach to historically and socially distinct 
experiences of mass violence? 
The response to this question is essential because it also defines how we see survivors of 
such violence:  When, in a context of systemic violence that is rooted in certain socio-political 
and historical conditions, we look at survivors by labelling them with a disorder – 
“traumatised” – and in need of therapeutic help, we de-politicise and de-contextualise their 
suffering and ultimately pathologise individuals instead of pathologising and denouncing the 
very structures that have led to these psychological and social wounds. 13  By replacing 
political analysis by psychodiagnostic, we thereby unintentionally risk to become complicit in 
the silence that political systems exerting violence against their population actually intend. 
David Becker, from his experience from Chile, calls this approach to human rights violations 
of diagnosing a disorder to be a form of denial: “If our clinical language voluntarily or 
accidentally mirrors this self-justifying attitude of the victimizers, we evidently run high risks of 
converting ourselves into traumatizing agents. The victims underwent an experience in which 
a socio-political act of power – torture, for example – was converted into an individual 
experience. If we call that experience a ‘disorder’, we repeat the denial initiated by the 
victimizers, and we thereby deepen the trauma.”14  

                                                        
10 See Becker, D. (1997), Prüfstempel PTSD-Einwände gegen das herrschende „Trauma“-Konzept. In: medico 

report. Schnelle Eingreiftruppe „Seele“. Auf dem Weg in die therapeutische Weltgesellschaft, p.31  
11 The study of the University of Leipzig has not yet been published. An article was published in the Frankfurter 

Allgemeine Zeitung on 20th July 2011, see: http://www.faz.net/aktuell/wissen/medizin/spaetfolgen-des-
zweiten-weltkriegs-das-trauma-der-generation-60-plus-11108216.html. 

12 Personal communication from various trainings. 
13 This analysis was extensively published by I. Martín-Baró who will be presented later in this article, but was 

taken up by different practictioners, especially in Latin America, see e.g. Martín-Baró, I. (Ed.). Psyicología 
social de la Guerra: trauma y terapia. San Salvador: UCA Editores 

14 Becker, D. (1995). The deficiency of the concept of PTSD, In R. J. Kleber, C. R. Figley & B. P. R.Gersons 
(Eds.), Beyond Trauma: Cultural and Societal Dynamics (pp. 99-110). New York: Plenum Press, here: 
p.103. 
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In addition, labelling survivors of human rights violations as “traumatised” is a symbolic act of 
exerting definitional power “over” these victims which does not lead to the acknowledgement 
of their suffering, but rather to the contrary: It trivialises the suffering that is historically and 
socially rooted and reduces it to psychological pathology. In my experience with asylum 
seekers in Germany and Austria, many survivors of trauma, especially those who 
consciously opted for a political involvement in their countries of origin, feel totally 
misunderstood and even utterly reject classical therapy because this does not fit into their 
self-understanding. I once had a “client” for 10 minutes, a political activist from the Middle 
East, who was tortured, spent a lot of time in prison and was finally shot at her face which 
was almost completely destroyed. The woman was referred to me for therapy by her social 
worker because of “what she has gone through and her strange behaviour altogether”. When 
I tried to explain to this young and courageous woman with half her face gone what trauma 
therapy was all about and what she might get from it, she interrupted me with a strong voice 
and said: “Excuse me, I have never asked for therapy. I don’t need it. I am not mentally sick. 
There are people in my country who have gone through more difficult experiences than me. I 
came to you because I thought you would be able to give me an apartment, so this was a 
misunderstanding. I cannot sleep in this home for asylum seekers, people are so loud and I 
don’t want to share the room with so many others. So if you cannot help me with this, I better 
go.” I was deeply impressed by her instinctive rejection of a form of help that could – by 
labelling her as needy for therapy – minimise or trivialise her political struggle and her 
personal sacrifice, ideals that gave her enormous strength to counter all the pain that she 
had gone through.15  
The de-politicising approach is particularly a problem in countries where the judicial system 
has broken down and where the State is unable to regulate violence and crime: This is 
actually the case in many war-torn countries and regions where trauma projects are funded 
and technically supported by internationals. In such places, there is a danger to see trauma 
work as something like a surrogate intervention for formal justice in order to “support” victims 
of human rights violations without actually “rocking the boat” of politics.  This – mostly implicit 
– assumption is, however, of course a contradiction in itself as I have already pointed out: 
We cannot think of “healing” survivors through therapeutic interventions, no matter how 
“modern” and “well-researched” the methods might be and no matter how perfectly well 
trained the therapists are, if perpetrators are still in societal power and can just do the very 
same thing again and again without being prosecuted. Trauma therapy should not be seen 
as a refined technique that helps victims to put up with injustices, otherwise it would not lead 
to empowerment, but rather be manipulation and a sort of modern “opium” (or anti-
depressant) for the people. Real trauma HEALING can only function when individuals enjoy 
life conditions that allow them to open up to their wounds.  
In his analysis, the British medical doctor Derek Summerfield even goes as far as saying that 
an apolitical nature of trauma interventions is the reason why they are attractive for donors 
“because they offer a fashionable, time limited and apparently politically neutral form of 
intervention that avoids the controversial questions wars throw up. Both Bosnia and Rwanda 
showed how Western governments could hide their mixed motives over confronting causes 

                                                        
15 See also the similar experience with torture survivors of Agger & Jensen on their testimony method: Agger, I. 

& Jensen, S. B. (1990). Testimony as ritual and evidence in psychotherapy for political refugees. Journal 
of Traumatic Stress, 3, 115-130. 
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and aggressors behind a ‘bread and counselling’ model of aid which did not include physical 
protection or reparative justice.”16  
Reflecting on the challenges of the PTSD concept in international contexts of political 
violence, I want to refer to another burning issue, namely the granting of “victim status” and 
the qualifying of “vulnerability”.17 In my experience, defining that “victims” are in need of 
“trauma rehabilitation” is often more deeply connected with international organisations’ 
interest than with thorough prior psychological analysis. Without wanting to sound too 
cynical, I perceive that there is a sort of “hitparade of traumatised” on the “trauma market” 
whereby most organisations rank children and (raped) women at their top. No doubt, these 
are two groups that need special consideration, maybe even special psychological support. 
But a careful needs analysis WITH them is rarely made. In my own needs assessments, 
particularly in East Africa, I have, for instance, regularly recommended to international 
organisations to fund psychosocial projects for civilian men. I consider them as 
psychologically vulnerable. Men in many conflict areas often lose their traditional roles as 
breadwinners and protectors of their family, two important sources for self-affirmation of 
masculinity. They are perceived to act in highly destructive ways, sometimes threatening 
social peace as much as the conflict parties themselves.18 However, there is no single 
project of trauma work for men in many regions and international donors are mostly not 
interested in it at all. Men are seen as trouble makers, they are part of the problem and do 
not deserve victim’s status that would give them access to psychosocial projects where they 
could work through their woundedness. This, however, would be a major avenue to solve so 
much of the tension and problems in families. 
Additionally, granting “victim’ status” might often also lead to cementing helplessness and to 
a sense of victimhood, thereby contradicting the essential objectives of trauma therapy 
altogether. This is for example often the case in projects for survivors of rape, particularly in 
places where the topic is high on the international agenda. But defining “rape survivors” as 
“victims” – which they certainly are from a human rights perspective – in need of trauma 
healing can unintentionally constrain the identity of women and girls who have gone through 
this horrible experience. Whether these survivors see themselves less as rape victims, but 
more as poor women, school drop-outs or single mothers or whether what THEY perceive as 
their suffering is very different is neglected in this discourse. I once had a very impressive 
experience in Liberia (West Africa) where in some regions more than half of the women had 
been sexually assaulted during the war. When I talked to rural women in one of the most hit 
regions, the women leaders univocally said that yes, most of the women here had been 
raped, some even several times, but what they were really very concerned about was the 
high rate of teenage pregnancy after the war due to poverty. This was what the majority of 
women bothered most, because their daughters got pregnant and were not supported by the 
fathers of these children; they were an additional “burden” to the already strained family 
budget. So the women did not ask for any type of trauma recovery, but clearly called for 
income generation in order to support their families and for special tools for farming because 

                                                        
16 Summerfield, D. (1999). A critique of seven assumptions behind psychological trauma programmes in war-

affected areas. p.1459. 
17 See Lindorfer, S. (2009). In Whose Interest Do We Work? Critical Comments of a Practitioner at the Fringes 

of the Liberation Paradigm. In Feminism & Psychology, Vol 19 (3), pp. 354–367 
18 This is the result of a participatory needs assessment in Northern Uganda where respondents in internally 

displaced camps told me that people feel threatened by intra-familial and intra-communal violence more 
than the rebels (Unpublished consultancy report, submitted to Caritas Germany). 
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many men were killed in these villages and the women had now to embark on agricultural 
activities that had been traditionally the area of men’s work. To me, this sounded like a very 
healthy coping strategy and helping these women in those areas that they themselves 
indicated would definitely be a contribution to their healing; it would have helped them to 
reach their water. However, most specialised international organisations have a very narrow 
understanding of trauma “healing” and would rather offer counselling if this is what they get 
money for. 
 
 

3. The way forward for international psychosocial trauma work:  Balancing the 
challenges of the “lessons learned”:  

 
In the following, I want to look at two approaches how the reflections presented above can be 
– and have already been - turned into constructive changes: The first approach is to set 
binding standards and guidelines for organisations embarking on psychosocial and mental 
health projects that are based on the lessons learned. The second approach that I would like 
to present here is a rather challenging change of perspective altogether; it is more radical in 
its literal sense – going to the roots of the problem – and wants to create a new horizon for 
psychosocial trauma work projects by transforming it from a liberation psychology point of 
view. Both approaches, in my view, can be combined, thus reinforcing critical thinking and 
critical implementation. 

 
 

a. Setting standards and guidelines for good practices of international 
psychosocial trauma work:  
 

The evaluation of the “trauma boom” in the 1990s clearly showed that the outcomes of this 
type of intervention “were not always beneficial and in many cases may have been hurtful”; 
the Red Cross’s World Disaster Report of 2000, for example, sharply criticized international 
mental health initiatives and issued an urgent call for standards.19 So, international 
practitioners and agencies effectively started to sit together and work on guidelines and 
international standards. Two remarkable documents that might be of special interest for the 
North Caucasian colleagues and that I want to explicitly mention here are the Guidelines for 
International Training in Mental Health and Psychosocial Interventions for Trauma Exposed 
Populations in Clinical and Community Settings (2002) that were worked out in a one year 
consultation process by a task force of the International Society for Traumatic Stress Studies; 
and the Inter-Agency Standing Committee Guidelines on Mental Health and Psychosocial 
Support in Emergency Settings of 2007 which are at the moment the most comprehensive 
and most widely accepted guidelines. 20  This latter document wants “to enable humanitarian 
actors and communities to plan, establish and coordinate a set of minimum multi-sectorial 

                                                        
19 Weine, S., Danieli, Y., Silove, D. et al. (2002). Guidelines for International Training in Mental Health and 

Psychosocial Interventions for Trauma Exposed Populations in Clinical and Community Settings. In 
Psychiatry 65 (2), pp.156-164, here: p.157. 

20 The Inter-Agency Standing Committee (IASC) is the primary mechanism for inter-agency coordination of 
humanitarian assistance. It is a unique forum involving the key UN and non-UN humanitarian partners. 
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responses to protect and improve people’s mental health and psychosocial well-being in the 
midst of an emergency”.21 
 
I want to highlight six areas of concern that I see crosscutting in these and similar guidelines 
and that might be interesting and possibly applicable for the contexts of psychosocial trauma 
work in the North Caucasus.  
 
Focusing on resources of survivors instead of their deficits and problems 
One of the common points mentioned explicitly or implicitly in all guidelines is the fact that 
psychosocial and trauma programmes should not only look at weaknesses, pathology and 
suffering, but rather focus and build on the strengths, capacities and resources that still exist 
despite the suffering of survivors. So building on local coping capacities, supporting self-help 
and strengthening those resources and coping mechanisms that are already there can be 
seen as core principle of any intervention in the area of psychosocial trauma work are more 
valued than alien “expertise” knowledge from, let us say, Western “modern” trauma therapy.  
 
Assessing the needs in participatory ways 
Connected to the first idea is the following second core standard, namely the obligation to 
first assess the needs of the community and not to assume that mental health and trauma 
experts already know what the population of a given context actually needs and wants 
because it is always and universally the same. Communities who have gone or are still going 
through traumatic experiences might have other priorities than mental health programmes 
and their priorities have to be taken seriously, not only from a human rights point of view of 
self-determination, but also from a psychological and trauma point of view: People who have 
just gone through terror need safety and stability first. They need an environment where they 
are able to respond pro-actively themselves to what has happened because this will be of 
major importance for their future coping and their sense of control. Imposing well-meant 
interventions without prior needs assessment is therefore contraindicated.  
 
No trauma focus only and an integrated support system  
Given the growing evidence that PTSD is too narrow a category to actually capture well all 
the psychological and social consequences of war and other atrocities on people, guidelines 
discourage to only focus on this, but call upon practitioners to rather open up to the wider 
perspective of psychosocial problems, because an “exclusive focus on traumatic stress may 
lead to neglect of many other key mental health and psychosocial issues.”22 This widened 
focus calls for example to not only attend to a specifically singled out group of vulnerable 
individuals (e.g. orphaned children; widows etc.), but to look at the social fabric and how it 
can be restored so that families and communities can better take care of these vulnerable 
individuals. Very common psychosocial concerns of war-affected families and communities 
like, for example, alcoholism and family violence should therefore be part and parcel of 
training and helping intervention that seeks to support survivors of trauma. 
 
Connected to this point is the equally important consideration that psychosocial assistance 
should always be integrated into a wider response to the needs of survivors and their 

                                                        
21 IASC (2007). IASC Guidelines on Mental Health and Psychosocial Support in Emergency Settings. Geneva: 

IASC, here: p.4. 
22 ibid., p.13. 
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community: We cannot seriously conceive trauma programmes in affected communities 
without considering other basic needs, e.g. for food and shelter and adequate access to 
health and other immediate needs. Too often trauma programmes in the past existed next to 
other assistance programmes, yet what problems survivors of trauma practically often come 
with are not their being disturbed by intrusive memories or other post-traumatic stress 
reactions, but their being hungry, not having something to feed their children or give them 
health care. So without integrated response, the added value of psychosocial trauma work 
might be very limited.  
 
Multi-layered approach 
In any type of emergency – be it human-made or natural – people are affected on different 
levels. Some are highly affected and suffer great losses or might be vulnerable already at the 
onset of the catastrophe; others can cope relatively well because they might not be hit so 
much and still have a good support system surrounding them. Guidelines usually make 
mention of these different needs and underline the fact that psychosocial assistance should 
not only address highly affected vulnerable groups, but look at the community of survivors as 
such and design interventions according to needs: Everybody, for example, will benefit from 
the provision of basic services and security in order to regain stability or maintain it and from 
a trauma perspective. So it can be the task of trauma experts to see how these services can 
be delivered in an empowering and trauma-sensitive way. Therefore, in the pyramid of 
specialisation, the provision of basic services and security is the first and basic layer.  
The next layer refers to family and community support: Many people will stabilise if they can 
tap family and community support systems and feel that they are not alone, that there are 
people with similar experiences and that they find understanding and acceptance amongst 
others. The set-up of women’s groups or youth clubs or livelihood activities that activate 
social bonding is part of this second layer. 
A third layer will address still a smaller amount of people in need of focused, non-specialised 
supports like e.g. health care worker who might not only be trained in how to medically 
examine sensitively women and girls who have undergone sexual violence, but you also 
listen to them attentively and stabilise them in the sense of first psychological aid. 
Finally, the last and most specialised layer offers real expert services for a quite small 
number of survivors. These services include counselling with trained and supervised 
(trauma) counsellors and psychiatric personnel who are trained in how to treat severe mental 
disorders.   
 
Community approach and cultural sensitivity 
Given what has already been said regarding the multi-layered approach, it is nevertheless 
very important to base any intervention on the community: The community is the place where 
survivors find either support or rejection; it is the place where the most important stabilisation 
work will take place. Social support is, according to international research, the 
overwhelmingly most important protective factor for survivors of traumatic incidents.23 It is 

                                                        
23 See e.g. Solomon, Z., Mikulincer, M. &Avitzur, E. (1988). Coping, locus of control, social support, and 

combat-related posttraumatic stress disorder: A prospective study. Journal of Personality and Social 
Psychology, 55, 279-285; Janoff-Bulman (1985). The aftermath of victimization: Rebuilding shattered 
assumptions. In C. R. Figley (Ed.), Trauma and its wake: The study and treatment of Post-traumatic 
Stress Disorder (pp. 15-35). New York: Brunner / Mazel. 
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therefore vital to mobilise the inherent support systems in communities and activate self-help 
and coping. Because the basic experience of trauma is powerlessness and loss of control, 
any intervention that helps should follow the principle of empowerment and regaining control.  
For this empowerment to take place, it is also important to be culturally sensitive to the 
society’s inherent mechanisms. This is quite a contested issue, because culture is not always 
supportive in terms of coping. In my experience with many survivors of sexual violence, 
cultural coping is often associated with forcing women into silence. However, it is equally my 
experience that culture is always evolving and there are different cultures that might exist at 
the same time. It is worthwhile searching for cultural strategies that might have existed 
already before or that could be adjusted to a contemporary problem. 
 
Self-care for support providers is a must 
The last and uniquely cited standard that I want to present here refers to the need for service 
providers to have adequate self-care for this very demanding task. Being confronted with 
terrifying experiences, especially for helpers who come from the very same area and might 
have gone through similar experiences, is a constant burden and can easily lead to burn-out 
or secondary trauma. They need regular supervision and seminars where they can ventilate 
their own feelings of helplessness and horror. 
In my experience, this need for adequate self-care remains a major challenge because in 
many countries where especially volunteers are trained to support communities in coping 
with psychosocial problems might be well-trained, but often not followed-up adequately. So 
they work in rather isolated areas with difficult cases and most of the times, without getting 
properly paid.  
 
 

b. Developing a “new horizon”: Liberation psychology and its potential for a 
fundamental revision of trauma work in the context of mass violence 24 

 
 
In the following, I want to offer another approach to revising current practices of trauma work 
that is still more radical perhaps than setting guidelines along good practices. This approach 
calls for a “new horizon” for psychology in general and for psychosocial trauma work in 
particular and is connected to the person and work of Ignacio Martín-Baró, a Jesuit, 
theologian and professor for social psychology at the Central American University of San 
Salvador who was killed in 1989. Martín-Baró called psychology to make a significant 
contribution to the history of Latin American peoples by redesigning its theoretical and 
practical tools strictly from the perspective of their suffering.25 

Like all liberation paradigms developing in Latin America in the 1960s, liberation psychology 
develops its methodological and practical agenda consequently from the perspective of those 
who suffer from injustice and poverty. Developing psychology from their perspective meant 
for Martín-Baró to seriously ask “what psychosocial processes look like from the point of view 
of the dominated instead of from that of the dominator?” So he challenged psychologists: 
                                                                                                                                                                             
 
24 For the following, see the PhD work: Lindorfer, S. (2007). Sharing the Pain of the Bitter Hearts. Liberation 

Psychology and Gender-Based Violence in Eastern Africa. Münster: LIT Verlag. 
25 See Martín-Baró, I. (1996). Toward a Liberation Psychology. In: Writings from A.Aron & S.Corne (Eds.). 

Writings for a Liberation Psychology: Ignacio Martín-Baró, here: p.25. 
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“Have we thought of looking at educational psychology from where the illiterate stands, or 
industrial psychology from the place of the unemployed, or clinical psychology from the 
standpoint of the marginalized?[…] This is not a matter of thinking for them or bringing them 
our ideas or solving their problems for them; it has to do with thinking and theorizing with 
them and from them.”26 Martín-Baró’s quality criterion for the psychology of El Salvador was 
its actual relevance and contextuality for the poor and marginalised. No wonder that he 
deeply resented any scientific mimicry of neo-colonialist psychology that had been copied 
from the US without actually questioning the contextuality of these “modern” methodologies 
and tools.  

I want to highlight here three important inspirations from this psychology of liberation for 
trauma work that could help us in reviewing the issue not only on the basis of good practices, 
but also on good over-all conceptual frameworks.  

Defining trauma as psycho-social reality that needs psycho-social therapy 
 
Martín-Baró insisted on a strictly psycho-social understanding of “trauma”. What does this 
mean concretely? Firstly, in his view, the “wound” (Greek: trauma) is socially produced, i.e. 
the root cause lies in society, not in individuals; secondly, the nature of this wound is 
nourished and maintained in the relationship between individuals and society. Emphasising 
the social character of both the traumatic experiences, which can be found in the socio-
political reality of a given context, and the effects of trauma that are not only suffered by 
individuals but by a whole population, at least in the context of war, widens therapy concepts: 
A limited view on merely individual symptoms not only suffers methodological disadvantages 
through limiting our understanding to the problems of individuals and neglects the systemic 
dimension of trauma – this has already been criticised above. But “…if psychology’s work is 
limited to curing, it can become simply a palliative that contributes to prolonging a situation 
which generates and multiplies the very ills it strives to remedy. Hence, (…) we cannot limit 
ourselves to addressing post-traumatic stress. Our analysis has to extend itself to the roots 
of those traumas, and therefore to the war itself as a social psychopathogenic situation.“27  

Given this psycho-social understanding of trauma, it is only logical that trauma recovery must 
strictly take place not only on an individual, but also on a social level: It meant for Martín-
Baró treating the traumatising structures that have wounded and keep on wounding 
individuals; it entailed healing relationships of social groups. Psycho-therapy, in his view, had 
therefore to be linked with socio-(political) therapy in order to initiate a process of recovery. 

Liberatory trauma work as conscientisation 

Central to Martín-Baró’s concept of a liberation psychology and connected to what has just 
been said is the famous Brazilian Paulo Freire’s idea of „conscientisation“: Conscientisation 
is the process of people becoming aware of their personal and social existence and 

                                                        
26  ibid., p.28. 
27 Martín-Baró, I. (1996). War and the Psycho-social Trauma of Salvadoran children, In: Writings from A.Aron 
& S.Corne (Eds.) (1996). Writings for a Liberation Psychology. Ignacio Martín-Baró. Cambrigde / London: 
Harvard University Press, p.122-135, here: p.122. 
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regaining authorship over their lives. It is a deeply empowering identity formation process 
and leads to critical thinking by questioning existing social structures. 

According to Martín-Baró, clinical psychological work and psychotherapy for trauma survivors 
for the victims of Central American wars involves such a process of conscientisation whereby 
“conscientising psychotherapy” 28 must include critical reflection on the social and political 
processes that are at the root of personal traumatic experiences. In line with Martín-Baró, we 
could therefore think of therapy groups where survivors of trauma do not discuss their 
psychological problems only, but would equally engage into a critical dialogue with each 
other on what is happening in their society and how the traumatogenic structures that 
produce so much suffering can be changed into more humane ones. And finally, on how 
survivors could actually be part of such a socio-political change.  

Trauma therapy must reflect on justice and reparations for survivors 

According to Martín-Baró, part of trauma healing must be what he calls a “socio-political 
therapy” whereby reparation and seeking justice are part of what liberation psychology has to 
deal with, especially regarding those who have undergone torture and whose relatives have 
disappeared.29  
This would again mean that therapists commit themselves not only to healing individual 
wounds, but extend their work to lobbying for and supporting (and accompanying) societal 
mechanisms that restore justice and constitute public forms of reparation. This requires a lot 
from psychotherapists and goes much beyond their university training: It calls for 
collaboration and multi-disciplinary thinking and eventually for political commitment in favour 
of those survivors of trauma whom they want to help reaching their water. 
 
 

4. “Reaching the water” in the North Caucasus: What valuable inputs can the 
international debates give to the experience within the “Humanitarian 
Dialogue” project? Some suggestions for further exchange 

 
The aim of the following sub-chapter will be to build bridges between international 
experiences and the situation in the North Caucasus. Furthermore, some suggestions will be 
made for the future of the psycho-social rehabilitation work in the framework of the 
“Humanitarian Dialogue” in the North Caucasus. 
 
 

a. Building the bridge 
 
This section reflects on the North Caucasian experiences in trauma work30 in the light of 
some thoughts and “lessons learned” raised in the present article. 

                                                        
28 Martín-Baró 1996, The Role of the Psychologist. In Writings from A.Aron & S.Corne (Eds.) (1996). 

Writings for a Liberation Psychology. Ignacio Martín-Baró. Cambrigde / London: Harvard University Press 
here: p.33-46, here: p.43. 

29  See Martín-Baró 1991, Reparations and Democracy. In Hassett, J. & Lacey, H. (Eds.) (1991). Towards a 
Society that Serves its People: The Intellectual Contribution of El Salvador’s Murdered Jesuits. 
Washington DC: Georgetown University Press, pp.138-140. 

30 cf. part 4 of the present manual. 
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Contextualisation of trauma work 
A lot of valuable work is done in the field of psycho-social rehabilitation in the North 
Caucasus, despite problems of funding and political support, and (sometimes) precarious 
security conditions. Many of these initiatives are realised on a voluntary base, and are thus 
deeply rooted in the socio-political context of the local population – see, for example, the 
work of the NGO “Psyche” in Dagestan, or of the NGO “Trust” and the Bogoyavlenskiy 
Monastery in North Ossetia. The local roots of these initiatives are, according to the 
“guidelines” mentioned earlier in this article, one of the core principles of any successful 
intervention in the area of trauma work, as they are “building on local coping capacities, 
supporting self-help and strengthening those resources and coping mechanisms that are 
already there”31.  
 
Safety first – but not only 
Another “must” of successful trauma work is to allow heavily traumatised people to achieve 
an – at least temporary – distance from their daily environment, especially when ongoing 
conflicts and other forms of social insecurity keep on reproducing trauma and socio-political 
pressure.  
As positive example of creating a secure environment for the treatment of the traumatised 
have to be mentioned the psycho-social rehabilitation seminars organised by Peace Mission 
of General Lebed (PMGL) in Pyatigorsk32. However, the number of traumatised who can be 
reached by this methodology is unfortunately very small. Furthermore, if we talk in the 
metaphors of the palm tree, this “sanatorium approach” rather tries “getting off the stones” 
imposed by the trauma – which is indisputably helpful, but does not solve the problem in a 
sustainable way. It is therefore positive to hear from the colleagues in Pyatigorsk that it is 
planned to establish, in addition to the seminar-workshops, a follow-up programme for 
rehabilitated people who returned to their regions. This will hopefully be another step forward 
on the way of the traumatised, helping them “reaching the water” – despite the stones that 
remain in their hearts. 
 
Building up an integrated support system  
A further “guideline” for successful trauma work is that there should be no exclusive focus on 
trauma, but an integrated support system has to be build up for the suffering people. This 
system does not necessarily consist of sophisticated and expensive support measures. 
Small, but concrete actions can help to improve the socio-economic situation and ease the 
suffering. 
An example for this kind of integrated support are the initiatives of the “Soldiers’ Mothers”, 
which exist all over Russia and in the Northern Caucasus – in different forms and across 
inter-ethnic divisions. As a “Mother” from Voronezh told us, helping to renovate an 
apartment, organising a study place for a son or daughter, or raising a little monument for 
unknown soldiers can have an equally healing effect for those who lost or miss their loved-
ones, as a psycho-medical treatment does.  
 
Working on various layers 

                                                        
31 cf. section 5.3.a) of the present article. 
32 cf. section 4.6 of the present manual. 
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A final point we have to retain from the international “guidelines” on trauma work is that the 
latter cannot and must not be done exclusively by psychologists and trauma experts, but 
people from various professional and social backgrounds should be involved at different 
layers. 
The first layer in the pyramid of specialisation is the provision of basic needs of security and 
stability, which means a functioning system based on a mutual legal and political effort of 
state and society. Hence, rehabilitation work in a larger sense has to aim at improving the 
situation of human security, nourishing a dialogue between authorities and civil actors about 
the needs and problems of the population. This is exactly the socio-political framework where 
we have to start our “Humanitarian Dialogue”. 
The second layer refers to family and community support for the traumatised people. How 
can we as psychologists or members of NGOs influence this kind of social support system, 
helping the traumatised to feel in good hands, to see that there is acceptance and 
understanding for their suffering? I think an impact on the social environment of the victims – 
which is crucial – can be reached only in an indirect way, by an ongoing discussion within the 
local community. An interesting approach in this context is practiced by the “Union of the Don 
Women”. This NGO proposed, in the framework of a Roundtable about Rehabilitation and 
Gender organised by the “Humanitarian Dialogue” in 2006, that participants of psycho-social 
rehabilitation seminars in Pyatigorsk should eventually form a core network of activists who 
would, back in their regions, continue to be involved in training and capacity building 
activities. These trainings were envisaged not only at enabling participants to deal with the 
trauma itself, but also at fostering awareness and understanding in the community33. 
A third layer of trauma work addresses the people who need a focused, but not ultimately 
specialised support to deal with their trauma. These can be health workers or workers of 
NGOs who should be trained in listenting attentively, and in providing a sort of first 
psychological aid to the traumatised. 
And finally, only the last layer of trauma work is performed by professional psychologists and 
experienced trauma specialists, who work in their counselling activities with a relatively small 
number of heavily traumatised people.  
An example in this context is the present manual itself, as its main purpose lies exactly in a 
multi-layered approach of trauma work. Hence, it addresses itself not primarily to 
experienced specialists and university graduates, but aims at enabling families, young 
psychologists and volunteers to cope with the psycho-social consequences of conflict in the 
different provinces of the North Caucasus.  
 
 

b. Some thoughts about the future of the trauma work within the “Humanitarian 
Dialogue” 

 
The following questions raised by the present article are, in my eyes, crucial for the further 
development of the “Humanitarian Dialogue” and especially of its psycho-social rehabilitation 
programme, implemented by PMGL and its local partner organisations:  
 

a) Trauma-healing or empowerment? Under circumstances of ongoing 
insecurity, like this is the case in the North Caucasus where the rule of law is 

                                                        
33 cf. Report of the First HDNC Roundtable on Gender, December 2006. 
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progressively disintegrating and the State is unable to regulate violence and 
crime, it is not possible to completely heal a trauma. But what we can do is to 
help the people to reach the water with their roots, like the palm tree, and so 
to continue growing despite the stones that persist to exist in their hearts. 
How could the humanitarian dialogue contribute to de-victimising the suffering 
populations and to encouraging them to take their fate into their own hands? 
How could we, in this process, include not only traditionally vulnerable groups 
such as women, youth and IDP’s but equally men and former combatants 
whose suffering is likely to turn into new forms of violence against themselves 
and their environment? 
 

 
b) Individual or social suffering? It is tempting for psychologists and 

international donor organisations to treat trauma as a problem linked to 
individuals and not tracing it back to the underlying socio-political structures 
that actually caused this psychological malaise. However, a de-politicised and 
de-contextualised trauma-work remains always a symptom fighting, a 
cosmetic act which is unable to tackle the problem itself. How can the 
“Humanitarian Dialogue” make sure that psychosocial rehabilitation work does 
not stop at the exit of the doctor’s office? How can the treatment of trauma 
become part of a holistic concept of “Dealing with the Past” and prevention?  

 
 

c. The “swisspeace approach” of local empowerment 
 
swisspeace does not and cannot play the role of a humanitarian “outside intervention” in 
the North Caucasus – neither in the general framework of the “Humanitarian Dialogue”, 
nor in its psycho-social rehabilitation sub-project more specifically. We do not see our 
task in “exporting” international recipes and watching about their careful implementation. 
Rather, we build upon the considerable work which is already done by various local 
partner organisations.  If we look at the courageous work that is done in the North 
Caucasus by PMGL, “Psyche”, “Trust”, the “Soldiers’ Mothers”, the “Union of the Don 
Women” to name but a few, they are doing excellent work and we have nothing to teach 
them about how they can do better. All we can is encouraging them to go on, and 
supporting their rich experience and creative initiatives with the bit of know-how and 
international comparison which could be useful to further develop their own recipes of 
successfully dealing with the consequences of a violent past.  

 


