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The announcement for this Issue opens with a deceptively simple observation: that access to mental 

health care is a fundamental human right. Simple, because most of us in this field would nod in immediate 

agreement. Deceptive, because the word "access" quietly contains within it a world of complexity — of borders, 

bureaucracies, traumas, and silences — that this issue invites us to confront with fresh eyes.

What strikes me most in reading that framing is the word rethinking. Not expanding. Not improving. 

Rethinking. This is a bolder and more demanding invitation than it may first appear. It asks us not only to 

do more of what we already do, or to reach further into underserved communities, but to pause and question 

whether our existing frameworks are genuinely adequate to the realities moving populations face. That is an 

act of intellectual honesty that takes courage — particularly for an association whose members have dedicated 

their professional lives to building those very frameworks.

As President of WAPR, I find myself both humbled and energized by that challenge. Humbled, because 

the intersections this issue foregrounds — between mental health and housing, between rehabilitation and 

cultural belonging, between psychosocial support and political power — remind us how much our field still 

has to learn. Energized, because WAPR exists precisely for moments like this one: moments when the world 

shifts rapidly enough that standing still is no longer a neutral act. To remain static in our thinking, while the 

populations we serve face accelerating displacement, conflict, and climate disruption, would be its own kind 

of failure.

The populations at the center of this issue are not abstractions. They are people navigating the 

aftermath of violence, loss, and forced movement — often while simultaneously navigating systems that were 

President’s Message. Marianne Farkas, president of WAPR
(mfarkas@bu.edu)

Marianne Farkas, president of 
WAPR (2025-2028)
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not designed with them in mind. The announcement rightly draws our attention to power structures and 

social injustice as forces that shape not only people's circumstances but also the very ways mental health and 

psychosocial support are conceptualized and delivered. This is an uncomfortable truth for any professional 

community. It asks us to consider not only what we offer, but whose assumptions are embedded in what we 

offer, and whose voices have historically been absent from the room where those decisions were made.

The announcement also reminds us that people with disabilities and especially those with psychiatric 

disabilities,  are among those most acutely affected by the disruptions driving displacement globally. This is not 

incidental — it speaks directly to WAPR's core commitments. Psychosocial rehabilitation has always held, at 

its heart, a vision of community life, social inclusion, and the full participation of every person in the fabric of 

society. That vision does not become less important in contexts of crisis and migration. If anything, it becomes 

more urgent, more demanding, and more necessary to defend.

For WAPR, this issue is therefore more than a collection of articles. It is a mirror. It reflects back to us 

the distance between our stated values — dignity, inclusion, rights, recovery — and the structures, sometimes 

including our own, that can inadvertently fall short of those values when applied to people living at the margins 

of belonging.

What I hope readers will carry forward from these pages is not only new knowledge, but a renewed 

sense of accountability — to the communities we serve, to our colleagues working in extraordinarily difficult 

conditions across the globe, and to the people with lived experience whose insights must increasingly shape, 

rather than merely inform, our work. The call to leave no one behind is only meaningful if we are genuinely 

willing to ask who has been left behind, and why — and to let those answers change us.

This is the spirit in which WAPR embraces this Issue. Not as an endpoint, but as a beginning of a deeper 

and more honest conversation about what our field must become.

With gratitude to the Editor, the contributors, and to all of you who bring this work to life every day, 

Marianne Farkas
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GUEST EDITORIAL
The Space to Say More: Human-Centered Leadership and Peer Mentor-

ship in Global Mental Health and Psychosocial Care 

by Gloria Pedersen1 and Michalis Lavdas2

1Director, MHPSS, Implementation Strategy, Research and Partnerships, Partners in Health, USA; Global Mental Health 
and Psychosocial Support Consultant (gpedersen@pih.org), 2WAPR Bulletin editor, PhD (miclavdas@gmail.com)

"Yes. Since we started screening with the PHQ-2, more women are coming to us about [gender-based] violence." 
We were at a health center in sub-Saharan Africa, and a senior health worker was responding to my question 
about gender-based violence at the antenatal clinic while discussing progress on integrating Patient Health 
Questionnaire-2 (PHQ-2) screening across the health center. She answered with energy, “More women are 
coming to us,” which instinctually led me to confirm with her, “You mean more than before?” 

This led to a deeper discussion about how stigmatizing gender-based violence is and how normalized 
it is as part of the culture, like an expectation as part of womanhood. We discussed existing protocols for 
how they manage this level of disclosure, and she pulled out a World Health Organization-adapted handbook 
on medico-legal care for sexual violence survivors that they have had since 2018. As we see in cultures and 
institutions all over the world, this standard procedural guidance and related laws and tools exist; yet, as she 
acknowledged, women hadn’t been coming forward due to real consequences: their marriages, their children, 
their safety, their lives. For instance, in the USA, homicide is a leading cause of death among pregnant women 
(Lawn & Koenen, 2022). This conundrum of “well-intended” protocols designed to protect and ensure justice-
centered care to those whose needs are the most systematically unmet tends to have a common patriarchal 
thread. Protocols tailored to genders are attempted to be implemented into institutions and societies with 
embedded gendered structural inequalities and power hierarchies (e.g., male dominance, female subjugation) 
of which in return can perpetuate more harm (e.g., victim blaming, normalizing of violence) (Javed & Chattu, 
2021), patriarchal forestalling (diffusing or neutralizing claims of violence) (Choudhry, 2026), or simply be an 
act of gatopardismo (creating policies yet never implementing them) (Worthen et al., 2025).

Indeed, in the global mental health and psychosocial care-related fields, dominant Western medical 
models and patriarchal structures often prioritize “expertise” and diagnostic problem-solving over human 
connection, reinforcing hierarchies that silence relational and collective knowledge (Jackman et al., 2026; 
Osborne, 2026; Rivera-Segarra et al., 2022). These hierarchies are deeply gendered, confining us within rigid 

(c) Photo, Bergen senter for elektronisk kunst – BEK
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binaries that shape self-perceptions and influence which voices are valued (Betram, 2020). Such frameworks 
obscure essential social justice issues and questions of power, limiting our ability to respond with humility, 
collaboration, and empathy (Wong & Laird, 2023). 

Although the PHQ-2 is another standardized tool using diagnostic problem-solving, it is not a screener 
for gender-based violence. It involves two brief questions, on a Likert scale, that can support in identifying and 
referring people in need of mental health services: “Over the past 2 weeks, how often have you been bothered 
by any of the following problems: 1. Little interest or pleasure in doing things; 2. Feeling down, depressed or 
hopeless” (Kroenke et al., 2003). While the PHQ-2 is typically self-administered, in this context, health workers 
were trained on how to read and walk through the questions with the service user. Through our discussion, it 
became obvious that it was this brief but impactful exchange with the PHQ-2 screening process that supported 
health workers in applying skills like active listening and empathy (foundational competencies required for any 
mental health care delivery), ultimately creating a safe and trustworthy space for women to want to disclose 
harm—something the existing Gender-Based Violence (GBV) protocols, despite their intentions, had not been 
able to achieve. 

Foundational helping competencies, such as communication, rapport building, demonstrating empathy, 
and promoting hope for change, are the core, observable behaviors that build trustworthy relationships and 
strengthen emotional well-being (Pedersen et al., 2020). They are proven to make any helping interaction more 
supportive, effective, and safe, particularly in healthcare settings, and are universal across professions and 
cultures. Additionally, it’s evidenced that when using a competency-based approach to train health workers 
in these skills, as compared to traditional knowledge-based learning, harmful behaviors dropped by 68% in 
as little as three days, and health workers reported feeling more confident and excited in delivering person-
centered care (Pedersen et al., 2023). For example, weeks after the competency-based foundational training, 
one obstetrician in Peru described their confidence as now being able to openly raise the topic of suicide with 
their service users; and in return, the users opening up more including calling later in the evening, after the 
obstetrics appointment had ended. Additionally, the obstetrician had compared their increase in confidence 
and performance to the “little knowledge” they had gained previously on the topic during their residency 
training. 

It is important to note that this “finding” of an alternative pathway to safe spaces for disclosure was 
not part of the standard progress reporting for the PHQ-2 screening, but came about from a leadership stance 
that opened the opportunity to say more. Through empathetic questioning, active listening, and collaborative 
problem-solving, we acknowledged and moved forward discussions that identified health care gaps otherwise 
overlooked during standard programmatic and systems-level monitoring and evaluation practice. 

We discussed various possibilities for how we might continue to protect this safe space while ensuring 
a more culturally responsive intervention is in place, one that can meet the user’s needs without creating 
fear or perpetuating more harm. We left on an open note, a few possible directions identified, and a shared 
understanding that the path forward would require navigating the same patriarchal systems around us as much 
as the problem itself. It is a persistent tension between knowing what is needed and having the structural 
permission to act on it. 

It continues to center the question, how can we (mental health and psychosocial care leaders, practitioners, 
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students, educators, researchers) center on treating every human as whole, and not less than, while working 
within systems that seem to reward numbness to dehumanizing, dismissive, and unsafe practices?   

In this paper, we do not attempt to solve the global systemic patriarchy or how to fully dismantle harmful 
power systems. We aim to put forth some suggested small but deliberate steps toward more equitable power 
sharing. Our suggestions focus on two well-researched areas: promoting more human-centered leadership 
in mental health and psychosocial care, and creating safe, reflective spaces for bringing your “whole self ” to 
practice and research. Below, we outline two practical suggestions toward that goal.

Suggestion: Train Leaders in Foundational Helping using an evidenced competency-based approach
It is well established that empathy, active listening, and emotional intelligence are core to effective 

leadership (Boyatzis, 2005; Goleman, 2004). It is also argued that the biggest barrier to effective leadership 
is that people reach positions of authority because of their technical expertise and problem-solving ability. 
Ultimately, this may result in them mistaking their expertise for leadership while lacking key leadership skills, 
such as adaptability and the ability to tolerate uncertainty, and giving the work back to the people “closest to the 
problem.” This barrier is something we see in global mental health and psychosocial care, wherein it is often a 
psychiatrist or clinically licensed professional who sits as the authoritative decision maker in the organization, 
and one that has been previously entangled in medical/clinical hierarchy via their training, which is more 
often than not Western-based. Such default-to-power systems encourage epistemic injustice in which non-
Western knowledge and practice are undervalued and neglected. There are two forms of epistemic injustice, 
according to Fricker (2007, p. 7): “testimonial injustice, where someone is wronged in their capacity as a giver 
of knowledge; and hermeneutical injustice, in which someone is wronged in their capacity as a subject of social 
understanding”. Failing to actively listen to local communities, or those closest to the problem and solution, 
actively bypasses and devalues local knowledge (Bhakuni & Abimbola, 2021). 

Like the obstetrician’s story earlier, where we see consistent gaps in foundational competencies due 
mainly to knowledge-based training and norm-based assessment, far too many leadership training programs 
focus on training and assessment of knowledge and concept rather than ensuring sustained practice using 
competency-based measurement and feedback to support true behavior change. 

One practical step towards human-centered leadership and away from default reproduction of epistemic 
injustice in global mental health and psychosocial care is implementing the competency-based EQUIP-FHS 
curriculum (World Health Organization & United Nations International Children’s Fund, 2025), tailored for 
a leadership context, to build the relational skills (communication, empathy, rapport building, explanatory 
models, promoting hope) that underpin safe and effective human interaction. The EQUIP-FHS training 
is modular and can be tailored according to organizational needs. Evidence shows it is applicable in non-
mental health intervention settings and cadres and indeed is recommended as a training for “all walks of life,” 
including “…local leaders, the Local Councils, the politicians” (Pedersen et al., 2023). Rather than making 
leaders into mental health practitioners, this training can first center on making empathy and communication 
the default in how they lead. With the competency-based approach, brief role play assessments can be 
conducted prior to training to establish a baseline of competencies and better tailor training to the needs of the 
organization’s leadership and staff. The competency assessments are non-normative, with each item acting as 
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its own individual measure, and use specific behavioral attributes to capture the multidimensional aspects of 
competency (knowledge, attitude, and skills). Additionally, the assessment tool was adapted, co-developed and 
tested among a consortium of partners delivering care across seven humanitarian, non-Western settings and 
originated from a tool that was developed and tested in Nepal (Kohrt et al., 2015; Kohrt et al., 2025). 

We suggest starting with select modules from the FHS curriculum, including non-verbal and verbal 
communication, rapport building, empathy, exploring and normalizing feelings, and eliciting feedback. For 
organizations operating in humanitarian and conflict-affected settings, we recommend building upon or 
coupling this foundational competency-based training with frameworks like IGLOO (Individual, Group, Leader, 
Organization, Overarching context), which offers a structured action guide to protecting and responding to 
humanitarians’ mental health and distress (Aldamman et al., 2026). 

Suggestion: Establish peer mentorship and reflective practice: intersectional safe spaces to bring the 

“whole self.”
Skills alone do not transform systems. In line with the principles that drive this publication of the World 

Association for Psychosocial Rehabilitation (WAPR), which is to identify epistemic wrongs and create space 
for alternative models, we argue that this transformation must begin with how we see ourselves in relation to 
others. As global and mental health professionals, we must continuously examine how our positionality and 
self-perception affect our interactions with the communities we engage with. As such, we suggest intentionally 
creating peer mentoring spaces that foster reflection on our whole selves and our intersecting identities, and in 
which our foundational competencies can be practiced, tested, and deepened with others navigating the same 
complexities. These professionally focused, peer-mentorship and reflexivity spaces should not be reactive but 
proactive, starting at the student level and continuing throughout one’s career.  

Research has found that traditional mentor-mentee relationships, particularly those formed in 
academic settings, are “more likely to fail” between people of different genders and ethnicities due to power 
imbalances, exploitation, and harassment (Ocobock et al., 2022). It is exactly the intersection of seniority of 
experience and holding a minority identity where the gap is the widest, leaving cis white older heterosexual men 
disproportionately occupying positions of mentorship power, and 70% of graduate students from historically 
excluded groups dropping out of academia (Ocobock et al., 2022). A recent preprint identifies supervisory 
behavior as a major and modifiable determinant of early career researcher wellbeing and retention, with harm 
being most associated with poor communication, lack of empathy, and micromanagement (Simón Martínez-
Goñi, 2026). In the global [mental] health academic and professional context, this traditional mentor-mentee 
dynamic is compounded by colonial legacies, where mentorship flows predominantly from “Global North” to 
“Global South”, and where the dominant model “builds capacity” rather than strengthens and nurtures what 
already exists (Bain et al., 2023). 

Building on existing calls for decolonized frameworks (Bain et al., 2023), diversified mentor networks 
(Ocobock et al., 2022), and peer facilitation models that reduce power differentials (Lavdas et al., 2025; Sherman 
et al., 2023), we propose a peer mentorship space that offers what hierarchical relationships cannot: mutual 
exchange, shared identity, and freedom from gatekeeping. Where in a traditional mentorship, “success” and 
boundaries may be tied or measured by a specific output (e.g., a promotion, a publication, a successful grant, 
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completion of a PhD), we suggest that peer mentorship helps balance this perception or identity of success. 

The peer mentorship space is one ideally grounded in reflexivity that actively bolsters voices of those 
holding intersecting identities (navigating trauma, queerness, chronic illness, racialization, and professional 
ambition simultaneously), and creates a space where peers can advocate for one another, encourage and support 
navigation of traditional mentorship relationships, and support the bringing of the “whole self ” into research 
and practice. Thus, a “meaningful” peer mentorship, as contrasted to traditional “success outcomes,” might be 
the one that will help you claim your space in the workplace or career you are in, or switch to another more 
suited for your growing capabilities, and that facilitates your further growth. It is the space that might help 
you make critical decisions that may not always align with the “linear development” of traditional mentorship 
models. Table 1 offers some suggested, practical steps to approach peer mentorship and reflexivity spaces.

Table 1. Steps for establishing peer mentorship and promoting reflexive spaces.
Alongside any traditional hierarchical mentorship 
relationship, practitioners identify a third party, at 
least one peer mentor

Identify and establish a regular peer mentorship 
with someone who can offer a balancing perspective 
and support decision-making, and who not only 
complements but challenges your perspectives while 
prioritizing space for your identity to be expressed.

Before entering any mentorship relationship, 
practitioners pause to ask reflective questions.

For example, ask:
- What are my asks in this relationship?
- What can I bring to the relationship?
- Is this person the right match for what I need?
- What are my boundaries (professionally, personally) 
and how will I communicate them?

This initial reflection functions as a kind of relational 
contract, one that protects against the drift toward 
identity or personality-based feedback that occurs when 
boundaries are absent and power goes unexamined. 
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Table 1. Steps for establishing peer mentorship and promoting reflexive spaces.
Learn and practice empathy and ways to navigate 
“empathy blockers,” similar to those in the FHS 
Attitudes towards Helping module: Could Help, 
Should Help, Ready to Help

In cases where there is a problem or issue, you may 
not have the competency, expertise, or time to help 
with as a peer mentor or traditional mentor:
- Collaborate and brainstorm on what you can 
realistically achieve with them.
- Remember that empathetic listening, rather than 
problem solving, can be what is most useful in the 
moment.
- Have resources in place that could support, e.g., 
other people to connect them with, or training or 
reading materials to refer to. 

Be careful not to over-identify or take all responsibility 
in the relationship, or for solving problems. 

Practice identifying your own emotions throughout 
the relationship, consider a mentorship journal where 
emotions can be jotted down, prior or after a meeting, 
half-way through the year, or otherwise. 

Incorporate and practice your other foundational 
competencies to promote a balanced relationship

For example, ask and answer the following:
- What is the best way to communicate on a regular 
basis? (e.g., email, in person)
- How often will we communicate, and can we be 
flexible in that “schedule”? (e.g., every six weeks, 
but checking in ahead of time in case the need to 
reschedule)
- How often will feedback be incorporated? 
- How do I want to receive feedback, and how will I 
structure my feedback when I provide it? 
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Table 1. Steps for establishing peer mentorship and promoting reflexive spaces.
As the relationships in the network develop, continue 
grounding in your reality.

Check in with yourself. Consider answering the 
following reflective questions:
- Is the feedback I am receiving focused on my 
professional development, or has it moved into my 
personal identity and character?
- Do I feel comfortable providing feedback on this 
topic, in this area? If not, how will I communicate 
this?
- Do I feel seen as a whole person, or is my identity 
being treated as noise?
- Is it time to reconsider roles in the relationship, or 
time to move on?

Similarly, consider and write down questions and 
discussion areas that you bring to promote these 
reflections within your mentorship relationships, 
re-balance power, and activate your foundational 
competencies.

For examples, ask questions or discuss areas such as: 
- How do you see our relationship?
- What works best for you?
- Is that something you feel comfortable sharing with 
me?

Conclusion
	 Olga Runciman (2025), inspired by Judith Herman, asked whether peer support workers’ lived experi-
ence can “shape meaningful change” in mental health systems. She cautioned that working within them risks 
becoming complicit in the erasure of witnessing and truth recognition, which are the very conditions needed 
to repair the violations of power of which hierarchical medical systems tend to blur and produce. It brings us 
back to the earlier question: how can we center on treating every human as whole, and not less than, while 
working within systems that seem to reward numbness to dehumanizing, dismissive, and unsafe practices? 
The two suggestions offered here, training leaders in foundational competencies and establishing peer men-
torship spaces grounded in reflexivity, are mutually reinforcing components. The first suggests changing 
what leaders default to, and the second suggests changing what becomes possible when those around them 
feel they have somewhere to stand. Both are responses to structural realities that many global mental health 
and psychosocial care professionals work within: protocols exist, knowledge exists, and yet something in the 
architecture of our institutions keeps silencing what people need to say most. 
We argue that peer mentorship grounded in reflexivity and leadership shaped by foundational helping com-
petences (listening, empathy) are not solutions, but they offer a form of resistance to mistaking technical, 
medical expertise as leadership, silence for safety, or the existence of a protocol for the existence of care. In a 
world where neutrality is not an option (Hollander, 1989) these small deliberate steps are also acts of “ethical 
non-neutrality”, protecting one another from erasure and writing our whole selves in.
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	 We are ending this joint editorial through a spoken word summary of one of our own peer mentor-
ship meetings over the past years:
The places we are.
How do you breathe in a space where patriarchy takes away your rights?
How can you be authentic in a place where it’s punished and not rewarded. “Be happy with
us “just being ok”.” Consider this an adequate award.
Is it my place that I don’t claim, or is it the space you take away?
Is it my place in the country that I happened to be born? Am I not in my place?
I do very few things and that’s why. I must do more.
How do you feel about black, or white. Choose, feel free at the same time. And don’t forget
to smile.
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Introduction 

Global migration, forced displacement, and internal multilingualism have transformed clinical 

encounters into sites where communication across language divides is routine rather than exceptional. In 

mental health settings, where diagnosis, therapeutic alliance, and treatment efficacy rely heavily on nuanced 

verbal and emotional communication, language discordance between mental health practitioners (MHPs) 

and service users poses profound ethical, clinical, and structural challenges (Flores, 2006; Miteva et al., 2022; 

Tribe & Thompson, 2009). Limited shared language is associated with misdiagnosis, reduced engagement, 

poorer therapeutic outcomes, and exacerbation of existing health inequities (Bauer & Alegría, 2010; Gartner 

et al., 2024). Despite these documented risks, systemic responses within mental health systems remain 

fragmented and uneven, particularly regarding training of MHPs (Abrahams & Khoza-Shangase, 2025; Hagan 

et al., 2020). There are several ways to overcome language barriers, such as the use of digital translation tools, 

formal or informal interpreters, multilingual information sheets, and nonverbal communication (Delfani et 

al., 2024; Kreienbrinck et al., 2025; Watermeyer, 2011; van Lent et al., 2025).

In South Africa, which has twelve official languages, even non-migrants who do not speak historically 

dominant languages (English and Afrikaans) may struggle to access linguistically appropriate services 

(Anthonissen et al., 2025). Despite this, MHPs are not commonly formally trained to work across language 

divides (Benjamin et al., 2016). We report here on a pilot training for psychiatrists and clinical psychologists 

in training in the Western Cape, South Africa. We seek to answer the research question: what are MHPs-in 

training’s perception on the relevance and usefulness of training in working across languages divides? Before 
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turning to our study, we discuss key issues from the limited literature on the training of mental health workers 

on language access issues.

Training Gaps in Working Across Language Divides in Mental Healthcare 

Globally, MHPs report feeling underprepared to work effectively in multilingual encounters 

(Hadziabdic et al., 2010; Schouten, 2017). Formal training on how to manage language discordance is rare 

(Gartner et al., 2024). MHPs may experience uncertainty, anxiety, and loss of therapeutic control in interpreter 

mediated consultations, particularly in the absence of structured preparation and institutional support (Leanza 

et al., 2024; Gartner et al., 2024). These insecurities may lead to avoidance behaviours, including reluctance 

to accept linguistically diverse patients or the inappropriate use of family members as ad hoc interpreters, 

practices that raise serious ethical and clinical concerns (Hagan et al., 2020). MHPs commonly lack knowledge 

about best practices in triadic communication, such as pre session briefings, role clarification, turn taking 

management, and post session debriefings (Rodríguez-Vicente et al., 2024). 
Training of Interpreters but Not Mental Health Practitioners

 Regardless of training being offered to public service interpreters, these are far from being standardised 

across countries of migration (Fennig & Denov, 2021). Furthermore, in South Africa, where there is no formal 

training for mental health interpreters, MHPs often work with interpreters with no formal training (Hagan et 

al., 2020). Globally, MHPs frequently report learning to work with interpreters through experience, without 

formal guidance, supervision, or reflective frameworks (Bamford et al., 2024; Leanza et al., 2024; Young et al., 

2024). 

This gap has significant consequences. Interpreters describe feeling undervalued, marginalised, or 

positioned as invisible conduits rather than as collaborative professionals with specific expertise by MHPs 

(Leanza et al., 2024; Bamford et al., 2024). At the same time, MHPs may over-attribute communication 

breakdowns or therapeutic difficulties to interpreters, and not recognise the relational and structural dimensions 

of interpreter mediated work (Gryesten et al., 2021). This is despite the fact that emerging evidence suggests 

that effective interpreter mediated care cannot be achieved through interpreter training alone – MHPs also 

need to be trained in working across divides, even, and perhaps more especially, in contexts where there are 

no formally trained interpreters (Kilian et al., 2021; Rodríguez Vicente et al., 2024). Training of MHPs has 

been shown to have benefits such as gaining knowledge and critically thinking about one’s role in working 

across language divides (Leanza et al., 2024), but these initiatives remain small scale and under integrated 

into mainstream mental health education (Benjamin et al., 2016; Gartner et al., 2024; Kilian et al., 2015; Van 

Rooyen et al., 2026).
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Methods

	 As part of a larger international project on language and access to mental healthcare for 

migrants in Germany, the Netherlands, Romania, and South Africa (https://www.mim2m.net/), we formulated 

and implemented a pilot training course offered to psychiatric registrars (termed ‘residents’ in the USA) and 

clinical psychology interns in the Western Cape province of South Africa.  

Participants

	 Recruitment took place through the two training institutions responsible for training clinical 

psychologists and psychiatrists in the Western Cape health system. We invited all 76 trainees to participate in 

the pilot programme. Fourteen declined, citing examination pressures or unspecified reasons, leaving a final 

sample of 62 participants. 

Procedure

We provided details about our broader research project to participants, a REDCap software link to an 

informed consent form, a pre-training questionnaire, and a post-training questionnaire via email. Invitations 

to participate were sent a month in advance; thereafter, reminders were sent weekly. 

Data Collection and Training Implementation 

We trained participants in groups according to slots available in their regular training sessions. At each 

institution, there was a separate training programme for registrars and interns, so we offered four parallel 

training sessions. Each group, according to the scheduled availability set by course convenors, had between 

1 and 3 sessions and each session was both audio- and video-recorded with assistance from professional IT 

services. 

The training sessions’ duration was between 2 and 3 hours per session. The content included role-plays, 

participatory exercises, case discussions of language discordance, and presentations about digital translation 

tools and interpreter services. Data collection took place between June and July 2025. Trainings were conducted 

in English.

Data Analysis

	 Questionnaire responses were exported from REDCap to Microsoft Excel and formatted in 

Microsoft Word to facilitate qualitative analysis prior to import into ATLAS.ti v25. Data were analyzed using 

reflexive thematic analysis (Braun & Clarke, 2019). The first author coded the data using ATLAS.ti v25 and 

themes were identified from the codes. 

Ethical Considerations

Ethical approval was obtained from Stellenbosch University Social and Behavioural Research Ethics 
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Committee (ethics #32483). Institutional approval was obtained from the two universities to conduct the 

research. 
Findings

Demographic characteristics of the participants. 

Psychiatric registrars had a mean age of 36.58 years (SD = 13.99). Most were female (65.6%, n = 21), 

had between 0 -2 and 3 – 5 years of experience working in mental health prior to becoming a psychiatric 

registrar (48.4%, n = 15), had English as their home language(s) (58.3%, n = 21), and could work clinically in 

English (79.4%, n = 27). Clinical psychology interns had a mean age of 40.05 years (SD = 20.98), the majority 

were female (52.6%, n = 10), had 0 – 2 years of experience working in mental health prior to becoming a 

clinical psychology intern (68.4%, n = 13), had English as their home language (66.7%, n = 12), and could work 

clinically in English (83.3%, n = 15). Data were organized thematically, with three key themes emerging from 

the data.

Challenges of Working Across Language Divides

Participants described complex experiences of working with patients across language barriers. Their 

accounts highlighted ethical challenges related to accuracy, confidentiality, and clinical depth in interpreter-

mediated consultations. Limited resources and reliance on informal interpreters, such as other doctors, nurses, 

security guards, cleaners, and family members of patients led to frustrations around oversimplified interpretation 

and loss of nuance during interpreter-mediated consultations. Participants shared that “Untrained interpreters 

are inaccurate interpreters and tend to have elongated conversations with client.” Furthermore, nuances were 

lost because interpreters tended to exclude pivotal information and not providing the full contents of the 

conversation. One participant reported, “Simplification of what is being said [such as] ‘yes’ ‘no’ instead of giving 

more context.” Participants stated that interpreters often gave “overly simplified answers - not verbatim”, resulting 

in inaccurate interpretations. 

The involvement of a third party (interpreter) often raised questions about confidentiality issues. 

Untrained interpreters who have not been exposed to training do not understand the value of ethics and 

confidentiality, as participants worried that interpreters might share information with other family members, 

staff, and others. One participant mentioned, “I have witnessed information shared in consults being discussed 

amongst other staff ”. Using family members acting as interpreters creates problems because they may be privy 

to information they should not be about a family member; thus, one participant stated that “confidentiality 

[was] broken because only family member was able to assist”.

Concerns about understanding psychiatric phenomena were frequently raised. Psychiatric terminology 
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is often used in consultations, and often ad-hoc interpreters (who may be cleaners or security guards) do not 

understand what these words mean or fail to recognise what practitioners are looking and/or asking for, thus 

making it difficult to communicate effectively. One participant shared that they were “unable to accurately 

assess different types of formal thought disorder.” Participants also highlighted the clinical uncertainty that arouse 

when interpreters lacked psychiatric training, “I often use nurses as interpreters, but it can be difficult if the nurse 

is not trained in psychiatry and I am not sure if they understand how to ask questions and if they interpret exactly 

what was said”. 

Although there was a limited availability of a telephone interpreting service in the public hospital 

system, which several participants found helpful. Practitioners reported multiple structural and logistical 

barriers, including the unavailability of interpreters, the amount of time it took to secure an interpreter, long 

dialogues in interpreter-mediated consultations, the lack of resources within facilities to access services where 

available, as well as the distracting nature of the use of the telephone during consultations. Participants stated 

that managing interpreter services with telephones without loudspeakers is challenging: “Sometimes [it is] 

difficult to get the patient to hand the phone back when done answering.” Further emphasising ethical challenges 

associated with untrained MHPs in managing language barriers within overburdened public health systems. 

Systems which have minimal resources and facilities to aid the process. 
Strategies Used to Mitigate Language Barriers

Participants consistently reported little to no training in working across language divides. Most 

participants reported “None”, while one reported that they “received some training about working across language 

divides, which was at most two lectures”. This demonstrates the gap in training MHPs in working across language 

barriers. Despite limited training, participants described deliberate strategies to mitigate challenges, such as 

setting a time to brief the interpreter before the commencement of a session, speaking directly to the patient, 

enquiring with the patient about their comfortability concerning the presence of the interpreter during the 

session, and explaining to the interpreter exactly what information is needed. Participants reported a preference 

for in-person consultation rather than telephonic and/or online consultations. Participants expressed that it 

is imperative “having time to brief both interpreters and client on what to expect”, “explaining to the interpreter 

exactly what info I need”, “Speaking directly to the patient”, “checking before starting if the patient feels comfortable 

with the interpreter”, and “in-person consultations rather than telephonically”. Since participants had limited 

training in working across language divides, their strategies were evidence of how efficient they had learned, 

through experience, to be in such situations.

Participants reported using digital translation tools and multilingual staff members serving as informal 
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interpreters. Participants reported using “Google Translate” and “Samsung Live Translator” as part of the digital 

translation tools when they experience a language barrier between themselves and their patients. Participants 

also sought assistance from nurses who speak the same language as their patient(s) and had an understanding 

of mental healthcare services and technical terms. 

Where language-concordant care was available, it was appreciated, “It was also nice for the patient to be 

able to speak his own language and be understood”. Participants believed that having native speakers of all the 

languages spoken by service users would be optimal, however, this was not possible. 

MHPs Training Needs and Outcomes

Prior to the training, participants articulated clear expectations for the upcoming training. These 

expectations varied greatly from what the team could offer to system-specific needs. These included the 

provision of resources that outline phrases in different SA languages within mental health, ways to access 

translation tools, training for common cultural nuances, and how to incorporate interpretation services into 

already scheduled consultations with patients instead of waiting to schedule for alternative times. Participants 

expressed that they would appreciate the research team to “provide resources with phrases in different… languages 

specific to mental health”, “access translation resources”, “[offer] training for some common cultural beliefs” and 

offer suggestions on “how to incorporate phone-in/folio translators into a schedule of seeing patients.” 

Post training, participants reported learning new skills, increased awareness, patience, and depth of 

understanding regarding language barriers in mental healthcare. One said, “I knew that language obviously has 

a large impact on therapy; I had not thought about it in as much detail or considered certain aspects”. 

Though many issues were not solved, participants valued the opportunity to reflect on how challenges 

could be mitigated, and highlighted the complexity and contextual nature of language work in clinical settings. 

One said, “there is no definite answer to the problem. However, it is a case-by-case situation and being able to 

make clinical judgement about the patient.”, with another remarking, “conversations were helpful to increase my 

understanding and also to increase my skills at working with interpreters.”

Furthermore, participants identified several components of the training as particularly beneficial, 

especially those that were interactive. Participants preferred and appreciated aspects of the training that were 

interactive, and peer-focused because it allowed for in-person/peer learning and correction. Participants 

expressed that “the most benefit actually came from different participants sharing experiences”, as opposed to 

presenting theoretical content.  Role-plays were especially appreciated, “role plays helped to see mistakes and how 

to rectify them / scenario-based teaching.” The opportunity for personal reflection was also valued as participants 

work in stressed health services with little opportunity to reflect.  It seemed that this reflective opportunity may 
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have contributed to a reported increase of confidence in managing interpreter-mediated sessions after the 

training, “I think it will be easier to work with interpreters after discussions during this workshop especially with 

regards to pre-briefing sessions.” Another participant added that “I feel I’d be able to work with interpreters much 

more collaboratively and efficiently now.”

Participants articulated clear intentions to apply learning from the training in their clinical work, 

including ensuring that rapport is built with the patient and not just the interpreter. A participant expressed that 

“[I will] remember to build rapport with patients and not the interpreter.” Furthermore, managing body language 

during interpreter-mediated consultations, such as maintaining eye contact with the patient rather than the 

interpreter, was reported as helpful. Using technologies like Google Translate judiciously, with knowledge of 

the shortcomings of such tools, especially when it comes to cultural metaphors, was something participants 

planned to do. They also reported having learned the value of using visual aids to enhance communication.

Despite overall positive feedback, participants identified areas where the training could be strengthened. 

Participants suggested a desire for broader facilitation input and deeper engagement with emerging technological 

tools. One participant expressed, “more info on current AI applications and traps / considerations of working with 

these”. Furthermore, one participant identified a component of the training that was perceived as irrelevant to 

the local context: a presentation on a currently developing interpreter service that was founded in Switzerland 

and is now being developed in South Africa. Due to the service currently not being readily available, and 

problems with internet access in most facilities, participants expressed that learning of possibilities currently 

unimplementable was unhelpful, “Although a great initiative, it did not feel suitable for the South African context 

and accessibility”. 

Participants felt they needed additional support and guidance in working across language divides, 

highlighting the importance of institutionalised and ongoing training for MHPs. Including, “more exposure to 

use of a professional interpreter” and “interpreters on a systematic level.” These responses point to institutional 

and service-level gaps that training alone cannot address.
Training Reflections and Discussion

From the outset, it was clear that participants were already attuned to the complexities of language 

divides in mental health care. This was evident in their openness to share personal experiences where language 

hindered the therapeutic process.

Participants appreciated the interactive nature of the training sessions. Training sessions did not solve all 

problems, but reflective space and dialogue were seen as helpful.  Despite the ubiquity of language discordance 

issues, this was the first opportunity for most to discuss these issues in a formal setting. Feelings of personal 
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shame at not managing language discordance better were mitigated when it became clear that the problems 

are common. The training was framed not centrally as a space to deliver solutions, but rather as a collaborative 

effort to explore the issues and begin formulating responses together. This approach fostered a sense of mutual 

respect and collective inquiry. Participants expressed a strong desire for more structured support in navigating 

multilingual environments and highlighted the emotional and ethical dimensions of language use in therapy.

Being exposed to a short German video, which was dubbed into English, on language barriers in 

clinical practice was especially helpful as participants became aware that struggles around language barriers 

are universal.  Having a talking point about a different context, about which there was therefore less anxiety 

and guilt at less-than-ideal performance, seemed to create an atmosphere in which there could be deeper 

conversations, with trainees raising questions about the nuances lost in translation and/or interpretation and 

the challenges of interpreting psychological terminology. 

Many expressed concerns about how interpreters might struggle to convey the subtle meanings 

embedded in patients’ communication and to link spoken words with non-verbal cues. Other, more subtle 

questions about mental health work and interpreting could then be discussed, including challenges associated 

with wishing to permit helpful reflective silences for patients. These are difficult to achieve when untrained 

interpreters are trying their best to assist. The nuance of mental health work can be lost where untrained 

interpreters are used, this aligns with Gartner et al., (2024); sharing these concerns felt helpful to participants. 

It is clear that a short pilot training course like ours cannot solve all problems. South Africa currently lacks 

a formal structure for training MHPs in multilingual orientation within mental healthcare which exacerbates 

the challenges faced in clinical settings. This gap points to a broader issue of policy and infrastructure. There 

was a strong consensus that further training and advocacy are needed, not only to equip practitioners with tools 

for navigating language discordance but also to influence and shape policy. Establishing formal interpreter 

roles and standards within mental health care is essential to bridging the gap and ensuring equitable, effective 

care for all clients. However, helping MHPs think through the issues is crucial (Hunt & Swartz, 2017).

Overall, the training sessions were a meaningful and affirming experience. They provided a space for 

reflection, dialogue, and shared learning among emerging professionals in mental health care. Going forward, 

it is essential to continue these conversations, not with the expectation of immediate solutions, but with a 

commitment to understanding and improving the lived experiences of both practitioners and clients navigating 

language discordance in clinical settings. We regard our intervention as a start, and not a solution.
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Introduction

Global Mental Health (GMH) emerged in 2007 with a Lancet series that called for increased mental 

health services in low and middle-income countries (LMICs). The series was authored by academics and 

researchers affiliated with organisations such as the World Health Organisation (WHO), the World Bank, and 

universities, primarily in the Global North. 

A decade later, the Lancet Commission on Global Mental Health and Sustainable Development 

reviewed the field’s progress, emphasising the need to scale up services, address social determinants, and 

leverage digital technology. Most Commission members were Global North experts or academics, with only 

one user-survivor voice.

The 2018 Commission noted progress in closing treatment gaps in LMICs and doubling mental health 

support but also recommended expanding services, addressing social determinants, adopting digital tools, 

and developing public policies. 

These threats included the limited impact of clinical treatments and rising adverse social determinants. 

Notably, one of the identified threats was the critique of the dominant biomedical narrative and Western 

psychiatric framework. From the field’s inception in 2007 to the present in 2024, the same voices—affiliated 

with elite American and British universities, organisations, journals, and funders—continue to dominate, 

reflecting Eurocentric biomedical narratives. 

Post the COVID pandemic, there has been growing attention to mental, public, global, and planetary 

health. In this edition, we examine how GMH pillars have adapted to threats including global upheavals like 

viral infections, war, occupation, climate change or critiques of the dominant biomedical approach.

https://reframe2024.mhi.org.in/revisions/contesting-global-mental-health/
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Critiques and Crises

The field of Global Mental Health (GMH) has gained prominence but also faced criticism. Critics such 

as China Mills and Bhargavi Davar (2016) pointed out its dominance by Global North expertise and methods.

“MGMH [The Movement for Global Mental Health] is increasingly functioning as a global space that 

shapes the contours of what can be said […] The Movement’s calls ‘to make mental health for all a reality’ 

serve to make mental health as a reality thinkable in certain ways that are dominated by ways of knowing and 

intervening upon distress which come from the global North.”

Additionally, anthropologists have critiqued the field for repeating colonial dynamics wherein practices 

and systems from Western contexts are pushed upon culturally unique countries and regions. 

A key critique is the field’s focus on ‘scalability’ and ‘treatment gaps’ in LMICs, equating distress with 

mental health disorders while overlooking the critical impact of socioeconomic inequalities.

Socioeconomic and sociopolitical factors like war, occupation, poverty, rising unemployment, and 

gender-based violence cause natural reactions of distress, which GMH often pathologises (depression, for 

instance), offering medical solutions for complex, non-medical problems.

Additionally, nuance is often lacking in ‘expert’-led discourse on GMH; while raising awareness and 

improving access to mental health services is important, the reasons for access barriers—such as travel distance 

to find a practitioner or a lack of cultural and structural competency in training—are rarely explored, often 

leading to pathologisation and harm to users.

The GMH field appears disengaged from unfolding global crises. The Gaza genocide has persisted 

for nearly a year, claiming thousands of Palestinian lives yet leading mental health bodies and journals have 

issued statements supporting Israel or focusing on the war in Ukraine. Sub-Saharan Africa’s 49 countries, with 

borders drawn during 18th and 19th-century colonisation, face ethnic tensions, and resource disputes, leading 

to conflict and humanitarian crises. Colonial extractivism and climate change exacerbate instability, with 

35 conflicts in 18 countries displacing nearly 39 million people. The mental health implications for affected 

communities impacted by international development dynamics are rarely discussed.

The GMH field often frames distress as symptoms of psychological disorders that can be treated using 

Western methods like talk therapy and psychiatry while overlooking the effects of intersecting power systems 

such as capitalism, patriarchy, authoritarianism and colonialism. Despite the ongoing critique, the field still 

emphasises a “unidirectional” flow of resources and attention from affluent, Western countries to address 

mental health in LMICs in the Global South.
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LMIC Poster Child

Global Mental Health views the world through national units, assuming each nation has a homogenous 

culture and is either powerful or powerless based on its location in the Global North or South. This approach 

oversimplifies the complexity of Global South communities, ignores internal power dynamics, and overlooks 

diverse mental health needs, and the impact of neoliberal policies.

GMH fails to account for the complexity of the ‘Global South’ and its material realities, which are 

shaped by power dynamics beyond the Global North-South binary. Even within this framework, GMH often 

overlooks the ongoing impact of neoliberal dynamics and focuses instead on the perceived lack of service 

delivery from Western mental health systems to the ‘underdeveloped’ world. GMH then consequently and often 

unknowingly conceptualises Global South as an unresponded (singular) customer of the modern healthcare 

service. This leads to failures in understanding the varied mental health needs of diverse communities in 

LMICs, their domestic-regional geopolitics, and the layers of embedded power systems.

Consider India within the North-South binary: while classified as a ‘Global South’ country, it is home 

to some of the world’s wealthiest individuals and a political elite, with a complex economy driven by neoliberal 

desires and demands. The mental health needs of Indians differ from the West and cannot be singularly defined 

by a ‘Global South’ perspective. As this volume’s essays will demonstrate, mental distress and access to mental 

health in India are shaped by caste, class, religion, and gendered identities.

‘Indian’ perspectives of GMH are largely dominated by upper caste academics and professionals, 

neglecting the social determinants affecting the majority- deprived of adequate housing, sanitation, food 

security, dignity and healthcare, and are vulnerable to climate disasters and forced migration.

Their mental health needs require structural and social reorganisation within India, not just the 

upscaling of modern psychiatric medicine.

GMH’s call to incorporate ‘Indigenous’ knowledge systems is well-intentioned but overlooks the 

complex politics of indigeneity. In India, ‘indigenous’ can refer to tribal, Adivasi communities or be used to 

promote divisive insider-outsider narratives, fuelling communal conflict whereby Muslims and Christians are 

not seen as fully worthy of citizenship. Labelling Hindu culture as ‘Indigenous’ reinforces the Brahmanical 

caste order and shields it from the ‘modern’ critique., Marginalised castes, religions, and ethnicities face both 

material and psychological oppression within a socio-economic structure shaped by India’s global position and 

social fabric. Thus, no single “Indian” perspective or knowledge system can adequately capture the country’s 

diverse mental health needs.

The North-South divide acknowledges a colonial history, positioning the South as less powerful. This 
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framing, however, overlooks the South’s own colonial ambitions and oppressive systems. India’s treatment 

of the North East and Kashmir, including militarisation, profit-driven projects, and the suppression of local 

voices, has caused a severe mental health crisis over decades.

For GMH to effectively address mental health in LMICs, it must critically examine and move beyond 

these binary divisions. Critiques of mental health service delivery, framed by the West-East or North-South 

divide, often end up reinforcing the very dominant perspectives they aim to challenge.

Experts by Experience

There has been a gradual shift to decentre biomedical expertise and prevent the harms of psychiatry 

in Eurocentric discourse. In GMH, this is reflected in the 2018 Lancet Commission, which included one user-

survivor voice, and the formation of the Global Mental Health Peer Network (GMHPN) the same year.

Grassroots movements led by survivors challenge the mental health system, exposing violence both 

within and beyond it. They aim to reshape the system from the ground up, not just prevent harm. Resistance 

to individualised biomedical discourse has long existed, as seen in  the Scottish Union of Mental Patients, the 

Insane Liberation Front in the 1970s, Asylum Magazine (1986), and the Aaina newsletter (2001). Similarly, 

Mad Pride, Mad Studies, and crip activism connect psychological distress to socio-political oppression and 

violence.

However, as the movement(s) are not homogenous, it is crucial to recognise who speaks from lived 

experience in GMH. Whether it is in clinical research, academia, services or as consultants for funders, the 

focus is on People with Lived Experience (PWLE) who may identify as ‘patients,’ ‘service users,’ or ‘experts by 

experience’. For instance, the Lancet Commission typically includes those who accept the medical model and 

advocate for reform within the system. Partnering with mental health professionals gives PWLE credibility and 

visibility, but risks co-opting their knowledge and political ideals of user-survivor movements, situating them 

within profit and efficiency paradigms. This perpetuates an individualised, decontextualised, cure-based, neo-

liberal lens maintaining the power gap between medical experts and those with lived experience. 

Currently, lived experience in GMH is defined by diagnosis and engagement with formal mental health 

institutions. Is this truly representative of the majority world? What about those in countries with no services 

or significant treatment gaps? Can someone be considered a valid PWLE without access to a diagnosis? This 

notion of lived expertise is intrinsically tied to biomedical systems rooted in Global North socio-economic 

realities.

By narrowly focusing on carceral institutionalisation and asylum frameworks, GMH centres on 

discrimination within these systems, neglecting the broader social determinants of mental health. This limited 
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scope overlooks areas where biomedical intervention isn’t central to the discrimination faced by those with 

psychosocial illness or distress.

By not including those surviving systemic discrimination embedded into health systems this perspective 

limits the term ‘lived experience’ to be used in the contexts of queerness, race, caste and other historical 

marginalisations. Especially, in the LMIC context, this means that PWLE often speak from privileged positions 

of caste, class, language and geography which affects their access to diagnosis, discourse and formal mental 

health services. 

This issue is also evident in the Global North, where only certain voices shaped by race, religion, ethnicity, 

and gender and sexuality, are valued. For instance, it took George Floyd’s murder for the American Psychiatric 

Association (APA) to finally recognise and apologise for its role in supporting structural racism affecting 

Black, Indigenous and People of Colour communities. Additionally, activist movements like neurodiversity 

face the same challenges as institutionalised approaches to lived experience, struggling with similar issues of 

representation and validation.

Disability and Decolonisation

The call to decolonise GMH has been made for over a decade but is only now gaining traction. To 

challenge GMH’s colonial roots, we must recognise that it perpetuates structural violence by upholding 

psychiatric definitions of normalcy and productivity, often serving neoliberal interests. This paradigm excludes 

and dehumanises populations based on their socio-political and economic realities.  Notably, prominent voices 

and funders of GMH remain silent on Congo and Gaza highlighting the dominance of Western knowledge and 

power hierarchies.

This must be examined intersectionally through Indigenous perspectives, mad studies, crip theory, and 

critical disability studies. However, the challenge arises when people’s movements are also implicated in this 

colonial framework.

Originating from autism advocacy, the neurodiversity movement initially missed crucial intersections 

like race, sexuality etc. Neurodivergence is often seen politically but lacks depth when limited to white, able-

bodied perspectives, leading to advocacy efforts that reflect only a specific group. This narrow focus contributes 

to the disproportionate police violence and murder of Black youth and adults with mental illness in the United 

States.

When examining neurodiversity globally, we must ask how it manifests in historically marginalised 

communities and regions, and whether it includes systemic, biomedical, political, and relational factors.
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In decolonising mental health, counter-narratives rooted in lived experiences challenge dominant 

paradigms, serving as both stories and critiques of what is currently seen as progressive approaches. 

Decolonisation is political, involving frameworks, accountability, and power structures. It requires recognising 

how colonisation has shaped bodies and minds, including the assumptions about them, and connecting this 

to experiences in colonial or postcolonial contexts. Failing to address how colonisation created and defined 

disability risks perpetuating colonial narratives in discussions about disability.

It is crucial to challenge the dominant decolonisation narrative by disabling it. This means recognising 

that the current framework fails to consider how both colonial narratives and Global South elites have impacted 

individual and collective bodies.

By centering the language of disability, GMH and other fields must acknowledge the ongoing 

colonisation of disabled bodies and colonial and postcolonial factors in shaping disability.
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Abstract.
In recent years, an increase of homelessness among immigrant populations, often linked to mental 

disorders. This increase does not match the increase of immigrant populations itself, but it is due to their 
conditions as immigrants; less access to resources and welfare, legal and social barriers, lack of familiar and 

social support, as well as interaction difficulties for them caused by nonspecific training of professionals 
or prejudice. Thus, we focus on the need to assist this population using a cultural approach, planning 

interaction within their specific cultural environment.

Keywords: Homeless people, immigrants, social exclusion, cultural competence, mental health, psychosocial 
rehabilitation

Introduction
Homelessness is probably the most tragic example of exclusion at all levels. On the other hand, 

a home is not just a place to shelter, it is also a living space where we establish our intimate social 
relationships, where we rest, where we carry out leisure activities, our hygiene habits, store our belongings...
in short, a place that is ‘ours’, where we feel protected.

In recent years, the profile of homeless people in Spain has been changing, with the majority now 
being immigrants, as indicated by the reports from the various centres that care for homeless people, or by 
night-time counts. The latest count carried out in Madrid in 2018 shows that 61% of people sleeping rough 
were foreigners. It is true that there has been a large increase in immigration in Spain. According to INE 
(National Institute of Statistics) data from July 2022, 11.7% of the population in Spain were foreigners, but 
this percentage cannot explain why more than 50% of homeless people are immigrants. If statistical factors 
do not explain this percentage, there must be other specific variables that explain why immigrants are 10 
times more likely to be homeless than Spaniards. Finally, we must consider the fact that some immigrants 
have mental health problems. Of those treated in 2020 by the resources for people with mental disorders of 
the Social Care Network of the Regional Ministry of Social Affairs and Family of the Community of Madrid, 

1	 Translation from Spanish to English: Jesus Rienda

https://fearp.es/revista/Revol182/mobile/index.html#p=8
https://fearp.es/revista/Revol182/mobile/index.html#p=8
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10% were immigrants, and in one of the centres that specifically cares for homeless people with mental 
disorders (PRISEMI service), data from the 2021 report indicates that 53.19% of the people treated were 
immigrants.

Cultural Competence

The first premise we start from is that every immigrant is first and foremost an individual. Being a member 

of another culture does not automatically make them different, nor do cultural aspects always determine their 

behaviour. In fact, sometimes the differences between two people from the same culture can be greater than 

the differences between two people from different cultures. However, given the statistical evidence of the over-

representation of immigrants living on the streets mentioned above, we need to look for some variable or factor 

that explains this. If we rule out race or any “biological” factor as the cause of these differences, we will have to 

consider non-biological differences: social, economic, structural and cultural factors. Anyone born anywhere 

in the world learns from the very first moment of their life when to laugh or cry, how to feed themselves, what 

and how to play, how to dance to a certain rhythm, and how to assume a series of roles according to their gender, 

age, or social class. They learn how to communicate verbally and non-verbally with others, how to establish 

relationships, which gods to worship and which demons to fear, how to live with health and illness and how 

to seek healing, and, ultimately, how to maintain values in line with their social and cultural environment. All 

these elements make up what we call culture. They are not universal and ultimately determine our identity: 

who we are, what we think, feel and do. When two people who have built their identities in different cultures 

meet, a ‘cultural interaction’ occurs which, depending on the personal characteristics of both, the strategies 

employed by each of them and the social and normative context in which the relationship is established, can 

have very different effects. It can lead to understanding and even enrichment for both, but it can also generate 

conflicts due to difficulties in communication and understanding, prejudices, etc., which cause an increase 

in mistrust and fear of the other. It is also important to take into account the fact that this interaction does 

not take place between two equal parties, but between an immigrant, who in many cases lacks rights, and a 

native, who has all the resources of power. This cultural interaction can take place in a private setting, such as 

a bar, a shop, the underground, etc., or in a public service, such as education, social services, healthcare, etc. 

Public services should guarantee the best possible service to all citizens, and these guarantees also include 

immigrants. It is a fact that immigrants face barriers and difficulties in accessing various services, benefits, etc. 

that Spanish citizens can access without any problems. Therefore, we believe that caring for immigrants from a 

cultural perspective is not an option but an obligation for any social and health service.

Appropriate intervention for these individuals will depend on multiple factors. First, legal regulations 
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must be taken into account, as they absolutely condition these individuals' rights to access multiple social and 

health resources. For example, in many cases, immigrants are not entitled to medical or psychiatric treatment 

or access to the medication they need, do not have work permits, or do not have access to necessary financial 

benefits. Kimlika’s presentation on the ‘reasonable adjustments’ that can be made at the regulatory and legal 

level to facilitate the integration of minorities and the development of their rights is very interesting (1). A 

second factor to consider is social rejection due to ignorance, prejudice or racism towards this group, which 

may be motivated in these times by a return to exclusionary nationalism and populism that seeks scapegoats 

for current problems, unemployment, violence or lack of welfare state coverage, and which does not seem to 

be spontaneous but rather directed and encouraged by certain sectors of power and politics and some media 

outlets. These attitudes of racism and exclusion, in addition to building barriers and preventing immigrants 

from exercising their rights, can increase social conflict and hinder integration and intercultural coexistence. 

Finally, another factor to consider is the lack of knowledge about this population on the part of social and 

health care professionals who work with immigrants, and about the most appropriate and effective care and 

intervention guidelines. From our perspective, we propose that, in order to provide adequate care to people 

from other cultures, it is not always appropriate to do the same thing that is done with people from our own 

culture. A ‘cultural adjustment’ of our usual interventions is necessary to make them more useful and effective 

in order to serve the immigrant population with the same quality as the native population. To this end, we 

propose the cultural competence model as a model of care.

The origin of the cultural competence model can be found in the need for healthcare for immigrants 

(Purnell 1995), in transcultural nursing (Leininger, Campinha-Bacote 1999) and social psychology (Cohen-

Emerique 1984) (2-3). By cultural competence, we mean the possession by the professional of academic and 

cultural knowledge, interpersonal skills and attitudes of interest, humility, empathy and respect that enable 

them to understand other worlds and different behaviours and to approach, interact and intervene with 

people who belong to those cultural systems (4). Cultural competence not only refers to the intervention of 

professionals who care for immigrants, but should also be a characteristic of resources and administrations, 

which should adapt to the specific needs of these people. We believe that this criterion should be a requirement 

and a quality criterion for health services (5). Likewise, the incorporation of intercultural mediators can be 

an important support for professionals and resources working with immigrants to facilitate communication 

and understanding and prevent the emergence of conflicts generated by cultural differences (6). Based on the 

above, it would be advisable to take certain factors into account prior to intervention with this population in 

order to carry it out in the most effective manner.
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1	 First of all, professionals should look inward, engage in a process of self-reflection and self-awareness 

regarding our prejudices and stereotypes, our attitude and willingness to accept other realities, thoughts, beliefs 

or behaviours that are different and even opposed to our own, and be aware of the aspects of our identity: 

political, nationalist, religious, etc., as well as our position of power that affects the way we view immigrants. 

Our way of ‘being’ and our ‘view’ will directly affect the quality and effectiveness of our connection and our 

intervention.

2	 Another factor is the degree of cultural knowledge of professionals. The purpose of social intervention, 

psychiatry, and psychology is to address the problems and difficulties of life, which have to do with the most 

human, intimate, and individual aspects of each person and are decisively influenced by learning and cultural 

factors. Therefore, in order to perform their therapeutic functions, professionals must be aware of these cultural 

factors, which largely determine how each person lives and expresses their problems. A lack of this knowledge 

leads to a tendency to use stereotypes, which are overly simplistic explanations of reality and, in most cases, 

tend to be false. It would therefore be useful for professionals to have knowledge of aspects related to migration, 

historical/structural factors such as colonialism, slavery or neocolonialism, explanatory models of emigration 

and its possible causes, factors of attraction and expulsion, etc. (7). They should also have a basic understanding 

of different cultures, customs, ways of life, and religions. Basic knowledge of anthropology, ethnocentrism and 

cultural relativism, enculturation and acculturation. Notions of cross-cultural psychology/psychiatry, which 

considers that basic psychological processes such as attention, perception, motivation, etc., as well as emotions 

and their expression, personality characteristics, and coping strategies are not universal, but rather specific to 

each culture. This knowledge should be part of the curriculum in schools or faculties of medicine, psychology, 

social work or social integration, and should be offered by the resources and/or administrations that have to 

provide services to this population. At this point, given the complexity of this training, the debate arises as to 

whether or not it is appropriate to offer specialised resources with expert professionals for this population.

3	 It is necessary to establish adequate communication between the professional and the immigrant, as 

technical skills are useless without good communication. The first step is to speak the same language, which 

is not always possible and requires the services of a translator. It would also be very useful to have written 

documentation and signage in several languages. However, communication is not just an exchange of messages, 

but also the construction of meaning. From a cultural perspective, we must be open and understand other 

ways of understanding reality and accept any type of information without prejudging it based on our cultural 

background, but rather understand it as a way of explaining and making sense of their behaviour and their 

problem. The automatic assumptions and interpretations made by professionals based on their interpretative 
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filter of what the immigrant means, the significance of non-verbal language, differences in communication 

styles, and the meaning of certain words that may have connotations opposite to those we interpret, lead 

to ineffective communication that can result in serious communication errors (8). As in any therapeutic 

relationship, it is essential to establish a connection, a bond, mutual trust; to create a safe space where issues 

that matter to the user can arise, and in intercultural intervention, this takes on greater relevance. Hence the 

importance of the support of an intercultural mediator.

4	 Finally, cultural skills: these refer to having strategies, techniques, procedures, and methods to evaluate 

and carry out an effective intervention.

Interventions in Culturally Sensitive Areas

Although the assessment and intervention with people with mental disorders from a psychosocial 

rehabilitation perspective is individualised, it can be incomplete when working with some immigrants due 

to a lack of cultural perspective. Therefore, we believe that it is necessary to address, along with all other 

areas of intervention in psychosocial rehabilitation that also affect the native population, certain areas that are 

greatly influenced by immigrant status and that, in many cases, without this cultural perspective, tend to go 

unnoticed. This generally requires more effort, time, and dedication on the part of the professional compared 

to intervention with native individuals. We have highlighted nine areas in which we emphasise some actions 

specifically related to immigrant status without addressing other actions that are common in psychosocial 

rehabilitation interventions for all people, whether immigrants or native.

1. Basic necessities

The first step in caring for homeless people, regardless of whether they have a mental disorder, are 

immigrants or have any other characteristics, is to ensure that their basic needs are met. The conditions in which 

these people live largely determine their physical and psychological health and their chances of rehabilitation 

and social and community integration. Any psychosocial intervention with individuals whose basic needs are 

not met will be ineffective, as these needs are essential prerequisites. It is often the case that immigrant status 

makes it even more difficult to meet these needs, especially if the individuals are in an irregular administrative 

situation.



June 2026 - WAPR E-Bulletin40

WAPR BULLETIN Nº 56								      

Table 1. Actions related to basic necessities
•	 Coverage of basic necessities: food, hygiene, clothing, transportation, and housing.

•	 Coverage of healthcare needs: access to primary care, specialists, gynecologists, mental health 

services, and access to pharmacological treatments.

•	 Administrative situation: support for regularization.

•	 Access to social, psychosocial rehabilitation, and community resources.

•	 Receipt of income or financial resources.

2. Migration Process

The migration process depends on multiple factors that need to be evaluated, such as the manner of 

arrival (regular or irregular), expectations, abilities, gender, family members or support network in the host 

country, etc. In some cases, this process can be particularly difficult, with immigrants having to travel through 

several countries over a period of months, cross the fence in Melilla, or risk drowning in a small boat. In these 

cases, there are many incidents of violence and, in the case of women, sexual assault and rape. There is evidence 

that most immigrants develop mental disorders either during the migration process or upon arrival in Spain 

(6).
Table 2. Actions related to the migration process
•	 Refer refugees or victims of trafficking to the appropriate agencies.

•	 Assess/intervene in stressful life situations; trauma; violence, rape.

•	 Strengthen personal coping resources.

•	 Promote goal-setting and problem-solving strategies.

•	 Interventions regarding possible migratory grief and loss.

•	 Plan the repayment of debts incurred.

•	 Support contact with family members and social networks.

•	 Promote peer groups, associations, and mutual aid groups.

3. Acculturation

Acculturation is the process that occurs when different cultural groups come into contact with each 

other and changes take place within those groups. The main change will occur in immigrants, who 

will need to adopt and learn the cultural norms of their host country, although the majority group of 

native inhabitants can, and should, also be affected by changes. There are several models that explain 

acculturation, the best known being Berry's, although a new model has been proposed that overcomes 

some of its limitations, such as considering integration as a whole, called “relative acculturation” (9), 
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which refers to the fact that there are some areas of the immigrant's identity called peripheral, which are 

more likely to be assimilated. For example, the political system, economic organization, or social welfare 

system. However, there are core areas that immigrants are more likely to want to preserve, such as religion, 

gender roles, family, or the concept of health and illness.
Table 3. Actions related to acculturation
•	 Provide a “safe” environment in situations of social risk and vulnerability.

•	 Be mindful of timing; it may be necessary to slow down the intervention.

•	 Promote the acquisition of knowledge about our culture, customs, and how social and health 

networks work.  Prioritize learning Spanish.

•	 Explain that human rights are not universal.

•	 Focus more on abilities than on deficiencies.

•	 Maintain self-care habits.

•	 Work on problem planning; realistic expectations, goal planning.

•	 Intervene on emotional and affective variables; nostalgia, sadness, guilt, thoughts of death, 

anxiety, fear.

•	 Interventions regarding grief.

•	 In the face of potential social rejection, assess and address stigma and self-stigma.

•	 Act, to the extent possible, to overcome any barriers that may arise that hinder access to social 

and healthcare services.

•	 Maintain family contact.

•	 Seek out social networks and foster contact with members of their culture and associations.

•	 Do not impose the adoption of our cultural norms and values, nor reject theirs.

•	 To avoid "involuntary" assimilation and the loss of their values, culture, etc., encourage contact 

with their culture through film, exhibitions, books, music, news, and contact with peers.

4. Concept of Health/Illness/Care

All societies and cultures have their own explanatory discourse on physical and mental health and illness, 

and based on this discourse, they have developed their own models of health-illness-care with therapeutic 

methods consistent with the symbolic universe to which they belong. These so-called traditional medicines 

are seemingly incompatible with the dominant and hegemonic biomedical model of Western societies. In 

an attempt to address the “cultural fact,” the appendix of cultural formulation in the DSM IV starts from 

an ethnocentric perspective. However, the inclusion of culture-dependent syndromes is quite reductionist, 
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anecdotal, and folkloric, so it did not really signify a cultural validation of the manual, as one of its contributors, 

psychiatrist and anthropologist Arthur Kleinman, pointed out.

When working with immigrants, it would be useful for professionals to understand other models of 

the causes and determinants of mental disorders.  To quote Marino Pérez, “mental disorders, far from being 

supposedly natural entities with a biological basis, are entities constructed on a historical and social basis, more 

subject to the ups and downs of life than to neurochemical imbalances.”

Given the convergence of different models for addressing mental disorders in immigrants, from a 

Western perspective or from a traditional perspective, the challenge we face is to try to reconcile both and 

integrate them as recommended by the WHO strategy for 2014-2024. This would require us to relativize and 

contextualize: a) symptoms (delusions and hallucinations), and understand the traditional “medical” system, 

which will have different classifications for symptoms, causes or origins of the disease, and treatments. (10) 

b) diagnoses (personality disorders, affective disorders), c) the concepts of chronicity or vulnerability, d) the 

expression of discomfort, and e) the stigma of “mental illness,” caused by the iatrogenesis of the (medical/

psychological) system and social prejudices that are highly relevant to the affected person. Less stigma/self-

stigma, along with other factors such as family support or fulfillment of work roles, seems to explain the better 

prognosis for schizophrenia in developing countries than in developed countries, according to the results of 

the surprising international pilot study on schizophrenia (11). It is in this section where it becomes particularly 

important and necessary to establish a level of trust and connection between the immigrant and the professional, 

based on acceptance and respect, so that the immigrant can express themselves and communicate what is 

happening to them, how they feel, and what concerns them from their traditional conception of illness without 

fear of rejection or ridicule.
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Table 4. Actions related to the concept of health/illness/care
•	 Take into account stressful life situations in the immigration process.

•	 Adjust classic psychoeducational explanations: diagnosis, awareness of illness, vulnerability/

biological theory, chronicity.

•	 Specific interventions on traditional beliefs that may hinder compliance with medical 

recommendations and/or the Spanish healthcare system; injections, blood tests, vaccinations, medical 

and gynecological checkups.

•	 Combine healthcare actions carried out within their conceptual framework, considering 

traditional healers as potential allies.

•	 Acknowledge that there are difficulties in accessing healthcare resources on an equal footing with 

Spaniards due to legal impediments, organizational barriers, and lack of knowledge of the healthcare 

system, so it is necessary to be aware of these difficulties and address them.

•	 Address somatic manifestations due to their symbolic value.

•	 Seek support and advice from important people in their culture, religion, etc.

•	 Put diagnoses and symptoms (hallucinations and delusions) into perspective, as they may be 

consistent with and normalized in their culture.

5. Gender

Immigrant women were invisible in many host societies, and in Spain in particular, until the 1980s, 

when they began to play a significant role in migration processes, often initiating the process themselves and 

bringing the rest of the family with them, motivated by economic factors but also by a desire to “escape” or 

“free” themselves from conflicts with their partner or family group. Interventions can be directed in two main 

ways: on the one hand, overcoming the barriers that prevent or hinder the care and protection of this group 

and, on the other hand, promoting empowerment strategies by taking advantage of the opportunities offered 

by the change of context in a new culture, where there is less social and family pressure and they are less bound 

by traditional cultural norms.
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Table 5. Gender-related actions
•	 Assess the existence of sexual violence, trafficking, and prostitution and refer cases to the 

appropriate resources.

•	 Family intervention and mediation, especially with couples, on gender roles.

•	 The role of motherhood, a possible factor in personal fulfillment and improved economic and 

social status.

•	 Health care tailored to their culture, pregnancy, childbirth, and postpartum period (12) and 

information on existing resources that can provide care.

•	 Encourage self-help groups.

•	 Work on empowerment strategies.

•	 Legal/employment advice, regularization, family reunification.

•	 Assess/prevent harmful traditional practices: female genital mutilation, forced marriages, child 

marriages.

•	 Encourage and maintain social support, self-help, and family networks not only in Spain but also 

transnationally.

6. Family

The family, especially in non-Western societies, tends to be a central and basic institution that is highly 

cohesive, with a strong attachment to tradition. It is often a guarantor of traditional culture and a source of 

support and protection for the individual's identity. Migration can produce a great sense of uprootedness and 

family grief. Western society tends to promote the values of individualistic culture, unlike other groups with 

collectivist cultural values, where great importance is placed on the approval of the community and of parents 

in particular. Therefore, intervention with immigrants should take these issues into account when encouraging 

behaviors such as individualistic assertiveness or discouraging the sending of money to their families, which 

undermines the community family model. It is a priority to encourage contact with the family in the country 

of origin at all times.

7. Spirituality

In Western society, religion has become almost irrelevant. However, in certain cultures, individuals 

cannot be understood without the spirituality that gives meaning to all public and private activities. Therefore, 

we believe that the importance of spirituality means that any psychosocial intervention with immigrants should 

consider religion as a relevant factor. The academic world tends to view spirituality and religion as negative 

factors, such as religious delusions or fanaticism, or as aspects linked to tradition that hinder individual 
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development and change. Religious aspects are not usually included in medical records, which prevents us 

from knowing how religion influences the individual and using it as an explanatory factor for their behavior 

and as an aid in intervention.

In recent years, there has been an attempt to study religion in order to determine its effect on different 

areas. At the beginning of this decade, 1,200 empirical studies were found on this subject (13), of which about 

90% attested to a positive influence of religiosity on health in different areas: recovery from addiction, feelings 

of well-being, greater life satisfaction, remission from depression, reduced anxiety, stress, and depression in 

patients with post-traumatic stress disorder, and lower suicide rates. Likewise, the influence of religion has 

been seen in increased self-esteem, the creation of positive cognitive perspectives, and emotional states that 

seek to lead the subject toward greater and better adjustment and adaptation in the face of negative or stressful 

life events.
Table 6. Actions related to spirituality
•	 Encourage and promote their religious/spiritual practices, even in situations such as hospitalization 

(Spanish law guarantees such care).

•	 Encourage them to interact with people from their religious community.

•	 Adopt an attitude of permissiveness and respect toward their ceremonies and rituals.

•	 Compatibility of their religious rituals in different contexts (especially in residential settings).

•	 Use religion as a personal resource for the user, a source of contingencies for their behavior, and 

a normative agent.

•	 Use spiritual leaders as a support resource.

8. Work

In general, immigrants arriving in Spain are young, healthy people with great strengths that have enabled 

them to successfully complete their migration process and reach their host country. The main reason for 

migration is to find work, and immigrants are generally highly motivated to do so. Professionals and resources 

need to adjust their interventions to this priority, which should not be incompatible with the sometimes very 

slow processes involved in rehabilitation resources (need to refer to a Work Rehabilitation Center, etc.).
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Table 8. Work-related actions
•	 Promote the type of regularization that includes a work permit.

•	 Encourage training, overcoming resistance to taking non-profit courses or workshops.

•	 Encourage learning Spanish.

•	 Try to validate qualifications or obtain professional certification.

•	 Take action against discrimination in the workplace and violations of rights that may arise.

•	 Provide legal advice.

9. Food

All cultures attach great importance to food. Eating is a social, cultural, and religious phenomenon. 

Biology cannot explain the complexity and diversity of human eating behavior; food has symbolic value and 

is subject to taboos or prohibitions, preferences, rules, and different dietary norms. Culture tells us which 

ingredients to use and which not to use, when and in what order to eat them, whether or not they can be 

mixed, and at what times, etc. Humans eat in accordance with the society to which they belong. Culture defines 

the range of edible foods and dietary prohibitions that may differentiate one group from another, sometimes 

very strictly, such as Halal/Haram for Muslims or Kosher/Terefath for Jews. Violating a dietary rule can be 

interpreted in some cultures as an attack on the divine order and the laws that derive from it, and can have 

negative consequences for the individual. It would be advisable to encourage their eating habits, especially in 

the residential facilities (shelters, nursing homes, supervised apartments, etc.) where they live.
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Introduction

The number of older immigrants is increasing worldwide, driven by both ongoing migration and the 

aging of those who migrated earlier in life (Lu et al., 2023). Between 1990 and 2013, this population grew from 

26 to 37 million, representing a 42% increase (Lai et al., 2020).

According to Successful Aging Theory (SAT), aging is a continuous process of adaptation that can 

become more demanding over time (Flood, 2005). For older immigrants, this process is often more complex due 

to multiple challenges at different levels, including individual (e.g., loss of independence), interpersonal (e.g., 

social isolation), organizational (e.g., limited access to services), community (e.g., transportation barriers), and 

structural factors (e.g., legal status). At the same time, factors such as social support, access to care, cohesive 

communities, and life satisfaction can support well-being (Hawkins et al., 2022). Both subjective experiences 

(e.g., emotional well-being) and objective conditions (e.g., income) are important in understanding overall 

quality of life (Amit & Litwin, 2010).

To further explore these experiences, the Occupational Wholeness Model (MOW) offers a lens 

focusing on three interrelated needs: Being (self-care and existence), Belonging (social and environmental 

connections), and Becoming (personal growth and future goals) (Yazdani, 2023). These needs are expressed 

through everyday activities (Doing) and contribute to well-being when they are relatively balanced across life 

contexts (Yazdani & Bonsaksen, 2017). In this study, MOW is applied as an intervention to enhance awareness 

of these needs among older Iranian immigrants. Here, MOW is not only used as a conceptual framework but 

also as a reflective approach to help individuals examine their current and desired ways of living.

Materials and Methods

Study Design

A quasi-experimental, one-group pretest–posttest design was used to examine the Occupational 
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Wholeness Model (MOW) as an intervention targeting the Being, Belonging, and Becoming needs of older 

Iranian immigrants in Sweden.

Participants 

Participants were recruited from the Association of Iranian Retirees/Future Retirees in Sundbyberg, 

Stockholm, in collaboration with the board. Study information and consent forms were shared via two 

Telegram groups, followed by an introductory online session (Google Meet) to explain the study and the model 

in accessible, non-academic language. Of 21 enrolled participants, 10 completed the study and were included 

in the final analysis (3 men, 7 women; aged 51–72; residency in Sweden 11–35 years).

Intervention Setting

Sessions were conducted at Allaktivitetshuset in Sundbyberg Municipality, Stockholm. Participants 

attended seven weekly group sessions held between April 7 and May 26, 2025. The occupational therapist from 

the research team conducted all sessions and is referred to as the facilitator in this study.

Measurement Instruments

Quantitative Measures 

Two standardized instruments were used. The Occupational Wholeness Questionnaire II (OWQ II) 

(Yazdani, 2023) was applied in its validated Persian version. It includes 24 items assessing three dimensions: 

Being, Belonging, and Becoming. Higher scores indicate greater perceived satisfaction in each domain.

The Geriatric Depression Scale (GDS-15) (Durmaz et al., 2018) was used to screen depressive symptoms 

in older adults. This 15-item yes/no scale measures emotional and cognitive aspects of depression, with higher 

scores indicating more severe symptoms. A validated Persian version was applied (Mahmoudi et al., 2023).

Qualitative Data

After each session, the facilitator recorded brief observations on group dynamics and participants’ 

experiences. These notes were discussed within the research team and informed minor adjustments to 

subsequent sessions. For analysis, the reflections were reviewed to identify recurring themes and patterns 

related to participants’ experiences of the intervention.

Intervention protocol

The intervention followed a structured seven-session protocol (Table 1), each focusing on one of the 

Being, Belonging, and Becoming needs through reflective exercises, creative activities, and group discussions.
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Table 1. Intervention Protocol (7 Sessions)

1) 

Establishing the therapeutic relationship and filling 

out questionnaires

Introduction to the study; review of group rules and 

signing consent; completion of OWQ II and GDS-15; 

ice-breaker activities (e.g., name meaning, making 

simple personalized tags); introduction of the Needs 

Triangle; emotional feedback through a simple and 

modified “feelings tree” or “emotions wheels”.
2–3)

Being needs

Identification of real and ideal self-care activities; 

satisfaction ratings (–10 to +10); reflection on 

lifestyle changes; “Suzy activity”*; emotional feedback 

collected.
4–5)

Belonging needs

Same reflective process applied to social connections; 

“bucket activity”**; emotional feedback collected.
6)

Becoming needs

Same reflective process applied to life goals and 

aspirations; repetition of the bucket activity; 

emotional feedback collected.
7)

Tailoring triangle

Creation of “tailoring triangles” visualizing current, 

ideal, and realistic satisfaction levels across Being, 

Belonging, and Becoming; group discussion and 

feedback; posttest administration of OWQ II and 

GDS-15.

* Suzy activity: Participants discussed a fictional character facing similar challenges and proposed realistic 

solutions, practicing problem-solving skills.

** Bucket activity: Participants sorted activities into three “buckets” (accept, adjust, change) and reflected on 

possible solutions.

Quantitative results 

A Wilcoxon signed-rank test was conducted due to the small sample size (N = 10) to examine pre- and 

post-intervention differences in the Occupational Wholeness Questionnaire II (OWQ II) and the Geriatric 

Depression Scale (GDS-15).

Occupational Wholeness (OWQ II)

No statistically significant change was found in Being needs (z = -0.71, p = 0.47).

Belonging needs showed a statistically significant improvement (z = -1.96, p = 0.05).
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Becoming needs showed a statistically significant improvement (z = -2.54, p = 0.01).

Overall, results indicate a positive shift in Belonging and Becoming needs after the intervention, while 

Being needs remained stable (Table 2).

Table 2. Wilcoxon results for 3Bs needs, using Occupational Wholeness Questionnaire II (OWQ II)

Geriatric Depression Scale (GDS-15)

No statistically significant difference was found between pre- and post-intervention scores (W = 3.0,  

p = 0.465). However, descriptive results suggested a slight improvement, with a reduction in severe depression 

(from 20% to 10%) and stable rates of no depression (70%). (Table 3)

Table 3: Frequency and percentage of depression scores before and after intervention, using the 

Geriatric Depression Scale, short form (GDS-15)
GDS scores 0-4: Normal 5-8: Mild 

depression

9-11: Moderate 

depression

12-15: Severe 

depression

Before intervention N 7 1 0 2
Frequency 70% 10% 0 20%

After intervention N 7 2 0 1

Frequency 70% 20% 0 10%

Qualitative findings
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The qualitative findings are based on facilitator reflections documented after each session. Although 

not based on a formal qualitative analysis, these notes captured key patterns and experiences emerging during 

the intervention.

Being needs

During sessions focused on Being (sessions 2–3), participants engaged in hands-on and reflective 

activities related to self-care. Many linked self-care to family relationships, particularly spending time with 

grandchildren and peers, and highlighted the emotional value of social connection. Creative and symbolic tasks 

supported reflection and problem-solving, helping participants identify personal strategies for daily well-being. 

Group sharing also included emotional disclosures, which strengthened empathy and group cohesion. Peer 

feedback facilitated re-evaluation of personal challenges and encouraged translation of existing abilities into 

meaningful daily activities. Overall, participants showed increased self-awareness regarding the relationship 

between doing and Being needs.

Belonging needs

In sessions addressing Belonging (sessions 4–5), participants identified gaps between current and 

desired levels of connection. Some described “intentional non-belonging,” referring to consciously limiting 

contact with negative influences as a coping strategy. Belonging was also expanded beyond social relationships 

to include connections with animals and values such as freedom, love, and security. Symbolic and group-based 

activities strengthened cohesion and peer support. An overlap with Becoming was observed, as many personal 

goals were closely linked to people and values important to participants.

Becoming needs

Sessions on Becoming (session 6) focused on goal setting, problem-solving, and identifying adaptive 

strategies. Participants discussed personal aspirations such as housing improvement, volunteering, travel, and 

skill development, and translated these into practical and realistic steps. Financial and contextual barriers were 

reframed into achievable alternatives, supporting a more flexible approach to goal pursuit.

In the final session (session 7), triangle-based visual mapping helped participants reflect on the 

relationship between current, ideal, and realistic life situations. This increased awareness of how emotional 

states influence self-perception and goal setting. Participants with smaller gaps reported higher satisfaction in 

daily self-care, while larger discrepancies highlighted areas for future focus.

Overall, participants reported improved understanding of personal goals, coping strategies, and better 

alignment between daily activities and long-term meaning.



June 2026 - WAPR E-Bulletin53

WAPR BULLETIN Nº 56								      
Discussion

The quantitative and qualitative findings together suggest shifts in how participants perceived and 

engaged with the three core needs of Being, Belonging, and Becoming. While no significant quantitative 

change was observed in Being, qualitative findings pointed to increased reflection and awareness, particularly 

in relation to Belonging and Becoming.

Taken together, these findings indicate that even in the absence of strong measurable changes, the 

intervention may support greater self-awareness, meaning-making, and emotional regulation. This highlights 

the value of combining quantitative and experiential perspectives when exploring well-being in later life.

The following discussion further explores key patterns observed across the three domains of Being, 

Belonging, and Becoming.

Engagement Through Hands-On Activities

Participants’ strong engagement in hands-on and creative activities suggests that experiential 

approaches may support emotional expression and group cohesion. Although these effects were primarily 

observed qualitatively, they are consistent with research highlighting the role of meaningful activity in fostering 

connection, identity, and present-moment awareness in later life (Hitch et al., 2014; Chippendale & Boltz, 2015). 

While Iranian older adults may initially prefer conversational formats (Kousha & Mohseni, 1997), increased 

engagement during structured activities indicates the value of combining culturally familiar approaches with 

experiential methods.

Reframing “Becoming” and “Belonging” in Later Life

Consistent with the quantitative findings, the most notable changes were observed in Belonging and 

Becoming. Participants reflected on gaps between their current and desired states and, in some cases, redefined 

future-oriented goals in more immediate and meaningful ways. This aligns with perspectives that conceptualize 

“Becoming” in later life as ongoing adaptation and meaning-making, rather than achievement alone (Hitch et 

al., 2014). Additionally, Belonging extended beyond social presence to include personal values, boundaries, and 

intentional disengagement from negative influences, reflecting a more nuanced understanding of relational 

well-being (Hammell, 2009; Wilcock & Hocking, 2024).

Integration of the Three Needs in Daily Life

Findings suggest that everyday activities can simultaneously fulfill multiple needs, supporting a 

sense of coherence and wholeness. This is consistent with occupational science perspectives emphasizing the 

integrative nature of daily occupations (Hitch et al., 2014). However, when roles such as caregiving limited 

autonomy, they could also create emotional tension, highlighting the importance of balance and self-directed 
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engagement (Hammell, 2009).

Cultural and Social Dimensions of Well-Being

Participants’ interpretations of progress reflected cultural influences, including tendencies toward social 

comparison and externally defined success (Huitt, 2007). Guided reflection appeared to shift these perspectives 

toward greater self-acceptance and individualized meaning, supporting narrative coherence and emotional 

regulation. Group dynamics also played a role in facilitating these processes, consistent with established group 

work principles (Cole, 2024).

Mental Health Outcomes

Although no statistically significant change was observed in depression scores, descriptive trends 

and qualitative findings suggested improved coping and emotional regulation. This aligns with evidence that 

engagement in meaningful activities and reflective practices may enhance psychological well-being without 

necessarily producing immediate changes in clinical measures (Kabat-Zinn, 2003).

Conclusion

The mixed-methods findings suggest that while satisfaction with Being-related needs remained stable, 

participants developed greater awareness of their Belonging and Becoming needs. Qualitative insights indicated 

that experiential and narrative-based activities supported reflection, self-expression, and social connection.

Participants appeared to reinterpret “Becoming” as an ongoing process of personal growth and self-

direction rather than external achievement, and to expand “Belonging” to include emotional and symbolic 

connections. These shifts point toward a more dynamic understanding of well-being, balancing autonomy, 

relatedness, and meaning.

Overall, the Occupational Wholeness Model (MOW) shows potential as an approach to enhancing 

self-awareness among older immigrants. Further research with larger samples and longitudinal follow-up is 

needed to explore the sustainability of these effects and the role of narrative and experiential methods in 

mental health practice.
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Abstract

This paper presents the experience of collaborative practice in the education of clinical social workers 

in the Czech Republic. At the College of Polytechnics Jihlava, peer lecturers—people with lived experience 

of mental health challenges—have been involved in teaching since 2017 in cooperation with the Centre for 

Mental Health Care Development. This innovation builds on earlier projects introducing peer roles into Czech 

mental health education and was further supported by the European Economic Area (EEA) Grants project 

Innovation and development of courses focused on mental health.

Peer lecturers enrich teaching by combining professional knowledge with their lived experience of 

recovery, providing powerful examples that challenge stigma and demonstrate the possibility of meaningful 

lives beyond mental health difficulties. Their involvement benefits students by shifting attitudes, increasing 

empathy, and linking theory with practice. At the same time, peer lecturers gain self-confidence, skills, and 

empowerment through their active role in education.

The collaborative approach highlights knowledge as relational, diverse, and context-dependent. 

Interactive teaching, open dialogue, and shared reflection create transformative learning experiences. Our 

practice confirms that recovery-oriented and co-produced education fosters mutual growth, supports inclusion, 

and prepares students for effective psychosocial rehabilitation practice.

Keywords: Peer lecturer, Collaborative practice, Education, Social Work, Mental Health

Introduction

According to Thornicroft (2006) and other authors (Winkler et al., 2016; Janoušková et al., 2016; 

Weissová, 2016), mental health professionals may at times contribute to stigma towards people with lived 

experience of mental health challenges, particularly due to limited feedback about patients’ long-term recovery 

and successful outcomes, as well as their frequent contact with individuals in acute phases of illness or/and 

those who experience rehospitalizations. For this reason, involving peer lecturers in higher education programs 
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that train future healthcare professionals and social workers is highly valuable. Peer lecturers share both the 

latest knowledge and trends in mental health care (emphasizing recovery-oriented language, peer support 

workers, CARe model, etc.) and, importantly, their lived experience of recovery, thereby enriching the learning 

process for others. They embody the possibility of recovery, showing that a meaningful and fulfilling life is 

achievable beyond mental health challenges. Recovery is understood as a deeply personal process that involves 

the development of new meaning and purposes in one’s life as one grows beyond the catastrophic effects of 

mental illness” (Anthony, 1993, p. 534).

Peer lecturing aligns with the Vancouver Statement, which emphasizes the involvement of people with 

lived experience in education (Towle et al., 2016). Several countries already have traditions of including service 

users in education and in multidisciplinary care systems – in the U.S. since the 1970s (Davidson, 2006), and 

later in the Netherlands and the U.K. In the Czech Republic, the Centre for Mental Health Care Development 

has consistently advocated for the participation of peer support workers in mental health care and education. 

Our experience confirms that such education brings multiple benefits: it challenges students’ attitudes, has a 

destigmatizing effect, fosters personal development of both students and lecturers, and enriches the educational 

environment. As one of our students has written in the course reflection: "I was reminded that the language we 

use can either create space for understanding or, conversely, reinforce and deepen fear."

1. Peer Involvement in Czech Higher Education

The Department of Social Work at the College of Polytechnics Jihlava provides education in the 

accredited degree program Clinical Social Worker, a three-year bachelor’s program (both full-time and part-

time). Graduates are prepared for two professional roles: Paramedical Occupation without Professional 

Supervision and Social Worker Occupation. The primary aim of the program is to prepare graduates for the 

profession of clinical social worker with a strong emphasis on self-experience and self-reflection.

We introduced participatory teaching with peer lecturers in 2017, in cooperation with the Centre for 

Mental Health Care Development. Already in 2013/2014, the Centre had implemented the project Involvement 

of Care Users in Mental Health Education, through which the role of peer lecturer was formally introduced in 

the Czech Republic. Two peer lecturers were trained specifically for the College of Polytechnics Jihlava.

Later, it became clear that this number was insufficient, so we applied for an EEA Grant. The project 

Innovation and Development of Mental Health Subjects was funded by the EEA Grants 2014–2021, Education 

Programme, in partnership with the Centre for Mental Health Care Development and the Department for 

Work, Social Welfare and Housing, City of Bergen, Norway.
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2. Educational Innovation through the Recovery College Model

Within this project, we further developed and innovated the compulsory course Psychiatry and Mental 

Health and introduced a new elective course Recovery as an Opportunity on the Path to Mental Health, shaped 

by the strengths and preferred topics of peer lecturers. We found inspiration in the Recovery College model. 

Internationally, this approach has been established for many years; for example, in the U.K., the involvement 

of service users and carers has been a requirement in social work qualifying programs for over a decade 

(Department of Health, 2002).

The role of experts by experience is to share their journey of recovery, provide professional interpretation, 

and integrate experiential knowledge into teaching. According to Tanner et al. (2017), the main benefits 

of courses co-delivered by peer lecturers are changes in students’ attitudes: they are confronted with their 

own possible prejudices, gain perspectives of service users, develop communication skills and empathy, and 

connect theoretical knowledge with practice. At the same time, experts benefit from their partnership role – 

they experience fulfillment from contributing to the education of future social workers, gain self-confidence, 

develop new skills, expand opportunities, and feel empowered (Tanner et al., 2017).

As one student put it: “What I take away from the course is that I shouldn't judge people on sight if I 

don't know their problems at all.”

3. Benefits of Collaborative Teaching

We describe our practice as collaborative for several reasons. A collaborative approach challenges 

modernist notions of knowledge as fixed, objective, and independent of the knower (Anderson & Burney, 

1996). Every person’s experience of mental health challenges is unique, and each may require an individual 

approach. Our teaching is rooted in life experience – we see knowledge as relational, multiple, and context-

dependent, with each participant offering a different perspective (Anderson & Burney, 1996).

Mental health care has been evolving rapidly over the past century, and theories in this field are constantly 

changing. In recent decades, the concept of recovery has gained recognition: professionals acknowledge that 

people living with mental health conditions can lead meaningful and fulfilling lives. People are more than their 

mental health challenges. It is not about abandoning established knowledge, but about becoming reflective 

practitioners – questioning the claims of any discourse to absolute truth (Anderson, 2012).

Lecturers do not focus only on their own experience but are also deeply interested in students’ lives, 

opinions, and knowledge. We welcome students’ contributions and reflections during exercises (Anderson, 

2012). In our courses, space is created for the voices of all participants.

According to Anderson (2012), key aspects of collaborative practice include thinking with, talking with 
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(students are encouraged to ask questions and share opinions), acting with (we design exercises for them and 

value their feedback), and responding with (we appreciate their reflections on the overall lecture).

Through these collaborative experiences, when people engage in a polyphonic process, imagination 

and creativity are invited (Anderson, 2012). “Interactive lectures promote a climate that encourages high levels 

of students enthusiasm, involvement and engagement.” (Sidgi, 2022:220). Lectures are therefore more effective 

when they are interactive discussions rather than one-way monologues.

4. Transformative Dialogues and Shared Knowledge

“Research indicates that when students work together to learn, their knowledge and classroom 

involvement improve.” (Sidgi, 2022:217). Cooperative learning allows both teachers and students to share and 

analyze ideas together, to view issues from broader perspectives, and to generate more possible solutions than 

one individual alone (Sidgi, 2022).

Active student engagement leads to deeper understanding and greater retention of knowledge compared 

to passive reading. Students construct new layers of knowledge by linking new ideas with their own experiences 

and language (Sidgi, 2022).

There are numerous opportunities for students to engage in discussions and exercises – for example, 

reflecting on what they have personally recovered from; what supported or hindered their recovery; identifying 

connections with people living with mental health challenges; considering their own experiences they could 

bring into peer roles in different fields; or preparing an open day program in a social service. These transformative 

dialogues (Anderson, 2012) highlight the value of experiential knowledge brought by peer lecturers, students, 

and academics and inspire all who are engaged in the courses.

Conclusion

Our experience with collaborative approaches in education supports the views of Gergen (2009) and 

McNamee (2007): knowledge and meaning do not emerge as private, fixed phenomena inside our heads, but 

within our shared activities and in the context of relationships.
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Open Dialogue: Because it works or because it is right?

In the United Kingdom, a major research project testing Open Dialogue, ODDESSI, has recently been 
completed. While we await the final results, we can present findings from the ethnographic researchers 
who have followed the trial for over several years. In a recently published article, they point to the exist-
ence of moral blind spots within traditional ‘evidence-based’ psychiatry. Below you can read our sum-

mary of the article1 – and a along with a discussion of it.

Olga Runciman1 and Pernille Mørch Jensen2,

1Psychologist and owner of Psycovery, Open Dialogue Practitione (orunciman@gmail.com)

2Activist, Author and Consultant in recovery-oriented practice (pernille.moerch.jensen@gmail.com)

Previously published in Mad in Denmark Åben Dialog: Fordi det virker eller fordi det er rigtigt? | Mad In 

Denmark

Open Dialogue and the ODDESSI trial

Open Dialogue was developed in Finland in the 1980s and is now internationally recognized as a rights-

based approach to mental health  treatment. The approach responds to mental health crises by involving the 

person's social network in dialogical meetings in which no single professional interpretation is given priority. 

Therapists strive to tolerate uncertainty, share decision-making authority, minimize coercion, and view the 

dialogue itself as the primary agent of change. In the peer-supported variant, people with t lived experiences 

with  mental health issues are integrated into the treatment team, further challenging traditional hierarchies.

In 2018, the UK launched the world's first large-scale randomized controlled trial of Peer-supported 

Open Dialogue (POD) across five Mental Health Trusts. The ODDESSI trial compared POD with “treatment 

as usual”, assessing outcomes such as, relapse, recovery processes, and user satisfaction. While researchers have 

consistently emphasized the need to await the results before making policy decisions, many of the practitioners 

involved in the trial argued for the immediate dissemination of POD because they perceived the approach as 

ethically superior.

The authors of the article, anthropologists Liana Chase and David Mosse, write that this conflict is not 

just about disagreement over the quality of evidence or scientific method, but reflects two different ethical 

approaches to decision-making in mental health services:

The first orientation is utilitarian ethics, which forms the basis of evidence-based medicine, which 

1	 Liana Chase & David Mosse (2025) The Moral Blind Spots of Evidence Based Psychiatry: Learning from Britain’s Trial 
of “Peer-Supported Open Dialogue”, Medical Anthropology, 44:7, 636-649, DOI: 10.1080/01459740.2025.2563253 To link to this 
article: https://doi.org/10.1080/01459740.2025.2563253

https://madindenmark.org/aben-dialog-fordi-det-virker-eller-fordi-det-er-rigtigt/
https://madindenmark.org/aben-dialog-fordi-det-virker-eller-fordi-det-er-rigtigt/
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prioritizes measurable results and aims to maximise benefits for as many people as possible. From this 

perspective, it would be unethical to disseminate POD without documentation of better effects than existing 

treatment.

The second orientation is virtue ethics, with which many POD practitioners identified. Here, the moral 

value of actions is assessed based on whether they reflect shared values such as dignity, humanity, transparency, 

and respect for autonomy. From this standpoint, POD is ethically justified because the practice itself realizes 

a vision of good support and treatment and a good society—even if the effects cannot yet be documented 

through quantitative measures.

The moral change of practitioners

The authors describe how the POD experiment became a space for testing alternative ways of being a 

professional – and thus also for imagining other futures for psychiatry and society.

Many practitioners experienced POD training and practice as profoundly transformative. They 

described ordinary mental health  practice as authoritarian, dehumanizing, and morally burdensome – for both 

service users and employees. POD, by contrast, enabled relationships in which people in crisis were treated as 

equals rather than as objects of intervention.

Practitioners often described POD not merely as a method, but as an attitude to life or an ethical 

standpoint. Many found it difficult to return to “treatment as usual” after working dialogically. Their 

commitment to spreading POD stemmed less from expectations about trial outcomes and more from a deeply 

rooted moral conviction that POD felt ethically right and humane.

At the same time, practitioners openly acknowledged that POD does not necessarily work in all every 

cases and that outcomes are inherently uncertain. They emphasized trust, relational responsibility, and a 

willingness to remain with? uncertainty as key ethical commitments. From the perspectives of virtue ethics, 

moral action does not depend on guaranteed success.

The blind spots

The article identifies several ethical dimensions of mental health care that are not captured by within 

evidence-based psychiatry. POD practitioners emphasized that how care is delivered — specifically, whether it 

affirms dignity, agency, and humanity carries its own independent ethical significance.

POD enabled clinicians to work in accordance with their values, thereby reducing moral stress and 

burnout – conditions that are rarely measured in clinical studies. POD was experienced as a moral intervention 

in a psychiatric system in crisis and as a contribution to a more humane institutional culture—a slow and 

relational process that is difficult to quantify. Finally, POD's principle of tolerating uncertainty challenges the 
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utilitarian notion that ethical action requires predictable effects.

The authors argue that these blind spots cannot be addressed simply by developing additional 

measuring instruments, because POD fundamentally challenges who defines relevant outcomes and from 

which perspective.

The article concludes that as mental health services  increasingly embraces rights- and value-based 

approaches, decision-makers must consider how to weigh measurable outcomes against value-based arguments. 

Without such clarification, it is left to individual clinicians to navigate these tensions, contributing to moral 

distress and burnout.

Discussion – from a human rights perspective

This article proposes a closer examination of the debate on Peer-Supported Open Dialogue (POD) not 

merely as a disagreement about evidence, but as a fundamental human rights conflict embedded in contemporary 

psychiatric governance. Based on ethnographic research conducted in connection with the British ODDESSI 

trial, it can be argued that the dominant so-called evidence-based psychiatric model systematically overlooks 

key rights-based issues of dignity, participation, autonomy, and freedom from coercion. The trial highlights 

a deep tension between technocratic, results-driven management and rights-based, relational forms of care, 

which challenge the very rationale of existing mental health practices.

Open Dialogue as a rights-based practice

Open Dialogue is based on principles that are largely in harmony with international human rights 

standards – in particular the UN Convention on the Rights of Persons with Disabilities (CRPD). These 

principles include, among other things:

• the right to participate in decisions that affect one's own life

• recognition of legal capacity and relational autonomy

• minimization of coercion and involuntary treatment

• respect for lived experiences and personal opinion formation

In Open Dialogue, crises are not understood as individual pathologies requiring expert correction, but 

as social and relational ruptures that must be addressed through dialogue with the affected person's network. 

Professional authority is deliberately decentralized, and no interpretation is given priority over the person's 

own narrative.

The peer-supported variant (POD) further strengthens these rights by integrating people with lived 

experience as equal members of the treatment team. This challenges deeply rooted hierarchies of knowledge 

and power in mental health services.
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The technocratic understanding of ethics

The ODDESSI trial was designed to determine whether POD yielded better results than “treatment 

as usual.” From a traditional evidence-based perspective, it was considered ethically necessary to await such 

results before the method could be disseminated more widely.

However, this framework assumes that ethics is conditional on measurable results rather than inherent 

in the treatment process itself. From a human rights perspective, this is deeply problematic. Rights such as 

dignity, voice, and freedom from coercion are not discretionary benefits to be granted only if a method proves 

effective—they are inalienable rights.

The trial therefore placed POD practitioners in a profound ethical dilemma: they were asked to suspend 

practices they perceived as fundamentally more humane in order to maintain methodological purity. For many, 

this meant a return to working methods that they perceived as contrary to the spirit – if not the letter – of 

human rights principles.

Moral harm and structural violence

The ethnographic findings show that many practitioners experienced working with POD as a profound 

ethical reorientation. Standard psychiatric practices were increasingly described as morally harmful: they 

silenced users, prioritized risk management over meaning, and normalized coercion as a clinical necessity.

POD offered an alternative moral landscape—a space where practitioners could act in accordance with 

their values. The requirement that such practices must first be legitimized through evidence obtained through 

a randomized controlled trial effectively means that institutional risk minimization was prioritized over 

human rights and perpetuates structural conditions that both users and professionals experience as harmful.

Importantly, practitioners do not claim that POD has a universal effect. Instead, they insist on the right 

to be treated as human beings – even in uncertain circumstances. This position is consistent with a human 

rights ethic that recognizes that the lack of a guarantee of specific outcomes can never justify the disregard of 

dignity or participation.

Blind spots in relation to rights

The article provides clear examples of how traditional mental health services systematically marginalizes 

human rights perspectives:

• The process is made ethically invisible – the focus is on results, not on how people are treated.

• Power asymmetries are normalized – coercion is presented as a clinical necessity rather than a 

violation of rights.

• Lived experiences are subordinated epistemologically – meaning-making is reduced to anecdotes.
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• Structural violence remains unmeasured – moral damage, loss of agency, and institutional harm are 

not recorded.

These conditions are not methodological coincidences, but structural characteristics of a system in 

which ethical legitimacy is equated with measurable effectiveness.

Conclusion

The disagreements concerning the conditions for disseminating POD reveal the limits of current 

mental health services as a moral framework. If rights-based practices are permitted only when they meet 

effectiveness targets, then human rights become optional rather than fundamental. It is therefore necessary 

to move beyond the question of whether approaches such as POD “work better” and instead address a more 

fundamental question: What forms of support and treatment are compatible with human rights?

Anthropological and rights-based analyses, such as those referenced and discussed here, are crucial 

in this process, not as supplements to evidence, but as correctives to its ethical blind spots. Without such 

perspectives, psychiatry risks continuing practices that may be empirically sound but are ethically deeply 

irresponsible.
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Human Rights and Mental Health 

(c)A Drop in the Ocean / Dråpen i Havet / Σταγόνα, 2022 Poland distribution to 
Ukrainians
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Developing a regional roll-out model for the who QualityRights program in France: key learnings from 

a three-year pilot project

Julia Faure1,2,4, Charlotte Glémarec1,4, Rémi Descamps1,4, Julie Gagnon1,4, Anna-Paulina Mulliez1,4, Simon 
Vasseur-Bacle2,3,4

1Project officer (julia.faure@ghtpsy-npdc.fr), 2Clinical Psychologist, 3Program Director, 
4World Health Organization Collaborating Centre for Public Mental Health and Innovation in Mental 

Health Services

In France, a fund for organizational innovation in psychiatry (FIOP) was created in 2019 to finance 

innovative projects in priority areas of psychiatry defined by the French Ministry of Health, which includes 

the promotion of service users’ rights. Within this framework, the World Health Organization Collaborating 

Center in Lille (WHOCC-Lille) proposed a regional deployment strategy for the QualityRights initiative. This 

pilot project was designed to test a structured model for regional implementation and governance, aiming to 

meet the growing demand from mental health services and to facilitate the development of the program across 

the country. The proposal was successfully selected for funding over a three-year period, from January 2023 to 

December 2025. Subject to a positive evaluation at the end of this pilot phase, the program now benefits from 

sustainable funding and is being extended to additional regions interested in replicating the implementation 

model. This article aims to present the development and outcomes of this regional pilot project and to share 

key learnings to inform future regional and national rollouts of the QualityRights program. 

I. Background: QualityRights in France

The WHOCC-Lille is a service of Lille Métropole’s public mental health establishment (EPSM LM), 

and is located in the north of France, in the “Hauts-de-France" (HdF) region. The WHOCC-Lille carries 

out several programs and projects on a national and international level, such as supporting the WHO in 

promoting the development of community-based mental health services; contributing to the advancement of 

professional peer-support roles and participative governance ; assisting in the creation and implementation 

of local mental health councils in France (CLSM) ; and developing a public mental health approach and 

innovation tools for child and adolescent mental health (EPSM Lille-Métropole, n.d.). 

Since 2017, the WHOCC-Lille has been actively involved in developing the WHO QualityRights 

program in the French context as well as in multiple French-speaking countries (Gagnon, Staedel, Gouy, 

& Vasseur-Bacle, 2022). The QualityRights initiative is a global program which aims to support the 

transformation of mental health and social care systems by promoting a rights-based and recovery-oriented 

approach aligned with the UN Convention on the Rights of Persons with Disabilities (CRPD) (World Health 
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Organization, 2019). Through comprehensive training materials and an assessment methodology for mental 

health services, the initiative provides concrete tools for services to be more inclusive, and to foster respect for 

dignity, autonomy, and human rights in mental health care. 

The QualityRights assessments follow the WHO methodology for mental health services (WHO 

QualityRights Toolkit, 2012). A summary of the QualityRights assessments methodology is presented in 

Appendix 1 of this document. In France, the QualityRights program is complementary to other existing 

instances of monitoring and control, such as the French National Authority for Health (“Haute Autorité de 

Santé”, HAS) and the General Controller of Places of Deprivation of Liberty (“Controleur Général des Lieux de 

Privations de Liberté”, CGLPL) (their roles are detailed in this article : Gagnon, Staedel, Gouy, & Vasseur-Bacle, 

2022). While some themes align with those addressed by the HAS or the CGLPL, the program also explores 

others that are distinct, drawing on the principles set out in the CRPD. A distinctive feature of the program, 

compared to other countries, is that it is designed to support mental health teams in driving change through 

voluntary engagement rather than administrative or accreditation requirements.

Since the onset of the program, WHOCC-Lille has translated all of the QualityRights material in 

French and has deployed 40 assessments in mental health services from 2016 to March 2026, based on the 

QualityRights methodology (WHO QualityRights Toolkit, 2012). This means that more than 100 mental 

health units volunteered to receive a QualityRights assessment all over the country. Establishments which have 

received mental health assessments include private and public institutions, ambulatory care, mobile teams, 

and inpatient services. Interventions have also taken place internationally, in Belgium (2016), Tunisia (2018), 

Burkina Faso (2020), and Ivory Coast (2023 and 2024). At the end of 2025, the national pool of people trained 

in the WHO QualityRights methodology had 256 people, of which 10,5% were caregivers, 18% were service 

users, and 10,5% were psychiatrists (see Appendix 2). The rest of the pool of observers includes professionals 

working in the field of mental health (jurists, nurses, researchers, etc.).

In addition, WHOCC-Lille has also contributed to developing QualityRights training material in 

France: 14 QualityRights modules and the QualityRights e-training have already been translated in French, and 

the module Strategies to End Seclusion and Restraint (World Health Organization, 2019), has been specifically 

adapted to the French context. The WHOCC-Lille has also participated in delivering QualityRights trainings 

in Estonia, Lithuania, Croatia, Italy, and Ukraine. 

Over the years, as the QualityRights initiative has developed in France, the WHOCC-Lille has faced 

growing demand for QualityRights assessments. Indeed, recent years have been marked by national and 

international events that have initiated a process of reorganizing psychiatric care, guided by the respect for 
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users' rights: the Paris Global Summit “Mind Our Rights Now!”, the reform of French legislation on seclusion 

and restraint practices, and the ministerial roadmap on Mental Health and Psychiatry.  In this context, many 

institutions have approached the WHOCC-Lille, expressing interest in deploying the QualityRights program 

across one or more psychiatric services.

This increasing interest has therefore highlighted the need to strategically structure the program’s 

growth. To address this, a phased implementation strategy was adopted in 2023, beginning with a specific 

focus in a smaller territory to evaluate what works—and what doesn’t—when scaling up the project.

II. Pre-Pilot Situation in Hauts-de-France

In France, adult psychiatric and mental healthcare services are delivered through three main channels 

(Kovess-Masfety, Rabaté, Caby & Nicaise, 2023): 

1.	 Public and private not-for-profit healthcare facilities, which are typically organized into sectors. Each 

sector covers a catchment area of approximately 70,000 inhabitants and is served by multidisciplinary 

teams responsible for providing comprehensive mental health care. 

2.	 Private for-profit healthcare facilities, which operate outside the sector-based system and offer 

psychiatric services independently.

3.	 Office-based and private ambulatory care, provided by independent mental health professionals 

such as psychiatrists and psychologists. 

In the Hauts-de-France region, adult psychiatric care is structured around 48 healthcare establishments, 

of which 28 are sectorized (F2RSM, 2026). Among these 48 establishments, 21 are integrated into general 

public hospitals (Centres Hospitaliers), 7 are specialized public psychiatric hospitals (Établissements Publics 

de Santé Mentale or EPSM), and 8 are ESPICs (Établissements de Santé Privés d’Intérêt Collectif). The private 

sector comprises 12 independent clinics. There are 85 adult psychiatry sectors in the HdF region.
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Map of private and public mental health services – Hauts-de-France Region. Source: F2RSM, 2026.

Despite pre-existing links between the WHOCC-Lille and the mental health stakeholders of the territory 

(WHOCC-Lille is located in this region), QualityRights activities in HdF were limited when the project began. 

Indeed, only two QualityRights assessments had taken place, both in the Nord department, reflecting the 

geographic concentration of activity. Of the 36 observers based in HdF—9 from WHOCC-Lille, 16 health 

professionals, 9 service users, and 2 caregivers—, 13 had participated in a QualityRights assessment and a large 

majority came from the Nord department. Overall, the region showed a potential for developing partnerships 

and interest from mental health establishments, however a low level of previous QualityRights implementation 

and uneven territorial coverage was seen. 

Regarding training aspects, only one training module (on seclusion and restraint) was available in the 

French context but had not yet been taught at the time of project onset. 
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III. The Regional Roll-Out Model

As the WHOCC-Lille operates within a public mental health institution based in the Hauts-de-France 

region, this area was therefore selected for pilot testing of the roll-out model. 

Several objectives have been defined within the framework of the 2023–2025 pilot project: 

1.	 Increase awareness and understanding of the QualityRights program among key regional 

stakeholders.

2.	 Implement and coordinate a regional dynamic around the QualityRights program.

3.	 Strengthen the national coordination of the QualityRights program.

To develop a comprehensive evaluation methodology in line with FIOP objectives, the project team has 

defined a set of indicators. Satisfaction surveys have also been used to assess the relevance and impact of the 

assessments and trainings, as satisfaction is considered a key factor in measuring the success of the deployment.

To meet those objectives, the project involved recruiting two additional people at the WHOCC-Lille, 

dedicated to the regional development of the QualityRights program in the HdF. As such, the majority of the 

funds received for this project were specifically targeted for human resources (2 FTE were hired for regional 

rollout of the QualityRights program). Part of the budget also included technical and organizational needs 

(e.g. computer and software licenses), as well as logistics costs for the numerous trips required for information 

meetings, the identification and mobilization of regional stakeholders, the coordination of the resulting 

network and the implementation of QualityRights assessments and training activities.

Different action steps were identified for project roll-out at the time of project onset: 

•	 Distribute tailored information and create dedicated communication tools for regional stakeholders.

•	 Establish a network of stakeholders through information sessions, meetings with healthcare 

providers and managers, creation of the regional COPIL, and participation in regional mental health 

initiatives.

•	 Develop the QualityRights assessments component: train observers and launch QualityRights 

assessments across the region.

•	 Develop the training component: train trainers and roll out training sessions.

•	 Ensure ongoing monitoring, engagement, and sustainability of regional activities.

•	 Structure national-level efforts: recruit and train regional coordinators, reflect on adapting the 

strategy to other regions...
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IV. Results and Outcomes

This pilot deployment of the QualityRights program at a regional level was evaluated by the French 

National Agency for Healthcare and Medico-Social Performance (ANAP), to assess the effectiveness and 

relevance of its actions and governance model, with a view to scaling it up in other regions. Program evaluation 

results indicate that this testing phase of deployment in the Hauts-de-France region has been successful, both 

in terms of feasibility and involvement of the various stakeholders. Funding for the program has been secured 

for the years ahead. A summary of the results and outcomes of this pilot project are detailed below. 

Objective 1: increasing awareness and understanding of the QualityRights program

Since many regional actors were not familiar with the WHOCC-Lille and had never heard of the 

QualityRights initiative before, the deployment of the QualityRights program required the elaboration of a 

widespread communication strategy to reach all regional actors involved in mental health in Hauts-de-France. 

This included the 48 institutions providing adult psychiatric care (across 85 psychiatric sectors), as well as 

stakeholders in the medical and social fields, user and caregiver associations (e.g., peer-support groups, 

caregiver associations), research organizations, public bodies (Regional Health Agencies, Local Mental Health 

Councils, Territorial Mental Health Projects, elected local officials, local authorities), private stakeholders, and 

all individuals concerned by mental health issues.

To support understanding of the program, communication material was produced during this period. 

These included two versions of a video summarizing the program (a long and a short version) and brochures 

available both in print and digital formats, which can now be used in other French regions. Additional 

communication channels were mobilized, such as local podcast episodes, presentations of the program to 

different mental health establishments, coverage in the hospital newspaper, social network posts, and online 

articles on partners’ websites. The WHOCC-Lille newsletter and LinkedIn profile also served to disseminate 

information more broadly. Finally, specific efforts were made to recruit and train new observers, such as the 

development of targeted presentation material designed to clarify their role.

In addition, 82 information sessions were organized with partners and mental health institutions to 

present and explain the program. Over the three years of communication around the QualityRights initiative, 

33 out of the 48 mental health establishments in the region were in contact with the WHOCC-Lille. 23 out of 

the 28 public mental health hospitals were reached, as well as 10 out of the 20 private establishments (including 

non-profit and profit establishments). In each case, at least one staff member received an oral presentation of 

the program, either through collective or individual information sessions. Although at least one establishment 

per territory was in contact with the WHOCC-Lille, the level of awareness across areas remained uneven. 
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Objective 2: Implement and coordinate a regional dynamic around the QualityRights program.

Overall, the experiment indicated that reinforcing communication about the program appeared to 

boost the likelihood of mental health services requesting a QualityRights assessment. Indeed, the WHOCC-

Lille observed a significant rise in the representation of the HdF region in the number of assessments. Of the 

22 assessments conducted between 2023 and 2025, 10 took place in the HdF region, compared with only two 

assessments from this region between 2017 and 2022 (cf. Graph 1). This means that 14 written reports were 

provided following QualityRights assessments in Hauts-de-France over the course of this project, including 

detailed methodology, scoring, and actionable recommendations (depending on the scale of the assessment, 

several reports can be prepared for a same site). These reports are provided only to the institutions that underwent 

the assessments along with an on-site presentation of the results, following QualityRights methodology. Three 

QualityRights assessments are already planned for the year 2026 in the HdF region, showing the continued 

interest for this program.
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Observer engagement was also increased over the course of this regional experiment: out of the total 

number of observers in France since the onset of the program in 2017 (256), 35% now live in the HdF (89), 

making it the region with the highest number of trained observers (cf. Appendix 2). 19 training sessions were 

held from May 2023-December 2025, and specific outreach was organised to ensure that users, caregivers and 

mental health professionals were represented in the pool of observers. In addition, several technical documents 

were developed to ensure that observers are adequately guided throughout the whole process of the assessment. 

Regarding the 14 QualityRights training modules, the deployment is still underway pending an 

agreement with a certified provider to adapt WHO content. One of the training modules is operational 

(Module 7 ‘Alternatives to seclusion and restraint’) and three training sessions were conducted between 2023 
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and 2024 in partnership with another French mental health hospital (Barthélémy-Durand Hospital), reaching 

39 professionals.

Objective 3: Strengthen the national coordination of the QualityRights program.

With regards to governance, overall program coordination was carried out by the WHOCC-Lille. 

A regional steering committee for Hauts-de-France, composed of at least one member from the WHOCC-

Lille project team, and local stakeholders was assembled. Participants to the steering committee included 

representatives from health authorities, elected local officials, hospital management staff, QualityRights 

partners, local mental health councils, psychiatrists and other healthcare workers, regional stakeholders, and 

experts by experience.  This committee met 4 times over the course of the project, to monitor the deployment 

and progress of the program in the HdF region: review completed and upcoming QualityRights assessments, 

discuss feedback from institutions, and update objectives and strategies.

Given the importance of involving people with lived experience in all aspects of the QualityRights 

program, both strategically and operationally, a QualityRights Council comprising individuals with lived 

experience who participated in previous assessments was established. The missions differ from the steering 

committee as this Council is more operational and focuses on the inclusion of people with lived experience at 

all levels of the program deployment. It contributes to the program through the co-construction and review 

of communication and technical materials, reflections on accessibility and methodology, co-facilitation of 

presentations, etc. The Council began its activities in 2024, with eight members—service users and family 

members—meeting quarterly to discuss various QualityRights-related topics. One of their key achievements 

was the development of a new three-hour training course for QualityRights observers. In 2025, the Council 

consisted of six members who continued to meet four times a year.

QualityRights assessments follow-up meeting 

The regional deployment was also a testing ground for systematizing follow-up meetings after the 

QualityRights assessment. Now, 6 months after the report is sent to the mental health services, a meeting is 

scheduled with WHOCC-Lille project officers to discuss what was implemented following the QualityRights 

assessment to improve the quality of care and rights of service users. This is also a time where feedback to 

WHOCC-Lille project officers can be made to inform future assessments. 

Additionally, an evaluation questionnaire was created to assess satisfaction and anticipated impact by 

professionals who were involved in the program. This questionnaire was distributed at two crucial steps of the 

QualityRights assessments:  during the QualityRights restitutions shortly after report reception, and during 

the follow up meeting, 6 months later. Those questionnaires are a source of constructive feedback, and they 
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provide useful material for the promotion of the QualityRights initiative.

V. Key Learnings and Discussion

Engagement dynamics

The engagement dynamics of mental health establishments towards the QualityRights initiative over 

the past three years were particularly interesting to observe. A ‘snowball effect’ was anticipated, where the 

participation of mental health services in neighboring sectors could encourage others to join the program. 

While this effect occurred in some cases, there was often a noticeable time lag between initial awareness of the 

QualityRights program and actual institutional commitment. This delay can be partly explained by the need 

to engage all relevant stakeholders at every level—directors, psychiatrists, and mental health professionals—

before the initiative could be fully implemented. 

Timing was also identified as a crucial factor in the decision by teams to commit to a QualityRights 

assessment: so as not to be confused with mandatory controls and oversight bodies, mental health teams 

sometimes chose to delay the QualityRights assessment. Suspected factors holding back teams from committing 

to the initiative were also the lack of time, lack of personnel, or lack of prioritization of the topics covered by 

the program.

In addition, the experiment revealed a two-way relationship between QualityRights observers and 

the mental health services receiving a QualityRights assessment. For example, it has been frequent that a 

professional in a hospital participating in a QualityRights assessment became interested in training to become 

an observer. Conversely, a QualityRights observer who is also a mental health professional might be more 

inclined to push for a QualityRights assessment in his/her own service once having participated as an observer 

in a different establishment.  

Realizing the necessity to structure and harmonize the national pool of observers was also an important 

lesson from this pilot project in order to meet the growing demand for assessments while sticking to the 

QualityRights methodology. Some profiles are overrepresented in the national pool of observers while others 

are lacking. As a result, human resources dedicated to the management of this pool and to the development 

of targeted communication to missing profiles such as caregivers or psychiatrists is now an important part of 

QualityRights program growth.  

Communication

In terms of communications, the experiment showed that it was essential to diversify communications 

channels to reach out to services who were sometimes less connected to the regional networks of mental health 

stakeholders. Rural areas, or territories where less mental health coordination was seen were harder to reach. 
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Having dedicated human resources to this communication effort was key to the success of this experiment. 

Collaboration with local actors was particularly useful to reach mental health establishments and 

communicate about the program. In France, the Territorial Mental Health Projects (PTSMs) (regional action 

plans designed to coordinate mental health actions, promote community-based care, and ensure collaboration 

between health, social, and community stakeholders) played a crucial role in disseminating information. It was 

noticed that strong coordination ensured easier transmission of information and was a facilitator in developing 

QualityRights. 

In addition, the communication strategy about the project evolved over the last three years: while 

communication was initially widespread and also included presentations in sectors outside of mental health 

in the first year, targeted outreach to service chiefs and directors of mental health services seemed to be more 

efficient to spark interest in the program and was therefore prioritized.

Finally, oral communication and in-person presentations proved to be more efficient than written 

documents, as it encourages discussions and makes the program more tangible and accessible. Having services 

sharing their experience of receiving QualityRights assessments was also very helpful in communicating about 

the program. 

Finally, a point of attention appeared during the experiment: actively approaching facilities to introduce 

the QualityRights assessments may introduce bias into the communication process. Because project indicators 

were tied to increased activity, there was sometimes an implicit pressure to “deliver results.” It is therefore 

essential to resist this tendency to ensure the approach remains completely voluntary. The observed mental 

health services should always be in the driving seat, guiding the process according to their priorities, so as to 

ensure that they take ownership of the initiative and use the report as a lever for change.

Governance insight and strategic positioning

As the QualityRights program expands, this regional experimental project confirmed the need to 

reinforce and add to the existing national coordination of the QualityRights program. This national center 

for QualityRights would then be able to support regional deployments across France. Keeping the lead in the 

coordination, guidance and resources to structure regional rollouts seems key to ensure that the WHOCC-Lille 

can respond to the growing demand while maintaining the QualityRights methodology and high standards. 

Secondly, this experiment revealed the delicate balancing act between being supported by regional 

health authorities (Regional Health Agencies, or ARS in French) and being perceived as a control or oversight 

body. The ARS Hauts-de-France has played a key role in developing this project—for example, by hosting a 

webinar in 2023 that demonstrated political endorsement —but it has been important to remain aware of the 
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risk that mental health facilities might perceive it as being a demand from funders. 

Finally, both the steering committee and the QualityRights Council proved to be useful tools to guide 

the development of the project. Ideas such as partners to include in the rollout, suggestions on tools to develop, 

and discussions on program growth and strategic development were an important part of the success of this 

project. Similarly, the feedback evaluation questionnaires seem to be useful tools to build on to scale up and 

replicate this model in other regions. 

VI. Perspectives and Future Directions

Given the positive project evaluation and the securing of long‑term funding for its activities in the 

HdF region, this experiment provides the WHOCC-Lille with the legitimacy to initiate discussions with other 

Regional Health Agencies in France and to launch additional regional rollouts based on the experience gained. 

To that effect, a specifications document (Cahier des charges) for Regional Health Agencies, outlining 

the process for regional scale implementation of QualityRights was drafted, and discussions are currently 

underway with strategic stakeholders. If financed by other regions, regional coordinators will be recruited and 

trained by WHOCC-Lille to deploy the program in other French territories following the FIOP methodology. 

In parallel, this project has provided useful insight to strengthen the national coordination of the program, to 

support each new regional implementation of the program and to guide territorial development.

Following this positive evaluation, the QualityRights program will continue its activity in the HdF 

region, and will be structured around three main objectives: 

•	 Maintain and further develop QualityRights assessments in the HdF region; 

•	 Renew outreach to under-engaged establishments; 

•	 Highlight feedback and testimonials from past QualityRights assessments.

In addition to this regional rollout strategy, other expansion targets for the QualityRights program are 

being explored. In particular, the WHOCC-Lille has seen increasing interest from children and adolescent 

psychiatric services to benefit from QualityRights assessments. A multidisciplinary working group, including 

people with lived experience, has been formed in 2026 to adapt the QualityRights methodology to these 

services. The WHOCC-Lille is also looking at other expansion focus, such as developing “professional learning 

communities” at national level to create discussions and innovation around the themes developed by the 

QualityRights program. 

Finally, the WHOCC-Lille team is conducting a cluster randomised controlled trial, evaluating 

the impact of QualityRights assessments on service users’ satisfaction and workplace quality of life in 10 

participating mental health services. This research also includes a qualitative study of the implementation of 
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the QualityRights program, as well as a medico-economic evaluation. This study is currently underway and is 

running until 2027.
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Introduction

This issue of recent research is about 

migration. Like most concepts, there is no single 

universally agreed definition of migration, as it varies 

across disciplinary, statistical, and policy contexts. 

That said, migration is generally understood as the 

movement of individuals or groups from one place 

of residence to another—either within a country or 

across national borders—over a certain period of 

time and for a variety of voluntary or involuntary 

reasons.

The first paper presented is based on a 

qualitative study conducted by Memory J. Tembo-

Pankuku, Ayan Handulle, and Earnest Akutusamalila 

Pemba (2025). In this paper, Tembo-Pankuku and 

colleagues explore how Somali Muslim young adults 

navigate the role of religion and make sense of their 

religious belonging in everyday life in Norway.

The second paper highlighted in this issue 

is a meta-synthesis of the psychosocial impacts of 

migration on parents who move abroad without their 

children, conducted by Nerea Larrinaga-Bidegain, 

Marco Gemignani, and Yolanda Hernández-Albújar 

(2024).

The third paper presented is authored by Ester 

Serra Mingot and Carlos Alberto González Zepeda 

(2022). In this paper, focusing on African migrants 

in Mexico, the authors examine how migrants’ basic 

social protection needs are met during the migration 

process, particularly in transit contexts where state 

support is limited or absent.

Double stigma: making meaning of religion in 
understanding Somali Muslim young adults expe-
riences of everyday life in Norway. https://doi.org/1
0.1080/2156857X.2025.2597791

The article examines how Somali Muslim 

young adults in Norway navigate the role of religion 

and make sense of their religious belonging in 

everyday life. Drawing on twelve in-depth interviews, 

the study explores how participants negotiate their 
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religiosity alongside experiences of stigma and 

racialization linked to their identities as both Muslims 

and immigrants.

The analysis shows that everyday experiences 

are shaped by the intersection of phenotypical 

differences and religious belonging, resulting in what 

the authors describe as “double stigma.” Using stigma 

theory and the concept of racialization as analytical 

lenses, the article identifies three main themes. 

First, religion is largely understood by participants 

as a personal and private relationship rather than a 

collective identity, contrasting with public discourses 

that tend to portray Islam as a homogeneous group 

identity. Second, the findings suggest that religion 

can reinforce existing forms of stigma associated 

with visible differences, thereby intensifying 

marginalization. Finally, the study highlights 

how experiences of Islamophobia intersect with 

phenotypical differences, contributing to processes 

of racialization.

Overall, the article calls for closer attention 

to how multiple marginalized identities interact in 

shaping experiences of stigma and racialization.

Parents who migrate without their children: 
Gendered and psychosocial reconfigurations of 
parenting in transnational families. https://doi.
org/10.1111/jftr.12577

The paper examines the psychosocial impacts 

of migration on parents who move abroad without 

their children, with particular attention to how 

gender roles and family dynamics are reshaped in 

transnational families. Through a meta-synthesis 

of existing literature, the authors explore how these 

changes affect the well-being, identities, and lived 

experiences of both mothers and fathers in both 

sending and receiving contexts.

Based on 43 studies, the authors identify 

six main areas of concern: (a) migration and family 

roles; (b) emotional experiences; (c) gender roles, 

identity, and family expectations; (d) family cohesion, 

tensions, and care arrangements; (e) communication 

and digital relationships; and (f) narratives of family 

reunification. The review reveals a strong focus on 

mothers, which may reinforce traditional caregiving 

expectations. Parenting across borders is shaped by 

cultural, political, and family factors affecting both 

migrants and those who remain.

Parents often describe migration as a sacrifice 

for their children, though this can obscure structural 

challenges and discourage self-care. Emotional 

experiences are mixed, combining pride with guilt 

and loss, especially for mothers.

Overall, the paper shows how these factors 

interact within transnational families and contribute 

to changing family dynamics. It offers insights 

that may support professionals and help parents 

better understand and manage the challenges of 

transnational parenting.

For another systematic review on transnational 

family relationships, I recommend reading Seidel et 

al.’s (2022) systematic review on the transnational 

https://doi.org/10.1111/jftr.12577
https://doi.org/10.1111/jftr.12577
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family life of displaced unaccompanied minors: 

https://doi.org/10.1016/j.childyouth.2022.106649.

Transnational social protection infrastructures: Af-
rican migrants in Mexico. https://doi.org/10.1111/

imig.13029

The paper aims to examine how migrants’ 

basic social protection needs are met during the 

migration process, particularly in transit contexts 

where state support is limited or absent. Focusing on 

African migrants in Mexico, it seeks to understand 

how third-sector organizations, informal networks, 

and the state interact to provide support. 

The authors employed an inductive 

ethnographic approach based on fieldwork 

conducted in July 2021 in Tijuana, Mexico. Data 

were triangulated through 11 in-depth interviews, 

participant observation, digital interactions (e.g., 

WhatsApp messages and photo exchanges), and 

ethnographic notes.

The findings highlight how limited state 

capacity in Mexico has led non-state actors—civil 

society organizations, international agencies, and 

individuals—to assume key roles in supporting 

migrants. These actors provide essential services, 

including shelter, legal assistance, language training, 

and healthcare, thereby compensating for gaps in 

public provision. However, this support remains 

uneven and precarious. Organisations often operate 

with minimal institutional backing, face security 

risks, and may engage in legally ambiguous practices 

to meet urgent needs (e.g., reproductive care or cross-

border medicine provision). Transnational networks, 

particularly those involving U.S.-based donors and 

organisations, are central to sustaining these efforts. 

Overall, this paper underlines how gaps in state 

support compel civil society, transnational networks, 

and informal actors to create fragmented and often 

precarious systems of social protection for migrants.

Opportunity for recognition

The “Recent Research” section extends a cordial 

invitation to scholars, researchers, and practitioners in 

the field of psychosocial rehabilitation to submit their 

original papers or abstracts for consideration in our 

esteemed e-bulletin. We welcome submissions across 

a broad spectrum of topics related to psychosocial 

rehabilitation.

The WAPR eBulletin will prominently 

feature selected submissions in its recent research 

section. Thereby gaining visibility among peers and 

contributing to the advancement of knowledge in 

the field of psychosocial rehabilitation. For inquiries 

or further information, please contact Dr. Esther 

Ogundipe at esther.o.eradajaye@uis.no.

https://doi.org/10.1016/j.childyouth.2022.106649
 https://doi.org/10.1111/imig.13029
 https://doi.org/10.1111/imig.13029
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The Dystopia of Survival and the Duty of the Witness

Audrey Mc Mahon1

1 Audrey McMahon, MD, FRCPC
Child and Adolescent Psychiatrist

MHPSS in Emergencies Consultant 
(audreymcmahon@msn.com)

A year ago, I received an invitation from the International Board of the World Association for 

Psychosocial Rehabilitation (WAPR) to speak at the 2025 World Congress on the mental health care of children 

in armed conflicts, with a special reference to the situation in Gaza—an invitation I accepted as both an ethical 

duty and what felt like a rare opportunity: to keep moral space open (Walker, 1993) around a subject that, in 

many academic settings, had become increasingly difficult to hold.

I had been working in the occupied Palestinian territories for several years, and the children of Gaza 

were present in everything I carried into that acceptance. The abstract I submitted was subsequently declined 

by the Congress Scientific Committee.

What followed was not a simple administrative process, but a revealing sequence. The colleagues who 

had extended the original invitation expressed concern, and I was eventually reinvited—this time under specific 

conditions. I was asked to collaborate closely with the Scientific Committee or designated academic reviewers 

who would “ensure appropriate academic guidance” and “ethical standards”, “maintain academic integrity,” and 

help shape an “evidence-based framing” that would avoid political positioning.

The vocabulary of rigor had become, it seemed, the vocabulary of containment.

Faced with these conditions, I withdrew. But that withdrawal was not, I hoped, a closing. It was an 

attempt to name something that felt larger than the situation itself. This was not simply an isolated experience, 

but an entry point into a broader question about how certain realities and forms of knowledge are received, 

filtered, regulated, and made acceptable within academic spaces.

When Rigor Becomes Containment

What was at stake was not an individual disagreement, but a recognizable pattern. Presentations 

concerning Palestine, I had observed with colleagues, were being subjected to a level of scrutiny and pre-

emptive management that was not applied equally to other conflict contexts. The concern was not simply about 

scientific validity, but about tone, framing, and the perceived risk of political implication in the clinical field 

– an interesting tension, given the field’s own extensive literature on the social determinants of health, which 

recognizes that environment fundamentally shapes both the expression and lived experience of distress. The 
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result was a form of anticipatory regulation: an effort to shape how certain realities could appear before they 

were even presented.

This is how epistemic injustice operates in professional spaces. It rarely arrives as overt exclusion. It 

is articulated through the language of standards, balance, and rigor. It is extended, often, with courtesy and 

good intention. But its effect is to render certain forms of knowledge provisional and granted only conditional 

legitimacy—particularly those grounded in proximity, lived experience, and contexts where the clinical and 

the political cannot be neatly separated.

I did not understand this as a grievance, but as a question worth examining: how does the academic 

community determine which forms of suffering, and whose narratives, require additional mediation and 

ethical review before they can be considered legitimate? Avoidance, denial, and silencing are well-documented 

responses to the unbearable. They are not confined to clinical settings; they shape institutions as well.

The responses I received were kind. They were also, in their careful neutrality, telling. What was offered, 

at first, was acknowledgment of the difficulty of the topic, rather than engagement with the structural concern 

being raised. The question itself remained largely untouched at first.

The Tension — Keeping the Space Open 

What unfolded next was not merely procedural. It was, in its own way, ethical —and I would argue, 

deeply human in what it chose to uphold.

A small number of colleagues—those who had issued the original invitation and believed in its 

necessity—did not accept that the children of Gaza were an unsuitable subject for a psychosocial rehabilitation 

congress. Their persistence was not only administrative advocacy; it was a form of witness. They recognized 

what was at stake: not the inclusion of a single presentation, but whether an institution committed to human 

dignity could sustain that commitment when it became uncomfortable.

The principles of psychosocial rehabilitation affirm non-discrimination, the promotion of human 

rights, and the importance of spaces where complex ethical issues can be held collectively. The question, then, 

was not whether this topic belonged. It was whether the institution could bear the weight of its own values. 

That it eventually did—however imperfectly—is not a resolution. It is something more fragile, and perhaps 

even more important: the decision, after real tension, to keep the space open.

When the invitation came again—this time without conditions, as a special presidential session—I 

hesitated. I was in Gaza. The reality on the ground was urgent and morally harrowing in ways that made the 

negotiations of the academic world feel distant. The dystopia I was living and the one shaping how that reality 

could be spoken about were colliding in a way that was difficult to reconcile. The prospect of presenting a 
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version of this work that was palatable rather than truthful felt like a form of betrayal—of the children I had 

worked with, of the voices I was carrying, and of my own integrity as a clinician.

But the final invitation was different. It came without the language of containment. In that difference, 

I recognized something worth honoring. I accepted—not in spite of what had preceded it, but because of it. It 

was an opening to create a space where health professionals could navigate complex ethical issues, fostering 

shared responsibility and dialogue.

What the Talk Addressed

I delivered the talk from Gaza. I could not be present in the conference hall. I was in the very place I 

was speaking about, and this felt like the only honest position from which to speak.

The presentation held several layers at once: the epidemiology of childhood distress in conflict settings; 

the cumulative and compounding effects of blockade and repeated violence on the children of Gaza; and the 

need to reframe our clinical formulation through a socio-ecological lens that recognizes how profoundly “what 

surrounds us shapes us” (Center on the Developing Child, Harvard University). It closed with a reflection on 

what it means—clinically and ethically—to practice within these conditions.

It drew on liberation psychology, and on the recognition that psychological suffering in such contexts 

cannot be separated from the structures that produce it (Martín-Baró, 1994). It also drew on established 

frameworks for mental health and psychosocial support in humanitarian settings (Inter-Agency Standing 

Committee, 2007), while acknowledging their limits when the conditions required for recovery are continuously 

undermined.

But threaded through the clinical material were other realities that resist abstraction.

A child’s dress found under rubble.

An infant refusing milk because there was no milk to give.

A caregiver asking: “Please keep her alive—we want her alive, even without a face.”

These are not illustrative details. They are the substance of what it means to bear witness. They do not 

ask to be made palatable. They ask to be recognized as real.

The Dystopia of Survival

The dystopia, then, is not singular. It is not only the one produced by war—the destruction, the hunger, 

the displacements, the accumulation of grief. It is also the quieter dystopia that governs how such realities are 

allowed to appear in professional and academic spaces.

One produces suffering. The other regulates its intelligibility.

For the civilian population and national humanitarian workers surviving the unfathomable every day, 
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survival means trying to endure with dignity despite the excruciating pain and exhaustion, living with the guilt 

of the survivor and the unbearable circles of infinite grief, while having no space nor the privilege to grieve. 

For the international humanitarians, the privilege of survival is higher. Yet the witnessing of death and survival 

is not relief. It is obligation. And the obligation is dystopian because it is endless, because the world keeps 

producing new reasons to forget, and because the witness must keep refusing that forgetting.

When a clinician working within a conflict zone is asked to submit her material in advance, to accept 

additional layers of review, or to ensure that her framing avoids certain registers, the implicit message is not 

simply methodological. It is epistemic: proximity does not confer authority. It introduces suspicion. Knowledge 

that is too close, too embodied, or too disruptive to dominant narratives must be mediated before it can be 

received.

This produces a form of narrative dissonance. Those who live and work within contexts of prolonged 

violence inhabit a reality that is immediate, cumulative, and undeniable. Yet the frameworks available to describe 

that reality—within institutions—often cannot accommodate it without modification to make it receivable. To 

exist within that gap is itself a form of violence. This is the dystopia of survival: not only the endurance of 

violence, but the requirement that its reality be translated into acceptable forms in order to be acknowledged.

For the receiver, far away from the lived reality of hostilities, the truth can be too crude to absorb 

whole, and so, often (un)intentionally, a lighter narrative is sought. One that preserves concern while restoring 

comfort. The witness, meanwhile, is left holding what cannot be lightened.

The Duty of the Witness

Bearing witness, in this context, is not passive. It is the refusal to allow that translation to become 

erasure.

It is the insistence that what is seen, heard, and lived does not require softening in order to be legitimate1 

— that the children existed, that their suffering was real, that their names and their dresses and their hunger 

and their silences deserve to be held in language even when language feels catastrophically inadequate. It is the 

recognition that memory is not only personal, but collective and political—that to name and remember what 

is happening is to resist the conditions that depend on its obscuring, through forgetting.

The dystopia of survival produces a form of doubling. One part of the self endures. Another observes, 

records, and insists on speaking. The witness is not separate from the survivor. The witness is what the survivor 

owes—to those who did not survive, and to those whose realities risk being rendered invisible.

This article began with an institutional story—an abstract declined, conditions imposed, a session 

1	 Inspired by 1984, from George Orwell
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eventually convened. But that story was never only about process. It was about whether certain realities can 

be spoken without being reshaped into something more tolerable. Foremost, this session was about children 

growing amidst a catastrophe that the world continues to debate, leaving them to question their sense of self 

and belonging. Children are not supposed to be survivors. They are supposed to be beginners — people for 

whom the world is still opening. When survival becomes a child's primary relationship to the world, something 

has been done to the future itself. The dystopia is not just in the present. It is the dispossession of what should 

have been possible.

This raises the question, what does recovery means in the aftermath of atrocities? It demands protecting 

the temporality of grieving the unspeakable. Protracted violence produces a sense of helplessness and sideration. 

Recovery thus must re-mobilize a sense of agency, meaning-making and shared responsibility, humanity and 

humility. 

For this, the moral space must be kept open—and here, it beautifully has. 

Not because it is easy.

But because it is the only space in which both truth and dignity remain possible.
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Note from the editor: Practicing dialogic reflexivity, we invite relevant people from our network to provide a 

commentary to certain, relevant to the theme pieces, thus "keeping the space open", as Dr. Mc Mahon suggests. 

We further follow "threads" throughout issues, as we have done in this case where Dr. Mc Mahon follows up on 

her experience participating remotely in the XV World Cognress of WAPR & the Canadian PSR Recovery 

Conference, that took place in Vancouver (27 - 30 September 2025) and was the theme of our previous Bulletin 

issue as well. Dr. Angelo Barbato has been the president of the WAPR Presidential Symposium that took place in 

that Symposium.
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It is a great pleasure for me to write a brief commentary to this paper by dr Mc Mahon. From her 

longstanding experience in humanitarian mental health interventions with the population of Gaza she drew a 

number of insights to address key issues for the development of a justice-oriented healthcare system. 

This year the database of the WAR WATCH (World Assessment and Tracking of Civilian Harm), 

run by Geneva University, identified 112 ongoing armed conflicts around the world (https://warwatch.ch), 

representing the highest number of conflicts since 1945. UN estimated that in 2022 about 2 billion people were 

living in areas plagued by wars and violences (https://press.un.org/en/2022/sgsm21216.doc.htm). It is worth 

noting that in modern warfare civilians are bearing by far the heaviest toll. In last decades the rates of civilians 

on total number of deaths in conflicts rose up to 90% (Gordon et al., 2010). However, the consequences of 

exposure to wars go beyond the loss of lives, entailing disruption of the social fabric, mass displacements, 

environmental degradation, food insecurity, deprivation, collapse of health services, to name but a few. 

The short and long-term mental health costs of armed conflicts have been recognized and investigated 

long ago (Carpiniello, 2023), leading to the introduction of interventions targeted to psychological distress and 

mental disorders in many humanitarian aid programs. However, in many cases the humanitarian approach 

remained grounded in a narrow framework failing to address the complex needs of affected populations. 

The first aspect of this is the influence of the clinical model of psychiatry based on symptom assessment, 

individual pathology and trauma-focused explanations based on the assumption that suffering and distress 

are strictly related in a linear way to the exposure to single well-defined episodes of violence. This model is 

exemplified by the concept of Post-Traumatic Stress Disorder (Miller & Rasmussen, 2010). 

The second aspect is the failure by the clinicians and the mainstream psychiatric institutions to fully 

address through a socio-ecological lens the structural, environmental and ultimately political determinants 

of the distress. 

A Message of Hope for the Renewal of Psychosocial Rehabilitation

Angelo Barbato1

1WAPR Past President, Department of Health Policy, Mario Negri Institute, Milan, Italy 

(Angelo.Barbato@marionegri.it)

Commentary on the experience of Dr. Audrey Mc Mahon, included in the current issue (56), p. 

87-91, titled "The Dystopia of Survival and the Duty of the Witness"
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In her paper Mc Mahon deals mainly with the second aspect, describing the complex pathway of her 

lecture on mental health needs of Gaza children in the Vancouver WAPR congress: first invited, then rejected, 

subsequently accepted with conditions, last fully accepted and in the end successfully presented. This affair 

showed first of all that the subject addressed by her was still difficult to hold, as she says, in many academic and 

professional settings, raising fears of intrusion of politics into the clinical field.

As far as WAPR is concerned, this was surprising because the founding principles of WAPR are rooted 

in the struggle against discriminations and the promotion of human rights. It looked like, using the Mc Mahon 

words, WAPR could not bear the weight of its own values. To this respect, she challenged the traditional 

ways in which the social determinants of mental health are addressed, proposing instead a different option 

represented by the Liberation Psychology approach, advocated in the 70’s by the social psychologist from El 

Salvador Martin Baró (Helbich & Jabr, 2022), in which distress is considered as a response to systemic violence 

and oppression, requiring interventions based on collective strategies and strengthening of community bonds.

In conclusion, I think we have to meet Mc Mahon challenges, paying first of all more attention to 

the aspects of rehabilitation of populations affected by wars and political violence, and second, accepting the 

message of hope coming from her paper, in which she explains that her speech “was an opening to create a 

space where health professionals could navigate complex ethical issues, fostering shared responsibility and 

dialogue”. It is our duty to ensure that this opening could lead to a renewal of psychosocial rehabilitation.
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Icy Silence

Mahdia Hossaini (mahdiahosseini1234@gmail.com)

Is it the signing of a document that decides a child grows up stateless? 

Is it the voice that says, "You can't stay," and calls itself a law? 

Is it the silence that follows a speech on human rights? 

Power didn't explode into her life. It entered slowly, in lines at embassies, in names removed from rolls, in 

systems that smiled and nodded and continued to refuse. Power compelled her parents to flee their own nation. 

Not because they wanted to go. Not even because they were simply commanded to leave. But because to stay was 

to disappear. Bit by bit. Red tape by red tape. A thousand small acts of erasure. Her father's job reassigned. Her 

mother's name misspelled so many times that it did not matter anymore. Her school started asking questions 

no child should ever be asked. 

Someone else had the booming voice. Someone else held the key. 

She was born to it. To the in-between. A daughter of border crossings. Of lost stamps and confused translations. 

Of waiting rooms filled with plastic chairs and red blinking numbers above a counter that never seemed to 

make it to her turn. 

She grew up in places that called her temporary before they ever learned her name. 

Power, there, was a mask. It used kind words, but kept its fists closed. It said, “You’re safe now,” while pointing 

at a fence. It said, “You belong,” but never really listened. It kept saying, “Be patient,” but never promised a finish 

line. 

So she ran. 

Because of that power, she ran. 

And that as well was power. Not the kind typed into law. But the kind that makes you move, even when your 

feet are bleeding. Even when terror in your chest is loud enough to silence everything else. 

She walked through forests, even though she feared forests. Not just the darkness. But the weight of it. The 

way it eats sound. The way it makes even your breath feel intrusive. She kept walking, even when her muscles 

begged her to stop, even when her mind whispered, “You’ll never make it.” 

She kept going. 

Because staying wasn’t safe anymore. Staying had become another kind of death. 
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She remembers the night they got to the river. 

How the chill surrounded them. 

The bottle-carrying smuggler. The flashlight. The white lie they'd be alright. 

He laughed too loudly. Walked too fast. Swung his light like it made him king of the dark. He had no plan. 

No map. Just confidence or something like it. The kind that lets a man lead thirty others into a freezing river 

because he says, “It’s fine. I’ve done this before.” 

Mothers clung to their children. 

Children clung to silence. 

She remembers the way her hands would never stop shaking. Not from cold--not just--but from a knowing, 

below understanding, that none of it was in control. 

Then the splash. 

A six-month-old baby. 

One moment, in her mother's arms. The next, gone. The river took her along without pause, without sound, 

without ceremony. 

The mother cried out. 

A rough, beastly sound that sliced through the darkness. 

And the smuggler turned around. Cold. Wet. Annoyed. 

"Shut up," he spat. 

"Do you want us all murdered? They have guns." 

He spoke of the soldiers. 

Boys, really. Maybe nineteen. 

We saw them earlier just from behind the edge hill. 

Their uniforms loose on them like other people's garments, sleeves down below their wrists, pants bulging 

above their boots. 

No sharp suits, no niche perfume. 

Power wasn't fitted suits. 

It wore those oversized uniforms and wielded guns. 

No pens to sign papers. 

If they signed anything at all, it was not ink. 

It was blood. 

That was power too. 

So, the woman swallowed her scream. 

And something in her broke. 
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Believing in humanity, maybe. 

They climbed then. Not because they believed they could but because they had to, through cold air and chill 

breath. The ground they stood on had been shaped by the weight of thousands who were there before them, 

some of whom survived and some who didn’t. 

She walked beside the mother. The one who hadn't screamed. 

The one whose grief had been hidden. 

Step by step, the mountain brought them up. 

And when they finally reached the top, faces windburned, legs shaking beneath them, the man turned back. 

The same man. 

The one with the bottle. 

The one who had made her swallow her scream. 

He looked at the woman and said, "Now you can scream." 

And she did, from somewhere deeper than lungs. 

The scream of a mother, a refugee, a woman who had been taught to keep small. 

A shriek that echoed the mountain. 

Not with compassion. But with resonance. 

Sorrow echoed back. 

The sky remained cloudy afterwards. 

The way forward didn't get simpler. 

But something altered. 

Before long, the earth turned into the sea. 

A vast, grey stretch of water that didn't bother with who she was. 

It swallowed names, stories, babies, without discrimination. 

Everybody knew that March was the worst month. 

When winter is trying hardest not to let go. 

When waves are more savage. 

When waiting wasn't possible. 

The raft groaned before it reached water. 

No one spoke. 

The silence was thicker than fog. 

She climbed in anyway. 

Because forward even into fear was all the kind of power they had left. 

Every wave was a question. 

Every shiver, a prayer. 
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Every second spent not tipping over felt stolen. 

Still, she continued forward. 

Because the shore she'd left was already lost. And the one ahead was still just an idea. 

-------

Even after they reached the camp, it wasn't finished. 

Outside, a notice was written: "SAFE ZONE." 

She nearly laughed. Quietly. In camps, laughter is rebellion. 

Power was constructed there. It was constructed out of lanyards and clipboards. It had lists of names and food 

rations. It dictated where you slept and for how long. It asked you to prove, again and again, who you were. 

Most of them had travelled from realities in which loudness was the only currency. Where to express fear was 

to lose face. Where women were grateful and invisible. 

She didn't scream. But she didn't vanish, either. 

She wrote. 

With icy fingers. With borrowed pens. On napkins, on scraps of paper, on her arms. 

No one ever bothered to ask her to make a noise. So, she did. 

She wrote of the smuggler. Of the baby. Of the scream that was never allowed to finish saying its last word. She 

wrote of her mother's hands. Of how silence consumes dignity if you let it. 

Some men winced. 

Some softened. 

Most did not. 

But even one, that was power. 

Because her writing did what fences could not. 

It reached. 

It invited. 

It asked, "What kind of man are you, if you don't even take the time for a grieving mother?" 

No one will hand her her rights. She had to claim them. For herself. For her sisters. For her future. 

So, she continued on. 

Not over mud and mountains anymore. Over conversations. Over stares. Over rooms she wasn't allowed to be 

in. Over systems that still marked her as "temporary." 

And she kept writing. 

Because words were the only barrier she still believed in. 

-------

Now? 
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She still has no idea what comes next. 

She still chokes waking up to the memory of the river, the bottle, the scream that never got to be completed. 

She still hears it. 

But this is not a story of the end of safety. 

Because there are girls still walking those borders. 

Still, girls crossing rivers not caring if they carry them or kill them. 

Still, girls vanishing into bottomless, black woods. 

Still, girls being raped along the way, gagged by terror, by men, by the same kind of power that swigged cheap 

liquor like a second skin. 

There are still girls who will never reach any shore. 

Girls who will never have the luxury of having their story heard. 

Girls whose names will never appear in a headline, or even on a list. 

She is here now. 

But so what? 

The fences here are tidier. 

The questions are nicer. 

But the power? 

Still in place. 

Still deciding who is seen and who is discarded. 

Still wrapped up in rules and routines that are sounding civilized but cutting just as deeply. 

Power didn't disappear. 

It just changed clothes. 

And her words? 

They don't keep the boat from sinking. 

They don't protect the girl just now slipping into the same frozen river. 

They don't save the baby being kept tonight under plastic in the dark. 

But maybe, just maybe, they make someone think twice. 

Maybe they make someone stop and pause before they walk away. 

Because if we don't call power what it is, 

If we don't keep talking even when it hurts. 

Then silence wins. 

And silence, too, is power. 

So no, this isn't a happy ending. 
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This is what is left behind. 

A voice. 

Still shaking. 

Still standing. 

Still there. 

And somewhere, somewhere right this moment, another girl is walking. 

Still hoping she won't vanish. 

Still carrying the weight of power on her shoulders. 

Still waiting to be heard.

Bio
Mahdia Hossaini was born in Iran to an Afghan refugee family and now lives in Germany. She began writing 
at a young age and continues to write as a way of refusing silence and disappearance. Her work 
explores forced migration, womanhood, survival, hope, integration, and belonging through lived experience. 
Through her writing, she seeks to give voice to stories that are too often unheard.

“Writing has been part of how I survive and protect my mental health since a young age. Icy Silence reflects 
the emotional and psychological realities of forced migration, showing how fear, silence, loss, and uncertainty 
continue to shape mental health long after the journey itself ends. The events in this piece are based on what I 
witnessed with my own eyes during migration journeys. I believe caring for mental health also means 
allowing people to speak, to be heard, and to exist beyond the labels placed upon them.”
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Healing Through Community: A Women-Led, Youth-Led, and IDP-Led Mental Health 
Response in Sudan

Dr. Tayseer Ebrahim (info@mhyo.org)

Introduction: From Displacement to Purpose

My name is Tayseer Ebrahim. I am a medical doctor originally trained in Khartoum. In April 2023, 

I was in my final semester of medical school when war broke out in Sudan. Like many others, my life was 

abruptly disrupted, and I was displaced to Kassala.

At that moment, everything I had planned became uncertain. Yet, amid loss and instability, I also 

encountered an unexpected form of support. With assistance from UNHCR, along with the solidarity of 

colleagues and mentors, I was able to continue and complete my medical studies while in displacement. This 

experience reshaped my understanding of survival—not only as physical safety, but also as the preservation of 

education, dignity, and hope.

Being Surrounded by immense 

psychological distress, grief, and uncertainty 

within displaced communities, I came to realized 

that I could not remain a passive observer. This 

realization became the foundation of our initiative.

The Birth of a Community-Led Response

The Mental Health Voulntary Youth 

Organization (MHVYO) was established in 2024 

by a group of 12 young medical doctors and displaced individuals who shared a common reality: we were not 

only responding to the crisis—we were living it.

Our organization is women-led, youth-led, and IDP-led. Every member comes directly from displacement 

settings or host communities. This means our interventions are not shaped by external assumptions, but are 

grounded in lived experience and daily interaction with the realities of affected populations. We recognized 

early that mental health, protection, and dignity were rapidly deteriorating within displacement settings long 

before formal systems were able to respond at scale. MHVYO emerged as a community-driven response to that 

gap, aligned with the principles of localized humanitarian action (Inter-Agency Standing Committee, 2007).

Understanding Mental Health in Displacement

Through our work with thousands of displaced families, we learned that mental health in humanitarian 
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settings cannot be separated from broader 

living conditions. Psychological distress 

is deeply intertwined with factors such as 

chronic illness without access to medication, 

overcrowded and unsafe living conditions, 

loss, grief, and the daily exhaustion of 

survival.

Women and children carry a disproportionate emotional burden. Many individuals had pre-existing 

mental health conditions prior to displacement, while others developed trauma as a direct consequence of 

war and forced migration. In the absence of adequate services, these conditions often deteriorate over time. 

This reality led us to an important conclusion:mental health and psychosocial support (MHPSS) must be 

mobile, continuous, and community-based, rather than confined to static, clinic-based models (World Health 

Organization [WHO], 2022).

Trust as the Foundation of Care

One of the most significant lessons from our work is that trust determines access to care. Because our staff are 

members of the same communities we serve, trust is not something we build artificially—it already exists. This 

has enabled individuals, particularly women, to speak openly about experiences of violence that could not be 

reported elsewhere, as well as trauma that had long remained unspoken.

From this, we have learned that trust is not merely an intervention; it is an identity. It is what positions 

community-led organizations uniquely positioned to reach populations that formal systems often fail to access.

Innovation Under Scarcity

Working with extremely limited resources forced us to rethink how mental health support can be 

delivered in low-resource, high-need settings. We adapted our interventions to be simple, scalable, and human-

centered, incorporating approaches such as mindfulness techniques, art therapy, and community “coffee 

circles” as informal psychosocial spaces.

Rather than limiting our efforts, scarcity became a driver of innovation. It demonstrated that effective 

MHPSS does not necessarily require high-cost infrastructure; but rather proximity to people’s realities (Patel 

et al., 2018).

Mobile Clinics and Evidence-Based Practice

Through monthly mobile clinics, we observed that when services are brought directly to communities, 

previously invisible needs become visible. A turning point in our development was the mhGAP training, 

which equipped us with practical tools to manage conditions such as depression, anxiety, and trauma-related 
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disorders in low-resource settings (World Health Organization, 2016).

As general medical practitioners, this training bridged the gap between empathy and clinical competence. 

Additionally, participation in the Mental Health in Complex Emergencies course at Fordham University further 

strengthened our ability to design structured, community-based interventions (World Health Organization & 

United Nations High Commissioner for Refugees, 2015).

Since its establishment, MHVYO has directly supported more than 10,000 displaced individuals, 

primarily women and children, through community-based mental health and psychosocial support 

interventions in Kassala.

Conclusion: A Collective Future of Healing

Locally led organizations are not merely 

complementary to international systems—they 

are essential to an effective humanitarian response. 

Supporting women-led, youth-led, and IDP-led 

organizations is not optional; it is fundamental to 

achieving lasting impact and sustainable recovery.

I am Taysir Ibrahim, a displaced doctor — 

and my story is the story of many others. Sudan 

will heal through us. Keep eyes on Sudan.
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Reflections from the International Humanitarian Studies Association (IHSA) Confer-

ence: Localisation Beyond Rhetoric

Jean-Baptiste Metz1

1 Executive Director Dråpen i Havet/Σταγόνα (jb@drapenihavet.no)

At the IHSA Conference, Dråpen i Havet (DiH) shared its experience as a small frontline organisation bridging 
field realities and humanitarian standards through evidence-based, community-led approaches.

Reprinted from https://www.drapenihavet.no/en/reflections-from-the-ihsa-conference-localisation-beyond-rhet-
oric/ dated 30. October 2025, with approval from the author

The discussion revealed a familiar challenge: while localisation and innovation are widely discussed, 

the voices of small civil society actors remain largely unheard. When we spoke about how evidence and 

participation can inform humanitarian reform, the response was that there is already enough research — and 

that small organisations simply need to be more innovative.

Let’s make no mistake: we are not a start-up nation. Innovation matters, but it cannot replace structure, 

ethics, or accountability to the communities we serve. True humanitarian innovation must be holistic—rooted 

in best practices, informed by evidence, and aligned with international safeguarding standards. Without these 

anchors, innovation risks becoming a hollow buzzword.

Equally, localisation is not a slogan but a long-term transformation requiring investment, respect 

for local expertise, and genuine partnership. Donors and large INGOs must recognise that small, embedded 

organisations hold unique proximity, trust, and contextual understanding that no external framework can 

replicate.

What is missing in this conversation is a critical look at how research and evidence are produced. 

Large INGOs and universities often dominate knowledge generation—better funded, yes, but still shaped by 

historical power hierarchies that exclude community voices. This reinforces unequal relationships between 

those who research and those who are researched.

Smaller civil society organisations, by contrast, operate at the intersection of lived experience and 

response. Our proximity to communities enables rapid learning, adaptation, and genuine participation. 

Yet we continue to face barriers to funding, visibility, and recognition in research spaces. Our insights are 

undervalued—even though they often capture the complexity, dignity, and realities of people’s lives far more 

accurately than top-down studies.

To build a more equitable humanitarian evidence ecosystem, we must invest in small CSOs as legitimate 

https://www.drapenihavet.no/en/reflections-from-the-ihsa-conference-localisation-beyond-rhetoric/
https://www.drapenihavet.no/en/reflections-from-the-ihsa-conference-localisation-beyond-rhetoric/
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knowledge producers, not merely as implementers. This means fostering equitable partnerships, shared 

authorship, and recognition of participatory and experiential data as valid forms of evidence.

If the humanitarian sector is serious about reform, it must start by listening to those on the ground 

— the people and organisations gathering data, engaging communities, and building the evidence for a more 

dignified and effective system.
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The church can also serve people with deafblindness

Petr Salamon1

1 Peer lecturer (salamon.petr@gmail.com)

I work as an external lecturer at the Polytechnic University in Jihlava and at Ostrava University. As 

someone with personal experience of mental illness, I share with students, future social workers, experiences 

of living with mental illness. I have already visited two countries abroad as part of international university 

cooperation to see examples of good practice. Last year, at the end of March and beginning of April, I visited 

the University of South-Eastern Norway as part of International University Week.

 The program included a day trip to the Signo Vivo estate, which focuses on people with deafness 

and deafblindness. Signo Vivo is a part of non-profit Signo foundation. It is a diaconal foundation within the 

Church of Norway. Signo has its own priest and the translation of Latin word “Signo” is “I’m signing”.  It’s work 

began as early as 1898. Signo is located in Oslo, Andebu and Sandefjord, Bergen and Trondheim. Norwegian 

municipalities enter into individual agreements with this foundation.

Signo has extensive experience and knowledge of the issues faced by people with deafness and 

deafblindnesse. People with limited communication skills due to their disabilities can learn various alternative 

types of communication, such as sign language and others. There is also family support and education for 

relatives. 

 People with mental disabilities or severe autism who need daily assistance can find sheltered housing in 

several apartments adapted for them. We visited a small local farm where clients  are offered opportunities to 

be with animals. There were some animals such as rabbit or goats, clients could look after them. Clients could 

undergo therapy using various animals, such as hippotherapy – therapy with horses was also an opportunity. 

Signo focus on understanding, tolerance and supporting people's differences. Some are looking for a 

short-term service offer, while others need a comprehensive serviced housing offer. Signo Vivo aims to create 

good homes, contribute to personal growth and create conditions for a meaningful and independent life of 

its’ clients. This includes help with daily tasks such as cleaning, cooking and personal hygiene. Signo provides 

social support and facilitation to contribute to a more active and meaningful leisure time, as well as helt to 

participate in facitilated work/activity. 

Deafblindness can have a significant adverse impact on the psyche of the disabled person and the overall 

development of his personality.  It can be associated with the occurrence of some mental health problems. 

Social isolation often occurs, the sensory handicap limits his activities and prevents his full participation in 

society. He needs compensation through technology and other professional services. Dependence on others 
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can lead to further feelings of sadness, helplessness, anxiety and depression.

What caught my attention in Signo the most, however, was the church for the people with deafblindness. 

In this exceptional church, technology is used to allow them to be involved in the Christian ceremony. Needs of 

all individuals are very complex and the opportunity to experience religion certainly belongs to them, just like 

other needs. How can people with this sensory impairment experience a visit to this church? 

The wooden floor in the middle of the church is connected to equipment so that visitors can lie down 

on the floor and perceive the more pronounced and subtle rhythms of the music being played. On the sides of 

the church, there is a railing that leads visitors to the paintings/reliefs on the walls, where they can touch and 

learn about the individual moments in the story of Jesus Christ. They can also enjoy the feel of a small waterfall 

falling on a stone ledge in one corner of the church. There are several figures of angels on the walls and two 

statues with religious motifs by the wall, which visitors can also explore through touch.

Not only touch is involved in the experience in the tabernacle – scent is also part of its furnishings, with 

a censer hanging right next to the altar. Interestingly, the church can also serve people who are deaf or blind. 

People with visual impairments can experience Christ's story through music. People with hearing impairments 

can use the wooden (hi-fi) floor; when they lie down on it, they can observe colorful music – colored light 

bulbs that light up in rhythm and according to the melody of the music.

The Norwegian royal family attended the opening of the church in 2012. A carpenter from a nearby 

town made two wooden benches for the king and queen to sit on during mass. I believe that people with visual 

or hearing impairments have a place in society and are supported by various initiatives and social services. The 

people with deafblindness are somewhat marginalized, like many others living with health and social issues. 

According to the manager of the Signo social service, the sanctuary is intended for all believers, regardless of 

their religion. I don't think we have anything like this in the Czech Republic. 

The UN Convention on the Rights of Persons with Disabilities sets out some requirements for 

participating states that such a church can accommodate. States that have signed up to the convention have 

committed to promoting society's attention to people with disabilities. They should have the right to meaningful 

participation in all aspects of society. It also states that people with disabilities should not be discriminated 

against in any area of life (including the possibility of experiencing religion), they should have the possibility of 

autonomy and independence. They should have the opportunity to participate in cultural life on the same basis 

as others and to enjoy various cultural activities (which, in my opinion, also includes religious life). I think the 

Signo church is a step forward for the rights of people with different sensory impairments.

More information:  https://www.signo.no/

https://www.signo.no/
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The Phoenix Academy for Art, Breath and Learning is dedicated to fostering each individual's 

inner potential through art, breathwork, and education while strengthening social inclusion and promoting 

intercultural understanding. We use art as a universal 

language of expression and breathwork as a transformative 

practice, helping individuals cultivate healthier relationships 

with themselves and with the communities in which they 

live.

Our vision is to be a leading platform for art 

and education that promotes peace, empathy, and social 

connectedness by bringing together people from diverse 

cultural backgrounds through shared creative experiences.

The Academy offers a broad range of activities for 

children, young people, adults, and diverse community 

groups. These include art education and creative workshops 

in Ebru (traditional Turkish paper marbling), painting, and other creative arts, as well as instruction in 

traditional and intercultural artistic techniques through tailored programmes for participants of all ages.

Alongside its artistic programmes, the Academy provides breathwork and personal development 

activities focusing on stress management through breathing techniques, physical and mental relaxation 

practices, and support for individuals coping with trauma, displacement, and major life transitions.

A significant part of the Academy's work takes place in asylum reception centres through projects 

developed in collaboration with the Norwegian Directorate of Immigration (UDI). These initiatives promote 

social participation, community integration, and shared creative experiences that bring together people from 

diverse cultural backgrounds.

The Academy also organises public art exhibitions featuring participants' work, community events 

that connect local residents and immigrant communities, and cultural activities that encourage dialogue and 

[Føniks Akademi for Kunst, Pust og Opplæring]

Phoenix Academy for Art, Breath and Learning
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intercultural exchange through artistic expression.

Current activities include large-scale 

community art exhibitions at the Bergen Integration 

Centre, parallel art programmes in several asylum 

reception centres, weekly and seasonal art courses, 

themed workshops for children, young people, and 

older adults, and short art and breathwork workshops 

in schools.

Through these initiatives, the Phoenix 

Academy contributes to society in several important ways. Collaborative 

creative processes strengthen relationships between people from different 

cultural backgrounds, fostering mutual understanding and a greater sense of 

belonging. Art and breathwork help reduce stress, alleviate the psychological 

impact of trauma and displacement, and combat social isolation, thereby supporting psychosocial well-being. 

The Academy also celebrates and showcases artistic traditions from diverse cultures, contributing to greater 

intercultural understanding, respect, and social cohesion.

In addition, the Academy's programmes support personal growth 

by building participants' confidence, resilience, and creative capacities while 

developing practical and artistic skills. By promoting lifelong learning through 

creative practice, the Academy also encourages active participation in community 

life.

The Phoenix Academy for Art, Breath and Learning is more than an arts 

organisation; it is a platform for personal growth, psychosocial rehabilitation, social 

inclusion, and community renewal, demonstrating how creative expression and 

breath-based practices can contribute meaningfully to mental health, recovery, and peaceful coexistence.

The artwork presented here has been created by Zafer Yılmaz, Aliaksandra Haurusik, Natalia Nyzovska, 

Yuliia Smotrytska, and Filimon Embaye, for more information https://www.facebook.com/p/F%C3%B8niks-

Akademi-61576911600831/

Note from the editor: In every issue, we try to include artwork related to the theme and present 

organizations that work with differnt types of art (painting, photography, digital art etc.). Føniks Akademi 

works directly with refugees in Norway and presents an important space for developing creativity.

https://www.facebook.com/p/F%C3%B8niks-Akademi-61576911600831/
https://www.facebook.com/p/F%C3%B8niks-Akademi-61576911600831/
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Note from the editor: In this issue, we are glad to have invited the organization A Drop in the Ocean to provide 

us with relevant photography from their field work. You can find photography on the frontpage (2025, Lesvos 

Greek class), as  well as in pages 3 (2022, Samos distribution), 16 (2023, Lesvos laundry service), 68 (2022, Poland 

distribution to Ukrainians). A description of the organization and its activities follow and more information can 

be found here https://www.drapenihavet.no/en/a-drop-in-the-ocean/

Drapen i Havet/Stagona (A Drop in the Ocean) is a Norwegian/Greek humanitarian organisation 

with a strong track record in delivering practical, dignity-centred responses for forcibly displaced and other 

vulnerable populations. Established in Norway and active across multiple countries over the past decade, 

the organisation has developed a multi-sectoral operational profile, with a particular focus on basic needs 

provision, WASH interventions, and education.

Beyond direct service delivery, Drapen i Havet has played an active role in strengthening civil society 

ecosystems through capacity-building initiatives and the development of coordination mechanisms that 

enhance collaboration between local actors, international organisations, and public authorities. This includes 

contributing to structured approaches that bridge gaps between humanitarian response and longer-term, 

localised service provision.

In recent years, the organisation has increasingly focused on integrated programming that combines 

immediate assistance with sustainable and community-based solutions. This includes approaches on dignified 

basic needs provision through innovative service models, such as social enterprise-driven approaches to 

laundry and hygiene services, as well as the development of standardised operational tools to address service 

gaps in both camp-based and urban contexts.

In the field of education, Drapen i Havet has contributed to non-formal education initiatives aimed 

at creating inclusive learning environments, particularly for displaced children and youth who face barriers 

to accessing formal systems. These efforts are closely linked to broader protection and well-being objectives, 

recognising education as a key element of resilience and social inclusion.

Through its cross-country engagement and close collaboration with local stakeholders, including 

municipalities, grassroots organisations, and social enterprises the organisation promotes a partnership-driven 

and context-sensitive approach to programming. This positions Drapen i Havet as a practitioner focused not 

only on meeting immediate humanitarian needs but also on developing adaptable, locally grounded models 

that respond to evolving challenges across diverse operational settings.

Text provided by: Jonathan Xenakis, Head of Programmes Europe (jonathan@drapenihavet.no)

Dråpen i Havet/Stagona (A Drop in the Ocean)

https://www.drapenihavet.no/en/a-drop-in-the-ocean/
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USEFUL LINKS

In this section we offer links important for our field. If you have suggestions for websites and links, please 
mail the Bulletin Editor Michalis Lavdas (Greece/Norway) miclavdas@gmail.com

Check the dedicated website on WHO QualityRights where you can find news, resources, training opportu-
nities and other useful information on the project: https://qualityrights.org/ 

Boston University Center for Psychiatric Rehabilitation: 
https://cpr.bu.edu/

Toolkit and information about policy and implementation of human rights and recovery perspective can be 
found in:
https://www.who.int/publications/i/item/9789241548410
 
Convention on the Rights of Persons with Disabilities: 
http://www.un.org/disabilities/default.asp?id=150 

Implementing Recovery through Organisational Change: 
http://www.imroc.org/ 

Yale Program for Recovery and Community Health: 
http://www.yale.edu/PRCH/ 
 
Movement for Global Mental Health 
http://www.globalmentalhealth.org/ 

The Gulbenkian Global Mental Health Platform
http://www.gulbenkianmhplatform.com/ 

The Mental Health Innovation Network (MHIN)
http://www.mhinnovation.net/

Mental health publications can be downloaded from the links below or ordered from the WHO bookshop: 

The WHO Mental Health Gap Action Programme (mhGAP): 
http://www.who.int/mental_health/mhgap/en/ 
 
The WHO Mental health action plan 2013 – 2020: 
http://www.who.int/mental_health/publications/action_plan/en/ 

WHO QualityRights Project:
https://www.who.int/mental_health/policy/quality_rights/en/

WHO MiNDBank (online databases of good practices worldwide): 

http://www.mindbank.info/

Scottish Action for Mental Health - Young Person’s Individual Placement and Support (IPS) Services:
https://www.samh.org.uk/about-us/our-work/young-persons-guarantee-individual-placement-and-support-
service

https://qualityrights.org/ 
https://cpr.bu.edu/ 
http://www.un.org/disabilities/default.asp?id=150 
http://www.imroc.org/  
http://www.yale.edu/PRCH/  
http://www.globalmentalhealth.org/  
http://www.gulbenkianmhplatform.com/ 
http://www.who.int/mental_health/mhgap/en/ 
http://www.who.int/mental_health/publications/action_plan/en/ 
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LINKS FOR MORE PUBLICATIONS & REPORTS

There are two important publications for the World Health Organization that we will be providing links to 

in this issue and we will have the opportunity to delve deeper into how they can be understood in practice in 

relation to the WAPR principles in later issues as well.

These two publications respond to the important question on how lived experience in mental health may 

inform and bring about substantial changes to the various levels of the system. The first one provides the 

roadmap and the second, a comprehensive frameowkr for meaningful engagement.

Transforming mental health through lived experience: roadmap for integrating lived and living experience 

practicioners into policy, services and community.

WHO framework for meaningful engagement of people living with noncommunicable diseases, and mental 

health and neurological conditions.

https://www.who.int/europe/publications/i/item/WHO-EURO-2025-12307-52079-79927
https://www.who.int/europe/publications/i/item/WHO-EURO-2025-12307-52079-79927
https://www.who.int/publications/i/item/9789240073074
https://www.who.int/publications/i/item/9789240073074
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