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Introduction 
 
The significant impact of violence, trauma and torture on refugees and displaced populations requires 
adequate mental health services and skilled health professionals. However, in many countries in the Asia 
region the mental health needs of refugees are not recognised as a priority and most national civil society 
organisations lack the specific skills, knowledge, and experience necessary to meet these needs. 
Initiatives like trainings on mental health are crucial to build capacity of service providers, increase 
regional networking, share best practices and develop actions plan. The Training Course on Refugee 
Mental Health was held in Chennai, India from May 6-8, 2013 and was attended by 25 participants from 
seven countries (Sri Lanka, Thailand, Tajikistan, Pakistan, Afghanistan, Iran, Nepal, and India). The course 
was the third sub regional mental health training organised by APRRN (the other two were held in Hong 
Kong and Thailand). The main facilitators were Julia Mayerhofer from APRRN, Derina Johnson from Burma 
Border Projects and Deputy Chair from the APRRN Right to Health Working Group, Dr. Ashok Gladston 

Xavier from OFERR/Chair from the APRRN Right to Health Working Group. The training considered the 
psychological consequences of war and human rights violations on refugees and displaced people and 
provided an overview of common mental health disorders found in affected populations. It aimed at 
enabling health professionals and service providers who work directly with refugee communities to 
respond holistically to the needs of individuals with mental disorders. The training also provided an 
opportunity for mental health professionals operating in the region to network, share best practices, 
therapeutic methods and challenges. Participants were involved in interactive activities and group work. 
A structured mapping exercise was conducted to identify beneficiaries, capacity, and available services in 
each country as well as gaps and possible strategies to address them.  The agenda of the course can be 
found in the Appendixes.  
 
The report offers a summary of the key issues discussed throughout the training. APRRN would like to 
thank the following people and organisations for their contributions: Ashok Gladston Xavier, Derina 
Johnson, Florina Benoit, John Peter Mayuran, Shannon Murphy, Dr. K. Sekar, Dr. V Joseph Xavier, Professor 
Jessy, Professor Edward as well as Loyola College. APRRN would also like to extend thank you to the 
funders of this workshop which included UNHCR, Planet Wheeler Foundation and Oak Foundation. A 
special thanks goes to all participants. 
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Day One 
	
  
Session One:  Vanakkam!  (Welcome) 
 
Facilitators:  Dr. Gladston, Julia Mayerhofer, Derina Johnson 
 
Dr. Gladston welcomed the group of participants to Loyola College in Chennai for the start of the three 
day Refugee Mental Health Training.  He offered a brief introduction to the course, the college, and the 
city of Chennai. Dr. Gladston highlighted Loyola CollegeÕs proud history of academic excellence as one of 
the top colleges in India and drew attention to the collegeÕs commitment to social justice by giving first 
preference for admissions to members of marginalised groups.   
 
Julia Mayerhofer gave an introduction to APRRN and explained to participants APRRNÕs work in the areas 
of advocacy, capacity building, and networking. She spoke about the history behind the training as a 
continuation of APRRNÕs capacity strengthening efforts in refugee mental health, building on the 
previous mental health trainings that APRRN has facilitated in Hong Kong in 2011 and in Thailand in 2012.   
 
The session closed with Derina Johnson facilitating the introduction of participants.  She spoke about the 
journeys that we have all taken to get to India and participants briefly introduced themselves, the work 
they are involved in, and shared an experience of their journey to India.   
 

Session Two:  Introduction to Refugee Mental Health 
 
Facilitator:  Dr. K. Sekar 
 
Dr. Sekar introduced the agenda for his presentation on psychosocial care in disaster management, but 
stressed that he wanted the presentation to be relevant for the participants and asked participants to 
share any questions that he should cover in the discussion.  Participants offered the following questions: 

!  Pakistan/Nepal:  How can a non-medical professional identify a person in need of psychosocial 
care?  What immediate action should be taken and where and when should the person be 
referred to a professional?   

!  Sri Lanka:  How can we address hopelessness in protracted refugee situations?  How can we heal 
a society after such violence and reintegrate members such as former military persons and 
refugees? 

!  Iran:  How can we make host country officials more aware and supportive of mental health 
programs?  (Mental health sensitization)  

 

 
 

Interactive Activity:  Stuck Together 
Dr. Sekar connected two participants to each other using a rope tied to each hand. The participants 
struggled unsuccessfully to untangle themselves.  The audience tried to offer advice, but eventually 
it seemed to all that the task was impossible.   Just as the group had given up hope, Dr. Sekar assisted 
the participants to disentangle themselves, restoring hope to the group.	
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Psychosocial Care in India 
 
Dr. Sekar gave a profile of India as a diverse environment in 
which to practice mental health that includes many 
languages, religions, castes, ethnic groups, and climates. He 
also spoke about the many types of disasters that have 
occurred in India including fires, riots, terrorist attacks, 
epidemics, and tsunamis.   
 
Dr. Sekar spoke about how mental health care in India is 
moving from a clinical or pathological model to a public 
health and psychosocial care model.  He stressed the need 
to involve and empower communities in normalising 
mental health services.  He explained to participants that a 
mental illness perspective is about providing patients with 
medicine, but a psychosocial approach is a holistic 
approach to care that address not only psychological 
distress, but social, economic, and physical issues as well.   
 
 ÒNormal reactions to an abnormal situationÓ   

- Dr. Sekar speaking on mental health in disasters 

 
Dr. Sekar presented on the phases of disaster and responses 
to disaster.   
 
Common Mental Health Issues in Disasters 

!  Guilt 
!  Fear 
!  Shock 
!  Despair 
!  Vigilance 
!  Numbness 
!  Intrusive Memories 

 
Reactions to Disasters 

!  Giddiness/Instability 
!  Panic attacks 
!  Generalised anxiety 
!  Somatic symptoms 

o Numbness 
o Tremors 

 
Dr. Sekar compared human-made disasters and natural disasters pointing out that human-made disasters 
have a higher distribution of distress in comparison with natural disasters.  He also explained that human-
made disasters evoke a psychomotor reaction such as agitation or anger and a desire to take an action in 
response to the traumatic event such as retribution or revenge, whereas natural disasters evoke an 
emotional response such as sadness and despair.   
 

Dr. SekarÕs Story 

 
Dr.	
   Sekar	
   shared	
   a	
   personal	
   story	
  
with	
  the	
  group	
  about	
  a	
  day	
  when	
  he	
  
had	
   fallen	
   ill	
   and	
   the	
   consequences	
  
that	
   arose	
   from	
   his	
   illness.	
   	
   Due	
   to	
  
his	
  illness	
  he	
  was	
  not	
  able	
  to	
  get	
  the	
  
milk	
   that	
   his	
   wife	
   needed,	
   instead	
  
she	
   had	
   to	
   pay	
   an	
   extra	
   tax	
   for	
   the	
  
milk	
   to	
   be	
   delivered	
   to	
   the	
   house.	
  	
  	
  
He	
  was	
  also	
  not	
  able	
  to	
   take	
  his	
  son	
  
to	
  work	
  and	
  had	
   to	
  give	
  him	
  money	
  
for	
   a	
   taxi.	
   His	
   wife	
   told	
   her	
   parents	
  
about	
   his	
   illness	
   and	
   they	
   were	
   so	
  
concerned	
   that	
   they	
   decided	
   to	
  
travel	
   a	
   long	
   distance	
   just	
   to	
   check	
  
on	
   him.	
   	
   The	
   wife	
   then	
   had	
   to	
   get	
  
more	
   food	
   to	
   feed	
   the	
   extra	
   people	
  
and	
   she	
   also	
   got	
   a	
   gift	
   for	
   her	
  
parents	
  to	
  show	
  her	
  appreciation	
  for	
  
the	
  effort	
  they	
  made	
  to	
  care	
  for	
  her	
  
husband.	
  	
  	
  

This	
   story	
   demonstrated	
   the	
  
economic	
   impact	
   that	
   illness	
   can	
  
have	
  and	
  Dr.	
  Sekar	
   emphasised	
   that	
  
a	
   key	
   advocacy	
   point	
   for	
   promoting	
  
good	
   mental	
   health	
   is	
   that	
   healthy	
  
people	
   are	
   able	
   to	
   work	
   and	
   thus	
  
create	
  more	
  taxes	
  for	
  the	
  state.	
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Session Three:  Trauma 
 
Facilitator:  Dr. Sekar 
 
Dr. Sekar spoke about the impact of trauma on mental health highlighting that trauma can affect all 
aspects of an individualÕs life including social and livelihood issues.  The trauma could lead to negative 
lifestyle changes such as alcohol consumption, child neglect, and family violence.  He elaborated on the 
impact on children stressing that they can be affected much more than adults. The separation from loved 
ones and loss of a secure environment can create panic or anxiety and they could possibly be deprived 
from obtaining their daily nutrition needs. Dr. Sekar also pointed out that genders are impacted in 
different ways.   
 
Dr. Sekar spoke about the psychosocial spectrum of care demonstrating the many needs that must be 
addressed including legal, housing, livelihoods, healthcare, compensation, and justice. He stated that 
individuals who receive a spectrum of care would have less emotional reactions and better functionality 
and quality of life. Some basic psychosocial care techniques include: ventilation, active listening, 
empathy, externalisation of interests, relaxation, social supports, and spirituality.   
 
Session Four:  Sharing our Experiences with Trauma 
 
Facilitator:  Dr. Gladston 
 
Four participants representing the countries of Sri Lanka, Afghanistan, Nepal, and Iran participated in a 
panel discussion and shared information about the refugee situations in their countries as well as the 
work that they are involved with.   
 
Highlights 
 
Sri Lanka: This participant shared a story about her work to help Sri Lankan refugees both in India and in 
Sri Lanka.  She stressed the importance of building trust with the refugees before they will accept you 
into the community.  
 
Afghanistan: This participant shared his experience offering psychosocial care to IDPs in Afghanistan. He 
spoke about the many traumatic experiences that his clients face including suicide bombings, 
kidnappings, gender-based violence, immolation, and sexual abuse.   
 
Nepal: This participant spoke about Bhutanese and Tibetan refugees living in Nepal where urban 
refugees are treated as illegal migrants and live in fear of arrest.  He shared insight into the geopolitical 
aspects influencing refugee policies including the relations between Nepal and China that at times make 
working with refugees difficult and can be seen as against national interests.   
 
Iran: This participant spoke about the situation of Afghan refugee children in Iran. She explained that 
previously these children were deprived of attending Iranian schools, but in recent years they have been 
allowed to attend.  She also spoke of challenges such as clashes between local and refugee communities 
due to the challenging financial situation created by international sanctions which, at times, can lead to 
labor exploitation against the Afghan refugees living in Iran.   
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Day Two 
 

Session One and Two:  Self-Esteem 
 
Facilitator:  Dr. V. Joseph Xavier 
 
Dr. Xavier posed the question:  What does self-concept mean to you?  Participants came up with many 
different answers including: 

!  Awareness of self 
!  Separateness from others 
!  The way we see ourselves 
!  An understanding of myself as a person 

Dr. Xavier offered definitions of self-acceptance and self-esteem.   
!  Self-acceptance- I know who I am and I feel comfortable with who I am.   
!  Self-esteem- The extent to which we perceive ourselves to be worthwhile and capable human 

beings.   
 
Dr. Xavier then had the group participate in two exercises. The group was instructed to draw themselves 
in non-human form to help them understand their true self.  Then each participant was asked to write ten 
sentences starting with ÒI amÓ, and they all must be positive and not trivial (such as ÒI am tallÓ), but 
meaningful self-conceptualisations.   
 
Only when you understand yourself can you understand others.   

-­‐ Dr. Xavier speaking on self-concept  
 

YOU ARE SPECIAL!  Dr. Xaiver stressed that the importance of internalising this concept to promote a 
healthy self-esteem.  He spoke about how we can improve self-esteem by changing our thoughts and 
words about others to exclude conditional phrases like ÒifÓ and ÒbutÓ that restrict our ÒspecialnessÓ to 
certain conditions such as beauty or strength.  Instead, we need to promote that belief that everyone is 
special just because, with no qualifications.   
 
Self-esteemÉ 
- is learned.  No one is born with high and healthy self-esteem. 
- comes from thoughts and feelings and experiences we have had and continue to have throughout life. 
- can be affected by daily circumstances, other people, and most importantly ourselves. 
- can be changed and changed at any age.   
- helps create resilience.   
-Is made up of all the experiences and interpersonal relationships youÕve had in your life.   
 
Low self-esteem is a result of discrepancy between an individualÕs perception of importance of an area 
and their perception of their own competence in that area.   
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Signs of low self-esteem: 
!  Exaggerated bragging 
!  Resorting to attention-getting behavior 
!  Being self-critical 
!  Easily influenced by peers 
!  Blaming 
!  Reluctance to learn new things 
!  Avoid challenges 
!  Over reacting to healthy competition or 

criticism 
!  Always apologizing  
!  Failure can be devastating  

 
 
High self-esteem is associated with: 

!  Better mental health 
!  Confidence, curiosity, independence 
!  Self-motivation 
!  Adapt to change and stress 
!  Set difficult goals 
!  Relatively healthy 
!  Feeling of pride 

 
 
Breakout Session:  Mental Health and Vulnerable Groups 
 
Facilitator: Prof. H. Kirubakaram and Dr. Anbudurai 
 
This session began with a brief overview of mental health practice with vulnerable groups.  The group 
learned that mental illness may affect three components: cognition, emotions, and actions. The facilitator 
also gave a presentation on signs of trauma and common mental health issues that are found in 
vulnerable groups.   
 
The group engaged in a discussion about their personal experiences working with populations and the 
challenge to bring about normalisation after a traumatic event.  The group discussed different ways to 
assist individuals who have experienced trauma such as active listening and allowing them ventilate their 
problems, engaging in meaningful and productive work, and helping them to relax.  The group also 
expressed concern about the stigma of mental health services and a member of the group shared that 
access to mental health services in Northern Sri Lanka is restricted by the government due to concerns 
that the service providers would share the stories with the international communities.    
 
The facilitator then engaged the group in a discussion on the meaning of community and revealed that a 
community is a group of people coming together, living in a particular geographic area who share certain 
beliefs and commonalities.  The group noted that online communities were a new category and donÕt 
necessarily fit into this definition.  He taught that all communities are diverse and in every community 
there are sub-communities (women, LGBT, etcÉ).   
 
To demonstrate the diversity and commonalities within a community, the group participated in an 
activity in which one member of the group would identify a characteristic or category of people such as 

!"#$%&'(#%)#*+,-#$&./-­‐Esteem	
  

	
  
1.	
  	
  Forgive	
  yourself	
  for	
  past	
  mistakes	
  

2.	
  	
  Focus	
  on	
  your	
  positive	
  attributes.	
  

3.	
  	
  Follow	
  the	
  example	
  of	
  successful	
  people.	
  

4.	
  	
  Become	
  a	
  self-­‐talker—tell	
  yourself	
  that	
  you	
  are	
  good.	
  

5.	
  	
  Exhibit	
  a	
  good	
  attitude.	
  

6.	
  	
  Get	
  plenty	
  of	
  rest.	
  

7.	
  	
  Dress	
  well.	
  	
  	
  

8.	
  	
  Practice	
  your	
  talents	
  

9.	
  	
  Become	
  physically	
  fit.	
  

10.	
  	
  Learn	
  new	
  things.	
  

11.	
  	
  Improve	
  your	
  personal	
  relationships.	
  

12.	
  	
  Make	
  your	
  work	
  skills	
  your	
  own—learn	
  to	
  do	
  things	
  	
  

the	
  way	
  you	
  like	
  to	
  do	
  them	
  best.	
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women, photographers, Caucasians, and all the members of the group who fit that category had to stand 
in the middle of the circle.   
 
After the activity the facilitator moved the discussion to ways to improve mental health within 
communities.  He stated that there are three interventions that can be used:  government legislation, 
providing services through NGOs and welfare, and health education. He said that transformation can 
occur through changing our behavior through learning and communities must make an effort to 
continue to learn.   
 
Many vulnerable communities associate health with doctors and hospitals. Many doctors and 
professionals may have a clinical perspective on health, whereas community-based health workers may 
have a holistic perspective on health that takes into account cultural sensitivities.  These health workers 
can form a bridge between the local communities and health professionals.  They can work on health 
education and early detection of health issues. The facilitator expressed that the first level of care should 
be prevention and communities need to collectively change daily lifestyles to improve health and mental 
health.   
 

Breakout Session:  Working with Children 
 
Facilitator: Derina Johnson  
 
Derina Johnson talked about a child-centered approach to mental health. She highlighted that we all 
have to go back and rethink how it was like to be a child so that empathy can be developed. This was 
introduced by engaging participants in a simple drawing exercise where they were asked to draw a 
happy childhood memory. The themes identified through this exercise help us to understand what is 
important for children and childhood. Some of those themes include: nature, family, school, imagination, 
play, discipline, food and friendship. A second drawing exercise asked participants to draw a stressful 
childhood experience where an adult was present to comfort Ð the feelings identified by participants 
where understanding, concern, care, respect, support, strength Ð those characteristics are at the core of 
working with children and can guide us.  
 
Her approach focused on identification and care instead of diagnosis and treatment so that resilience and 
well-being in a person can be strengthened. We also have to look at the child in the context as well as 
understand the community of the child and not just label reaction as Ôbehaviour. 
 
Derina	
  also	
  talks	
  about	
  stress	
  and	
  suggested	
  that	
  we	
  have	
  to	
  let	
  children	
  know	
  that	
  we	
  believe	
  in	
  them	
  and	
  
support	
  them	
  (e.g.	
  when	
  stressed	
  about	
  a	
  football	
  match	
  parents	
  can	
  go	
  out	
  with	
  them	
  and	
  practice).	
  Some	
  
stress	
  is	
  normal	
  and	
  we	
  can	
  help	
  to	
  alleviate	
  stress	
  due	
  to	
  natural	
  live	
  events.	
  On-­‐going	
  difficulties	
  however	
  
can	
  lead	
  to	
  mental	
  health	
  difficulties	
  and	
  further	
  help	
  may	
  be	
  needed	
  to	
  release	
  the	
  stress.	
  She	
  used	
  a	
  
balloon	
  exercise	
  to	
  demonstrate	
  how	
  the	
  build	
  up	
  of	
  stress	
  can	
  result	
  in	
  destructive	
  and	
  unhealthy	
  actions	
  
(external	
  violence	
  =	
  the	
  exploding	
  of	
  a	
  balloon,	
  or	
  internal	
  dis-­‐ease	
  =	
  holding	
  on	
  to	
  a	
  full	
  balloon),	
  however	
  
through	
  learning	
  to	
  let	
  go	
  gently	
  and	
  regularly,	
  we	
  can	
  manage	
  stress	
  effectively,	
  and	
  with	
  fun	
  (=	
  not	
  tying	
  
the	
  top	
  of	
  balloon	
  and	
  letting	
  the	
  air	
  out	
  slowly).	
  	
  
	
  
The	
  latter	
  part	
  of	
  the	
  session	
  also	
  talked	
  about	
  the	
  different	
  signs	
  of	
  abuse	
  and	
  trauma.	
  Derina	
  also	
  spoke	
  
about	
  communication	
  with	
  and	
  by	
  children	
  and	
  that	
  there	
  are	
  many	
  issues	
  to	
  consider	
  such	
  as	
  sensitivity	
  as	
  
well	
  as	
  gender,	
  age,	
  cultural	
  differences.	
  She	
  also	
  introduced	
  some	
  of	
  the	
  techniques	
  and	
  tools	
  on	
  how	
  to	
  
communicate	
  effectively	
  with	
  children.	
  It	
  was	
  also	
  highlighted	
  that,	
  as	
  adults,	
  we	
  need	
  to	
  be	
  in	
  their	
  world	
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instead	
  of	
  expecting	
  them	
  to	
  be	
  in	
  our	
  world.	
  In	
  the	
  final	
  part	
  of	
  the	
  session	
  models	
  of	
  psychosocial	
  support	
  
and	
  examples	
  of	
  play	
  therapy	
  were	
  introduced.	
  	
  	
  
Session 4:  Wrap-up and drama therapy  
 
Facilitator:  Dr. Florina Benoit 
 
Dr.	
  Florina	
  taught	
  the	
  group	
  a	
  therapeutic	
  method	
  that	
  she	
  uses	
  in	
  her	
  work.	
  	
  It	
  involves	
  having	
  a	
  client	
  tell	
  
a	
  story	
  that	
  has	
  impacted	
  their	
  life	
  and	
  then	
  having	
  other	
  group	
  members	
  reenact	
  the	
  story	
  as	
  a	
  drama.	
  The	
  
purpose	
  is	
  to	
  provide	
  a	
  client	
  with	
  the	
  opportunity	
  to	
  externalize	
  their	
  experience,	
  and	
  through	
  observing	
  
how	
  their	
  group	
  partners	
  play	
  out	
  the	
  story,	
  gain	
  new	
  insight	
  into	
  their	
  own	
  and	
  other’s	
  viewpoints	
  or	
  
actions,	
  and	
  possibly	
  derive	
  new	
  healing	
  and	
  understanding.	
  Several	
  group	
  members	
  volunteered	
  to	
  
participate	
  in	
  this	
  activity.	
  	
  One	
  group	
  member	
  shared	
  a	
  story	
  about	
  the	
  death	
  of	
  her	
  brother.	
  	
  As	
  she	
  was	
  
telling	
  the	
  story,	
  Florina	
  would	
  ask	
  questions	
  to	
  clarify	
  any	
  ambiguities.	
  	
  After	
  she	
  finished	
  the	
  story,	
  the	
  
other	
  volunteers	
  reenacted	
  several	
  scenes	
  of	
  the	
  story.	
  	
  When	
  the	
  reenactment	
  was	
  completed,	
  Florina	
  
debriefed	
  the	
  original	
  participant	
  and	
  helped	
  her	
  to	
  unpack	
  her	
  thoughts	
  and	
  feelings	
  about	
  the	
  experience.	
  	
  	
  	
  	
  
	
  

Day Three 
 

Session One:  Skills Session- Tools and Techniques 
 
Facilitator:  Professor Jessy and Professor Edward 
 
Professor Jessy opened the session with an icebreaker activity where each group member answered the 
question:  As I entered the room, I felt_______________.  This activity helps participants understand their 
emotions and differentiate between thoughts and feelings.   
 
Professor Edward facilitated a review of mental health and refugees including the definition of mental 
health and a mental health vs. a psychosocial care approach.  He pointed out the stigma associated with 
mental health care and even with the term ÒmentalÓ.  He spoke about how refugees face many 
substantial challenges, but the resources to help them are limited.  He reviewed what the group had 
learned about trauma and defined it as experiences or situations that are emotionally painful and 
distressing and that overwhelms peopleÕs ability to cope.   
 
 
 
 
 
 
 
 
 
 
Dr. Jessy presented some basic helping skills to the group.  
 
Ingredients for a Helping Relationship 
Regard and Respect:  see the client and his/her problems uniquely 
Authenticity:  show interest 
Empathy:  be sensitive and genuine 

Interac(ve	
  Ac(vity:	
  	
  Goats	
  and	
  Huts	
  

Professor	
  Jessy	
  then	
  led	
  the	
  group	
  in	
  an	
  activity	
  where	
  each	
  member	
  of	
  the	
  group	
  had	
  to	
  choose	
  to	
  
act	
  as	
  a	
  goat	
  or	
  a	
  hut.	
  	
  Two	
  individuals	
  formed	
  each	
  side	
  of	
  a	
  hut	
  and	
  one	
  individual	
  crouched	
  
beneath	
  the	
  hut	
  and	
  acted	
  as	
  a	
  goat.	
  	
  On	
  Dr.	
  Jessy’s	
  command,	
  either	
  the	
  huts	
  had	
  to	
  form	
  new	
  huts	
  
for	
  a	
  different	
  goat	
  or	
  the	
  goats	
  had	
  to	
  find	
  a	
  new	
  hut	
  in	
  which	
  to	
  settle.	
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3 Steps in Active Listening 
Hearing- get in the information 
Understanding- comprehend the information in your own way 
Judging- make sense out of the information 
 
To be a good listener… 
React to the speaker (verbal and non-verbal cues) 
Use receptive language 
Look at the person 
Have controlled emotional involvement 
Focus on content (delivery may be out of order or frazzled)   
 
Asking Questions… 
Ask open-ended questions 
Encourage elaboration that opens the discussion to feelings rather than facts 
Use a funneling technique, start broad and then narrow into the topic towards more specific 
 
Characteristics of an effective helper 
Self-awareness of strengths 
Open-minded 
Objectivity 
Trustworthiness 
Interpersonal attractiveness  
 
The group formed a circle and played a game of catch.  Professor Jessy showed us that even though 
throwing and catching a ball seems commonplace to us, we can do it better when we practice and hone 
our skills, just as we can be a better active listener if we prepare ourselves.   
 

Session Two:  Suicide Assessment 
 
Facilitator:  Mr. Shankar  
 
The facilitator shared facts about suicide with the group including that one million people in the world 
commit suicide per year (100,000 in India) and that September 10th is World Suicide Prevention Day.  He 
shared stats about suicide in India including that for every completed suicide there have been five 
attempted suicides.  Most suicides occur between the ages of 15-45, with 15-29 being more common in 
women and 30-45 more common in men.  Populations such as refugees, LGBT, the mentally or chronic ill, 
and drug addicts are especially vulnerable to suicide.  Suicide happens out of hopelessness which can be 
affected by things such as financial problems, loneliness/isolation, and family or interpersonal problems.  
The facilitator shared that in India suicide is punishable which restricts people from openly discussing it 
and results in increased suicide rates.   
 
How can we identify suicidal thoughts and feeling?   

-­‐ Talk in indirect ways or ask indirect questions 
-­‐ You can also ask if someone is feeling suicidal, this will NOT induce the suicidal thoughts 

 
 

Ac#ve	
  Listening	
  Skills	
  

S-­‐	
  Face	
  the	
  client	
  SQUARELY	
  
O-­‐	
  Adopt	
  and	
  OPEN	
  posture	
  
L-­‐	
  LEAN	
  toward	
  the	
  client	
  at	
  times	
  
E-­‐	
  Maintain	
  good	
  EYE	
  contact	
  
R-­‐	
  Remain	
  RELAXED	
  with	
  the	
  client	
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Session Three:  Mapping and Action Planning 
 
Facilitators:  Dr. Gladston and Julia Mayerhofer 
 
Dr. Gladston and Julia invited all the groups to participate in a mapping activity of the refugee mental 
health situations in the contexts that they work in.  The participants split into four groups based on the 
location of their work and presented information on their situation to the group.  
 
Afghanistan, Pakistan, Tajikistan, and Iran 
 
Risks and Challenges 

a) Authorities and officials: NGOs may be questioned about meeting the required expertise to 
provide services 

b) Funding/Resources 
i. Many trained professionals choose to work in INGOs where there is better pay and 

benefits 
ii. Though INGOs may offer funding, due to Xenophobia, people may be less likely to 

participate in services that are funded by international organizations 
iii. Lack of funding affects sustainability of the programs and services 

c) Location  
 
Needs 

a) Mental health education for NGO workers: Mental health professionals such as counselors and 
social workers in addition to doctors and medical personnel  

b) De-stigmatization of the public to mental health treatment: Culturally it may be taboo to seek 
treatment outside of the family or religious institutions (Example: low participation rates in 
mental health trainings due to stigma) 

c) Capacity of Organization 
i. Mental health trainings would be feasible 
ii. Funding is available for research related to mental health 
iii. Outreach to government and development of capacity  

 
Relevant Stakeholders 

a) Clergy 

!"#$%&$'()$!&*+$,"-&")&$#."$/0$1&&*/)2$,3/4/5(*	
  

-­‐ LISTEN	
  TO	
  THEM!	
  	
  	
  
o Through	
  listening	
  to	
  others	
  we	
  help	
  them	
  unburden	
  themselves	
  and	
  help	
  them	
  to	
  analyse	
  

their	
  own	
  thoughts.	
  
o Be	
  aware	
  of	
  body	
  language,	
  tone,	
  verbal,	
  and	
  non-­‐verbal	
  cues	
  

-­‐ Use	
  CARE!	
  
o C-­‐	
  Compassion	
  
o A-­‐	
  Acceptance-­‐	
  accept	
  them	
  as	
  they	
  are	
  without	
  being	
  critical	
  
o R-­‐	
  Respect	
  
o E-­‐	
  Empathy-­‐	
  putting	
  yourself	
  in	
  the	
  other	
  person’s	
  shoes	
  to	
  better	
  understand	
  his/her	
  

feelings	
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b) NGOs 
c) INGOs 
d) Local GovÕt 
e) Tribal leaders 
f) Celebrities 
g) Community leaders  

 
Nepal and Tibet 
 
Risks/Challenges/Needs 

a) Policy gaps 
b) Limited awareness 
c) Lack of standardization of tools and techniques-  most are adopted from a Western context and 

donÕt apply 
d) Lack of sufficient data and evidence 
e) Lack of human resources  
f) Lack of holistic approach 
g) Lack of coordination 
h) Minimal attention of govÕt and donor agencies 
i) Limited resources  

 
Capacity of Organization 

a) Trainings are delivered 
b) Developed culturally appropriate model 
c) Trained human resources within organization 
d) Engagement of govÕt in providing psychosocial care 
e) Pro-activeness of NGOs/International community 
f) Working relationship with key international organization 

 
Relevant Stakeholders 

a) GovÕt of Nepal 
i. Ministry of Home Affairs 

ii. Ministry of Foreign Affairs 
iii. Ministry of Social Welfare 
iv. Ministry of Health 
v. Ministry of Justice 

b) Civil Society/NGOs 
c) International Community  
d) Local Community  

 
Sri Lankans in India 
 
Challenges/Needs 

a) Lack of living space in camps 
b) Domestic violence 
c) Mental disorders 
d) No integration of mental health services 
e) Discrimination against HIV/AIDS affected parents and children 
f) Employment opportunities 
g) Documentation/certificates 
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h) Increase in GBV and suicide 
 
 
Capacity of Organization 

a) Barefoot counselors, health workers, teachers 
b) 472 full and part time volunteers 
c) Maintaining good rapport with the local community 

 
Stakeholders 

a) State and central govÕt 
b) Local agencies and institutions 
c) Sri Lankan govÕt  
d) International community  

 
Sri Lanka 
 
Needs 

a) Human resource professionals: Trained social workers and volunteers 
b) Monetary resources 
c) Infrastructure 

 
Challenges 

a) Military presence  
b) Government restrictions 
c) Trust  
d) Stigma 
e) Traditional beliefs and practices 
f) Adverse effects of medicine  
g) Career development 
h) Awareness 

 
Capacity of Organization 

a) Professionalism 
b) Volunteer Capacity 
c) Advocacy and Networking 
d) Free Health Services 
e) Interpersonal Support Centre 

 
Stakeholders 

a) Government 
b) NGOs, CBOs, and INGOs 
c) Religious Institutions 

 
After the presentations, Julia summarised the mapping exercise and highlighted that many of the issues 
are crosscutting among the different country contexts. This would include: the lack of funding and 
resources, the resistance from officials, limited tools/techniques, lack of coordination, lack of training 
opportunities, lack of holistic approaches and stigmatization.  
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Action planning:  
 
In the last session of the training, participants (in their groups) where asked to identify 3 steps/actions 
that they will undertake as a follow-up to this training. 
 
Sri Lanka: 

1. Development of a community network and recruitment of new volunteers 
2. Training of the Trainers 

 
India:  

1. Organize Training of the Trainers 
2. Organize other capacity building opportunities  
3. Develop community health based approach 

 
Nepal:  

1. Organise a stakeholder meeting 
2. Mapping of available resources 
3. Develop referral mechanism  
4. Organize trainings for stakeholders 
5. Develop loose forum among organizations 

 
Tajikistan, Iran, Pakistan:  

1. Develop materials for cultural context  
 
Julia summarized the session by noting that APRRN is happy to play an active role in strengthening 
mental health projects. Some of the other follow-up ideas suggested where:  
- Developing a training report  
- Sharing training materials and contacts 
- Sharing of other resources that where mentioned during the training 
- Organize a follow-up training  
- Add participants to the Refugee Mental Health Google Groups 
- Conduct micro-level trainings on the national level  
- Integration of mental health into other working groups of APRRN e.g. immigration detention, womenÕs 
issues, legal aid etc. 
 
The training was concluded by the Principal of the college handing over the certificates as well as by final 
remarks from Dr. Gladston, Derina and Julia. 
 
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  



	
   15	
  

Feedback and Evaluation 
 
The training has received very positive comments and feedback from all participants. 97% of the 
participants rated the training as either good (30%) or very good (67%). Sessions that participants found 
very useful include self-care, trauma/introduction to refugee mental health as well as the breakout 
session on working with vulnerable adults and children. Participants suggested to have more training 
days, include more practical aspects, organize field trips and include more interactive elements such as 
group work and role play. Out of 25 participants, 22 stated that they would recommend this training to 
colleagues. Over 90% of the participants stated that they found the training useful for their own work and 
can apply it. Majority of the participants also noted that they think there is a need for follow-up trainings 
with a closer focus on thematic issues such as specific tools, trauma and suicide, skills, working with 
children, counseling skills. The suggestion to organize micro level trainings in each context also came up.  
 

Quotes from participants: 
 
“The training consolidated and refreshed my knowledge on the subject. Good mix of theoretical and practical 
knowledge.” 
 
“The skills session provided me with many useful knowledge required for working with refugees.” 
 
“Self-care was very well facilitated, thorough, and accessible.” 
 
“This will improve knowledge and experience because the training is interactive and has participants from 
different cultures.” 
 
“Strongly recommend for those working with refugees especially health workers in camps to extent more 
effective mental health services.” 
 
“This training gave me more insights about mental health issues.” 
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Appendices  
Agenda 
 

Day 1 Topic Speakers 
9 – 10.30 AM Opening session 

Welcome remarks 
Objectives of the training 
Introduction of participants 
Expectations Gathering  

Julia Mayerhofer  
Ashok Gladston Xavier  
Derina Johnson   

10.30 – 10.45 AM Coffee break 
  

 

10.45 AM – 1 PM Introduction to refugee mental health: 
 - What is mental health? What is the importance 
of psychosocial services? 
- Prevalence of mental health disorders in refugee 
populations 
- An overview of common mental health disorders 
found in refugee populations (depression, anxiety, 
somatization, psychosis, PTSD) 

Dr. K. Sekar 
 

1 – 2 PM Lunch break  
2 – 4 PM Trauma:  

- What are traumatic experiences? 
- Difference between stress and traumatic stress 
- Mental health risks (and exposure to trauma) for 
refugees during the different phases of mobility 
- Consequences of trauma on memory, coping 
strategies, mood state, and disclosure issues 
- Why these issues are important in working 
with/for refugees and asylum seekers  
- Benefits of integrating mental health principles 
and perspectives in legal and social interventions 
with refugees and asylum seekers 

Dr. K. Sekar 

4 – 4.15 PM Coffee break  
4.15 – 6 PM Panel discussion:  

Different perspectives of mental health 
professionals from South Asia  

 

Day 2   
9 – 11 AM Self-care:  

- Concepts: compassion fatigue, burnout etc. 
- Predictors of compassion fatigue, burnout 
- Strategies for self-care 

Dr V. Joseph Xavier 

11–  11.15 AM Coffee break  
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11.15 – 1 PM Continuation of the previous session  
1 – 2 PM Lunch break  
2 – 4 PM Breakout session 1: Understanding and 

developing child-centered psychosocial 
approaches with vulnerable children 
 
Breakout session 2: Understanding and 
developing community based mental health 
approaches with vulnerable adult populations 

Derina Johnson  
 
 
 
 

4 – 4.15 PM Coffee break  
4.15 – 5 PM Reporting back from the breakout session and 

wrap-up 
Dr. Florina Benoit  

Day 3   
9 – 12 AM Skills session: 

Basic skills and case studies on listening, 
interviewing and intervention skills 

Professor Jessy and Professor 
Edward  
 

12 – 1 PM Suicide assessment:  
Warning signs, risk factors, protective factors, and 
intervention 

 

1 – 2 PM Lunch break  
2 – 4 PM 1. Mapping exercise (to identify and assess 

beneficiaries, capacity, challenges, stakeholders 
and available services in each country) 
2. Group discussion session on sharing of 
experiences, best practices, and challenges.  

APRRN team 

4 – 4.15 PM Coffee break  
4.15 – 6 PM Drafting of action plans APRRN team 
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Participant list 
 

First Name  Last Name  Organization  Country  

Pokharel Tika Ram PPR Nepal Nepal 
Laxman Lamichhane N/A Nepal 

Muhammad Zeeshan Adhi 
Forum for Human Rights Law and 
Policy (FHRLP) Pakistan Pakistan 

Rajendra Ghimire PPR Nepal Nepal 
Natasha Warcholak N/A Tajikistan 
Sinnathamby Sooriyakumary OfERR Ceylon Sri Lanka 
Sinnaiyah Ramesh OfERR Ceylon Sri Lanka 

Judy Ramesh Jeyakumar 
Psychiarist, Base Hospital, 
Valachchcani, Batticoloa, Sri Lanka Sri Lanka 

Aruljothy Kanagasingam Health Department, Sri Lanka Sri Lanka 
Somasundaram Jeyachanthiran OfERR Ceylon Sri Lanka 
Kanthasamy Jegatheeswaran OfERR Ceylon Sri Lanka 
Wais Aria Tabish Organization Afghanistan 

Suraj Koirala 
Transcultural Psychosocial Organization 
(TPO) Nepal  Nepal 

Soundararajah Kokularajah 
Mental Health Rehabilitation Center, 
Mavadivembu, Batticaloa, Sri Lanka Sri Lanka 

Mitra Behnam Mojtahedi  HAMI Iran 
Nadarajah Subramaniyam OfERR India India 
Simon Joseph Loyola College India 
Dileepan Koneswara Thasan OfERR India India 

Lhapka Tsering 
Department of Health, Central Tibetan 
Administration India 

Derina Johnson Burma Border Projects Thailand 
Thanalaxmy   OfERR India India 
Paramita Bhowmick NIMHANS India 
Mayuran   OfERR India India 
Feda Mohammad Ahmadi Tabish Organization Afghanistan 

 
 
 
 
 


