
WK311 Training Peer Counselors
Jean-Baptiste Mikulu, PhD, The Center for Victims of Torture, Community Mental Health Project, Guinea 
CVT Mental Health Projects in West Africa: 

An Intensive Training Model for Developing Refugee Psychosocial Peer Counselors

Summary

Intensive, supervised training gives refugees living in camps in Guinea the skills they need to provide mental health services as peer counselors to their own community. This training model gives real-world experience to the peer counselors while providing high-quality services to people in need of psychological assistance. The model combines theoretical training with practical experience, supervision, monitoring and follow-up. While refugees receive counseling and therapy services from trained mental health professionals, the peer counselors (PSAs or Psychosocial Agents) learn psychological concepts and their practical application through observation and modeling. The model is well received by the community in both refugee and repatriated communities (the project also operates in Sierra Leone). Once peer counselors are adequately prepared, they are able to run their own counseling sessions with limited supervision by the professional staff, while they continue to receive additional training on a rotational basis, working side by side with the professional staff to gather additional experience with a range of mental health issues and problems. The most promising peer counselors take on many of the same responsibilities as the professional staff, providing leadership and training to others. The Center for Victims of Torture currently has approximately 120 peer counselors in training in West Africa. In addition to providing much-needed mental health services to the community, these peer counselors become a significant resource to their community. 

Context: a Decade of lawlessness in West Africa 

West Africa has been burning since a decade with continuous civil wars in both Sierra Leone and Liberia and now Ivory Coast, with an impact on the neighboring Guinea. Such fighting resulted in massive atrocities and human rights abuses and violation. People have suffered significant human rights abuses.  Virtually universal experience of political rape, mass intimidation of villages and towns through violence, killings, amputations and other physical injuries, forced labor, and abductions, forced recruitment of children. — and the repeated nature and intensity of threats toward non-combatants — have left the populations skittish, fearful, and hopeless.  The sense of lawlessness and the breakdown of normal societal rules did create an anything-goes mentality.  Civilians have been more specifically targeted and a huge percentage of the population did have no choice than seeking an exile in neighboring countries, and mostly in Guinea for its stability. During this period, Guinea has hosted in its Forest Region more than five hundred thousands refugees from Liberia, Sierra Leone and Ivory Coast. The latest census provides an approximate figure of about 100.000 refugees in Guinea.

As refugees fled their home, they were forced to spend many days and nights in forest - often with limited or no food and water - in order to cross the border to the safety.  When they finally crossed the border and were placed in a camp, furthermore, many started experiencing another set of challenges.  The initial feeling of gratification for having escaped the imminent threats soon diminishes and uncertainty of future starts to bring constant worries.  Once their bodies and minds get out of “emergency flight” mode, moreover, many refugees start re-experiencing past traumas through nightmares, flashbacks, and intrusive memories.  For example, CVT interactions with Liberians in both Guinea and Sierra Leone reveal that well more than half the refugee population is suffering from heightened depression and anxiety as a result not just of their refugee status but because of specific torture and torture-like human rights abuses.  

Sierra Leone has got some stability since two years and most of refugees and displaced people have gone back home. Life is restarting, but the wounds from the “ten year-conflict” are still present in mind and people need assistance to be healed in order to rebuild a real and peaceful new community. Liberia has started its transition, even if pressure from the international community to repatriate tens of thousands of refugees from the neighboring countries had  instantly and significantly increased, with the subsequent inflation of  anxiety.  

For many individuals who are practically immobilized by their feelings and symptoms, anticipation of and actual return to the land where they witnessed and experienced unspeakable atrocities without sufficient supportive mechanisms can be devastating.  Many individuals are unable to function normally within their communities or to contribute effectively to their family’s well being.  The general population further suffers from a sense of hopelessness and chaos, unable to see beyond their current predicament toward building their futures.  Camp residents with whom CVT has worked report regularly that community cohesion and cooperation are far below normal levels.  Rebuilding communities will happen in part because traumatized individuals are able to return to normal community life.  They have to be able to participate in the rebuilding process of their community if the home they return to is indeed going to be their home where productive lives can develop.  

CVT’s programs are designed to provide the beginnings of a long-term structure that can help to address the overwhelming Mental Health challenges the country will continue to face.  
CVT in rebuilding West Africa

· From Minneapolis to West Africa

The Center for Victims of Torture is a non-governmental organization based in Minneapolis, Minnesota.  Founded in 1985, CVT was one of the first organizations in the United States to be dedicated to providing care and rehabilitative services to victims of politically motivated violence and torture.
   
CVT has, since its establishment, become an internationally recognized provider of psychosocial training and direct services. CVT started providing services in West Africa to Sierra Leonean refugees in Guinea in 1999. He extended operations in Sierra Leone in 2001 to accompany the repatriation and sustain those who were receiving services, with an already trained group of PSAs (Psychosocial Agents), mental health paraprofessionals. The program in Guinea switched to a Liberian program and is currently training and providing services to severely traumatized Liberian while training other PSAs.
 
CVT is currently exploring ways of building more integrated programs for West Africa including Guinea, Sierra Leone and Liberia.

CVT Goals and Objectives

Problem to address: 

Recovery of Severely Traumatized Survivors of War atrocities and Torture for their better functioning. 

CVT’ s clinical goal is to return adult and child victims of trauma and torture to a normative functioning state through services provided by professional and paraprofessional mental health staff, enabling them to effectively function in their communities while in refugee camps and after returning home. 

Strategy: 

Community Capacity building through a long and intensive Real-world experience training of people from the community as mental health provider for immediate and long-term responses. 

CVT’ s Training goal seeks to build capacity in Mental Health and severe Trauma Treatment within the population, through the intensive and continuous training of refugee paraprofessionals, who will serve in the long term to strengthen general knowledge about mental health in the general population and will leave in place the beginnings of a mental health and trauma-recovery human infrastructure for the country. 

CVT has two overarching and interconnected goals, encompassing both clients’ interventions through Treatment for the recovery of Trauma Survivors in the community and the capacity building for the local population. The long-term vision of CVT is to simultaneously build awareness and provide counseling and related services to torture and severely traumatized clients among the community currently residing the camps, while training a corps of paraprofessionals (PSAs) skilled at dealing with many of the mental health problems that exist.  CVT’s model is based fundamentally on experiential training, matching skilled mental health clinicians with PSAs from the communities in which they will serve.  This intensive modeling strategy gives real-world experience to the PSAs while providing high-quality services to the target population.  

By employing local Para-professionals, and incorporating their input, CVT also try to ensure that the provision of these mental health services are culturally and contextually appropriate for the population.  


Training Curriculum
Current training curriculum developed in West Africa comprises four main categories of trainings: 

· Initial introductory trainings, 

· Advanced/Specialized Trainings, 

· TOT Training and 

· Ongoing Clinical Supervision:  live, on-site supervision

Initial introductory Trainings

Newly recruited PSAs have three days orientation training about CVT and their expected role in the organization for their community. All clinicians are involved, and it is also an opportunity for the management to get in touch with the potential trainees. 

Since two years and having learnt from experience, PSAs are invited to attend a one-week training, they go to the field and come back after two weeks for the completion of the basic trainings. This gives them the opportunity to be confronted with the reality on the ground, and for the newly recruited people to get in touch with their peer who have some more working experiences.

· Orientation Trainings (15 to 20 hours) Provides general information and knowledge about the work PSAs are going to do: 

· Introduction to CVT and Job Duties,
·  Interpreting in Counseling, 
· Observation Skills, (including practice components).
· An intensive two-week Basic Training (36 to 50 hours)

Basic Training- This intensive 2-week training focuses on sharpening awareness on the general principles of counseling, specific group theory and practices and individual counseling skills. Modules are integrated with practice exercises and provide grounding in basic counseling theory and practice including the following topics: 

· Defining Torture and War Trauma,

· Psychosocial Effects of War,

· Basic Principles of Trauma Theory and Counseling,

· Introduction to Communication Skills, Questioning Skills,

· Home Visitation Skills, 

· Empathy, Coping, 

· Brief Counseling, and Problem-Solving in Counseling, 

· Counselor Self-Care, 

· Community Sensitization, 

Advanced Training /Specialized Training

These bi-monthly skills building trainings contribute to build more skills and focus on more practical skills. They are organized periodically as responses to problems and difficulties occurring during clients’ treatment. This category include following topics:

· Introduction to Problem Identification, 

· Introduction to Professional Ethics, Confidentiality and Boundaries
· Grief Counseling, 

· Self-Care: training focused on increasing awareness in identifying and addressing the signs of secondary traumatization in working with survivors of violence and trauma.
· Clients’ Assessment:  Skill-building Workshop: how to conduct a sensitive clients’ assessment without being perceived like a Clark
· Evaluation and Data Collection
· Individual Counseling Skill-building Workshop:  basic counseling principles and the application of the crisis intervention model in the camp context. In small groups, practical exercises designed to draw on their own experiences in help-seeking to delineate helpful principles and then to apply those in case role-plays.

· The Trauma of Rape: training exploring the range of reactions and coping survivors of rape and sexual violence may exhibit and counseling approaches to address these.

· Community Sensitization: Exploration of community mass education techniques, including an introduction to the “problem-posing” method of community education/outreach and involving practical application of the method.

· Basic Mental Health: training providing an overview of psychopathology to increase awareness of basic categories of mental disorders with the following topics: History Taking, Mental Status Exam, Thought Disorders, Mood Disorders, Anxiety Disorders, Sexual Disorders, Substance Abuse, Developmental Disorders, Learning Disorders, Psychosomatic Disorders, Dissociative Disorders, and Cognitive Disorders.

· Adult Assessment: theory and practice with exercises to increase assessment skills in administering CVT’s comprehensive initial adult intake to clients utilizing clinical sensitivity and skills.

· Assessment and Intervention with Suicidal Clients:  focused on how to assess suicidal thinking and intention and explore practical ways of a crisis intervention to keep clients safe.

· Child Development & Assessment: theoretical and practical exercises to enhance understanding of child development, the effects of abuse and trauma and therapeutic principles and strategies to help children heal.

· Sexual and Gender Based Violence: definitions of different types of gender-based violence, referral system and resources within the community and camp contexts. 

· Case Studies: Training focused on documentation and write up of torture-related cases.

· Treatment Planning and Guidelines Review Training: Trainees are presented with a synthesis of session guidelines and materials to aid them in developing their treatment planning skills and planning sessions. 
· Use of Music in Trauma Groups: Brief historical and theoretical presentation on the use of music in healing. Description of culturally significant songs for possible use in treatment groups, their categorization into relevant subject areas. Validation of their potential therapeutic value.

· Principles of Trauma Treatment focused on:

· Review of the concept of psychological trauma  

· Discussion of the physiological effects of trauma (e.g., vigilance, irritability, startle response, etc.) 

· Exploration of the practical problems that result from living in a state of hyper arousal  

· Exploration of possible treatment approaches; interpersonal/ relational effects of war trauma and treatment approaches for relational damage.  

· Emotional problems that can result from war trauma,

· Treatment approaches to address these difficulties.  

· How to respond to clients’ disclosure of traumatic material, as well as how to deal with depression, guilt, shame, and anger.  

· Underlying principles of counseling traumatized clients, such as “dosing”
 

· Importance of helping clients put into words the terrifying, incomprehensible events 

· Sequencing of sessions, for example the importance of establishing sufficient safety and trust before entering into the trauma history 

· Concept of the “wounded healer
“ and the differing connotations of the words “victim” and “survivor”, and the process of helping clients move from being “victims” toward being “survivors”.

TOT Training

Specialize in building teaching (didactics) and communication skills for the PSAs to be able to reach the community target groups like teachers, community leaders, and religious leaders. 

PSAs are invited first to observe those trainings done by professional clinicians, and they participate in the logistics. After this, they take some topics to help clinicians, before being able to do it by themselves in front of other PSAs first, and then in the community. PSAs organize internal trainings in order to demonstrate their mastery of the topics and the teaching processes in CVT campuses. Current trainings include and are not limited to: 

· Understanding Trauma and Substance Abuse: relationship between trauma and substance abuse; basic information about the effects of drugs and alcohol abuse; pathways to recovery. 

· Training of the Trainers on Psychosocial Effects of War on Children, The Effects of War Trauma on Learning & Classroom Participation and Strategies for More Effective Classroom Management.
· Religious Leader Training focused in the role of religious leaders in healing traumatized communities.

Ongoing Clinical Supervision:  live, on-site supervision

Clinical supervisions ensure daily practical training under the direct guidance of the professional Clinician or a senior peer PSA (Advanced and Senior Counselor PSA).  Intensive supervision is the cornerstone of the development of PSAs. This is the most important part of the training that contributes to build real skills. As such it is done on a daily basis by international expatriate mental health staff. PSAs start by observing the clinician while working as interpreter, and then are gradually involved in clients’ identification and assessment, home visitation, data collection and case management and group facilitation. 

There is a daily learning interaction between the clinician and PSAs. Individual and group supervision is provided before, during and after the groups’ facilitation, weekly group supervision and debriefing sessions. PSAs have opportunities to observe ask questions about different processes and their rationale in order to be able to adjust themselves into the context.
The current ratio for supervision is of 10 PSAs by Clinician. A clinician is based for three to four months in Center help PSAs and clients during an entire counseling cycle before switching to another center. In that way, PSAs can be expose to various individual approaches from one clinician to another, each of them having a specific back ground and experience in working for the rehabilitation of trauma and torture survivors.

PSA Job Requirements and Specific Criteria for Determining Fulfillment of Requirements:

· Group Facilitation Skills 

· Individual counseling skills

· Developing Group Guidelines,

· Developing Empathic Responses, 

· Using Clinical Skills in the Community, 

· Group Facilitation Skills
PSA Job Elements and Measures (Performance Criteria):

Demonstrates Clinical Competence as a Group Co and Facilitator:

Demonstrates psychological insight. Is emotionally available and open.

· Maintains an atmosphere of safety and protection

· Expresses empathy for clients.

· Greets and welcomes clients warmly.

· Demonstrates good listening skills.

· Encourages client self-expression

· Communicates clearly and coherently.

· Engages in appropriate self-disclosure

· Learns clients’ names by the end of the second group session.

· Appropriately prepares for sessions in terms of physical supplies and materials.

· Appropriately prepares for sessions in terms of coordinating with co-facilitator.

· Appropriately prepares for sessions in terms of mastering the session content (i.e., is able to articulate the topic, reasons for the topic, is ready to relay information to clients, etc.).

· Is aware of affect (emotion), and is able to tolerate emotion within self and others, accurately names feelings.

· Is sensitive to clients’ feelings.

Appropriately demarcates the beginning and end of a session (i.e., makes clients feel welcome at the beginning, introduces the themes for the session, lets clients know when it is almost time to stop for the day, etc.)

Manages group dynamics to ensure a respectful climate for all group members

· Interacts respectfully and appropriately with co-facilitator and interpreter during sessions

· Manages time appropriately

· Is able to maintain focus, or to redirect when the group’s focus is becoming lost

· Is able to correct or intervene in problematic group processes

· Sets limits appropriately during sessions

· Manages the timing, pace, and content of disclosure of trauma so that group members are not overwhelmed or re-traumatized

· Notices when the group is becoming bored and is able to extemporaneously re-direct as needed.

· Shows capacity for naturalness, spontaneity and emotional engagement/responsiveness with clients (i.e., does not present in a mechanical, “stiff” way)

· Manages transitions within sessions appropriately

· Maintains the interest and engagement of group members

· Attends to the group-as-a-whole (e.g., does not permit one or two members to monopolize group time, notices and invites participation from silent members)

· Manages distractions

· Ensures that at the end of the session, clients are emotionally prepared to end the session and go back out into the camp (i.e., does not end sessions with clients in a state of acute distress, knows how to close down a session appropriately)

· Notices when an intervention is not working effectively and is able to adapt or ask for help.

· Facilitates interaction among group members and facilitates the giving and receiving of support among group members (i.e., does not limit the interactions to dyadic ones between self & client)

· Is able to notice process and to make process comments during sessions
· Accurately presents psycho educational content and info about CVT

· Understands how to link a sequence of sessions so that there is a coherent flow; when designing a session, builds on previous session’s work and incorporates it into new session
· Understands how to link components of a session within a session coherently
· Appropriately differentiates levels of intervention needed for particular cases in response to concerns that arise in the session (i.e., group, parent-child, family, case management)

Ability to Conduct and Lead a Group: 

· Self-monitors ratio of own contributions vs. contributions of clients (i.e., does not use up an excess of session time and gives adequate time for clients’ expression)

· Is authentic and genuine.

· Expresses caring toward clients during sessions.

· Demonstrates creativity and initiative during sessions.  

· Is comfortable and confident in the counselor role

· Is able to convey his or her physical and emotional presence during sessions

· Maintains confidentiality.

· Shows good judgment and ability to make wise decisions regarding client needs during sessions

Ability to identify and manage clients

· Identifies and assesses clients in an appropriate and timely manner.

· Interacts with potential clients in an engaging manner.

· Demonstrates energy, effort, and initiative in seeking out potential clients.

· Maintains contact with potential referral sources so as to bring in new clients as needed

· Monitors and follows up with clients to ensure good attendance at sessions.
· Follows up with clients who are absent so as to encourage renewed participation.
· Reliably shows up for sessions.

· Appropriately arranges coverage by colleagues before going on leave or when it is necessary to miss a session for medical or personal reasons.

· Engages in adequate self-care so that during sessions, s/he is physically and emotionally ready to lead.

· Clearly and reliably communicates to clients any changes in the scheduled day or time of sessions.

· Asks for assistance in a timely manner when s/he is having difficulty conducting a group.
· Reliably shows up for supervision and participates in supervision with attention and effort.

· Maintains positive and trustworthy relationships with clients so that clients continue to be interested in attending the group.

Evaluation and promotion

Evaluation: 

Evaluation is considered as a tool in the learning process of PSAs.  There is an evaluation form (under revision presently) that uses about 40 criteria  (5 clusters) on a 5-point scale to determine job performance and is also used for promotions. PSAs are evaluated by their primary supervisors approximately every four months during employment. Main categories are: Clinical Skills, Leadership Qualities, Learning Abilities, Personal Qualities and … 

All Supervisors confront their opinions before discussing with PSAs. An evaluation feedback is given to PSAs by the supervisor highlighting the strength, areas for improvement and the weaknesses.

Promotion: 

CVT West Africa had determined six levels in the PSA status (under revision). For those PSAs who have been able to perform well enough and have been evaluated by their Clinical supervisor, there is a scale for promotion going from the initial level of Beginner 1 (recruitment level) followed by Beginner 2, Intermediate 1 and 2, Advanced and the Senior Counselor. Level is the highest. In general, an Intermediate 1 can run group by himself, and both Intermediate 2 and Advanced PSAs can supervise the B1 and B2. Advanced and Senior Counselors can work more independently with the clinician, but it is unfortunate that CVT has not been able to keep people at that stage. They just leave for better-paid jobs. 

� i.e., helping the client to undergo a controlled, predictable exposure to the painful material and gradually become able to tolerate the traumatic memories, thereby neither allowing the client to avoid the painful material completely nor exposing clients to an excessive amount of painful material that overwhelms their coping resources


� i.e., the idea that some trauma survivors, if they have been able to activate within themselves a capacity for self-healing, can then summon this capacity in order to contribute to healing others
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