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Executive Summary

What we now refer to as interventions to promote psychosocial well-being did not begin with the advent of psychological practice, but are the formalization of traditional and historical care giving practices, often informed by developments in medical and social sciences.  The interest in these interventions is increasing as the impacts of conflict and the HIV pandemic have stretched the capacities of many communities around the world, and particularly in Africa, to provide what is needed to promote the well-being—physical, psychological, social and spiritual-- of their children.  The development of programming specifically to promote psychosocial well-being has tended in two directions—one focusing on the impact of HIV/AIDS on children, and the other focusing on the impact of armed conflict on children.  To date, the interaction between the two areas of work has been limited, and much of the work has developed in relative isolation, without the opportunity for sharing and cross-fertilization.  

Organized by the UNICEF East and Southern Africa Region (ESAR) office and the Child Protection section of UNICEF Headquarters in New York, a UNICEF Psychosocial Expert Consultation was held in Entebbe, Uganda June 22 – 24, 2005.  It intended to bring together psychosocial practitioners from conflict and HIV/AIDS settings for a sharing of lessons that may further the work of promoting psychosocial well-being of children facing adversity.  The process sought to identify the differences and, more importantly, the commonalities of working in these different contexts in order to move towards an articulate of common principles and approaches, and consensus on what constitutes good practices.  The final step in the process was the identification of next steps to move the dialogue forward and enhance our strategies and interventions in psychosocial practice.

The participants were drawn from several development agencies, academic institutions, NGOs, donors, and from the Ministry of Gender, Labor and Social Development, Uganda.  Plenary presentations by experts in the field set the foundation for reflection and discussion, providing an overview of conceptual framework and definitions, and providing psychosocial support in contexts of HIV/AIDS and conflict.  Information presentations were also made on particular initiatives such as the Psychosocial Working Group, the Regional Psychosocial Support Initiative (REPSSI), the New Materials Development Initiative, and post-tsunami psychosocial response in Sri Lanka.

The majority of the discussion took place in small breakout groups around key themes that had been identified in the preparatory literature review and analysis, specifically on the themes of: Care and Protection of Children without Parental Care; Working With and In Communities; Youth and Adolescents; The Role of Education; and Measurement and Evaluation.  The cross-cutting issues of Gender, Stigma & Discrimination, Participation, Culture and tradition were considered by each group, which was tasked with identifying key issues in providing psychosocial support, challenges and successes in implementation, recommendations on good practices, relevant documentation, commonalities and differences between the work in conflict and HIV/AIDS affected contexts, and how people are learning and sharing experiences?  

The last exercise of the consultation was to identify capacity-building needs and strategies, and work towards the development of an Action Plan to further the dialogue and implement some of the recommendations made by groups.  Groups addressed the question from the international, regional and national level perspectives, with the large number of Uganda representatives forming their own group.

While one presentation noted that in work in complex emergencies until recently it had been possible to claim that “psychosocial intervention remains characterized by a lack of consensus on definition, goals, strategy and best practice,” (Dr Alastair Ager, Psychosocial Working Group presentation) the following points emerged from the literature review as similarities in approaches to programming for children affected by conflict as well as that for children affected by HIV and AIDS, and were reiterated throughout the consultation:

· Rights Based Approach

· Early response and prevention

· Community based, build on community strengths within socio-cultural framework

· Assess, monitor, and evaluate

· Child and community participation

· Longer term developmental approach, even in emergencies

· Access to basic services for broader community in need, not only targeted group

·        Co-ordination with Govt. NGO and UN partners
There are, however, tensions in terms of the definitions and frameworks in psychosocial programming. The lack of consensus may relate to the diversity of approaches inherent in mental health and social sciences fields generally.  It was noted that psychosocial support work, however, should allow for creativity and choosing of best methods for particular contexts, problems and populations. The tensions emerge from the different approaches and methodologies used in delivering psychosocial assistance, e.g. community/large populations versus individual, trauma/medical versus resilience/strengths, addressing psychological needs versus social needs, and in addressing cultural relativity versus universality.  There was consensus that the focus should be on the community, as a child's needs are found and fulfilled within the community setup. There was also concern that in targeting individual children there is a risk of focusing only on certain categories of vulnerability which can increase stigma and lead to missing broader context of vulnerability. Psychosocial support services already do exist in the communities, as the communities have always had their own in-built mechanisms for dealing with various challenges, difficulties and disasters that they face.  Therefore PSS programmers should build upon already existing PSS services in the communities, as opposed to bringing in (or imposing onto the communities) new ideas and approaches altogether. A comment was made that psychosocial actors should always ask themselves what it is that they have left behind with or for the community even long after they complete their programmed PS interventions.  Is it the skills imparted after conducting training, or has the community developed resilience traits, for example?

Definitions of psychosocial support put forward by presenters included the following:

Psychosocial support strives to alleviate existing stress and strengthen coping mechanism.  ‘Psychosocial’ refers to the dynamic relationship that exists between psychological and social processes, each continually influencing the other. (Marie de la Soudière)

PS wellbeing is essential for children's survival and development, especially in enduring difficult circumstances.  Children affected by HIV/AIDS endure the loss of caregivers, livelihoods and health.  Many suffer deprivation, overwhelming loss and grief, upheaval, discrimination and social exclusion.  PS care and support includes interventions that assist children and families to cope.  They enable children to experience love, protection and support that allow them to have a sense of self-worth and belonging.  These are essential in order for children to learn, develop life skills, participate fully, and to have faith for the future.  Support for children's PS well-being is a key investment in human capital because it underpins all other processes for the long-term development and stability of societies.  (From the Bernard van Leer consultation, Johannesburg, November 2004, presented by Dr. Leslie Snider)

One of the presentations, by John Williamson, questioned whether it is useful to consider psychosocial intervention as a field of work, because it is impossible to define just what it includes and does not include, and that it is more appropriate, instead to focus on what is needed in a given situation for people to achieve an adequate level of well-being.  Arguing that psychosocial issues are integral to broader well-being, a multi-sectoral and integrated approach to providing psychosocial support was stressed, and a focus not on defining what constitutes a psychosocial intervention, but instead on a focus on the outcome of psychosocial well-being.  This point of view drew some criticism, with some participants asking for clarity and specificity on what can be referred to as psychosocial programming and some insistence that it is a defined sector of such. In his closing remarks, Manuel Fontaine of UNICEF addressed this tension by noting that we need to recall that decisions have been made by generalists.  Therefore we need to help the generalists in making the decisions.  One of the ways to do this is by trying to be clear in our communications and interventions and programmes.  For example, as much as education, health intervention, etc have a PSS component, there are other activities that are specifically psychosocial, these are the activities that we need to clearly articulate.  

While each of the key themes was discussed and presented in detail that is outlined in the main body of this report, some pertinent issues were reiterated throughout the consultation, including participation, scale up of programming and measurement and evaluation (which was a thematic area for group discussion but arose as an important aspect of all thematic areas).  The participation of children, youth and community members in assessment, design and implementation of psychosocial program interventions was stressed in terms of promoting well-being and developing sustainable interventions.  Currently the scale of interventions promoting psychosocial well-being does not come near meeting the need, but the challenges of scaling up are daunting.  One presenter suggested that the answer to the challenge/issue is to impart to the communities the knowledge of "how" to do interventions, rather than donors (and other NGOs) actually doing or carrying out the interventions.

The lack of empirical data on psychosocial support needs and the efficacy of current interventions was a recurrent theme throughout the consultation.  Tensions in the field around the application of (primarily) Western-developed scales and tools were discussed, and the need to promote culturally-relevant qualitative methods emphasized.   Various levels of monitoring and evaluation were discussed—monitoring care provided within families; measuring results and long-term impact; costing interventions—and the need for age & gender desegregation of data stressed.  The measurement and evaluation group also recommended that all psychosocial measurement should be integrated as far as possible into existing national M&E frameworks for OVC, (national plans, HIV/AIDS national framework, PRSPs, etc).

The consultation ended with group work at international, regional and national levels (with Uganda as a separate grouping) brainstorming action points to follow up the consultation.  There was agreement that an important process had begun and warranted follow up.  Recommendations included:

· Ensure IASC committee guidelines on HIV/AIDS include PSS 

· Develop inter-agency guiding principles on PSS care and protection

· Develop checklists on how to ensure attention to PSS concerns within in other sectors with a role to play vis-à-vis children in crisis; as well as those which should be discouraged

· Collect/collate/ synthesize good practices in both the categories listed above

· Facilitate the creation of fora for information exchange 

· Global or northern professional associations – to make their own standards for their members (useful for ensuring buy in amongst those most likely to take approaches outside accepted practice of development agencies)\

· PSS regional proposal development: regional strategy incorporating standardized definitions, approaches, programmatic good practices and tools, training protocol and timetable, Technical Assistance support to partnerships and focus countries

· Explore with regional and country-level experts the establishment of regional PSS support network and coordination mechanism: Involve academia, Technical Assistance institutions, Community Based Organizations, Government and Donors

· Including a repository of documents and tools/web based resource

· Mapping and analysis exercise of PSS support agencies, country level coordination mechanisms and roles

· State of the art review of PSS support programme good practices (in ESAR region)

· State of the art review on measuring PSS interventions (in ESAR region)

· Definition of resource availability and mobilization process

· Specific linkage integral to National Plans of Acton (NPA) implementation and development
· Decompartmentalize Psychosocial Support (PSS) interventions.  The need to go beyond the Child Protection/sector boundaries 
· Create a common understanding of PSS.  Make efforts to have a consensus on the definitions of intervention, impact, and monitoring and evaluation.
· Document and share lessons learnt (successful/unsuccessful)

Agree on a broad minimum package/set of interventions to guide country offices through an inclusive process including FAQs

· Create, facilitate/strengthen in-country inter/intra agency PSS working Groups

Bridge the gap between academicians and the practitioners

· Develop, and agree on PSS monitoring indicators. Monitoring indicators vary from level to level i.e. (household/family level, community level, institutional level and national level).  It is recommended to start from existing knowledge and experiences e.g. make use of work done in Northern Uganda, or by World Vision, Uganda, for example.

· Dialogue with all partners to develop common framework for PSS, principles; guidelines, coordination mechanisms and systems. (Uganda plan)
· There is need for coordination between HIV/AIDS, conflict and other context based PSS interventions in Uganda.  The focus has mainly been in conflict related areas
Organizers of the Consultation have already undertaken initial steps for some follow up action, with the development of an ESAR proposal for psychosocial program capacity-building.  An ECHO-funded psychosocial staff position is also being filled at UNICEF Headquarters, and will provide technical guidance for policy and program development, as well as conduct training for UNICEF staff.

Consultation Objectives and Expected Outcomes

The Entebbe Consultation was a response to the need by a number of agency partners concerned with the provision of psychosocial support services, the rights and protection of children affected by HIV/AIDS and also children affected by armed conflict to come together for exchange of experiences, lessons learnt and mapping out a way forward on issues of programming and approaches.  The consultation had a strong emphasis on issues and programming in the African region, but literature and lessons from around the world were drawn in to further inform the process.  

The overall objective of the consultation was:

With a view to the commonalities and differences in programming and approaches, identify key issues and lessons learned from psychosocial support work in both areas of children affected by armed conflict and children affected by HIV/AIDS in order to promote more active collaboration among practitioners and researchers and to provide more practical and integrated guidance on psychosocial programming.  

Expected outcomes of the consultation:

1. The establishment of contacts across the two sectors of programming, and the beginning of a dialogue to promote learning, cross fertilization, and ongoing exchange. 

2. A report detailing the key issues and lessons learned that are applicable in relation to both issues, an action plan for further developing the dialogue and active collaboration between researchers and practitioners, and strategies moving toward an articulation of good practices relevant to both fields. 

3. Identification of key resource materials addressing psychosocial issues relevant to both these areas of program activity.

Consultation Agenda, Facilitation and Attendance.

There was a total of 50 registered participants.  The participants were drawn from several development agencies, NGOs, donors, and from the Ministry of Gender, Labor and Social Development, Uganda.  A list of all participants with their respective organizations and contact information is found in an Annex at the end of this report.

The consultations started on Wednesday the 22nd June and continued through to Friday the 24th June, 2005.  The first day was marked by keynote opening speeches delivered by UNICEF Country Representative for Uganda and the Director of Ministry of Gender and Social Services, Uganda.

The basic set up of the meetings for each day was plenary sessions mostly in the mornings and small group discussions mostly in the afternoons of Wednesday and Thursday.  During the initial plenary sessions selected expert presentations were made after which there were open-floor discussions whereby participants would ask questions or give comments regarding the topic presented.  The selected topics of expert presentations during plenary sessions were:

1. Overview of Consultation & Background Paper

2. Definitions and Conceptual Frameworks

3. Promoting Psychosocial Well-Being in Conflict-Affected Contexts

4. Promoting Psychosocial Well-Being in HIV/AIDS Affected Contexts

5. The Psychosocial Working Group

6. Alternative Psychosocial Conceptual Framework

7. REPSSI

8. New Material Development Initiative

9. Six Months of Post-Tsunami Psychosocial Work in Batticaloa, Eastern Sri Lanka

There were a total of five groups for the small group discussions.  Discussions in each of the group were based on key themes as highlighted in the background paper, namely:

1. Care and Protection of Children Without Parental are

2. Working With and In Communities

3. Youth and Adolescents

4. The Role of Education

5. Measurement and Evaluation

Guidance notes were given to the small groups in which the groups were reminded to focus on the objectives of the consultation as stipulated in the background paper, keeping in mind the cross-cutting themes of Gender, Stigma & Discrimination, Participation, Culture and tradition. Further, each group was to answer the following questions:

a) identify key issues in providing psychosocial support

b) identify challenges and successes in implementation

c) can we make recommendations on good practices?  If so, where are these documented?

d) What are the commonalities and differences between the work in conflict and HIV/AIDS affected contexts?

e) How are people learning and sharing experiences?  What fora exist to promote these exchanges at Country Office and Regional Level, what tools/resources are people using?

The small groups were also supposed to ensure that:

1. Each group had a balance of people with experience in HIV/AIDS and Conflict

2. Group work should provide space for discussion around PSS work from experience in Natural Disaster, (specifically the Tsunami), or other contexts apart from HIV/AIDS and Conflict.

3. Group work outcomes should contribute directly to an Action Plan.

The small group discussions started giving their feedback to the plenary from Thursday afternoon through Friday morning.  The rest of Friday was marked by four group work discussions.  The four groups were according to the following levels of work:

· International 

· Regional

· Country level and,

· Uganda participants formed a separate group (due to their large number).

The purpose of the above group work was to identify capacity-building needs and strategies, and work towards the development of an Action Plan to further the dialogue and implement some of the recommendations made by groups.  The four levels of groups above were supposed to identify:

1. One or two specific capacity-building needs and strategies to meet those needs

2. One or two specific points for an Action Plan to:

a. Further dialogue

b. Follow up on some points/recommendations made from groups

The groups then presented the feedback of their discussions to the plenary. 

The last item in the consultation structure was the evaluation and the closing remarks from two participants.

Consultation opening and introductory remarks

Mr Martin Mogwanja, UNICEF Country Representative, Uganda welcomed all participants and thanked the government of Uganda and the Ministry of Gender, Labor and Social Development (MGLSD) for accepting to host the meeting.

Mr Mogwanja gave all a clear picture of the psychological and physical circumstances often times faced by vulnerable children in conflict and HIV/AIDS situations.  He gave a story of a teenage girl who was abducted, raped, is now a few months pregnant, and is now living in reception camp in Northern part of Uganda.  This girl's HIV/AIDS status is unknown.  She could well have been infected with the virus.  She has been emotionally and physically tortured, her human rights violated.  "He reminded the group to keep her in mind during the deliberations.

Mr. Mogwanja pointed out that there are many similarities in terms of the needs and challenges facing children in both conflict and HIV/AIDS affected contexts and emphasized the need for cooperation amongst NGOs and other actors in the field, and also the need for the actors to adopt a more integrated approach in PSS programmes.

He continued to add that in many cases, children are faced by multiple odds simultaneously.  Such as children living in urban slums that are in conflict and with high HIV/AIDS prevalence.

The consultation was officially opened by Ms Pagi Jane Sanyo the Director of Gender in the Ministry of Gender, Labor and Social Services, Uganda.  She pointed out that psychosocial support has been taken for granted for a long time but due to wars, conflicts and HIV/AIDS, the communities have found it difficult to cope.  Therefore there is need for governments, NGOS and other partners to integrate psychosocial interventions into all sector strategies.  She said that capacities for psychosocial support have for long depended on skills acquired and passed down through generations, and also depended on religious set-ups.  However, it is now important to involve and train caregivers at all levels.  She noted that formal psychosocial services are limited even in the reception centers and IDP camps in the conflict areas of the country.  Psychosocial services should also go beyond counseling the victims only, and also reach the perpetrators, especially those of domestic violence.

The Director portrayed the overwhelmingly difficult circumstances of many caregivers  who have to support vulnerable children.  She gave examples of:

· a mother of four having to take on responsibility for another three orphaned children whose parents have succumbed to HIV/AIDS, 

· a sixty year old grandparent who has to feed four orphaned grandchildren whose parents have been killed in war, or by HIV/AIDS, 

· a schoolgirl who gets raped and bears a child, 

· or a nurse who normally attends to sixty patients a day, but is suddenly faced by an overflow of HIV/AIDS patients.  

All the above caregivers need psychosocial support to empower them to care for their children.  The Director pointed out other methods of offering psychosocial support such as through music, dance and drama, which also have a therapeutic effect on the body, mind and soul.  She added that it is important to channel resources that are commensurate to the level of required psychosocial interventions, as in most cases resources available are inadequate.

Overview of Consultation and Background Paper

Presenters: Sarah Norton-Staal (UNICEF ESARO) and Malia Robinson (UNICEF Consultant)

Opening Presentation

The Session began with a presentation from Sarah Norton Staal (UNICEF ESARO) and Malia Robinson (UNICEF Consultant).  The topic was: Learning from Experiences and Good Practices of PSS Work in Emergency and Non Emergency Situations.  The Summary of their presentation was as below:

Background 

Participants were informed that UNICEF Eastern and Southern Africa Regional Office (ESARO) and Head Office, New York agreed to work together for a consultation addressing issues related to children affected by conflict and children affected by AIDS, with a focus on ESAR/Africa including comparative experience from other regions.  The Steering Committee was formed including PSS Experts from NGOs, Donors, and Research Foundation to plan an Expert consultation with UNICEF head office and regional office.  The Literature Review and analysis of psychosocial work in both conflict and HIV/AIDS-affected contexts offers guidance to the consultation.  A copy of this document was given to all participants.

The background work looks at humanitarian contexts, i.e. following the history of the conflicts and their impacts in various countries, and those affected by HIV/AIDS. She highlighted the cases of Rwanda and Angola as examples where policies on psychosocial support services have been developed and the need to learn and draw lessons from PSS work experiences from such countries during the consultation.  Such works could greatly inform on PSS work in each of the contexts, both in terms of programming and approaches. 

Ms. Norton-Staal pointed out that there are different "works" that have been carried out by various organizations like REPSSI on the subject of psychosocial support.  Key points to remember concerning background information for the PSS consultations are:

· The need for increased attention to the care and protection of children and communities affected by HIV and AIDS in Africa.  

· Many African countries confronting the crisis of HIV and AIDS are also in conflict and post conflict situations.

·  Conflict countries have experience in protecting children in emergencies, (particularly those orphaned or separated from caregivers), or involved in post conflict community reintegration processes.  Psychosocial support is an integral component of providing care and protection in these crises.

· This experience in conflict situations has in some cases, contributed to better understanding of methods and approaches for addressing the needs of children and families affected by HIV and AIDS. 

Key points for deliberations on PSS work for Children in Conflict Affected Contexts:

· PSS programming has been developed within Humanitarian Context, in recognition of the tremendous civilian suffering during global conflicts in 1990s, (Balkans, Sierra Leone, Rwanda, Burundi and Liberia) and the need to address the PSS impacts of war.

· The consultation will draw from Eastern and Southern Africa Region (ESAR) Experience in the humanitarian crises of Angola, northern Uganda, the Great Lakes, and the Horn.

· In the Great Lakes the focus was initially on tracing and reunification for separated/orphaned children. In Northern Uganda the focus has been on reintegration of formerly abducted children, and communities affected by conflict. Angola and Uganda focus on local cultural methods and use of traditional healing.

Key points for deliberations on PSS work for Children Affected by AIDS

· Recent PSS work in Southern Africa has focused on children and AIDS, in recognition of the devastating impact of AIDS on families and communities.

· BVL PSS Meeting: “Children Affected by HIV and AIDS endure loss of caregivers, overwhelming loss and grief, upheaval, discrimination, and social exclusion”

· “Support for children’s psychosocial well being is a key investment in human capital because it underpins all other processes for the long term development and stability of societies”

· Zimbabwe, Tanzania, Malawi and others have partnered with PSS agencies, (i.e. REPSSI), and developed successful PSS programmes

Ms Robinson presented an overview of the literature review and pointed out the need to continue to identify other resources and reference documentation on PSS.  She also noted a bibliography that was prepared along with the background paper, and made it available to participants.

While looking at the definitions of PSS work, she noted that there are challenges in defining psychosocial, the question is, What is being defined?  The intervention or the outcome?  She noted that definitions centered around defining activities on PSS interventions.

She further noted that:

· In humanitarian work, the range of PSS activities includes a narrow focus on trauma to a broader focus on primary care.  Promoting Psychosocial well-being in situations of conflict can include peace building and conflict resolution as well as advocacy for human rights

· For Children Affected by Aids, the focus is on Child Development “PSS interventions enable children to experience love, protection and support that allows them to have a sense of self worth and belonging.  These are essential in order for children to learn, to develop life skills, to participate fully, and to have faith for the future.” 

In presenting the conceptual frameworks in the discourse, the following was considered:

· Development of psychosocial concepts in humanitarian work

· Trauma discourse

· Resiliency and protective factors

· Psychosocial Working Group framework

· Integrated programming

Commonality of Approaches & Principles

The following came out as similarities in programming for children affected by conflict as well as that for children affected by HIV and AIDS:

· Rights Based Approach

· Early response and prevention

· Community based, build on community strengths within socio-cultural framework

· Assess, monitor, and evaluate

· Child and community participation

· Longer term developmental approach, even in emergencies

· Access to basic services for broader community in need, not only targeted group

·         Co-ordination with Govt. NGO and UN partners
Key themes that arose from the literature review and used to frame the PSS Consultation background paper

· Care and protection of children without parental care

· Working with and in communities

· Child participation

· Youth and adolescents

· Gender

· The role of education in promoting psychosocial well-being

· Stigma and discrimination

· The role of culture and traditional practices

· Measurement and evaluation

Key areas for follow up from this Consultation

· Practical guidance for country office capacity building and implementation of PSS work

· Exchange visits for field based learning opportunities

· Exchange and adaptation of key resource materials for relevant application

· Development of regional PSS proposal

Plenary Discussions 

The participants noted that there are two major gaps in the background paper.

1. Highlight of commonalities of what is missing, in terms of universal assessment tools for programming.


2. No mention of PSS indicators or any discussion on their development.  

It was noted that most people have little experience and have difficulty especially on how to come up with PSS indicators, and this is a topic that warrants further exploration.

Definitions and Conceptual Frameworks 

(Presenter Dr Leslie Snider)

Opening Presentation

Leslie Snider placed her presentation in the context of children living in a dangerous world and difficult circumstances vis à vis the need to offer psychosocial support services to them.  These children are often living in utter poverty.

Looking at conflicts and war she quoted Eglantyne Jebb, Founder of Save the Children, who said, "All wars disastrous or victorious, are waged against children"

She further noted that modern war waged against civilians has profound impacts on women and children.  The following effects of war on children have been noted during the last decade:

· 2 million children dead

· 4.5million disabled or seriously injured

· 1-2 million uprooted from their homes

· 2 million homeless

· 1 million orphaned/separated from families

There are several impacts of war on Children including displaced children, child soldiers, sexual exploitation and gender violence, impacts on children's health and nutrition, education, and psychosocial impacts.

Sources of Psychosocial Distress for Conflict-Affected Children.

These include:

· Physical injury and Disability

· Witnessing Atrocity

· Sexual Violence

· Assault on the Senses

· Threats of Harm

· Displacement and Loss (of familiar grounds, e.g. homes, education and religious facilities)

· Flight and Resettlement 

· Living with Distressed Adults

HIV/AIDS Contexts

Dr Snider quoted the "The Framework, July 2004" that, "Responding to the crisis of children affected by HIV/AIDS is clearly not yet seen as a global priority".  She described the enormity of the impact of HIV/AIDS pandemic to children, and the very problem of growing numbers of orphans as below:

1. Many children left as Orphans.  About 14 million children under age 15 have lost one or both parents; the majority of these children live in Sub-Saharan Africa

2. Nearly 3 million children are infected by HIV

3. Enormous numbers of children made vulnerable

4. Loss of adults and structures to provide a social support framework for children to grow, learn and thrive.

The above four main situations caused by HIV/AIDS disease pose a number of threats to children's healthy development and psychosocial wellbeing including:

· Economic hardship

· Lack of love, attention and affection

· Withdrawal from school

· Psychological distress

· Loss of inheritance

· Increased abuse and risk of HIV infection

· Malnutrition and illness

· Stigma, discrimination and isolation.

Origins of Psychosocial Assistance for Conflict Affected Populations:
First there were psychological studies done on combatants and war victims. Then for the last 10-15 years, emergency humanitarian assistance to relieve suffering of civilians affected by conflict slowly included psychosocial assistance.

Origins of Psychosocial Assistance for HIV/AIDS Affected Populations:
There has been slow response to children's needs as resources are usually focused on adults and people still have a medical and developmental perspective rather than shifting to a crisis perspective.

However there have been some results on psychosocial assistance for HIV/AIDS Affected Population notably:

· The UNGASS Declaration of Commitment (2001):  National policies and strategies including psychosocial and appropriate counseling were drawn

· UNAIDS Inter-Agency Task Force (2003) Psychosocial support was identified as one of 13 domains for developing and monitoring strategies.

Historical Perspectives for Psychosocial Support: 

The need and necessity for psychosocial interventions have also been accelerated and influenced by aid workers confronting large numbers of traumatized persons, human rights perspective, wider participation of humanitarian community in development & social work, Psychiatry, anthropology, medicine, the media coverage of human suffering and the WHO global burden of disease.

Some actors offering psychosocial assistance focused on communities/large populations while others focused on the individual.

What is "Psychosocial"

Dr Snider gave a story of a training of medical doctors she had conducted in Rwanda whereby she asked the trainees if they understood the concept of psychosocial support?  Most of them did not seem to know and were hesitant to answer the question.  When she further explained what psychosocial entails, the trainees realized that they do psychosocial work all the time.

In trying to understand and define what psychosocial support is, the starting point would be in trying to achieve a better understanding of what psychosocial programs intend to do.  Having clear objectives would also help to demystify the concept.

Psychosocial interventions or assistance does not stand alone as a separate sector, but is interwoven with all other programs and services that promote children's healthy development, and shore up their resilience in the face of adversity.

Probably a simple definition would be "good enough parenting"

Dr Snider noted that there are tensions in Definitions and Frameworks.  The tensions are in the different approaches and methodologies used in delivering psychosocial assistance, e.g. Community/large populations versus individual, Trauma/Medical versus resilience/strengths, addressing psychological needs versus social needs, and in addressing cultural relativity versus universality.

The lack of consensus may relate to the diversity of approaches inherent in mental health and social sciences fields.

Psychosocial support work, however, should allow for creativity and choosing of best methods for particular contexts, problems and populations.

Dr Snider cited the definition of Psychosocial from a previous consultation in Johannesburg, South Africa as, "PS wellbeing is essential for children's survival and development, especially in enduring difficult circumstances.  Children affected by HIV/AIDS endure the loss of caregivers, livelihoods and health.  Many suffer deprivation, overwhelming loss and grief, upheaval, discrimination and social exclusion.  PS care and support includes interventions that assist children and families to cope.  They enable children to experience love, protection and support that allow them to have a sense of self-worth and belonging.  These are essential in order for children to learn, develop life skills, participate fully, and to have faith for the future.  Support for children's PS well-being is a key investment in human capital because it underpins all other processes for the long-term development and stability of societies." 

A further definition of psychosocial well being is cited from "The Fundamentals for a Fulfilling Life According to Freud", as, "A person's ability to Love, Work and Play"

Psychosocial Program Principles.

· Rights-based Approach

· Family and community orientation

· Child Participation

· Integration into existing structures/sectors

· Thorough understanding of child development 

· Care for caregivers of children

· Strengthening Social Support systems

· "Restoring Normalcy"

· Cultural and Contextual understanding

· Resilience, not just vulnerability

Cultural Competence: Dr Snider underscored the importance for cultural and contextual understanding.   She gave a story from Burkina Faso where elders meet with a pregnant woman and would ask (referring to the unborn child) what is your name?  What are you here for?  What is your purpose?.  The community recognizes that "Every Child Brings a Gift", therefore the community helps the child to fulfil their life's journey …….to realize the gift they bring"

Panel Discussions 

Contributions/discussions from participants clarified that the definition of psychosocial services as "good enough mothering" as first put by Dr Snider, should be changed to "good enough parenting" as mothers, fathers, and grandparents could be caregivers.

The was some discussion of one to one perspective, i.e. expert to child, vis à vis family wide/community wide perspective. The consensus was that the shift should be to the community as a child's needs are found and fulfilled within the community setup.

What is a cultural definition and understanding of normalcy, and the return to normalcy?  It is good for practitioners to try and understand normalcy from the community's perspective and context.

There were discussions on the existence of various modules on PSS work which could inform practitioners developing PSS programs.  As much as these modules are good, they should be adapted to be age, gender, culture and context specific. 

PSS should not be viewed as though it is "rocket science" information that is being taken to the communities.  Psychosocial support services already do exist in the communities, as the communities have always had their own in-built mechanisms for dealing with various challenges, and difficulties and disasters that they face.  There PSS programmers should build upon already existing PSS services in the communities, as opposed to bringing in (or imposing onto the communities) new ideas and approaches altogether.

The point that “every child brings a gift” is very key as in most African contexts, the child, and the welfare of the child, including its upbringing, ensuring its correct integration into the community, was seen as a collective responsibility for the whole community, and not just its biological parents.  The child belonged to the wider extended family and the entire community.  Therefore the child's well being was in the best interest of every community member.  A Ugandan participant, hence referred to their motto for the "Day of the African Child" which was : "The African Child, Our Child"

How long do we need to fund programmes in view of the length of time that PSS services take, to implement and before any results/outcomes could be measured?  As much as it is true that psychosocial interventions take a long time to implement the overriding question should be "what are we leaving behind with or for the community.  Is it the life skills?  Has the community developed resilience?  This is the long term impact we strive to achieve.

Promoting Psychosocial Well-Being in Conflict Affected Contexts 

(Presented by Marie de la Soudiere)

Opening Presentation

Ms de la Soudiere started by giving definitions of Psychosocial support as : 1) PSS strives to alleviate existing stress and strengthen coping mechanisms 2) PSS refers to the dynamic relationship that exists between psychological and social processes, each continually influencing the other.

She reminded the participants of the many losses children experience as a result of armed conflict such as loss of homes, loss of loved ones, familiar places, care and guidance, education and other opportunities, loss of control of ones life, loss of values and trust, and many other losses.

Assumptions Guiding Our Programming

We work with assumptions that armed conflict enormously affects children.  Other issues to consider here are things like:  Is the child living in his family, in his community context?   There may be increasing consensus on a number of assumptions underlying psychosocial work:

· Most children and adolescents will regain normal functioning once safety and security have returned and developmental opportunities are restored within a supportive family and community context;

· Some children will require more specialized interventions to address their suffering and help restore their flow of development
· Activities and opportunities which allow children to talk about or express in other ways painful events and feelings may help them make meaning out of these experiences and feelings and integrate them into their lives;

· Children – and adults’ – participation in decisions which affect their lives has a positive effect on their mental health, empowers them and helps them to regain control over their own lives.

· The psychosocial well-being of adults, particularly parents and caregivers has a direct impact on that of children, and is addressed through concurrent parent-focused psychosocial support interventions (including livelihood, support group discussions, recreation ..) 

· War-related changes to a child’s life pathway usually have more damaging consequences for his/her well-being than the traumatic event itself (an example would be a child’s loss of parents having to grow up as an orphan, or destruction of school system leaving children without education). 

· Grounding all psychosocial interventions in the culture, unless it is not in the best interest of the child, is both ethical and more likely to produce a sustained recovery.

What response do outsiders give to the above?  Usually it is the donors who choose what to prioritize in terms of program interventions and in most cases practitioners start by addressing the larger community needs not the individuals.

Plenary Discussions

From previous observation, some children in difficult circumstances such as conflicts have developed some "unforeseen" positive side effects in their personalities.  For example some children who served as child soldiers have developed coping mechanisms, self-confidence, resilience, and some sense of good self-esteem.  While this may be the case, we must be quick to add that these children still do need psychosocial interventions to help them get integrated into the "normal" community lifestyle.

On the issue of different approaches used by practitioners i.e. whether community or individual focused, the shift is expected to lean more towards the ecology of the child, i.e. the context in which the child lives.

The participants underscored the importance of participation: i.e. the importance of seeking the children's and adults involvement in their own healing.  This participation should be sought at all levels (child, family, community and national).

There was a point of concern that most PSS programs have children and to some extent women as the target group, and it appears like the men have been forgotten or left out.  Therefore there is need to develop and plan PSS programmes that also target adults and specifically men as well as they also impact on the well being of children.

Resources for implementation at community level (grass root levels) is often insufficient or absent.  Therefore the need to ensure that programme money trickles down to the community level where the needy children live.

What about the community self help groups?  Ms de la Soudiere said that more research and information on these in needed.  These groups are good and very useful, but usually due to the poverty levels of the community members, the groups cannot raise substantial/huge resources.  However they are a good approach and channel to take advantage of, especially in terms of creating initiative ownership and when looking at long-term intervention sustainability.

Promoting Psychosocial Well-Being in HIV/AIDS Affected Contexts

(Presented by Dr Linda Richter)

Opening Presentation

The presenter noted that there are large numbers of documents and papers written on PSS, but does this equal progress?  She also noted that there is little empirical data on the situation of PSS needs.

PSS practitioners could learn much from other relevant fields of interventions such as, children involved & exposed to violence, Child abuse, Early Childhood Develop (ECD), malnutrition, poverty, child development theory & research.

There are three orientations to PSS 1).Mental health 2) Community Development 3).Social Justice/Human Rights, and Child Development

What is Psychosocial Support Intervention?

There is general lack of agreement and understanding.  Several suggested meanings include:

1. Psych or medical services e.g. therapy

2. Awareness, psycho-education for caregivers

3. interpersonal skills for community members e.g. conflict

4. Social activities for expression of feelings

5. Mobilisation of existing networks

6. Supportive practices for child development

7. Skills training for e.g. self-efficacy
8. Support to increase security

9. Strengthening spiritual dimension

10. Psychology-oriented training

11. Training e.g. child rights

12. Improving links, referrals
After looking at the above suggested meaning, the question that comes to mind is, "is PSS an intervention or an outcome?"

When looking at Public Health Approach to PSS, the following aspects surface: 

· Efficacy, does it work (proof of concept)

· Effectiveness, in real life situation?

· Cost of effectiveness, the best option among alternatives?

· Can implementation be expanded and sustained?

Issues for Children Affected by Aids

· Trauma of bereavement

· Focus on child versus caregiving system

· Provision of PSS services vs. promoting caregiving

· Lack of opportunities for children in conditions of poverty and neglect.  It is important to give children opportunities for recovery.

Dr Richter noted that HIV/AIDS is causing a big economic impact. HIV/AIDS pandemic is increasing poverty for everybody.

Why the emphasis on orphans?  It is because of the large numbers.  In South African census of 2001, the known numbers of maternal orphans was 636,528 while estimate 2,540,574 children were living with an infected mother.

What are the Age Impacts:

Younger children are more likely to be living with infected mothers while the older children are more likely to be orphaned.  The early to middle childhood stages, these could experience delayed or interrupted schooling, more workload and others may suffer neglect.  The adolescent children may drop out of school and probably look for some work, and these could be exposed to the risk of sexual exploitation

Effects on Children: 

The newborns and infants could face abandonment, institutionalization, and suffer ill-health, malnutrition, neglect, etc.

Other side effects include:

· Non-specific

· Vary by age

· Moderated by pre-existing conditions

· Pervasive association with poverty

· incremental

Potential psychosocial problems for the children include:

Lack of early bonding

Lack of modeling and boundary setting on morals and values

Lack of emotional stability

Lack of education and cognitive development

Best Proof of Concept in the areas of Child Development & Resilience
-Child needs at least one stable affectionate caregiver

· caregivers and also the child need social and economic support

· Both must be part of wider social groups and meaningful institutions

Dr Richter explained that resilience is not a fixed property in children, people or families, but rather resiliency arises primarily in social contexts and it is sustained in social contexts (e.g. displacement).  For Example by offering education to displaced communities, the education provision becomes a good channel for the provision of several other interventions, because education provides for inclusion, structure and routine, sense of purpose, opportunities for support and achievement and human development.  All these provisions/interventions help the people to develop resilience and coping mechanisms.

In school programmes, the following psychosocial interventions could be done:

· Fee abolition and giving out subsidy

· Family support for schooling

· Destigmatization of CABA

· Classroom & teacher assistance

· External, community services to children and families.

What is the UNICEF's framework?

· UNICEF advocates for strengthening of capacities of children

· Mobilise, support community based responses

· Ensure access to essential services

· Protective government policy & resources

· Social mobilisation for a supportive environment

Dr Richter gave an example of resilience by giving the story of Thabani Luthuli an 11 year old and his brother, Mboneni Luthuli (17 years) - a child-headed household, recruited as part of the Fatherhood Project.


There is a risk in doing premature project evaluation of psychosocial interventions as this may lead to the conclusion that PSS interventions are probably "simple" or that PSS interventions do not work. The likely repercussions of this would be Donors, Governments and NGOs moving or seeking to move on to the next option e.g. economic strengthening.

How to monitor well-being of the child

Some issues to consider when monitoring the well-being of the child are:

· The support the child receives at home

· Child development services

· The level of Access to services by the child

· The quality of services offered to the child

Plenary Discussions

On the issue of child participation and involvement: The child - peer-counseling groups are very effective.  (TASO participant had a videotape on this, asked participants to view at their own timing).

The challenge of "how to scale up" was identified.  i.e reaching OVC's in every household.  Dr Richter responded to this issue by giving the case of treating HIV/AIDS in South Africa, as an example.  The donors used money for demonstrations and training of doctors.  Therefore, the answer to the challenge/issue is to impart to the communities the knowledge of "how" to do interventions, rather than donors (and other NGOs) actually doing or carrying out the interventions.

The Psychosocial Working Group

(Presented by Dr Alastair Ager)

Opening Presentation

Dr Alastair Ager noted that in work in complex emergencies until recently it had been possible to claim that "psychosocial intervention remains characterized by a lack of consensus on goals, strategy and best practice".

Touching on the issue of trauma versus community development:  Dr Ager said that there are things and experiences that stick to a person's head and mind and these things keep on destroying the person.  Dr Ager cited some research done in Angola in which a quote from a young, war-affected man was taken out of context to intimate that he had recurring, difficult memories of trauma.  But then the entire quote was presented that highlighted the current difficulties of the youth: "For me to forget is very difficult because the work here is very heavy.  When you remember the past you think if it wasn't for the war I wouldn't be doing this heavy work.  I collect firewood sometimes many hours a day.  I work from sunrise to sunset for very little money…..how can I forget what happened?"  This was used to highlight that while traumatic experience may be emphasized by practitioners, what may be focused on by survivors are the day to day developmental impacts of their experiences.

When looking at the objectives and measurement, Dr Ager pointed that the challenge is on how to develop measurement tools that are useful and transferable.

The Psychosocial Working Group comprised of:

· International Rescue Committee

· Save the Children-US

· Christian Children's Fund

· Medicins san Frontieres -Holland

· Mercy Corps

· IIHD, Queen Margaret University College, Edinburgh

· Refugee Studies Centre, University of Oxford

· Program on Forced Migration & Health, Columbia School  of Public Health

· Harvard Program on Refugee Trauma

· Asch Center, University of Pennsylvania

Workprogramme for The Psychosocial Working Group

· Conceptual Framework

· Forums

· "Gray Literature" Resources

· Research Agenda

· Program of Collaborative Field Studies

· Programming Considerations

· Objectives & Measurement

· Training

What are the core issues in terms of community PSS well being?  There are three main domains in which a person's needs are found.

1.). Human Capacity: Under this domain we have: mental health, knowledge & skills, and livelihoods.

2). Social Ecology: Under this domain we have: family & peers, community, and social & service infrastructure. 

3) Culture & Values: includes items like cultural practices, human rights, and religious beliefs

Dr Ager illustrated further on the above 3 domains through pictures (on slides)

On social ecology, he showed pictures that illustrated a woman who has no support from other people around her in caring for her children.  She therefore has to look after the children on her own while at the same time has to attend to other chores. 

On culture & values, the picture illustrated men packing bread, implying that they are in charge of community resources, while the women and children are marginalized.

Dr Ager said that while the above three domains have been depleted; there is remaining capacity that can be built upon, and processes through which the depleted resources can be recovered.  There are key processes within communities that should shape agencies response to needs:

1). Engagement – communities are already active and engaged in addressing their needs.  Building upon such engagement must be at the heart of any response.

2). Negotiation – to decide what external resources are required to support community engagement a process of negotiation is important, rather than imposing (unwanted) solutions on vulnerable communities.

3)  Transformation – crises create some changes that may be of benefit to some members of the community – putting things back as they were may not be in everyone’s interests.

Plenary Discussions

Natural local community resources do exist, for example the spontaneous nature in which people try to regenerate or restart their "normal" life activities after a crisis.  These are the communities' resources that practitioners should use as an entry point while delivering psychosocial support services to communities.

Transformation in a community could go both ways.  It could either be positive or negative.  For example, in a community that has gone through wars and conflicts, and their daily livelihoods destroyed, they could develop a spirit of hopelessness and despondency.  For example the men take alcoholic drinks the whole day and are generally not involved in any constructive work.

Alternative Psychosocial Conceptual Framework

Opening Presentation

(Presented by John Williamson)

Mr Williamson opened the session by raising the question: “Why yet another framework?"  This is because of problems with current conceptualizations of "psychosocial programming " for practitioners and populations of concern.

He also noted that there are "Fuzzy concepts and boundaries". We need an alternative framework also because emphasis on "psychosocial programming" has tended to compartmentalize mental and emotional issues as distinct from physical and material issues.

Mr Williamson explained that he does not necessarily agree with Maslow's hierarchy of needs because it implies that the physical and material needs have to be fulfilled first, before addressing psychosocial needs.  

In presenting the "Alternative Framework" Mr Williamson explained that there are several basic assumptions on well being as indicated below:

· that wellbeing depends on a variety of interdependent areas of need fulfillment and that these are all potentially important when assessing a situation and determining how to intervene.  

· We have difficulty explaining the importance of addressing psychosocial issues in emergencies to those working in other areas and that 

· A simple framework would be useful

Mr Williamson presented a chart that represented the areas of need fulfillment that contribute to the person's overall wellbeing.  These areas of needs are biological, material, social, spiritual, cultural, mental and emotional.  Note that:

· All these areas of need fulfillment are always evolving and interacting with each other hence are developmental

· Each area is distinct in some ways, and they all overlap

· This framework can be used to identify and analyze aspects of a given context that are relevant to well-being.

From the above framework presentation, Mr Williamson drew the following conclusions:

· Activities intended to promote positive psychosocial results should be integrated  with other interventions within the broader humanitarian context in order to promote the common goal of well-being

· Practitioners concerned with psychosocial issues should focus on the results that they and the affected population want to achieve, and bring to bear a set of interventions that facilitate achieving these results

· What is done and how it is done matter when responding to urgent needs

· Significant collaboration is needed among practitioners addressing each of the various areas that contribute to well-being.

· The most important resource for solving problems is the population concerned.

In view of the contexts in which we work, is "well-being" an appropriate goal?  Mr Williamson responded by giving the WHO definition of health as, "health is a state of complete physical, mental and social well being and not necessarily the absence of disease or infirmity".

Plenary Discussions

What needs to be done concerning the two frameworks presented above is to look at the issue of operationalization.  The question to ponder on is how do we operationalize the two frameworks?  This was left as a continuing challenge to the whole group.

We should bear in mind that how one addresses a PSS intervention impacts on the whole cycle of the second framework 

Some participants did not agree with John's comment on Maslow's hierarchy of needs.  They still felt that Maslow's expression of the needs fulfillment still applies and is valid.  Mr Williamson explained that what he is not in complete agreement with is Maslow's presentation of the order in which the needs are fulfilled.  The fact that a certain level of need has to be fulfilled first and foremost, before the next level of needs and that the need fulfillment occurs according to the order illustrated in Maslow's hierarchy.

A participant referring to the WHO definition of health, commented that what the definition implied is that hardly anyone is completely healthy at any one time!

REPSSI

Opening Presentation

(Presentation by Tsitsi Watt, REPSSI)

The presentation was about who and what REPSSI is all about.  REPSSI stands for Regional Psychosocial Support Initiative.  It is an initiative that seeks to mainstream and scale up psychosocial care and support in East and Southern Africa

REPSSI's Vision

REPSSI exists to be the leading recognized authority in advocating for and providing quality technical assistance and knowledge in psychosocial care and support to children, youth, families and communities affected by HIV/AIDS, poverty and violence through collaborative partnerships and innovative, culturally appropriate methods.

Priority Strategies

· Work in partnership with existing organizations that interface with children, youth and families to enhance and promote the provision of psychosocial care and support

· Develop, share and disseminate knowledge skills and expertise in the application of psychosocial care and support with partners at all levels.

- Support model development and innovations in PSS and care for children

- Support the documentation of best practices and existing effective models

· Use Advocacy to promote the integration and mainstreaming of psychosocial care and support in all aspects of child development

· Ensure quality psychosocial care and support service delivery while meeting the very urgent PSS demands in the region.
REPSSI Partnerships

a) National OVC Networks

· Government OVC Departments

· NGOs

· CBOs 

b) Multi-Country 

· UN Agencies

· SADC (Human & Social Development Cluster)

· Christian Children’s Fund

· Bernard van Leer Foundation

c) The Child as a Social Actor

· Clubs and Children’s organisations

· Schools

· Scouts and Girl Guides

d) Teachers and other professionals

· UNISA and other universities

· Teachers colleges

· Government Education services

Plenary Discussions

(There were no comments from participants on REPSSI after the opening presentation, which led directly to the next presentation)

New Academic Material Development Initiative

Opening Presentation

(Presented by Mark Kluckow, Consultant, REPSSI)

REPSSI is working with the University of South Africa (UNISA) to develop certificate and degree programs in psychosocial support programming.  There will be a focus on distance learning. Mr Kluckow presented a framework of the courses they intend to begin/launch

According to the table presented, courses would be one-year certificate level and a Bachelor of Arts (BA) that will take a total of three years to complete.  A two-week intensive course would also be available (table is annexed under list of presentations)

Mr Kluckow went on to point out some of the streams or thematic topics that will be covered in the courses.  The streams include Policy and Advocacy, Risk Environments, Children at Risk, and Professional Development.  He invited participants to be part of the writing teams for the stated courses as well as to be part of the peer review teams.

Plenary Discussion

Participants wanted to know about the length of time that it would take to prepare for the proposed initiative before implementation could take place.  Mr Kluckow said that it may take about one year to collect, review and write out the materials, after which the materials will be introduced to the universities.

The target level populations include:

· Volunteers

· Civil servants

· Civic society

· Entry & mid level development workers / humanitarian sector

· Human / Social Science professionals in general

Origins of the Project/Initiative

· Massive Camp Counselors 

· Commonwealth Youth in Development Diploma

· Regional specific Modules

Current State of the Project

Full course outline for Certificate and Degree

including:

· Module Titles

· Content Description

· Core values, knowledge and skills outlined for each module 

What REPSSI plans to do for the material development?

REPSSI intends to procure and contract new material developers at the different levels

1. Individual writing

2. Team or institutional writing 

3. Editorial work 

4. Adoption of existing training material

5. Adoption of existing academic material

Application is through/via

· UNISA

· Other academic / tertiary institutions both residential and ODL

· Non institute based initiatives i.e. REPSSI UNICEF certificate programme

· Two week intensive

A sign-up form was passed around to all participants interested in enlisting for the writing teams to register their names and contact addresses.

Six Months of Post-Tsunami Psychosocial Work in Batticaloa, Eastern Sri Lanka

Opening Presentation

(Presented by Ananda Galappatti, The Mangrove, Sri Lanka)

The Pre-Tsunami PS Sector in Batticaloa was characterized by 

· 20 years of conflict

· Over 10 years of psychosocial programming

· No coordination (political context, and lack of will)

The Tsunami disaster took place on the 26th December 2004. 

The immediate Tsunami impacts were devastating.  It affected 250,000 people directly, with nearly 70,000 persons displaced (approx. 38,000 in welfare camps), 2,846 confirmed dead, 1,027 missing and 2,375 injured.

There was a lot of media interest within the first two weeks.  The media were amongst the first people to talk about psychosocial support, asking the very many different organizations that responded to the disaster about the plans they had to assist the affected people.  There was registration of orphaned, separated and vulnerable children; people were given information on tsunamis and initial work by volunteers started, basically inducing the articulation of experiences and play by children.  Their work was uncoordinated.

In the first Tsunami PSS meeting held on 12 January, two things came out clearly: 1). There was poor coordination of interventions and 2). Everyone felt incredibly ill equipped in addressing the crisis at hand.

On 19 January the Second Meeting of Psychosocial Organisations was held at Lake View Inn.  The Core group idea for "the Mangrove" was accepted by organizations.  The Mangrove is the district psychosocial coordinating body with between 40-50 members at any given time.  The Mangrove includes the Governmental, UN and NGOs.

Primary Activities of the Mangrove

· To identify and facilitate access to relevant human and technical resources (from within the Batticaloa District, nationally and internationally).

· To provide the following services to its membership and affected persons:

· Supervision and burn-out prevention activities

· Facilitation and design of programmes/activities for psychosocial intervention

· Counseling and therapeutic sessions for referrals (during special office hours)

· Training activities for skills building and organizational capacity-building

· Provision of advisory consultations (when requested) on programme design, implementation, policy and needs assessment

· To design and provide guidelines, tools, conceptual frameworks and co-ordinating mechanisms

· To map district services, activities and actors at a district and DS division-level

· To interact with national-level processes related to policy-formulation & programming within the state and non-government sectors

· To lobby and provide input from a psychosocial perspective into key relief, resettlement and reconstruction structures / focal points for the district.
The Tsunami disaster drew in the attention and interest of new consultants and organizations, even those who had no prior experience of such disasters.

There was a general lack of knowledge or sensitivity to the context.  For example on how the communities carried out social activities like burying their dead.  It is important for the organizations and individuals seeking to offer interventions to understand that such detail as the burial programme and the presiding priests have to be the right ones. 

Major Issues

· Failure to coordinate (conflicts in the field; disruption of existing programmes)

· Pressure to begin quickly despite inadequate planning or human resources (no trained staff, no proposals/strategies)

· Lack of knowledge or sensitivity to context (conflict & socio-cultural)

· Failure to learn from experiences of pre-tsunami psychosocial work or recognized existing resources (even within organizations that were active pre-tsunami)

· Lack of capacity to ‘repel borders’ – dynamics between the district and national/international players
The Mangrove has also facilitated a number of activities in the last 3-months, including, coordination activities, capacity building, offering direct support to Tsunami victims, offering Care and Protection services to the separated children, and facilitating a referral system.  The Mangrove has also been involved in policy level activities as well as in Special Projects and interventions such as carrying out rapid assessment of access to psychosocial and Education services for children, disaster preparedness, etc.

Jean-Claude Legrand (UNICEF, WCARO) then briefly presented on his experience working on the tsunami-response.  He said that the Tsunami disaster could be put into two phases:

1. The first phase where everyone rushed to the sites and everything was happening at the same time, including many telephone calls, trying to make various contacts, etc.  The very first organizations to respond to the Tsunami were Buddhists organizations and tourists.  There seemed to be some sort of competition to attract children to the camps and such gestures as giving ice cream and offering TV screens for children to watch were used.

2. The second phase involved national psychosocial groups associated to a regional psychosocial group working with UNICEF.  The essence of this groups work had two characteristics: 

· “Psycho-homeopathy:” this is where people from universities would go to schools and ask children to write a 15 minutes essay on what they experienced and they would go back to the universities to analyze the essays.

· The second characteristic of the group’s work could be described as psychological overdose.  There was no PSS plan of action at all.  The universities would send certain groups of people to the field for short periods to time.  Thereafter they would go to the Ministry of Education for information on schools affected by the Tsunami.  They would visit these schools to carry out a psycho-social related questioning of the children; however they would not talk to the teachers or even the unaffected neighboring school or community.  They also never thought of training the teachers or any other community members.

The first psychosocial meeting on Tsunami was organized by Pfizer. This is a drug company.

Plenary Discussions

What is needed is to think of how the Tsunami could be used as a learning opportunity to inform on psychosocial work in both HIV/AIDS and Conflict situations.

The Tsunami experience also makes one reflect on the role of governments in such crises.

A comment for reflection was put across that psychosocial actors should always ask themselves what it is that they have left behind with or for the community even long after they complete their programmed PS interventions.  Is it the skills imparted after conducting training, or has the community developed resilience traits …etc?

The tsunami presentation marked the end of the plenary presentations by experts on the specified fields.  The small breakout groups (there were a total of five), each presented to the plenary on their deliberations which were on either of the key themes that had been identified in the consultation preparatory literature review and analysis.  These themes were:

· Care and Protection of Children without Parental Care

· Working With and In Communities

· Youth and Adolescents

· The Role of Education and 

· Measurement and Evaluation

The cross-cutting issues of Gender, Stigma & Discrimination, Participation, Culture and tradition were considered by each group, which was tasked with identifying key issues in providing psychosocial support, challenges and successes in implementation, recommendations on good practices, relevant documentation, commonalities and differences between the work in conflict and HIV/AIDS affected contexts, and how people are learning and sharing experiences.

Care and Protection of Children without Parental Care

The group divided its presentation into two parts 1) Issues and Considerations and 2) Successes.

The presentation was very rich and only some parts of it is highlighted below.  It was noted that the group agreed that many of the key issues were common to both the situations of conflict and HIV/AIDS.

· Issues/Considerations

· Care system/holistic care - Holistic approach; Strengthen existing care system within community - build on strengths; monitor care and support; support for caregivers 

· Out of home care - Balance between community and institutional care; risk of proliferation of institutional care; availability of alternative care providers; fatigue of alternative care providers; don’t know number and situation of children in institutional care in most countries

· Protection - Protection from harm and abuse, exploitation; Abuse by caregivers; best interest of the child

· Stigma and discrimination – Interventions that stigmatize and discriminate; resettlement of HIV positive children; preventing the disappearance of separated children in foster care; self discrimination

· Culture - Cultural sensitivity – local context; rooted into culture; Changing harmful traditional practices used by caregivers in community based programmes that violate the CRC

· Cross-cutting issues - Child-headed households; “Shredded communities;” Many children lack care and support; Lack of emotional support, and lack of hope for the future 

· Prevention - Treatment versus prevention (relief versus development)

· Funding - Short term funding for long term problem; Inadequate resources from Government; Donor conditionality

· M&E - How to measure results/impact?; How to cost interventions?; Monitor long-term impact; Monitoring care provided within families; Age & gender desegregation of data.
A number of good practices/successes were highlighted

Emergency/Conflict contexts

· Immediate post-conflict child focussed services are provided, e.g. in Angola

· In the Great Lakes and West Africa, there has been family tracing and reunification programmes

· Child Protection Agencies and NGO support to community fostering of separated children e.g. in Sierra Leone, Liberia, Guinea, and Cote d'Ivoire, including monitoring of the progress the children are making.

· In Sierra Leone, Forum for African Women Educationists (FAWE) in collaboration with Christian Children's Fund is involved in the support of girl soldiers.

· In Sierra Leone and Liberia monitoring and support of adolescents outside of family care is being done by Save the Children, UK.

· Reception centres have been created in Northern Uganda for formerly abducted children and ex-child soldiers

· Child-friendly family tracing interview protocols and processes have been created.

Coordination Mechanisms

· West Africa Regional Network of Protection Agencies for child protection has been formed.

· National Child Protection Networks have been formed, e.g. in Sierra Leone, Liberia, and Angola

· National Steering Committee for OVC has been set up in Kenya

· The formation of REPSSI as a psychosocial support forum

· In Uganda there is a National Psychosocial Core Team

· A Sub-Regional group on separated children, West African was convened by UNICEF

· UNICEF, Eastern and Southern Africa Regional Office, has an internal Regional Child Protection Network.

Resource Materials/References/Bibliography

There are several resource materials and studies, which could be used as reference materials for psychosocial work on "children without parental care".  These are included in the long list of bibliography already given to all participants.  A few examples include;

· Uganda's development of a policy and legal framework for institutional care and implementation mechanisms

· Interagency Guiding Principles on Unaccompanied Children and Separated Children

· Kenya's Guidelines for the Management of Charitable Children's Institutions.

· "The Journey of Life", A Community Empowerment Programme, By REPSSI

HIV/AIDS contexts: 

· Free primary school education in Kenya since 2003 and also in Malawi and Uganda.

· Home Based Care initiatives in Zimbabwe and residential camp programmes

Plenary Discussions

Programming for PSS interventions should also include birth and death registrations for children.

There is growing awareness of the need for monitoring and evaluation of PSS.

The case of children/siblings being separated from one another was sighted as a big issue of great concern. What usually happens is that either one or several of the siblings is taken (adopted) by either families or countries and the siblings never get opportunities to meet each other at any one time.  This is a challenge that remains.  Practitioners need to look into ways and possibilities of how siblings could be adopted into one family/home, or institution or country to avoid separating or dividing them up. 

Although it is not the practice in many African traditional communities, children should be considered as active participants in the community and in all processes of PSS programming.

The issue of developing PSS indicators, monitoring the role of orphans in both HIV/AIDS and Conflict contexts, and developing appropriate PSS interventions for children was revisited as very important.

There are interesting scenarios observed when children are being adopted and taken into foster homes.   It has been noted that girls are preferred over boys because girls do not necessarily have to be taken to school, girls are better at taking on household chores and also you can marry off the girls in exchange for some bride price, therefore girls can bring some additional income to the foster or adopting family.

Working With and In Communities

Opening Presentations 

The group presentation was based on the four main headings namely: Overarching Issues, Challenges, Best Practices and "Slight" differences in contexts of conflict and HIV/AIDS.

The presenter started by looking at categories of children versus all children in crises and their PSS needs.

· PSS is needed for a full range of crises, beyond HIV/AIDS and conflict. E.g. sexual violence, traditional harmful practices

· Focusing only on certain categories of vulnerability can increase stigma and miss broader context

· Some communities prefer to focus on helping vulnerable persons rather than focusing on what is the cause (e.g. HIV)

· A child in crises may be affected by a range of co-occurring problems

· HIV and war may increase GBV but GBV also existed before
Community dialogue 

· Several tools available 

· Does it occur enough? It may slip over time (e.g. Northern Uganda), and much dialogue needed around issues of severe stigma and abuse  (GBV, FGM)
Pre-existing resources & coping versus transformed communities

· PSS is often not new to communities (built-in mechanisms tend to exist)

· Challenges of working with traditional resources, may reinforce stigma & people may not use them

· Society may have changed 

· Need to understand current resource structure and ways of coping and 

· Need to assess how pre-existing resources may help

· Opportunity for transformation of community structures/traditions

We should try to create an enabling environment to facilitate community initiatives: the issues to consider include; Availability of basic services, (e.g. health, and education) is necessary so as to allow for linkage/referral from community psychosocial initiatives as appropriate.  

Other items include existence of national standards and strategies, child protection networks, and availability of skilled staff to work with the community.

Challenges

· Targeting the most vulnerable cases in extreme conditions like poverty, HIV/AIDS affected populations

· Gender: how do we involve men?

· Gender: how to ensure women participation in societies (e.g. Somalia) where women typically do not participate in decision making

· The “marginalized privileged” (exclusive benefits for a ‘marginalized’ group)

· How to sustain community activities, including volunteerism?

Good Practices

1. Assessment

· not coming in with pre-conceived, standard questionnaires, 

· child participation (if you had a problem, where would you go?)

· assess vulnerabilities and resources, including pre-existing structures

· Somalia: assess protection issues, give feedback to community as starting point for community dialogues on issues of vulnerability and finding solutions using community based resources

2. Sensitive issues (SGBV, FGM): raise indirectly through community dialogue

3. Community emotional support:  ‘Shoulders To Cry On’ model (Swaziland)
4.  HIV: planning for the future of the child before caregiver dies (Swaziland)

5.  Culture: 

· Use culturally appropriate ways to provide messages and build resilience (e.g. plays, songs, story telling)

· Revive traditional forms of support, when feasible & appropriate

6. Integration: Provide linkages with basic services (e.g. health, education) when working in the community
7. Economics: Economic empowerment (Uganda, give cash in revolving fund)

8. Gender: Gender segregated focus groups often necessary to get perspective of women, services by women and recognizes differences on how people seek help

     adapt programs to gender differences
"Slight Differences in Contexts of HIV/AIDS and Conflicts

· Approaches to reintegration: social position of orphans and child-headed

households, reintegration of children associated with fighting forces

· Preparedness: violent conflict and impact on children, time for preparedness vis-à-vis death of parent.

· Enabling environment: limited legal/policy frameworks and national approaches in situations of conflict

The presenter closed his presentation by commenting on externally administered services e.g. immunization whereby an external organization brings in medicine and work with volunteers to deliver the services.  In this case the organization is encouraged to make use of community owned service delivery channels as much as possible.

Plenary Discussions

When we say that women do not make decisions, we should not put across such a blanket statement because for example in Somalia, it is the women who advocate and encourage girls' circumcision (referred to as Female Genital Mutilation, FGM).  It is important to consider the proposed change vis à vis the psychosocial stress such changes would bring.

NGOs and other organizations delivering PSS interventions should consider enabling communities at all levels, i.e. financially, in health matters, and emotionally because mostly it’s a question of utter survival for the communities as they are very challenged and in need of help/intervention at all these levels.

It is important to impart skills to the immediate family or the primary caregivers and not just the community workers/volunteers because the primary caregivers especially the immediate family members will not require salaries or other incentives as they feel that they are investing in their own children’s lives.

Emphasis was given on the importance of working with the already existing local and traditional resources and with the existing community’s coping mechanisms.

Practitioners should be careful about the risk of creating stigma, while delivering PSS interventions. They should be careful not to create the “Lucky Orphan Syndrome”.

Communities already do realize that they have a collective role to respond and cope with the numerous challenges facing them.  Donors and other actors should therefore encourage communities to use a solidarity approach in tackling challenges.  Donors could do this while doing community mobilization exercises.

Practitioners should bear in mind the existence of harmful traditional practices like FGM and other negative forces in communities, while strategizing on how to deliver PSS interventions. In whatever situation remember to keep in mind the "best interest of child" in all PSS interventions and approaches.

The issue of food insecurity, it was noted that communities are struggling for utter survival amidst other dire needs for PSS intervention.

Issue of funding.  Donor money not reaching the needy individuals.  It is important to ensure that program resources reach the intended recipient, i.e. the vulnerable child at household levels.

The challenge of volunteerism.  How to sustain and keep volunteers yet without pay or salaries?  Creating a sense of project ownership could be one solution.

It is encouraging to note that despite the many odds they face, the communities still carry on with the struggle for survival.  This is in line with the African saying, “An elephant cannot get weary of carrying its own tusks" Therefore somehow life must go on.

There is need for data collection.  We need to know how many children are in various institutions, home, orphanages, etc, and we need to desegregate this data by age and gender.

As practitioners plan and programme for PSS interventions, it is good to relate them with the Millennium Development Goals (MDGs) which have a target year of 2015, which is not too far off.

A participant concluded the session by encouraging all participants with the words “hope lives here”, thus we can make it in the face of the numerous and enormous challenges.

The Role of Education

The Session began with the presenter bringing to attention the fact that their group had the smallest number of participants; however in the “pyramid” of need/interventions they were addressing the largest population.  The presenter also pointed out that many children still do not have access to education though it remains as one of the basic fundamental rights of children.

Yet observations and experiences show that just keeping children in school, even for an extra several years as they wait for other opportunities to be supported for higher education has been shown to be useful.

The presenter noted:

· Keeping children in school and educating them has a largely unrecognized and unfulfilled potential to be the most effective and significant PSS intervention

· Keeping children in school is also a large-scale PSS intervention for children living in conditions of poverty, conflict and AIDS

· Education is also one of children's human rights and;

· Education is an essential human and social service
Advantages of children being at school

· It gives children a sense of inclusion and identity

· Return to routines and structure, The child is taught discipline, gets used to systems and procedures (a way of life)

· Contact with peers and other adults

· Sense of purpose and hope

· Opportunities for positive experience

· Education provides for positive human development for children.
Schools provide a channel for or create the potential and rational avenue for delivery of a whole range of other services such as:

· Feeding and clothes

· Other material help

· Protection

· Legal assistance

· Counseling (bereavement, loss, etc.)

· Education for life and skills

· Social mobilization (PTA, etc.)

· Monitoring

· Health

Education and schools are untapped goldmines for PSS work.  Education has high "buy in" and opportunity for countries, international agencies and families.  Children want to be in school and fear having to leave.

Challenges

Enormous challenges face and threaten the possibility of offering education to all vulnerable children.  There is scarcity of resources (financial and human), lack of access to schools due to values, stigma, tradition & cultural practices and lack of quality education.

There was consensus that keeping children in school is one key PSS intervention.  The assumption here is that schools provide incredible potential for enabling social and emotional learning opportunities for children.

Plenary Discussions

There are some good modules for teacher training, therefore we need to also encourage teacher training and make use of such modules ensuring that the modules are adapted to different contexts, age and gender.

Education provides a political opportunity for governments.  For example, Kenya, which declared free primary education.

We should be careful to be clear and focused to look at the role of PSS in education, rather than revisiting the whole education agenda.  We should keep education as a psychosocial intervention, that is, we should look at such things as abuse and violence to children in and around schools.  PSS skills should be imparted to teachers as well, so that they in turn impart those skills onto the children.

There was consensus that 1) Family Care and 2) Education are primary vehicles through which PSS is promoted.

Donors and other actors should endeavor to advocate for provision of education to vulnerable children especially in situations where education systems (formal) are absent, like in chronic conflict contexts.

It is important to advocate to bilateral and multilateral organizations to fund education.

Donors and other actors should strongly advocate for education that is inclusive.

Youth and Adolescents

Opening Presentation 

The presentation was divided into three headings namely, Issues, Challenges and Best Practices.

Issues

The role of youth is changing in war and HIV/AIDS contexts.  This should be recognized, and mediated on with the community so that fears are managed and space provided for youth initiatives to flourish.

The youth should be allowed to participate in the larger communities' activities and especially on activities that concern them.  Sharing information and skills and giving youth platforms to articulate themselves could be one way of allowing youth participation.

What motivates young people to get into certain activities?  Probably the youth often have nothing to do or have nothing to occupy them.  Therefore they have lots of free time.  The older members of the community should encourage youth to get involved in routine/daily community activities.

Challenges

· There is a gap between what young people preach and what they do, usually the two do not tally.

· Young people are often excluded from income generating activities as they are seen to be not yet of age, or they are engaged in doing other things e.g. in school.

· Avoid tokenism as it makes you develop dependency

· Girls versus boys participation.  Boys are seen to be more active and outgoing than girls.

· Going to scale and sustainability

· Leadership changing with age

· General lack of documentation / evaluation of experiences on youth

· Young people needing but rejecting guidance: peer guidance more efficient

· Risk of “inhibiting” youth initiative, while at the same time needing to offer guidance.

· In conflict: lack of structures (e.g. schools). 

· In conflict: youth activities can be used or targeted for political purposes
Good Practices

1. Humuliza (Tanzania): providing age appropriate preparation, knowledge skills. Progressive replication. Documentation and evaluation

2. TPO (Eastern Uganda): Youth / adult dialogue. Progressively change perception.  And the use of drama by youth to articulate their needs.

3. UNICEF (Ethiopia): Community dialogue on HIV/AIDS following drama

4. Consol Homes (Malawi): Unthreatening dialogue between youth and adults / community meetings

5. UNICEF (Uganda): self-initiated projects. Only play facilitating role. Making tools available, not more. Provide guidance and small revolving loans to encourage initiatives.

6. REPSSI: Validate learning by young people by linking youth activities with academics.

7. UNICEF (Uganda): Peer to peer radio programme. Link between abducted and non-abducted. Facilitate reintegration in communities reached. Large coverage.

8. Monitoring & Evaluation: youth directly involved
Plenary Discussions

The influence of media to youth.  This is a real youth attraction, and the influence could be negative or positive.

Inadequate youth-friendly services.  For example, youth suffering from STDs are referred to health providers who do not have PSS skills on how to handle the youth.  These could eventually end up repelling them and sending them away rather than drawing them to seek help.

The challenge of role models, mentors and leadership for the youth.  Those who are supposed to be role models often send out conflicting messages thereby confusing the youth, instead of giving them good direction.

What is the range of age that can be used to describe “youth”.  For example, UNICEF uses the age bracket of 10-24 years.  The idea here is that it would not be good for donors or other actors to be seen as encouraging child labor when it comes to involving youth in various activities.

In most cases boys are seen to be coming out as leaders.  The Girls’ Education Movement (GEM) clubs (Uganda) help bring out girls as leaders.  GEM clubs have been formed in several Eastern & Southern African countries. They are an initiative of UNICEF education programmes in partnership with local structures.  The club motto is “Girls as leaders and boys as powerful allies”  Sheila Murunga Coutinho of UNICEF Uganda gave a success story of a 16 year old girl who had been married off to an old man but because of GEM club’s efforts she was able to return to school.

Involve youth and adolescents in the planning and implementation of services that relate to them e.g. in small scale businesses.

There are variations on the definitions of age range for youth.  Further deliberations arrived at the conclusion that rather than look at developmental stages in terms of age in years, we should look at age levels within various contexts and traditions.  For example we could start by doing community research and surveys to understand different community’s age range definitions of who/what they consider as youth and why?  For example some communities marry off young girls while boys of the same age group remain unmarried as they are considered to be still children. 

Measurement and Evaluation

The following overall points were observed from the presentation:

Psychosocial support is multi-sectoral, it traverses through other areas like health, education, justice and judiciary, emotional realms of the human being, etc.

It is important to triangulate data using multiple perspectives from the children’s social network, e.g. the people that the child interacts with, the school or the church that the child goes to, etc

Avoid parallel collection of data and information.  All PS measurement should be integrated as far as possible into existing national M&E frameworks for OVC, (national plans, HIV/AIDS national framework, PRSPs, etc)

The presenter highlighted what the group did not address (but what is still important to the discussion): 

· Usefulness and role of standardized surveys, other tools

· Cross-cultural challenges to measurement of emotions and certain factors causing vulnerability (For example a girl who has been defiled by her own father. The challenge here is how or what approach would be appropriate for a PSS practitioner to take in addressing this situation?)

· Didn’t share successes stories of M&E for PS programs in different contexts (Sri Lanka, Rwanda…)…they are few!

Commenting on available PSS resources/references.  We should try to adapt the existing guidelines and standards in M&E to cultural contexts through a participatory approach.

Commenting on the definitions of well-being, and successes for PSS programmes, the presenter asked, “is this definition or success viewed from the programmer’s eyes/viewpoint, or the children’s or that of the larger community?  It is recommended to seek to know both the children's and community perspective.

The presenter then sighted some provocative questions regarding M&E such as:

· What are we really measuring?  Is it that the programme is functional, the community’s definition of well-being? or the social well-being?  

· Does it have to be individual at all or communal?

· Does it need to be quantitative?

Participants were informed that members in the M&E joined the group for various reasons including:

· Some people are doing nothing as far as M&E is concerned!

· Others wanted to know if what they are doing is successful

· Others had a quest to validate their assumptions, that the things we do (recreational activities, etc.) are improving the well being of the child, but how do we know for sure?

· Some still felt that probably harm is being done, therefore needed to get a clear understanding.

Key Issues/Challenges

· The definitions to the terms "psychosocial" and "well-bring" tends to be subjective

· There is the need for better tools to track interventions

· There is a gap between activities and effectiveness

· Practitioners also need adaptable approaches as contexts may change

· Practitioners need to validate the assumptions that they have, as they articulate PSS interventions

· Demonstrating PS impact of programs in a given timeframe.  How are we able to do this?

· PS is multi-sectoral therefore should it be mainstreamed, or is there a danger of losing it, if mainstreamed?

· How do we attribute PS intervention to multi-sectoral impact?

· The group found itself in a "catch 22" situation in measuring impact because there is recognition of the need for holistic, integrated approaches to realize goal of PS well being, and PS approaches alone do not have this impact.

Lessons Learned

· PS outcomes/impact should be measured over time(immediate and longer term effects)

· Challenges and lessons learned are the same for HIV/AIDS and conflict contexts.  However collecting data may need some adaptations e.g. some different questions, methodology may vary due to insecurity and need to verify information)

· Participation is both a process within M&E and a relevant outcome

· Value in understanding needs of children according to broad domains as an organizing principle, even though conflict and HIV/affected children may have different needs.

Closing gap between activities and effectiveness

· M&E begins at the very outset of the program.  First day!

· Start with proper PLANNING.  Establish clear aims and objectives to establish priorities.

· Conduct baseline assessments at all levels, including the individual child.  Do your own assessments.  Do not rely only on other's.

· Monitor, Re-orient, Evaluate

· Good M&E practices frequently don’t happen in PSS

· Desegregate data by age, gender, and vulnerability.  Caution is required here about targeting specific groups due to stigma and discrimination.

Demonstrating Impact

· Indicator development:

· Articulate broad domains of well-being

· Refine priority domains with local community participation

· Develop specific indicators relevant to children's/caregivers loves in local context

· Keep indicators tangible/understandable

· Triangulate data using multiple perspectives from children's social network

· All PS measurement should be integrated as far as possible into existing national M&E frameworks for OVC (national plans, HIV/AIDS national framework, PRSP, etc)

The M&E group came up with a sample matrix that incorporates different levels of assessment and evaluation (child, family, community, and society).  Readers interested in more details on the matrix can get a soft copy upon request.

Plenary Discussions

The programme in Northern Uganda, a conflict area was sighted as a possibility from which we could draw some lessons learnt.  Evaluation done on such programmes could be used for developing PS indicators, which could be used for both HIV/AIDS and Conflict contexts.

It is important to include the M&E aspect from the very onset of the programme, in an 

all-inclusive, participatory manner for all, i.e. programmes planners, and the community as this gives motivation for everybody.

There is need to validate our assumptions.  The need for more research on all the assumptions.

Question: How much of the programme’s resources should be used on research work?  The presenter responded that it has been proposed that not more than 5% of all program money, but this was not discussed in detail.

Enquiry was made about the USAID/UNICEF research in reintegration work in Northern Uganda.  It was clarified that this is a piece of study seeking to know about the children who got back to their communities, their experiences in reception centres, where they actually are, and how people relate to them.

A question was asked about PS M&E indicators?  It was suggested that maybe it is best to look at the child’s ecology, factors surrounding the child.  This means that what we measure could be whether such things as schools and other educational facilities, health facilities, etc, are available for the child.

Another participant recommended that all participants should get the “Guide To Monitoring And Evaluation Of The National Response For Children Orphaned And Made

Vulnerable by HIV/Aids, “ what she referred to as “the Bible” for indicators and check out PSS indicators.  In the manual it is referred to as “psychosocial health” and it talks about the connectedness of the child to his or her environment. (This document is found on the CD-rom made available to participants)

Below are responses to some of the issues raised above.

· Dr Leslie Snider referred to the work of TPO, Uganda and said that it would be good to get case studies and information from such pieces of work.

· There are lots of similarities at outcome level for both HIV/AIDS and conflict contexts, the differences are only at very specific levels (e.g. questionnaire level)

· The issue of quantitative information?  Do we want this or the qualitative?  PSS is mostly in the qualitative data.

· In measuring PSS work and interventions, we want to measure the whole community (see the matrix development by the M&E group).

· Any and all research work should be directly feeding back into the programme.

· Dr Snider recommended to the participants the reference manual titled: “Good Practices for Evaluating Programmes for Children in Crises”, as a good document to draw from. (This document is found on the CD-rom made available to participants).

· Proxy indicators?  Should they be used or not?  The truth is that people use them everyday.  For example when you ask the question, “is so and so doing well?”

FINAL SESSION: 
The Participants were asked to get into four groupings as categorized in the following levels of work as shown below.

Groups: 

1). International 

2). Regional

3). Country – level

· Uganda participants form a separate group

The groups’ Purpose was to identify capacity-building needs and strategies, and work towards the development of an Action Plan to further the dialogue and implement some of the recommendations made by groups.

The groups were to also identify:

1. One or two specific capacity-building needs and strategies to meet those needs

2. One or two specific points for an Action Plan to:

a. Further dialogue

b. Follow up on some points/recommendations made from groups

Finally the groups would briefly present (5 -10 minutes) in plenary and all participants discuss.
Group Work: International Level Discussions

Opening Presentation (Small Group feedback to plenary)

In addition to the slide presentation, the presenter made the following remarks.

The issue of definitions of key words such as: crises, emergencies, HIV/AIDS/violence contexts?  There are several definitions, and they may vary in different contexts.

What PS work networks exist?  There are none so far (at least not known yet).  Therefore there is need to identify organizations which could take on this task.

How do we move forward on the actions that have been proposed?  To do this there is need for donors, NGOS and agencies to continue making contacts and networking. 

The group's presentation was very precise and compact so I have replicated it here below.

What needs to be done from global level to improve the quality, effectiveness and scale of PSS for children in crisis
?

ACTIONS: 

Develop a core group who can take on the following tasks
· Ensure IASC committee guidelines on HIV/AIDS include PSS 

· Develop inter-agency guiding principles on PSS care and protection

· Develop clear list of interventions which can/should be done on their own in a range of crisis situations; i.e. encourage those interventions which have psychosocial well-being as their main outcome, and discourage those interventions which do not have a psychosocial well-being as their main outcome.

· Develop checklists on how to ensure attention to PSS concerns within in other sectors with a role to play vis-à-vis children in crisis; as well as those which should be discouraged

· Collect/collate/ synthesize good practices in both the categories listed above

· Facilitate the creation of fora for information exchange 

What networks exist which might take on this work? 

· -None exists – or comes to mind – which touches on both PSS in Conflicts and HIV/AIDS contexts 

· Can we develop these within ‘issue specific’ networks, but encourage sharing and compatibility between them?   For emergencies:  IASC
,  For AIDS: to be defined 

What else could be done?

· Global or northern professional associations – to make their own standards for their members (useful for ensuring buy in amongst those most likely to take approaches outside accepted practice of development agencies) note:  best not done jointly

Notes: 

· There is need to ensure broader participation than those who will be involved in the official drafting/members of the responsible inter-agency group.

Plenary Discussions

Are we focused on Psychosocial Support Services delivery or well-being?  One is broader than the other.  Well-being is broader. There is need for some consensus on this issue.

Group Work: Regional Level Discussions

Opening Presentation (Group work feedback to plenary)

The Regional group presentation was also very concise and is replicated here below.

Key Actions

· PSS regional proposal development: regional strategy incorporating standardized definitions, approaches, programmatic good practices and tools, training protocol and timetable, Technical Assistance support to partnerships and focus countries

· Explore with regional and country-level experts the establishment of regional PSS support network and coordination mechanism: Involve academia, Technical Assistance institutions, Community Based Organizations, Government and Donors

· Including a repository of documents and tools/web based resource

· Mapping and analysis exercise of PSS support agencies, country level coordination mechanisms and roles

· State of the art review of PSS support programme good practices

· State of the art review on measuring PSS interventions 

· Definition of resource availability and mobilization process

· Specific linkage integral to National Plans of Acton (NPA) implementation and development
The following were additional comments from the presenter:

Mapping needs to be done.  We need to know who are the people, where do they exist, in terms of groups of people or organizations involved in offering PSS.

There is a gap between the people who develop indicators (or other tools) and the people in the field who need to make use of these tools.  The above action points will help bridge this gap (the action point on "state of the art review on measuring PSS interventions)"

Definition of resource availability.  There is a lot of money but it is not being put in the right places. (the action point stated above on "definition of resource availability will address this issue)

Plenary Discussions

The regional group could help clarify the type of support that would be useful when providing technical support at individual and organizational and community levels, in view of more long term development especially to communities in emergency contexts.

The regional group could also assist in proposing various documentation on PSS work.  Also could analyze what work various groups and organizations have been doing and where they have been doing the work.

Group Work: Country Level Discussions

Opening Presentation (Group work feedback to plenary)

The country level presentation had 3 main headings: Capacity building needs, Strategies, and Action points.

Capacity Building Needs:

1. Decompartmentalize Psychosocial Support (PSS) interventions.  The need to go beyond the Child Protection/sector boundaries 

2. Create a common understanding of PSS.  Make efforts to have a consensus on the definitions of intervention, impact, and monitoring and evaluation.
Strategies:

1. Document and share lessons learnt (successful/unsuccessful)

Agree on a broad minimum package/set of interventions to guide country offices through an inclusive process including FAQs

· 2. Create, facilitate/strengthen in-country  inter/intra agency PSS working Group

Bridge the gap between academicians and the practitioners

Action Points

· “Youth-less is useless”

· “Measure what you treasure”

· “Walk the talk”

· “Do not leave home without it”…the cheque book…€ ,£, ¥, $

Additional comments by the presenter on the above presentation are noted below.

Concerning capacity-building needs, we need to create a common understanding of “Intervention, Impact, & M&E”.  There is the feeling that we are stuck at the theoretical level of definitions, but when it comes to field level, it is important to get practical.  For example in Swaziland, the actors at the field level always use new approaches.

On their point on strategies (see slide) there is need for a minimum level of interventions package at country level.

At country level, there is need to create a platform where NGOs and other partners can pass through to programmes.

“Walk the Talk”  means that we need to move from theoretical level into action.

Concluded that PSS could be “Please Simple and Strategic.”

Plenary Discussions

(none followed after the above presentation)

Group Work: Uganda Participants

Opening Presentation (Group work feedback to plenary)

The Uganda group's presentation was as follows:

Capacity Building Needs and Strategies

· Inadequate capacity for PSS among service providers at all levels - GOU, NGOs, CBOs, Community Care Givers, Families in terms of their understanding of psychosocial work, their level of PSS skills, and the available resources.

· Coordination between HIV/AIDS, Conflict, Poverty and other context based interventions.  Gaps are in areas such as: addressing equity in services, resource harmonization, standardization of approaches, principles.  The National PSS teams are not being adequately utilized.  There is inadequate district level coordination and various sectors operate independently of each other e.g. PS, education, Protection, health, etc.

Strategies

In order to address the capacity of service providers - National Core Teams should:

· Identify roles at different levels

· Assess gaps and missing capacities

· Develop capacity building support - e.g. training and logistics.

To address coordination gaps:

· Revamp National Core Teams (NCT), The NCT should map out what is on the ground, see available best practices and hence chart way forward.  The NCT is to define roles at district and national levels

Action Plan Points -Uganda

· Develop, and agree on PSS monitoring indicators. Monitoring indicators vary from level to level i.e. (household/family level, community level, institutional level and national level).  It is recommended to start from existing knowledge and experiences e.g. make use of work done in Northern Uganda, or by World Vision, Uganda, for example.

· Dialogue with all partners to develop common framework for PSS, principles; guidelines, coordination mechanisms and systems.

· There is need for coordination between HIV/AIDS, conflict and other context based PSS interventions.  The focus has mainly been in conflict related areas.

Plenary Discussions

It is good to encourage people to develop different modules and finally try to come up with common approaches for different countries.

Consultation Closing Remarks

The consultation agenda presentations ended with the above four group level (International, Regional, Country level, and Uganda group) presentations and now it was time for a general wrap up of the whole consultation.  The floor was opened for all participants to make any additional comments regarding the consultation.  Some of the comments made are captured below.  Two participants, Doug Webb and Manuel Fontaine were then requested to make some closing remarks to the plenary.


Closing Remarks by Doug Webb (UNICEF, ESARO) 

PSS work is often focused on mitigation. We should try to explore the nature of PSS work by learning from other areas like HIV/AIDS. In what ways can PSS support prevent HIV vulnerability in young people affected by armed conflict? How can PSS help those affected by HIV/AIDS to address and avoid situations of violence? (such as violent crime) 

HIV/AIDS and its impact is being linked to issues of global insecurity - we have to consider practical ways in which they are linked and ways to mitigate the mutual connections 

In terms of programmatic issues, there are overlaps in both areas (HIV/AIDS and Conflict contexts), but also there are specifics. For example in Zambia, caregivers themselves suffer from depression and display what we would consider to be 'maladaptive response' such as alcohol dependency. Therefore there is the critical need to support caregivers as well. 

PSS interventions or a focus on psychosocial well-being? There is need to define well-being and recognize that there are specific situations and needs that require specific PSS interventions. Other social development programmes (such as education provision and access), which we know have beneficial psychosocial outcomes are also a key vehicle to delivery of psychosocial interventions.

How does psychosocial support work (for example UNICEF PSS work) contribute to the Millennium Development Goals? This needs to be defined. 

The issue of data collection. We do have a responsibility to find out where the children are.  Are they in homes, orphanages, or in other institutions? Such systematic enumeration would be very welcome. 

The issue of state ownership, or taking responsibility for the peoples suffering and challenges that they face. Psychosocial support work is often difficult because the state parties are often violating the human rights in the first place. Therefore donors and other actors need to do more advocacy for governments not to continue violating universally agreed upon human rights. Additionally, where stated parties' mandate or capacity is absent, NGOs become the key partners by default - partners who themselves may not be endorsed by the state.  It was noted that 'a non political' suffering, like that resulting from the tsunami which was a natural disaster, was a catalyst to engendering substantial sympathy from around the world. We are therefore in a dilemma - do we politicize the pandemic to engender state ownership within broader structural change, or do we depoliticize the pandemic, in order to focus on individual suffering, from a natural cause, in the hope of raising more resources to help those affected? 

Various experiences of children, e.g. witnessing atrocities, have very devastating psychological effects. Watching people dying of HIV/AIDS is an atrocity in itself, the disease is preventable and treatable and therefore it too has scarring psychological effects on the witnesses and those directly affected. 


Closing Remarks by Manuel Fontaine

There was commonality in both HIV/AIDS and Conflict contexts that we cannot address PSS well-being without looking at the socio-economic and political environments, i.e. the contexts within which people live.  Therefore organizations like UNICEF and other actors need to make a strong point to governments that progress is not going to be realized if things like armed conflicts are still going on.

There is a lot of common ground in terms of the need for preparedness.  How do we get ready for emergencies?  The point is that if we have very strong preparedness mechanisms, then stronger responses are likely to happen or take place in the event of a crisis.

We need to recall that decisions have been made by generalists.  Therefore we need to help the generalists in making the decisions.  One of the ways to do this is by trying to be clear in our communications and interventions and programmes.  For example as much as education, health intervention, etc have a PSS component, there are other activities that are specifically psychosocial, these are the activities that we need to clearly articulate.  

It is important that we remain in the field level as much as possible.  This means that we should not remain too much at the academic level, but if we have data evidence from the field level, then we can easily convince others on what we are doing.
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Annex 1. Consultation Evaluation Summary

Consultation Evaluation Summary

In order to enable the organizers of the consultation to get feedback from participants on and also provide for an evaluation of the success and possible gaps concerning the organization and administration of the consultation in general, VIPP cards were passed around to all participants to write down their overall assessment of the consultation.  Specifically the participants were required to say whether or not the consultation process was able to meet all its laid down objectives and goals as stipulated in the background paper.  For ease of reference the consultation objectives were written on flip chart for all participants to read.

All the participants completed the VIPP cards that had been passed around and the following is a summary of participants evaluation of the consultation.

Has the consultation met/realized its objectives?

Twenty-nine (29) participants said "yes" the objectives have been met.  They however emphasized:

· Key resource materials need to be distributed to all participants (in CD-ROM).

· The proposed action points could evaporate if concrete steps are not taken to see them into maturation

· People in health and education sectors should also have been invited, not just people in conflict & AIDS sectors.

· More case studies would have been useful

Action/Follow-up issues at International/Global level: 

· One participant said that they will continue to support the process of FAQ development at New York Head Quarters with ongoing cross-sectoral field consultation, with the aim of having a finalized version circulated this year.

· A participant said that they would make sure that the development of the IASC guidelines will take non-emergency work and learning into account.

Action/Follow up issues at country level

· 4 participants said National core teams on psychosocial work or an equivalent network/forum should be revamped or formed in countries where they do not exist.  This will provide as a forum through with all PSS work in the country is coordinated and articulated.

· 2 participants said that there should more internal discussions at country level amongst all sectors on PSS work.  Initiate dialogue on PSS with government.

· One participant said that a workshop with country office staff should be organized on conceptual clarification of PSS approach in promoting children's wellbeing, matched with examples of psychosocial interventions.

· One participant said that they will give a short brief of this consultation to UNICEF Country office programme groups, to show them that each sector has a role to play in PSS.

General requested for action points

· UNICEF to organize and fund a regional or "3-countries-at-a-time" M&E workshops using concrete projects as examples of how to develop and conduct assessments, baselines, M&E's which include PSS components.

· One participant recommended for a follow-up meeting to be organized in UNICEF/ESARO on Child Protection & Education

What could/should be done differently in a similar meeting

· 3 participants felt that the choice of facilitators could have been more diverse or broad. One said, "Please choose facilitators that reflect diversity in gender, race, etc"  another said, "since most participants were serving Sub-Saharan populations, it was strange to see no expert who shared same culture and traditions".

· Group work needed more technical guidance. A framework should have been created so PSS work as not considered too broad.

· It would have been good to have collected short write-ups from everyone on their work for sharing.

· 2 participants felt that the plenary discussions (dialogue & exchange) were more useful, e.g. on day 1(one). Development of documents/plans may be better achieved by smaller task groups.

· One participant A field project site visit could have been organized

Other comments/general

· A 1 (one) page lesson learnt on Tsunami would be good

· 3 participants said that they will put efforts in data collection and documentation of activities 

· One participant expressed the need to continue exploring more on the idea of schools as enabling environments for the social and emotional development of children

· Regional networking is critical.  This was clearly stated by at least 5 participants.  The regional processes would assist country programmes

· One participant said that this kind of dialogue should be sustained by forming this into a network.  The bridge between academicians and practitioners should be narrowed down through opportunities for dialogue

· One participant asked that the regional colleagues try to ensure that their work draws from what country/community work is doing and needs.
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My brother’s name is Mboneni L.  He is eighteen years old, he is like a father to me. My father died long time ago. He plays a major role in our lives though he is a very young boy doing grade 11 at Adams high school. He is responsible. He takes good care of us he cooks food and clean the house. He looks after baby because my mother passed away few months ago. Every afternoon he closes the gate so that we are safe inside. He supports us in every way. We don’t feel that our mother is no longer there for us. He always gives us that love we used to get our parents. Every Saturday he bakes cakes do, shopping as mother used to. My brother is like a father to us we trust him, we love him.











“The major obstacle to discovery is not knowledge but the illusion of ignorance”   Mark Kluckow, Consultant REPSSI.  





Mark made the above remarks in encouragement to the participants that despite all odds, we can make it. 








“No matter how big a tree grows, it can never become a forest”  Sheila Murunga-Coutihno, UNICEF, Uganda.





She was reiterating the fact that to succeed in PSS work, we all need each other, and need cooperation, collaboration and to work in partnerships.











� Crisis broadly defined:  emergencies, HIV, experiences of violence or displacement (group or individual)


� IASC is a temporary task force including UN humanitarian organizations; ICRC& IFRC, ICVA, InterAction, Steering group of Humanitarian Response 
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