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Search for what is good and strong and beautiful in your society 
and elaborate from there. 

—Michel Foucault (Raskin,1984)   
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Foreword   

This is a book about culture. More definitively, it is an account of 
the many ways the work of community psychology unceasingly resides 
within a contextual landscape. Context is the vital crossroads by 
which the psychological well-being of an individual intersects and is 
nourished by strengths within the social-ecological surround of setting. 
These strengths include the familial, collective, and historical narratives 
composing a setting’s cultural bedrock. Psychological Interventions from 
Six Continents: Culture, Collaboration, and Community illuminates this 
truth. The book provides a deep description of work in the cultural 
context. Of equal importance, it centers collaboration as foundational 
to this work. These pages provide a rich portrait of the global reach 
of relational methodologies applied to research, and to implementing 
interventions guided by this research. 

Central to the work described within this volume are horizontal 
relationships based in the commitment to equality. Its narrative describes 
the work of psychologists who understand their own usefulness comes out 
of relating to the other as equal. This profound acceptance of otherness 
necessarily incorporates an accompanying deep respect for different 
ways of knowing, and through this, appreciation of different structures of 
understanding and meaning. Respect is conveyed through the dialogue 
of equality. In each of the stories to follow, the relational methods 
compel formulation and implementation of intervention in culturally 
congruent ways. 

Accordingly, the book opens with a meditation on the relationship of the 
provider of psychological services to those they hope to serve. The chapter 
that follows elevates an understanding of the importance of cultural 
uniqueness in the multiplicity of cultural systems and philosophies that 
create the diversity of global paradigms for psychological well-being. Each 
ensuing case study then portrays a way to intervene to promote well-being 
that arises from premises valuing uniqueness expressed in underrepresented 
ethnocultural viewpoints on their own merits. These case studies include 



a thoughtful cultural adaptation of existing interventions along with 
autochthonous approaches, or interventions borne only of that place. 
Notably, psychological assessment is presented through a similar lens. 
The case studies emphasize local, culture-based collaborative assessment 
models foundationally situated in the commitment to equality. This 
commitment drives purposeful attentiveness to each nuance of cultural 
context, bringing its knowledge systems and meaning structures into the 
assessment process. 

The efforts described in these pages are each guided by diverse 
implementations of a community-based participatory research pers- 
pective. As a perspective, and not a method, each of the participatory 
approaches described is adaptive as it seeks to better match practices of 
its setting. The perspective joined with collaboration privileges indigenous 
theory describing the knowledge, practices, and meaning systems local 
to setting. 

Core to all the accounts is a parallel story where a commitment to 
equality also necessitates an abiding concern for social justice. Within this 
concern, culture operates as a fundamental set of defining characteristics 
both in psychological understanding and meaningful social action. A 
woven thread emerges out of this volume of diverse communities each 
claiming ownership of their own knowledge and meaning making. Their 
collective voices provide an invitation to a psychology that is conscious 
of its own current ethnocentrism, and to psychological practice that 
incorporates true collaboration. 

James Allen 
University of Minnesota Medical School, Duluth Campus   

Foreword xxi 
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Introduction: Culture, Collaboration, 
and Community 

Barbara L. Mercer, Heather Macdonald,  
and Caroline Purves   

Collaborative/Therapeutic Assessment in the  
United States 

Our book is about how culture gives context to collaborative psy-
chological assessment and psychological intervention practices around 
the world. To address this challenging topic, we present ten chapters 
from authors across the globe who speak about work in their com-
munities and their cultural influences. Our intent is to open up simila-
rities that bind us, at the same time to describe the world’s unique 
cultural contexts, and in so doing push the boundaries of psychological 
assessment and intervention, to expand our ideas and our capacity for 
listening and learning. We reflect our core philosophy of valuing the 
applied, lived experience of psychological work and healing applied to 
each locale’s culture and community. 

Trained first as psychotherapists and later practiced in traditional 
Western psycho-diagnostic assessment, we gravitated toward nontradi-
tional psychological assessment modalities that would incorporate a more 
person-centered relational approach, as we sought alternatives for ac-
complishing more fully collaborative therapeutic interventions through a 
personality assessment. Over the last several decades we have worked in 
city or nonprofit community clinics and social service environments, and 
from that perspective have embraced the rich diversity of our own locale. 
This both ignited and continues to fuel our desire to learn more about the 
cultures within our and other countries and their unique approaches to 
mental health. We are three women. We are of Canadian, Russian Jewish, 
and Scottish origins. We are all White. We have all spent not insignificant 
portions of our lives and careers traveling, working, and living in dif-
ferent countries and continents. We have absorbed and come to value 
many aspects of other cultures’ ways of being. 

The origin and inspiration for this book came from our work in a com-
munity child psychology clinic in Oakland, California, whose clients pay 
for mental health assistance with public funding insurance called Medi-cal. 
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Most have fewer financial resources than families who can afford private 
practice rates. Our clients arrived from multiple social systems with most 
referrals for psychological assessment and therapy coming from social 
workers who were the official public guardians of children and youth in 
foster care, from teachers who were concerned about their students, and 
from parents who qualified for low-cost mental health services. Whether or 
not their systems were familiar to our therapists/providers, it was incumbent 
upon us to understand youth as connected to the people and groups in their 
lives. Community psychology must reside within the contextual landscape 
from which those seeking assistance must not be separated nor made invisible 
to their individual, familial, or collective historical narratives. 

As we evolved a systemic approach with our families, we began to 
recognize the unique adaptability of the collaborative model for our work 
in the community. The idea for this book grew from our work training 
increasing numbers of students from other cultures, and a commensurate 
desire to expand our understanding of mental health and psychology in 
other countries. 

In conducting psychological assessments with children, we early on 
began to implement the innovative model of Collaborative/Therapeutic 
Assessment that departed from the expert-driven, “top-down” mod-
alities. We trained and worked with Dr. Stephen Finn (2007, 2008; 
Finn & Tonsager, 1997, 2002), founder of the Therapeutic Assessment 
Institute, who served as a consultant in live sessions to inform our work 
with our youth and families. He showed us how traditional testing 
and psychological assessment could become inherently therapeutic and 
an intervention. Our work with foster children, with transcultural cli-
entele, and with immigrants from Latin America and other countries, 
more and more came to reflect networks and increasingly complex 
systems, for example, grounded in public funding, multi-tiered social 
service, legal, and family systems. 

Over half (55%) of the children seen in the clinic are in foster care and 
as such been separated from their biological parents. Forty-four percent 
of the families are African American, 33% of the clients are White, 12% 
are of Hispanic origin, 0.9% are Native American/Alaska Native, and 5% 
are Asian Pacific Islander (with 5% identifying as biracial or not re-
porting). (Kelley Gin, Personal Communication, August 2021). Many of 
the children have experienced abuse, neglect, socioeconomic and racial 
discrimination, immigration fears and trauma, and community violence, 
as well as abandonment by or loss of their biological parents and have 
been placed in the foster care system. Therapists and assessors often go 
to meet and assess children in their homes and in their neighborhoods. 

If we looked solely at the “reason for referral” and “behavior,” we 
missed vital aspects of our clients’ experience. If we assessed them through 
the lens of purely standardized results, rigid administration, diagnosis, and 
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a formal expert stance, we missed the person, their daily lives’ struggles, 
their strengths and potentials, and the essential relational impact of the 
assessment. Issues of family, racial identity, ethnic and cultural values and 
practices, intergenerational and personal histories, and traumas, seeking 
refuge from wars, migration, economics, and their collective support net-
works or lack thereof, all demanded that we pay attention. 

In our treatment and narratives, we sought a language that illuminated 
the uniqueness of our communities. In our psychological assessments, we 
challenged our trainees to divest themselves of the academic language 
they learned in graduate training (we asked “Where is the person in your 
report?”). The Collaborative/Therapeutic Assessment model, which em-
phasizes knowledge, understanding, and transparency during the process, 
by placing the “symptom” in a biographical, historical, and cultural 
narrative, provided for us an appropriate methodology. The clinic’s 
clients are African-American or biracial, White, Latinx, Asian American, 
Native American, or families immigrating (documented and undocumented) 
from other countries—Latin American, African, Asian Pacific, South Asian, 
and Middle Eastern locales. Our assessments included relational aspects of 
identity and of hierarchy. (“How do our clients perceive us? as well as “How 
do we view them?”). 

At the end of an assessment, we gave feedback about it to the child/ 
youth that took the form of a story we wrote based on their struggles and 
their strengths. These “tales” or fables often provided a better, more clear 
understanding for both the parent and the child, even more so than the 
formal report. For a child who lost her mother and was being raised by 
her grandmother, we had stories like “The Rainforest Vet” (in which the 
assessor is the veterinarian) who gives Fearless the Tiger and Grandma 
Tiger a recipe for Feelings Soup, a soup they could cook together that’s 
made from their important memories and feelings. “You can put all those 
feelings that are jumbled up inside of you into that soup,” the assessor 
wrote. Also, there was “The Story of Marcus Who Never Cried,” no 
matter how sad he felt or what he had been through. Or, “The Diary of 
a Grumpy Kid” whose brother did “scary” things and whose parents 
fought and got divorced. 

As more doctoral students from other countries and more ethnically 
and racially diverse students came to graduate school, to internship, and 
to doctoral programs and wrote dissertations, they raised questions about 
assessment, cultural context and cultural equivalence, and the inclusion 
of cultural and Indigenous psychology that could not be ignored. 

At international personality assessment conferences—where Western 
psychological principals predominated—we noted a growing interest in 
intersectionality when connecting with clinicians from other countries, 
even though Indigenous psychology or culturally adapted assessment 
measures were rarely mentioned. 
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After leaving Oakland, many of our students and staff returned to their 
own countries or moved to other countries (e.g., India or Zimbabwe) and 
opened a psychological practice or worked in rural areas or Indigenous 
reservations using alternative interventions. The Therapeutic Assessment 
model, as well as relationally focused projective measures (Crisi, 1998,  
2018, George et al., 1999), have now spread throughout the world. These 
new models are both richly qualitative and supported by research in 
development and outcome. Clinicians are employing it with adults, 
children, and families across the planet. 

Live trainings occur yearly in Japan and Italy under the supervision of 
Therapeutic Assessment’s developer, Stephen Finn, where therapists come 
from all over the world to participate. And even the ongoing Coronavirus 
pandemic has seen these trainings continue through the wonder of the 
Internet. 

Finn’s (2007) proposal that we be “in our client’s shoes” is our starting 
point. This collaborative approach in psychological assessment has been 
our portal to broader, more inclusive thinking about psychological 
interventions as a cooperative, transparent relationship between those 
delivering and those receiving service. This meant that the tenets of colla-
borative and therapeutic assessment could be expanded to interventions 
with assessment as a component. Therefore, we seek to learn more about 
how other cultures work to realize their aspirations for mental health and 
well-being. The chapters in this book are only a brief sampling of such 
practices. By reading books and articles, and reaching out to professionals 
around the world, we have encountered myriad innovative projects steeped 
in collaboration, in a sharing of cultural voices and values. We hope these 
pages will expand your notions of assessment and therapeutic interven-
tions, help to pique your interest in these voices and values, and in so 
doing contribute to their visibility and viability for the mental health and 
psychology mainstream. 

Culture in Mind: Thoughts About Culture  
and Mental Health Services 

Frantz Fanon, the French West Indian psychiatrist and philosopher 
who worked with Algerian and French soldiers in Algeria in the 1950s, 
observed the posttraumatic effects of colonial violence on the human 
psyche. He formulated a model for community psychology and systems 
of mental health, believing that people suffering from mental health 
disorders would fare better if they were integrated into their family and 
community instead of being assigned to a rigid category, isolated, or 
institutionalized. He also understood that community-based psychology 
was a model that could address the vital intersection of people’s psy-
chological health with their social and economic situations. Community 
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and social work models in the mental health field along with increasing 
collaborative psychological assessment seek a widening paradigm where 
knowledge and meaning are shared and “co-created.” 

At this sociocultural moment in the United States, we are facing 
alarming polarizations about race and economic inequities that demand 
urgent discussion. How we, as clinicians and writers in the United States, 
conceptualize “culture” may differ from those in another country or 
continent. And while our cultural concerns in the United States about 
social and racial challenges, mental health, and psychological interven-
tion may well align with practitioners and writers from other countries, 
the processes by which they are addressed cannot. 

Psychologies in India likely differ from psychologies created for 
Indigenous people in Canada or Australia. Historical impact, such as 
that of “abusive and coercive residential schooling in Canada” (Teo & 
Wendt, 2020, p. 373), may bear similarities with the forced permanent 
separation of children and families in Australia; but the impact on mental 
health and well-being may differ radically depending on locale. James  
Allen (2002), in his work with Inuit Alaska Natives, noted the rich var-
iation of Indigenous people in North America with their “vast differences 
in customs, religion and social organization” (p. 216). He cites from a 
1991 Bureau of Indian Affairs publication the statistic that there are over 
500 federally recognized tribal entities with over 200 spoken languages. In 
India in South Asia, there are currently 28 different states and 8 unions 
with nearly as many languages and cultural beliefs. 

Therefore, it is important for treatment, research, and training in each 
locale to hold their own knowledge and perspective. In reaching out to 
psychologists across the globe and learning about psychological assessment 
and intervention from other perspectives, we realized that with some 
clinicians, their culture is the climate or fabric that gives background tex-
ture to their collaborative work with clients. With other clinicians, we 
learned that psychological services needed adaptation taking holistic cul-
tural practices and world views in mind in order to give relevant treatment. 
Finally, we understood that Western and Eastern locales contain a hybrid 
of ideas and intervention strategies, but may purposefully seek ways to 
create and implement their own cultural treatments. At this time, the crises 
of a pandemic as well as of migration have connected us across the globe 
in ways we could not have imagined. Yet in this time of loss, we have been 
able to connect over the Internet to talk with and learn about each other. 
Physical and emotional well-being have never been more manifestly bound 
together, connected to all of us in some, often meaningful way. 

The countries and cultures of our planet have become increasingly 
linked, leading to a desire and necessity for a more spacious awareness 
and dialogue. Through voluntary and forced migrations adding to al-
ready existing cultural groups within countries, this traditional model is 
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no longer sufficient to help psychologists understand their clients. In this 
context, the idea of the learned psychologist using much-studied “tests” 
to “solve” or determine the “inner workings” of the client is not enough 
to both help the client and to generate helpful feedback to others in-
volved. Literature on mainstream Western psychology and community 
and cultural psychology are rarely integrated so readers and practitioners 
must be cognizant enough to search both fields of study for information 
on therapeutic philosophy, treatment, and research. 

One of our authors wondered that working with colleagues around 
the globe during this time must be a hard thing to do. He likened it to 
a “Quijotada” (“against all odds”), to Cervantes Don Quijote de la 
Mancha (Ernesto Pais, personal communication, 18 August 2021). That 
is to say, at moments our venture has seemed like that of the infamous 
knight errant, romantic, and impractical. Over 20 years ago, Hermans 
and Kempen (1998) called our accelerated process of globalization and 
interconnectedness a challenge to contemporary psychology. They pro-
posed an approach for thinking about culture that is neither homo-
geneous, dichotomous, nor geographically located. Their hope, perhaps 
idealized and radical in these times, is to regard our communities as inter- 
culturally connected. Global connection and the diaspora have enriched 
our lives, yet made the task of belonging challenging or arduous. When 
we began to visualize this volume, full of energy as we researched and 
gathered the writings of committed clinicians around the world, we 
gained more knowledge, a greater awareness of blind spots, and an ac-
knowledgment of the complexities inherent in how we identify and define 
culture. 

Historical Origins 

In the United States, psychological assessment (in mainstream practice) 
has been informed to a significant degree by behavioral and evidence-based 
modalities originating from European culture, from German academic 
research laboratories; whereas Latin American psychology, primarily 
psychoanalytic, has its underpinnings in European philosophical tradi-
tions. Indigenous psychologies may comprise a mingling of a particular 
Indigenous culture and Western methods or, in contrast, advocate a 
discreet or untainted treatment preserving the Indigenous language, defi-
nitions, and applications. Thomas Teo (2013) states the evident premise 
that psychological theories by definition reflect the culture from which 
they emerge. Therefore, Indigenous, cultural, or critical psychologies are 
essential as concepts, and practices of mental health can be vastly different 
from Western practices (Teo & Wendt, 2020). 

By the same premise, Western or Eurocentric psychologies should be 
assessed for their values and their ability to reach the people they serve. 
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Traditional empirical research with standardized norms and statistical 
outcomes can be effective and progressive if its approach is not objecti-
fying or applied interpretively for power over others. However, as prac-
titioners we need to continue to be aware of biases that may be built 
into the structure of statistical analyses that derive standardized scores or 
even the ways we interpret our assessments or design our interventions. 
Several of the studies we explored, including some in this book, initiated 
Indigenous programs partnered with supplementary research design from 
traditional Western clinicians and specialists. 

Integrative or Sovereign 

We have seen a phenomenological approach in Native American 
treatment approaches in the United States and Canada in which termi-
nology is subjective and idiographic, not nomothetic—that is, not com-
parable to standardized norms or universal scientific principles of human 
nature. Subjectivity need not preclude objectivity and can bring a needed 
holistic meaning into service delivery. Harvard’s Joseph P. Gone (2019) 
states, “Our culture is our treatment” (p. 174). Eduardo Duran, working 
with Native clients in Montana, avows that “we must go beyond this 
paradigm and find different ways of measuring human potential as well as 
to treat and diagnose maladies afflicting the soul” (Eduardo Duran, 
personal communication, June, 2020). While he notes that Native cul-
tures have included non-Native treatments, or offered only non-Native 
mental health providers, he wonders whether non-Native clinicians are 
able to shed enough skepticism or find sufficient openness to integrate 
Native healing methods in providing service (Duran & Duran, 1995). He 
states, “We cannot decolonize as long as we continue to measure our-
selves by standards based on racism … which have their genesis in cor-
relational stats” (Eduardo Duran, personal communication 2020). 
Supportive of this injunction, we hold two viewpoints of cultural thought 
in mind. As one of our authors states: “Our community does it differ-
ently” (Lucy Steinitz, personal communication, 2020). From another 
perspective, we see ways we are interdependent, how we import and in-
corporate each other’s ideas and practices into our own. 

Throughout this book, these thoughtful authors illuminate unique-
ness. Each country or therapeutic process presents differences in style 
and in the location of services, whether private practice or public set-
ting. Approaches reflect choices of scientific or phenomenological 
qualitative approaches. The authors utilize some form of psychological 
assessment whether using traditional tests and treatments in a colla-
borative manner, innovative measures, or a mixture of both. They write 
of historical and sociopolitical contexts or concentrate on their own 
culturally rich interventions. We see a focus on individual treatment or 
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a solely collective intervention. Despite differences, common themes 
involve collaborative work between provider and receiver of service, co- 
creation of service between clinicians and their community, transpar-
ency of treatment in the offering of a design for emotional health 
and well-being, participation throughout the process, and, finally, the 
owning and dissemination of the resulting knowledge. The basic tenets 
of these complementary models encourage exchange of information, 
allowing the client to fully participate in the process. All of these 
psychological interventions “break the traditional frame” and offer 
some disruption or creative adaptation in psychological assessment, 
service delivery, and ideas about relationships and psychology in the 
context of culture and community. Our intention is not to define culture 
but to open and widen our perspective. 

In section I, Chapter 1, titled “Beginnings: Psychological Service 
Delivery” (by Barbara L. Mercer) investigates the meaning of mental 
health service delivery and gives an overview of cultural psychology, 
asserting that although culture is implicit in every locale, “culture” sti-
pulates that one delivery style does not necessarily apply to all. Chapter 2, 
“Paradigms for Well-Being: Ways of Knowing and Psychological 
Services” (also by Barbara L. Mercer) highlights several unique cultural 
systems and philosophies that illustrate the variations and potentialities 
of psychological assessment and treatment. 

Psychological Interventions from Six Continents 

Two methodological threads are the textural substructures of this vo-
lume. The first is derived from the Therapeutic Assessment model created 
and developed by Constance Fischer (1970, 1985) and Stephen Finn. 
The method presented here by six of our authors is called Therapeutic 
Assessment (TA; relying on a specific certification and an empirically 
based set of steps) as well as what is termed the Collaborative/Therapeutic 
Assessment (C/TA), which preserves the core ideas and collaborative 
techniques of TA. Both TA and C/TA encourage practitioners to adapt 
their assessments to particular settings, for example, with foster families, 
in a community or school setting, immigration, an Indigenous research 
project, or assessment practices in a particular country. 

Readers will see this collaborative approach in section II, which contains 
descriptions of various Collaborative/Therapeutic Assessment models. 
Chapter 3, “Assessment, Training, and Social Justice, in Community 
Psychology” (by the editors of this volume) looks at doctoral assessment 
training in Oakland, California, the delivery of services during a time of 
racial injustice and national turmoil, and an assessment feedback using 
culturally based images and language. Chapter 4, “Assessment of Japanese 
Children: Hikikomori “(by Noriko Nakamura), reviews the author’s 
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therapeutic assessment approach with a particular youth, delving into 
the culturally embedded problem of “shut-ins.” Chapter 5, “Growing 
Empathy With Complex Clients in Developing Countries: Collaborative/ 
Therapeutic Assessment in Latinoamérica” (by Ernesto Pais and Daniela 
Escobedo-Belloc), takes us through two depth-oriented cases, each with a 
complex presenting problem and astute interventions. Chapter 6, “Culture 
and Psychological Assessment in India” (by Kakli Gupta) writes of the 
author’s personal journey as a young Western-trained Indian psychologist 
and her creative use of therapy-oriented assessments. These authors all 
write of cases where a relational assessment process led to therapeutic 
understanding and change. 

In Section III, titled “Collaborations and Immigration,” the clinicians 
use the Collaborative/Therapeutic assessment approach as well as a holistic, 
transpersonal, and culturally attuned method. (See John Chuol Kuek in 
Chapter 9). In Chapter 7, “Collaborative Assessment from a Transcultural 
Perspective: Cooperative Crinali’s Experience in Milan, Italy” (by members 
of the Cooperativa Crinali) the authors show a sensitive use of immigrant 
native language speakers as mediators on an assessment team. Chapter 8, 
“Different Cultures Wear Different Shoes!” Therapeutic Assessment with 
a 17-Year-Old Moroccan Immigrant Boy” in the Netherlands (by Hilde 
De Saeger and Inge Van Laer) provides reflections on Therapeutic 
Collaborative interventions and gives an empathic view into the life of a 
Moroccan youth and his mother. The last contribution in this section, 
Chapter 9, “Psychological Assessment of South Sudanese Persons in 
Mental Health Treatment in the United States” (by John Chuol Kuek), 
highlights a culturally attuned and trauma-informed perspective on im-
migration and a transpersonal approach to trauma recovery—both in the 
United States and in South Sudan—with a guide for mental health prac-
titioners from a culturally based understanding of symptoms. 

Section IV, titled “New Measures, Alternative Interventions, and 
Indigenous Inclusion,” introduces the second thread of our volume and 
a paradigm and developing direction for psychological intervention. 
These chapters combine and integrate new assessment measures adapted 
for Indigenous clientele and combine outcome measures with workshops 
based in cultural values and developed for work with trauma. They 
propose an Indigenous paradigm, one that Kim and Berry (1993) describe 
as “the scientific study of human behavior or mind that is native, that is 
not transported from other regions, and that is designed for its people” 
(p. 2). According to these authors, this process emphasizes contextual 
understanding rooted in a particular setting. The historical, political, and 
cultural context of each region becomes this embedded context. It is 
also important to note that some Indigenous approaches do not in-
corporate scientific studies per se but adopt other paths toward healing 
and well-being. Thomas Teo (Teo & Wendt, 2020) notes that even 
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Indigenous as a concept or terminology is debated and varies in definition. 
He states that Indigenous psychologies may show “differing forms of 
life” and also “highlight the power and violence that stems from societal 
privileges” (p. 373). Indigenous psychologies are essential to the field 
of psychology because their core conceptualizations and practices offer 
depth and alternatives in their differences from Western approaches. 

Some of the intervention models in this section are autochthonous— 
born in their own locale, independent of imported origins—with a focus 
on reclaiming ownership of knowledge and meaning making and on 
creating research and treatment related to local culture, behaviors, and 
training of providers (Georgas & Mylonas, 2006). However, the inter-
vention models described here incorporate some interface with assess-
ment measures, theories, or practices working in tandem with community 
consultants, guides, and providers. 

Chapter 10, “Singing to the Lions: Culturally Relevant Intervention 
in Zimbabwe and Beyond” (by Jonathan Brakarsh, Lucy Steinitz, Jane 
Chidzungu, Eugenia Mpande, and Lightwell Mpofu), introduces a creative 
workshop model for working with children dealing with trauma. Their 
model has been used in other countries in Africa, Asia, and the Middle 
East. Chapter 11, “Indigenous Inclusion and Intervention: The Flight of 
Eagles” (by Shaun Hains), describes North American Indigenous practices 
in working with Native and non-Native children and youth within a public- 
school system and introduces Indigenous ethics and intervention as a 
valid research and practice model. Chapter 12, “Indigenous Psychology in 
Australia: Aboriginal Mental Health” (by Helen Milroy, Monique Platell, 
and Shraddha Kashyap), promotes the reclamation of Aboriginal knowl-
edge, practices, and cultural survival in the context of the colonization of 
and discrimination against Aboriginal people. The authors explore the 
interface of Western mental health and Aboriginal cultural ideas and 
providers, offering some new validated measures and tools for well-being 
embedded in Aboriginal culture and values. 

Some Final/Finer Notes 

Case Material and Relevant Contexts 

We wanted our volume to focus on hands-on interventions, as well as 
theoretical, historical contexts, and therapeutic assessment and inter-
vention models. Each chapter contributes hypothetical case material or 
personal accounts with permission from the clients. We wanted to pro-
vide the experience of the client and provider in a cultural context. Many 
of our chapters and authors address work with children and families, but 
adults are also included in some case material. All authors highlight 
a collaborative process as an essential therapeutic intervention. 
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Grammar and Spelling 

Part of cultural variation is the English language itself. In the spirit of 
cultural variance, we want to preserve both the US and UK systems, 
based on the author’s preferred usage. English is not the first language of 
some of our authors. Some chapters may have been written in a first 
language and translated into English. In some cases, we kept some sty-
listic expressions or ways of speaking that may differ from standard 
English. We have tried to use terms for communities that have emerged 
from the communities, and authors themselves. This can vary with, for 
example, Native American, American Indian, Indigenous, Aboriginal, 
Latinx, Latinoamérica, Hispanic, and White (the “W” capitalized in APA 
format). Elder is capitalized in Indigenous cultures. 
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Chapter 1 

Beginnings: Psychological 
Service Delivery 

Barbara L. Mercer    

Should Psychology Be Delivered “To” or “With”? 

Service delivery is the part of a health system where patients receive the 
treatment and supplies they are entitled to (Transparency International, 2020). 

People have a different experiential, affective sense of self and re-
lationships, as well as vastly different internalized world views that give 
profoundly different meanings to everyday experiences and relationships 
(Roland, 1988, p. 4). 

Cultures are like all other cultures, like some other cultures, like no 
other culture. (Georgas & Mylonas, 2006, p. 201)  

The history of psychological assessment highlights an ongoing and often 
tense dialogue between empirical, theoretical, and “lived” humanistic 
understanding, between actuarial/evidence-based and clinical methods 
(Mercer, 2016). Meehl (Dawes et al., 1989; Meehl, 1954) argued for the 
superiority of actuarial data and the abandonment of the clinical ap-
proach. Even a noted clinical researcher who contributed to the early 
development of in-depth psychological testing, Klopfer (1954), cautioned 
that more than superficial feedback could be destructive to the patient. 
Psychoanalytic assessment (Lerner, 2007) emphasized understanding the 
experience of the person being assessed, the assessment relationship, and 
writing in plain and interesting language. Fischer (1985/1994), Finn 
(2007), Tharinger et al. (2007), and Handler (2006) further developed the 
therapeutic collaborative assessment process as an integration of statis-
tical rigor within the interpersonal context. 

One of the main models of psychological assessment and intervention 
put forth in this book originated in the Therapeutic/Collaborative 
Assessment process that contrasts its service delivery style with traditional 
assessment. Stephen Finn (2007) defines traditional assessment as the 
model where 
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psychological tests are administered to clients primarily for the 
purposes of diagnosis, treatment planning, treatment evaluation 
and/or increased understanding. The main emphasis in traditional 
assessment is typically on the standardized data that is carefully 
collected by the “expert” assessor who then compares test scores to 
nomothetic norms in order to derive conclusions that will be useful in 
understanding, communicating about, and treating a certain ‘patient’ 
or in monitoring the progress of treatment. (pp. 3–4)  

Scholars as early as the 1970s (Brown, 1972; Fischer, 1970) criticized this 
approach as a dismissal of clients’ resources and dignity and one that 
focused only on their psychopathology. The pioneering work of 
Constance Fischer (1970) demonstrated that humanistic and inter-
subjective values and practices could be incorporated into psychological 
assessment. Fischer laid out the basic principles of what would later come 
to be referred to as a “new paradigm of psychological assessment” (p. 4). 
She viewed the assessment session as an interpersonal situation that is 
reflective of a person’s characteristic and relational approach (Aschieri 
et al., 2016). She was not trained this way, however. 

Fischer (Finn et al., 2012) described being admonished by her su-
pervisors during one of her assessment trainings after her 19-year-old 
psychotic testee said she was “frightened by the giggling and talking 
that she heard coming from the one-way mirror.” [Fischer explained to 
the testee that] “my teachers were watching me to see if I was doing the 
test correctly. I had been told not to talk with the patient, just to test” 
(p. x), not to be interactive, and above all not to make the process 
transparent. 

The growing focus of conferences, books, and articles that combine 
statistics with case studies (Viglione, 2003), neuropsychology with 
collaboration (Engleman, 2007; Smith, 2007), and analytic with struc-
tural data (Lerner, 2007) indicate that collaborative ideas and cultural 
contexts are yielding a new era of assessment in the United States and 
Europe. However, in a search for references to community psychology in 
the Journal of Personality Assessment, not a single article emerges.  
Dana (1996)) and Allen (Allen & Dana, 2004) have challenged our 
status quo assumptions with articles on the cross-cultural use of the 
Rorschach and the Minnesota Multiphasic Personality Inventory 
(Butcher & Hass, 2009) and have argued for the development of an 
empirical basis for multicultural assessment. The publication of inter-
national norms for the Exner Comprehensive System (Meyer et al., 
2011) has further awakened our understanding of a cross-cultural 
interpretive framework and the consideration of social context as es-
sential to test validation. 
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Collaborative-style psychological assessment often incorporates tradi-
tional and scientific methods purposed for diagnosis and treatment 
planning, but more importantly, it is contextualized and is inherently a 
therapeutic intervention. In reviewing these complex ideas, we intend to 
show the intersection of our own familiar context with those of other 
cultural psychologies. 

Cultural Psychologies: Review of Concepts and Definitions 

Cross-Cultural Psychology, Cultural Psychology, 
and Indigenous Psychology 

Collaborative Assessment deviates from the traditional model by fol-
lowing a more transparent and relational process, but cultural psychology 
inhabits an even more discrete field in psychological literature. There 
is yet further distinction in the cultural psychology field between “cross- 
cultural” comparative psychology and cultural and Indigenous psychol-
ogies. Eurocentric psychological studies tend to research comparisons 
among cultures; the results often find variability at a statistically insig-
nificant level, with a predilection for commonality, and subsequently, 
advocate for a standardized or uniform service delivery. The literature 
centers around whether approaches to psychological traits and values are 
etic (an outsider evaluation of cultural comparisons) vs. emic (an insider 
perspective and culture specific). 

Cross-cultural psychology augments this process of cross-cultural re-
search comparisons by arriving at or comparing generalized trait 
characteristics for different countries or ethnic groups. Examples of 
questions asked from this perspective are: Do Greeks support religiosity 
and family values in a similar way to Russians or Danes? (Georgas & 
Mylonas, 2006); Is the Japanese concept of amae particular to the 
Japanese? (Yamaguchi & Ariizumi, 2006); Do Koreans and Americans 
perceive behaviors in similar ways? (Wang et al., 2020); and, Are there 
country or cultural differences in attributional processes? (Zajenkwska 
et al., 2020). 

Cultural psychology, by further contrast, begins with a notion pro-
posed by James Allen (1998) that “the convention of cross-cultural 
uniformity as null hypothesis needs re-examination” and “can bring 
implicit value judgment and disservice to ethnic minority clients” (p 19). 
Cultural variance, Allen posits, should be adopted as the null hypoth-
esis. As mental health professionals, when we meet with clients we take 
a history, viewing the individual’s historical context as relevant to 
current symptoms or problems. Yet reports or interventions are then 
often decontextualized. In psychological writing and practice, we rarely 
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expand to the broader, historical perspective. Therefore, he asserts, “An 
important starting point for multicultural assessment practice is cultu-
rally appropriate delivery of assessment service” (Allen, 2002, p. 220). 

Indigenous psychology delves more deeply into contextual elements and 
expands our psychological paradigms. Many authors, scholars, and re-
searchers have noted how local, Indigenous, and Eurocentric ideas have 
been successfully combined for assessment and intervention service de-
livery. Allen (1998) notes as an example the reclaiming of local knowledge 
through Elders and community while bringing in traditional scientific 
outcome measures, then returning to community dissemination of 
knowledge and results. 

Eduardo Duran (2019) writes eloquently and forcefully of healing soul 
wounds in Native communities resulting from trauma and dislocation. 
Duran wonders whether Western psychologists, with their skepticism of 
native healing practices, can trust enough to effectively utilize nontradi-
tional interventions and approaches. In Native American Postcolonial 
Psychology Duran and Duran (1995) write: “The study of cross-cultural 
knowledge is a difficult endeavor at best. A post-colonial paradigm would 
accept knowledge from differing cosmologies as valid in their own right, 
without having to yield to a separate cultural body for legitimacy” 
(pp. 5–6). At the same time, in Eduardo Duran’s depth-oriented therapy 
for healing with clients, he is able to incorporate Jungian-oriented dream 
work and sand tray therapy with children in uncovering and healing 
trauma. 

Joseph Gone’s (2007, 2019) description of work derived from his own 
people, the Gros Ventre, at the Fort Belknap Reservation such as Indian 
shamanic healing and storytelling, retains Native languages and practices 
without mention of Western influence or linguistic reinterpretations. As 
the Plains Indian shaman Traveling Thunder relayed to Gone in a riv-
eting interview: “We never was happy, you know, living as a Whiteman” 
(2007, p. 294). In other studies, Gone (Gone et al., 2019) employs sci-
entific research tools to investigate the link between Indigenous historical 
trauma and negative health outcomes. This research link between his-
torical trauma and current symptoms of suffering often utilizes scientific 
measures combined with local interventions in culturally sensitive ways. 
In addition, the symbols woven through Gone’s review of Gros Ventre 
healing modalities suggest that these approaches can be administered 
with awareness by non-Native providers or even in non-Native settings 
with some clients. 

In James Allen’s examination of service delivery construct and mea-
surement equivalence in Alaska Native and Alaskan Indian communities 
(1998), he references the Fischer/Finn model of collaborative assessment 
as a useful template. This approach to assessment can be used whether 
the assessor is a Native or non-Native psychologist. 
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The Therapeutic Assessment process involves a collaborative formula-
tion of questions that a person would like answered about themselves and 
concludes with feedback that invites the person to give or correct their 
own impressions about the results. This model has been expanded in 
Alaska to a community-based participatory research approach (CBPR) 
that includes community members (e.g., Elders and youth) to create their 
own research questions at the outset, devise the strategy for investigation, 
and direct the dissemination of findings (Rasmus et al., 2019). 

The Indigenous model put forth by Kim, Berry, and colleagues, in their 
comprehensive Indigenous Psychologies: Understanding People in Context 
(Kim et al., 2006), describes Indigenous psychology as “the scientific study 
of human behavior or mind that is native, that is not transported from 
other regions, and that is designed for its people” (Kim & Berry, 1993, 
p. 5). These authors go on to say that “Although both indigenous and 
general psychology seek to discover universal facts, principles, and laws 
of human behavior, the starting point of research is different. General 
psychology … assumes that current psychological theories are universal” 
(Koch & Leary, 1985 as cited in Kim et al., 2006). “Indigenous psy-
chology, however, questions the universality of existing psychological 
theories and attempts to discover psychological universals in social, 
cultural, and ecological context (Kim & Berry, 1993). “Indigenous psy-
chology represents an approach in which the content (i.e., meaning, va-
lues, and beliefs) context (i.e., family, social, cultural, and ecological) are 
explicitly incorporated into research design” (Kim et al., 2006, p. 3). 

Kim’s model identifies the importance of psychological phenomena in 
context and the use of the first-person subjective voice as an essential 
part of understanding human functioning. Therefore, indigenous studies 
must not be merely “ethnic or anthropological studies”. This model 
neither includes nor precludes a particular method, thus allowing, but not 
suggesting, an integration of more Western “traditional” measures or 
methods into local practices. 

The term Indigenous psychology reveals further complexities in any 
global consideration of psychological assessment and intervention. A 
number of authors (Berry, 2000; Diaz-Loving, 1999; Poortinga, 1999) 
discuss parallel and integrative methods of investigating psychology in 
different cultures, advocating for cultural interpretations as primary but 
leading to potentially universal constructs. The two Greek psychologists 
cited above (Georgas & Mylonas, 2006) encourage a partnership between 
comparative cross-cultural psychology and cultural/Indigenous psy-
chology. Kim (Kim & Berry, 1993; Kim et al., 1999) emphasizes the need 
for psychologists from non-Western countries to be creative in thinking 
and developing psychological concepts and methods based on their own 
culture with the option of integrating Western scientific methods. One of 
the goals for Indigenous psychologies is that universal facts become 
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discoverable through understanding a culture rather than being assumed 
or imposed a priori. 

A cultural framework of Indigeneity almost always involves a historical 
narrative—such as colonization, civil war, oppression and suppression of 
culture, language, and human rights—and an emic framework (based on 
the internal elements of the culture or language) for the reclamation 
of cultural knowledge, values, and practices. A core belief in most 
Indigenous psychologies involves the claiming of one’s own historical and 
cultural system of knowledge, thus imparting power and identity. Some 
Indigenous psychologists work collaboratively with Western-trained 
therapists, whereas others seek psychological assistance only from tribal 
or spiritual leaders. Many Indigenous psychologies integrate Eurocentric 
techniques (e.g., Jungian or play therapy) or research methods (e.g., out-
come measures or culturally adapted assessment materials) into their own 
cultural language and framework. 

Implicit Contexts and Meanings 

Western traditional psychological theories—as well as whiteness—are 
central to an ideology that is intrinsic throughout psychological discourse 
rather than explicitly named in research and practice. The United States 
contains myriad cultures and ethnic communities that bear no equiva-
lence to a prevailing cultural norm. European cultures also have their 
own historical and multicultural contexts. Teo (2013) discusses the de-
velopment of critical psychology in Germany, Latin America, and South 
Africa as a liberation psychology and an important contrast to more 
“traditional” approaches. Cultural mores and differences may appear 
subtle (e.g., greeting style, eye contact, pace of conversation, openness to 
conversation about particular topics) or more pronounced (e.g., ideas 
about time, an individualistic vs. a collective or holistic, cultural and 
familial way of being, behavioral focus vs. clinical understanding). I be-
lieve that highlighting cultural and historical contexts, so often neglected, 
or hard to talk about, should be the starting point for a multicultural 
perspective in psychological assessment and intervention. Even so, as 
clinicians, we must remind ourselves to keep separate, or to bracket, our 
own milieux within which our own biases all too comfortably reside. 

Georgas and Mylonas (2006), highlight the etymology of the terms au-
tochthonous and indigenous. Autochthonous is defined as “a resident from 
the onset in the land of one’s family.” (They define “auto” in Greek as 
meaning “he, she, it, they or those”; chthonos meaning land). Indigenous is 
defined as “one who has been born in a specific place, who belongs there as 
a native inhabitant, who resides in one’s place of birth and descent.” 
(p. 197). Discussion of Indigenous communities is most often employed 
when these communities are, by contrast to other nations, forced to become 
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settlers in their own land or having their country colonized. The goal of 
Indigenous psychology is to reclaim ownership of knowledge and meaning 
making, “to make psychological research more culturally sensitive, more 
autochthonous—that is, more independent of its imported origins and 
more focused on addressing local issues, customs, behaviors, and local 
training” (Adair, 1999; Georgas & Mylonas, 2006, p. 199). 

Historical Roots 

The literature of Indigenous psychology most often derives from the con-
text of colonization. The definition of colonialism in the context of Native 
communities in the United States and Canada and the settling of lands, 
languages, and culture in Australia and Aotearoa/New Zealand, refers 
predominantly to Western European countries’ colonization of lands in the 
Americas, Africa, Asia, and Oceania; the main European countries re-
sponsible for this form of colonization included Spain, Portugal, France, 
the Kingdom of England (later Great Britain), the Netherlands, Belgium, 
and the Kingdom of Prussia (now Germany) (Wikipedia, 2021). When one 
country colonizes another, it usually exploits the land, resources, and its 
populace for economic gain. The completion of the act of colonization is 
achieved when the occupying country creates its own government to which 
the occupied populace must be subservient. 

Historically, exceedingly few countries have been neither a colonizing 
power nor colonized, and many of those were forced to fight back against 
colonization or invasion (e.g., Ethiopia). Thailand developed close per-
sonal and diplomatic ties with Britain; and many powers have tried and 
failed to colonize Afghanistan, due to various combinations of its rugged 
terrain, tribal culture, and shifting political and religious alliances. 
(World Population Review, 2021). 

Other countries have experienced a de facto colonization by which 
their lands and people were exploited for economic gain but the occu-
pying power did not establish its own government. For example, the 
British government did not officially rule Iran, but for much of the 20th 
century, it held sway over its government’s policies by virtue of securing 
the right to develop its most valuable resource—petroleum (World 
Population Review). 

Migrations to the Americas, Europe, and Asia, either forced or by 
preference, have introduced hundreds of cultural groups and practices such 
that few if any can claim a monocultural identity. But, this does not mean 
that we must develop a unique psychology for every cultural group. Our 
global history and interconnection invite us to seek a cultural psychology 
that asks us to be conscious of our own histories, ethnocentrism, and to 
incorporate a collaborative and culturally sensitive service delivery. 
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Evolving Paradigms 

Indigenous psychologies as a service/delivery philosophy need not be 
limited to Native peoples but is an essential attitude for all cultural, 
Native, and ethnic groups within the larger or governing culture’s 
context, and its ideas can be considered as a paradigm for a larger 
context. Teo (2013), in advocating for this type of approach, asserts 
that “all psychologies have culture-centric dimensions” (p. 10). Teo 
prefers to define Indigenization as the process through which a local 
culture develops its own form of psychology from within that culture or 
imports aspects of psychologies developed elsewhere and combines 
them with local concepts (Teo, 2013; see also Pickren & Rutherford, 
2010). For the purposes of this book, however, I and my co-editors do 
not define the importing of traditional, Western ideas as indigenization. 
However, Teo’s premise that no culture is a pure rendering but imports 
and mingles with other racial, cultural, and philosophical elements, is 
a crucial one. The ideas of Indigenous psychology offer a valuable 
contribution to the field of cultural psychology. 

Authors who explore colonization and post-colonization expand these 
ideas, questioning the notion of a purely geographical national culture 
and seeing that many nations subject to colonization and subsequent 
diaspora generate in their citizens a different understanding of ac-
culturation, not necessarily a sub summation, but rather an amalgam of 
values, meanings, and identities. 

Indigenous psychologies have much to inform a Western tradition. 
Bhatia, the Indian psychologist states that “a truly meaningful colla-
boration between Western and Third World psychologists will, [however] 
need to begin with the acknowledgment of their shared history within the 
context of Orientalism in colonial times and cultural imperialism in the 
postcolonial era” (Bhatia, 2002, p. 395). 

In Australia, Aboriginal authors, like those in our book, contend that 
culturally validated assessment tools combined with cultural responsive-
ness are essential. They echo the importance of giving clients within a 
mainstream delivery service access to incorporating Indigenous mental 
health providers and their ideas for symptom assessment and treatment. 

Joseph Gone, offering the American-Indian perspective from the other 
side of the world asserts, “A decolonization approach … will collaborate 
with community experts and leaders toward local innovations in coun-
seling and therapeutic services based on tailored responses to community 
needs” (Gone, 2021, p. 267). He references, for example, a Blackfeet 
Indian culture camp bringing Indigenous therapeutic traditions to treat 
addiction in the Blackfeet Nation. Suggesting an approach that honors 
Eduardo Duran’s work with Indigenous communities (2019), Gone al-
ludes to the importance of coordination with spiritual leaders or openness 
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to including prayer in therapy sessions. He notes that because knowledge 
is the focus of professional inquiry and expertise, a decolonization ap-
proach as a generic framework, rather than a method, per se, legitimizes 
local knowledge and recovers communal meaning. He discusses the 
emergence of Indigenous Research Methodologies (IRM) as a critical 
source that aims to “respect, value, engage and serve Indigenous people” 
(p. 52). At the same time, he advocates for the blending of academic and 
Indigenous community knowledge systems as a vital participatory re-
search strategy. (Gone, 2019). This research methodology is presented in 
Sean Hains’s chapter on the introduction of Indigenous practices into the 
public school system in Alberta. Duran reinforces both treatment and 
research for Native approaches which includes an “alchemical” mixture 
of psychotherapeutic and Native practice. He embraces faith in feeling, 
subjectivity, and spirituality in treatment, and in assigning to the com-
munity any participatory research, engagement, and control, preferring 
to call it liberation research (2019, p. 152). 

The Collaborative/Therapeutic approach highlighted by many of our 
clinicians has been a foundation in our own work and expanded our 
perspective to be open to how other community practices might inform 
and enrich our own service delivery. The sensitive Collaborative/ 
Therapeutic Assessment approaches in this volume show how a relational 
model can be individualized to a country in South America or Europe or 
Asia. Psychological interventions can be rigorous while taking in a per-
son’s historical truth and social context. In many of our chapters, clin-
icians share like-minded psychological ideas within their own particular 
country or cultural milieux. Authors from countries and psychologies 
from around the world, while culturally distant from one other, assert 
that if our disparate traditions are to find any collaborative purpose, we 
must incorporate into our service delivery what the field of phenomen-
ology has to offer: How it can help us learn from the experience of others 
as it helps to focus on a person’s lived experience in the world (Neubauer 
et al., 2019). Douglas Adams, author of Hitch-Hikers Guide to the 
Galaxy, took a journey around the world with Zoologist Mark 
Carwardine to search for the world’s rare animals. He opined: “Human 
beings, who are almost unique in having the ability to learn from the 
experience of others, are also remarkable for their apparent disinclination 
to do so.” (Adams & Carwardine, 1990, p. 116). As scientists, researchers, 
and providers, let us continue to listen and respond to the experience of 
our communities. 

Culture, Collaboration, and Community 

The editors of this volume have connected with practitioners from six 
continents to bring to light assessments and interventions from current 
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practices around the globe. Each author offers an amalgam of traditional 
academics rooted in their own cultural context. To say that there are 
more diverse communities and peoples than we can ever hope to cover is 
an understatement. Supported by these theoretical underpinnings, we 
hope to give the reader an experience of service delivery from ten diverse 
global and cultural locales. 

The next chapter highlights cultural constructs and practices from a 
sampling of these global communities. The underlying principle of this 
volume and its contributors promotes collaborative models and tech-
niques that embody what was described early on by Fischer (1970) as 
the “testee” or person seeking service, whether it be an assessment or a 
needed intervention, as a “co-evaluator.” The Māori assessor partici-
pates in this therapeutic relationship calling it a sharing in inviting in, 
and walking “alongside of” (Waitoki, 2016, p. 183), and the testee is not 
a passive recipient of an impersonal process. Waitoki (2012) described 
the relationship between provider and receiver of therapeutic work as 
“sharing-power” (p. 150). A common thread and question in our 
chapters is: Who owns and disseminates the knowledge? This relational 
and client-centered approach, developed by Finn, has been transported 
to Latin America, Europe, and Asia, and the Therapeutic Collaborative 
model is integrated with each country’s cultural values. 
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Chapter 2 

Paradigms for Well-Being: 
Ways of Knowing and 
Psychological Services 

Barbara L. Mercer    

This chapter offers a sampling of psychological assessment frameworks 
and intervention service delivery methods from around the world. 
Projects highlighted here complement the chapters in this volume and 
focus on collaborative and nontraditional interventions outside a purely 
Eurocentric framework, or explorations of cultural identity and topics. In 
this overview gathered from the literature of descriptions of psychology 
in North American Native Communities, India, Aotearoa/New Zealand, 
and Africa, I focus on cultural paradigms that widen and challenge our 
perspective; this reflects my understanding of assessment and intervention 
practices presently transforming assessment, intervention, and research 
across the globe. John Lewis, the United States Civil Rights activist and 
Congressman frequently declared, “When people tell me nothing has 
changed, I say come and walk in my shoes and I will show you change.” 
(2015). Communities have much to impart about their ways of being in 
the world, and change begins with our listening. 

Culture and Assessment Service Delivery in North  
American Native Communities 

American Indian and Alaska Native Communities 

Personality assessment with American Indians and Alaska natives has 
identified key issues and problems with the traditional assessment service 
delivery style—the conceptual and personality construct equivalence and 
definitions of “cultural identity” (Allen, 1998). Added to these noted 
limitations are examples of poor interpretive utilization of test findings, 
linguistic equivalence, and metric equivalence. One such body of research 
has led to the finding of a culturally distinct explanation for a category of 
depression resulting in a redesigned American Indian Depression Scale- 
Hopi Version (Manson et al., 1985). The mind/body split in mainstream 
practice within the United States does not directly translate in Hopi 
constructs. The Hopi construct that most closely resembles mental 
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illness—mood swings, hallucination, for example, is worry sickness. 
Unhappiness in Hopi culture is linked to death in the family and loss of 
crops. Turning one’s face to the wall includes withdrawal and suicidal 
ideation (see Allen, 1998). Cultural identity literature examines the defi-
nition of self-reported cultural identity vs. how someone might be per-
ceived by service providers, for example, speaking the dominant 
language. The Northern Plains Bicultural Immersion Scale (NPBI); 
(Allen & French, 1994) assesses immersion in a tribal identity, which 
creates a more flexible, interactive approach that makes use of a four- 
factor scale to measure the level of immersion in Indian and European 
culture, language, and practices. 

A National Institute of Mental Health grant (Rasmus et al., 2019) 
supported a team of Native and non-Native psychologists to work with 
Alaska Natives in the Yup’ik community to identify research and in-
tervention needs. The model grew out of an earlier community-based 
participatory research (CBPR) study in Southwest Alaska, where youth 
and Elders formed action groups to identify local Arctic peoples’ needs 
and strengths for use in interviewing, implementing, and disseminating 
findings for the pursuit of a culturally healthy life to contribute to in-
dividual well-being. Their results concluded that being “useful by 
helping others,” especially Elders, and “being proud of our village” are 
key to well-being. 

University researchers were brought to a meeting with Yup’ik culture 
Elders and official tribal and community leadership in the Yukon 
Kuskokwim Delta. In the model, there were no “chiefs”; everyone 
brought their own experience and knowledge and role. Depending on the 
nature of the needs, some knowledge sources found broader applicability. 
The latest Western science and clinical practices were integrated and re-
mained supportive of the cultural process. The Elders identified the focus 
population—youth aged 12–18—with a desirable outcome of increased 
strength and protection, as well as defined reasons for “life and sobriety.” 
Suicide was noted as the leading cause of death for Alaska Native men 
between the ages of 15 and 25, and alcohol was associated with 60% of 
those suicides, as well as being responsible for many accidents and deaths. 
A Yup’ik Elder described the project as follows: 

Qasgirarmeq (qas gee raar neq) has a meaning to encircle. In coming 
together around our youth in the ways of our ancestors, we are 
strengthening our collective spirit in an effort to cast the spirit of 
suicide and substance abuse out from our communities, forever. 

(Rasmus et al., 2019, p. 2)  

Integral to Yup’ik culture prior to the advent of missionaries in the 
second half of the 20th century was the qasgiq (phonetic: kuz-gik), a 
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round, semi-subterranean structure used as a primary living space that 
was also central to community gatherings. This circular housing com-
munity was considered improper by European standards so forcibly re-
structured into single-family homes by the missionaries, giving some 
health and technological improvements but severely fragmenting the 
social structure. Today, the qasgiq has been restored and has become not 
only a “place” but an action, a collective process. Some communities call 
a qasgiq when a collective issue arrives that needs attention and resolu-
tion (Rasmus et al., 2019). 

The Yup’ik qasgiq process involved the integration of Native practice 
with a Western-based conceptual logic model and theory of change re-
sulting in “Tools for Life” (Rasmus et al., 2019, p. 2), or Qungasvik (qoo 
ngaz vik). These tools included resources, strengths, resilience, and 
knowledge; symbols and strategies marshaled for intervention; bringing 
together Elders and community members; and interventions—cultural 
activities related to hunting and fishing, ice safety, and building work-
groups with mentors and youth for tool making and food gathering. The 
outcome of these activities was cycled back to the qasgiq for report and 
evaluation. Finally, the most relevant outcomes related to life and so-
briety protection were selected and made available for health interven-
tions with other Yup’ik communities. 

Native Communities in Montana and Wyoming 

“Our culture is our treatment.” (Gone, 2019a, p. 174). 
Joseph P. Gone, Harvard professor (2007, 2019a, 2019b, 2021), has 

written extensively about North Central Plains American Indians, spe-
cifically ethnographic inquiry and interviews with the Aaniih (Gros 
Ventre) people on his home reservation of Fort Belknap, Montana. He 
writes of the complex problems American Indian communities face in 
recovering their own cultural psychology, in contrast to the supremacy of 
biomedicine and empirical discourse, as well as his hope for the linking of 
Indigenous and professional understanding. 

Gone’s contributions reveal an estimable breadth and contrasting ap-
proaches to his subject, beginning with a narrative of the 18th-century 
shaman Bull Lodge, conserved by Gone’s great-grandfather. In a wholly 
Indigenous context, Gone (2021) shares his great-grandfather’s journals 
detailing Bull Lodge’s healing career of visions, and sacrifices of his own 
flesh to extract poisons and sickness from his patients. Gone interviews a 
modern traditional healer Traveling Thunder (2007, 2019a), who tells him 
“we never was happy, you know, living like a Whiteman” (2007, p. 294) 
and prescribes an Indigenous approach to alcohol treatment, depression, 
and self-determination as a strong and clean mind and the power of 
thought-wish (2019a, p. 181) to create reality and sobriety. 
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Gone’s riveting accounts of Bull Lodge and Traveling Thunder contrasts 
with a later article, (Langa & Gone, 2019), the case of an American Indian 
woman in relation to her DSM-5 diagnosis (Diagnostic and Statistical 
Manual of Mental Disorders, 5th ed.; American Psychiatric Association, 
2013). These authors argue that the latest DSM-5 removal of the be-
reavement exclusion and its evolution of the PTSD diagnosis reduces the 
definition of a trauma stressor to “threatened death, loss of serious injury or 
sexual violence” (p. 216) and “loss of a loved one if not violent or accidental” 
(p. 271) and ignores the relational context of patient’s extreme stress and 
traumatic loss due to family deaths (mother and a brother). The resulting 
Major Depressive diagnosis likewise ignores her depression related to be-
reavement as a needed focus for her treatment. Most striking in the au-
thors’ account is that several providers prescribed medications that made 
the patient feel worse and offered psychiatric treatment with negligible 
interpersonal focus. The client was a self-identified “modern” acculturated 
Iroquois woman in her late 40s, living in a metropolitan area, not con-
nected with a Native community. However, she was able to divulge early 
traumatic material only to a Native interviewer. After her assessment, and 
by participating in a healing lodge, she finally found relief by unburdening 
herself to a friend, after which she felt “like myself again” (p. 15). Although 
she had had few contacts with Native American peoples prior to her 
treatment, she felt a strong shared cultural connection in the healing lodge. 

These examples of Indigenous and Western approaches accentuate the 
gulf as well as a potential link between the two perspectives. The tradi-
tional Native starting point is the unquestioned existence of historical 
events that created a loss of culture and its healing practices. Gone 
proposes in a fascinating discussion Indigenous Research Methodologies: 
Critical Reflections by an Indigenous Knower (2019b), that Indigenous 
Research Methods (IRM) ideally include a mixture of Indigenous and 
mainstream research. He sees spiritual oral tradition embedded in 
Indigenous daily life as an essential bridge with academic literacy but 
accountable to Indigenous knowledge. Gone’s goal is to recover an 
American Indian cultural psychology and provide services that do not 
“simultaneously and surreptitiously reproduce colonial power relations” 
(2019b, p. 172) but can make American Indian cultural ideas accessible to 
modern practitioners and academicians. 

In his Healing the Soul Wound, Eduardo Duran (2019), traces this 
wound to the conquest of tribes by colonizers, their removal to reserva-
tions, to dishonored treaties, loss of cultural support, and the destruction 
of Native American families by relocating children to boarding schools, 
and its resultant loss of culture and language. These events created a loss 
of identity and spirituality, dissociation and self-hatred, and led to drugs 
and alcoholism, violent crimes against one another, and suicide. He 
pointedly speaks of the “drunken Indian” myth that is viewed by society 
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as an individual pathology rather than a collective loss of culture and 
sense of self. He sees treatment as dependent on strengthening culture and 
connection to tribal leaders to increase autonomy. He guides the reader 
through his therapy of “soul healing”—a synthesis of ritual, community 
intervention, dream work, sand tray, and narrative work. His assessment 
work begins with an acculturation assessment of the way in which the 
person relates to their tribal or Native life-world. 

Duran sees the possibilities of shaman and psychotherapist working 
together only if the Western therapist can accept Native teachings as part of 
the work. Related meta principles and community research questions put 
forth by Wallerstein and Duran (2006) are as follows: Who has control of 
the goals and knowledge? What is the level of involvement of the research 
parties and for what reasons? Who consents to the research, and who owns 
the data in terms of interpretation and dissemination? Rather than a set of 
research methods, these authors’ orientation—community-based partici-
patory research—is a dynamic process focused on relationships between 
academic and community partners incorporating the role of research in 
social change. 

India: Acculturation and Colonial Influence 

Service delivery in India, or with Indian individuals living in other 
countries, requires an imperative to thinking in terms of what Sunil 
Bhatia calls “the construction of identities through the intermingling, 
mixing, and moving of cultures” (Bhatia & Ram, 2001, p. 11). 
Colonization and globalization have led to a hybridization of both 
cultural values and meaning that may make conflation of nation and 
culture problematic. Bhatia posits that diasporic communities, such as 
that of Indians, retain a strong identification with their home country 
while navigating their new identity. He asserts that the diaspora that 
requires communities to continually navigate between their homeland 
and host land cultures—to cope with contrasting constructs can 
engender inner conflict as well as offer an expanded duality. 

The following are compelling quotes from Indian psychoanalyst Sudhir  
Kakar (1996). He synthesizes elements of Indian identity from his own 
experience with deep sensitivity. 

My father had always been brilliant in his studies, effortlessly 
standing first in his class at school and in due course, he received a 
scholarship to study economics and political science at the college in 
Lahore … My father’s family did not have enough money to finance 
years of study in England. The examination of the Indian Civil 
Service, for which one ideally prepared in England, was beyond my 
father’s cultural capabilities. To enter the service, the young man had 
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to be at least the second if not the third generation out of the bazaar 
to possess the natural ease with Western manners and social sang- 
froid that upper-class English interviewers looked for in Indian 
recruits who were to be moulded into passible imitations of 
themselves. (p. xi–xii)  

The following two excerpts depict the task of holding Eastern and 
Western cultures in mind: 

When I now look at the yellowing newsprint of [my] … early stories, 
I am struck by their intensity of longing for the life of provincial 
Indian towns where I grew up. For though my head was filled with 
the intellectual excitement of the West, India was still an over-
powering emotional presence and these stories, crude in many ways, 
convey a deep and persistent undercurrent of nostalgia, almost 
sensual in character, for the sights, smells, tastes and sounds of the 
country of my childhood (p. xvii). 

Like many other young men of my class who had discovered the 
West in India and who later went abroad to study, I too began to 
discover India while living in the West, understanding its history, 
culture and mythology primarily through the eyes of Western 
scholars. (p. xvii)  

The effects of the colonial experience beneath the British Crown fol-
lowing the Indian uprising in 1857, and the ultimate break from British 
rule through Indian independence in 1947, including the violent Hindu- 
Muslim partition, have produced complex cultural, philosophical, and 
religious forces within Indian culture. Although the British described 
India as its “jewel in the crown,” they preferred to project their own 
image of political, economic, scientific, technological, educational, and 
legal systems into India. They valued an individual, context-free market 
economy over contextualization (Roland, 1988). Thus, while the urban 
elite in India, business and trading classes, and the intelligentsia gained 
economic and educational advantages, their culture and their access to 
greater advancement and recognition were often subsumed by British 
centrality. While Eastern thinkers and philosophers influenced Western 
ideas for academicians and truth seekers, it was the Indian people who 
had the task of acculturation in two cultures. In modern society, Western 
countries actively seek urban Indian citizens for business, technology, and 
medical expertise. Indians living within their own country or abroad are 
challenged to navigate and hold both the individualistic and the col-
lectivistic, as well as other cultural values. India is a prime example of 
how a geographical nation cannot fully capture an individual’s complex 

Paradigms for Well-Being 33 



relationship between their own national and historical culture and their 
construction of Self (Hermans & Kempen, 1998; Roland, 1988). These 
are essential but too often invisible threads in thinking about the delivery 
of psychological services. 

Indigenous Psychologies in Aotearoa/New Zealand 

The bird that consumes the miro berry owns the forest; the bird that 
consumes knowledge owns the world. 

— Māori proverb (In Waitoki, 2016.) 
The Māori way in Aotearoa/New Zealand and the Aboriginal path in 

Australia are comprised of collective ideals, connections with family, 
community, and the natural world. The following Māori passage captures 
the idea of Kaupapa Māori (collective vision) and mātauranga (Māori 
knowledge): “We can improve the way in which humankind exists and 
lives in the world through new strategies of indigeneity, rekindling kin-
ship between people, and between people and the natural world” (Royal, 
2012, p. 37). 

In November 2020, a Māori woman, Nanala Mahuta, was elected 
Aotearoa/New Zealand’s minister of foreign affairs. She stated that 
she hoped for a “reimagining what prosperity looks like” by transferring 
values from the Indigenous community of manaakitanga [Māori for 
looking after people] and kaitakitanga [guardianship of the environment]; 
(Cave, 2020, p. A7) to the Aotearoa/New Zealand community at large. 

Psychological assessment and intervention in Aotearoa and Australia 
contain these underlying principles. New Zealand psychologist 
Waikaremoana Waitoki (2016) links these values to her account of a 
psychological assessment and therapy with Ripeka, a woman who has 
survived traumatic experiences of abuse and suffers from depression, 
hearing voices, and a mood disorder. She invites us to understand this 
woman through the eyes of a Māori psychologist. Waitoki asks: 

what would happen when we understood interconnectedness of 
whakapapa [genealogy] and tikanga [Māori customs and traditional 
values] to Ripeka’s past, present and future and how they could be 
used to guide pathways forward? We asked what would happen when 
we viewed Ripeka and her whānau through a lens of unrelenting 
hope and unrealized potential, … what value are we able to add as 
Māori psychologists to Ripeka’s life, and to that of her whānau? 
(p. 283).  

It is through the whānau, Waitoki states it is through the whānau (family 
wellbeing) that values and traditions from the ancestors are adapted to 
the modern world to infuse hope and realization of potential. 
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Here is an example from Ripeka’s therapy with Hukarere, in Waitoki’s 
“The Baskets of Knowledge: A Curriculum for Indigenous Psychology”: 

Hukarere invited Ripeka to bring something of her grandmother that 
they could use in therapy. [Ripeka tells Hukarere]: My Nan had a 
love for the land, and especially the river. She came to me one day 
and showed me a stone; it was a big piece of stone, from the River … 
She told me to hold it; and as I held it, I felt this energy force, the 
mauri of the stone. She told me a story of the three baskets of 
knowledge and the two sacred stones. 

(Waitoki, 2016, p. 291)  

Waitoki calls this walking alongside Ripeka. She describes the above 
process as welcoming of her spirit (mihi to her wairua) with love and 
respect (aroha) to acknowledge her trauma and the way in which it has 
taken her vital energy (mauri). Waitoki states: 

I am going to work differently with a client if I have an epistemo-
logical world view that understands hearing voices or contact with 
ancestors as a totally acceptable part of reality, not always positive, 
sometimes traumatic, but possible. In comparison, if I believed voice 
hearing was merely a psychological coping strategy for trauma or 
a by-product of a chemical brain imbalance I am not going to 
work with the client as effectively and may even alienate them. 
(2016, p. 289).  

The phrase “baskets of knowledge” refers to the core notion of in-
digenous knowledge that holds the memory and knowledge of ancestors 
and culture (in a kete or basket) and translates it to psychological work. 

This approach rooted in ancient Māori tradition is not dissimilar to 
what therapists in the West have adopted more recently as trauma- 
informed care. I cite this approach in detail because the Māori language 
itself is filled with power and energy. It reflects what the 2011 Waitangi 
Tribunal (a commission charged with reclaiming Māori cultural identity 
and investigating and making recommendations on Māori claims re-
lated to 19th-century British Crown land rights and Māori knowledge 
breaches) called “the unique Māori way of viewing the relational phe-
nomena of the world, understanding the seen and unseen that exists, 
has existed, and may yet exist” (Waitoki, 2016, p. 284). As prominent 
Māori psychiatrist Mason Durie (2012) points to the importance of the 
Māori life practice: “Simply learning about ‘things Māori’ is not the 
same as being guided by an evolving knowledge system called 
mātauranga Māori” (p. 23). 
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Africa: Historical and Current Narratives 

Among the myriad ethical issues confronting service providers in 
African countries are multicultural diversity in cultural and religious 
practices, contextual histories, and of course, language. Indigenous ser-
vice providers can be trained, and all practitioners should have a multi-
cultural worldview (Foxcraft, 2011). Economic and educational 
inequality, poverty, natural disaster, famine, and disease play recurring 
roles against the seemingly unremitting backdrops of severe economic 
and physical hardship. Africa’s cultural trauma is a paramount assault: 
the history of apartheid, the violence of war or armed conflict, forced 
migration, child abuse and child trafficking, torture, imprisonment, and 
murder. 

According to data from the Uppsala Conflict Data Program, there 
were 21 active civil wars on the continent in 2018 (Karssen, 2020). And, 
while his article in the Africa Portal Roundup Newsletter speaks to the 
development of objectives toward a “Roadmap of Practical Steps to 
Silence the Guns,” by the African Union Peace and Security Council, 
Africa’s many conflicts continue to “become ever more complex … 
drawing in a wide array of local, regional, and international actors,” and 
posing a challenge to the much-needed initiative. 

Spirituality, Religion, and Mythology 

Africa is the second largest and also the second most populated con-
tinent in the world. This vast continent of over 1.3 billion people has 54 
sovereign countries with the addition of Somaliland, a self-proclaimed 
independent territory (World Population Review, 2020), and is widely 
accepted as the geographic location where our species originated. Africa’s 
history is ancient, rich, and complex. This complexity combines revered 
cultural strengths and practices with extreme cultural trauma. Nigerian- 
born Harvard professor Jacob Olupona speaks of the spirituality of 
Africa as a powerful and indispensable medium for working with emo-
tional and physical ills. In an interview with Anthony Chiorazzi (2015) 
Olupona is quoted in the Harvard Gazette: 

African spirituality is truly holistic. For example, sickness in the 
indigenous African worldview is not only an imbalance of the body, 
but also an imbalance in one’s social life, which can be linked to a 
breakdown in one’s kinship and family relations or even to one’s 
relationship with one’s ancestors.  

Theologians and health and mental health providers have documented 
the origin of Indigenous African religions and native beliefs prior to the 
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Christian and Islamic colonization of African countries. One’s religious 
traditions were informed by ethnic identity and where one’s family came 
from. Olupona identified 32 different traditions from East, Central, West 
Africa, and the diaspora. For instance, the Yoruba religion has histori-
cally been centered in southwestern Nigeria, the Zulu religion in southern 
Africa, and the Igbo religion in southeastern Nigeria (Chiorazzi, 2015). 
Christianity and Islam represent approximately 40% of the African po-
pulation. Christianity is more dominant in the south, while Islam is more 
dominant in the north. Indigenous African practices tend to be strongest 
in the central states of Africa, but some form of their practices and beliefs 
can be found almost anywhere in Africa. 

Nevertheless, since 1900 the number of Christians in Africa has grown 
from approximately 7 million to over 450 million today. Islam has ex-
perienced a similar rapid growth. Olupona (2014) states that both 
Christianity and Islam have adapted to meet African needs and practices, 
although Africa still struggles to maintain its Indigenous religious identity 
against a view of African practice as being more than superstitions and 
witchcraft. African people who still wholly practice African Indigenous 
religions represent only a fraction of what it was only a century ago, when 
Indigenous religions dominated most of the continent. However, there 
are many self-identified Christians and Muslims who incorporate 
Indigenous religious rituals and practices. Olupona and other African 
practitioners speak to the ways that Christianity and Islam are mixed 
with African religious practices. 

While diminishing the prevalence of African Indigenous religions, the 
growth of Christianity and Islam on the African continent has been ex-
traordinary. And while Indigenous practices tend to be strongest in the 
central states, some form of their practices and beliefs can be found al-
most anywhere in Africa. Olupona and other African practitioners speak 
to the ways that Christianity and Islam are mixed with Indigenous re-
ligious practices noting that they are imbued with animism, shamanism, 
and the spirit world. Olupona (2014) describes the seeking of spiritual 
help through the direction and relief from healers, medicine men and 
women, charms (adornments often worn to ensure good luck), amulets 
(adornments often used to ward off evil), and diviners (spiritual advisers). 

Whether living in Africa or as part of the diaspora in the United States, 
Europe Cuba, Haiti, or Brazil, Africans routinely accommodate other 
religions with traditional ones. An example of this is the Gullah Geechee 
communities on the North Carolina/Georgia seaboard. Indeed, the dis-
tinctive religious practices of the Gullah/Geechee communities contain 
influences from several cultures, including Christianity, Islam, and West 
African traditions. The Gullah ring shout (College of Coastal Georgia, 
2021) is similar to ecstatic religious rituals still performed in West and 
Central Africa. Olupona (2014) reckons this spiritual flexibility is due to 
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the oral nature of not fully codified African traditions. (He recounts his 
own Anglican upbringing by what means he navigates his simultaneous 
Yoruba and Christian identities.) While standardized interview formats, 
research methods, and assessment tools are often utilized in some African 
intervention service deliveries, they are invariably infused with culturally 
sensitive variations that bring a strong transpersonal and spiritual ap-
proach to providing service. Olupona sees African religion as integral to 
all life in Africa and convincingly argues that the African “spiritual space 
is no longer bound by the African continent” (p. 120). 

A wholly Indigenous healing approach in South Africa described 
by Thornton (2017) involves the sangoma (he roughly translates as 
“indigenous healer”) for the treatment of mental illness and emotional 
turmoil. The concepts of “exposed being” and “augmented self” de-
scribe the collaborative intensity—the mutuality of “sharing the illness 
and the suffering”—as curative, not dissimilar to the “wounded healer” 
of Jungian therapy. The process can involve a secret society of healers. 
music, dance rituals, and/or dreams and trance-like states (as altered 
consciousness). 

The advent of illness deviates from identifying a specific cause as out-
side the sufferer (a Western concept), to focusing instead on the protection 
of the personhood through magic or warding off from further harm (bad 
luck or disease), as well as augmentation or increasing the energy of the 
vulnerable patient’s Self. Thornton differentiates this protective process 
from a therapeutic one because, unlike traditional therapeutic methods, it 
does not seek to link symptom to cause nor link diagnosis to cure. The 
fundamental premise is that a person is open or vulnerable to negative 
influences, e.g., agents of evil, that luck is random but “lumpy,” and often 
favors the “lucky” (p. 218). Therefore, the patient must be assisted in 
avoiding bad luck through infused strength. 

While there is no “cure” per se, there is a transition from a state of 
illness to a state of wellness. It’s a balancing of parts rather than making 
someone whole. Citizens cannot be stripped of their social being and can 
be strengthened within a healing relationship. Thornton attributes this 
philosophy in part as necessary to combat South African apartheid po-
licies in which there is no entitlement to public health. 

Community Approach to Healing in the Wake  
of Political Violence 

In Chapter 10 of this volume, Jonathan Brakarsh and coauthors de-
scribe a Zimbabwean community-crafted workshop called Singing to the 
Lions that works with groups of children who have experienced trauma 
ranging from social and political trauma to bullying to cataclysmic nat-
ural disasters. Using metaphors, this innovative program helps children 
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face fears and gain access to their strengths and powers. This program’s 
community trainers—who are part of a nongovernmental organization 
called Tree of Life—partnered with Western-trained researchers to de-
sign, implement, and evaluate a community-based healing model for 
working with victims of organized violence and torture (Mpande et al., 
2013). Their program operated routinely nearing the times of elections 
when ruling parties suppressed opposition or activism by intimidation 
and violation of human rights (“Can we discuss past traumas when 
current safety is not assured?”) (Mpande, et al., 2013. p. 197). 

Their community meetings employed traditional group meetings with 
“concepts of story-telling, healing of the spirits, reconnecting with the 
body, and reestablishing a sense of community and self-esteem” (Reeler 
et al., 2009, 180). The authors note that this process was developed from 
traditional circle processes in the Native American community for coping 
with challenging community issues. 

The Tree of Life workshop and research project was adapted for work 
in rural areas of Zimbabwe with trauma survivors, and it demonstrated 
that even during periods of continuing conflict in a climate of risk and 
threat, participants can begin to utilize a collective psychological model 
for healing and empowerment. The partnering of community members 
who develop and lead the workshops with academics who assist in de-
signing and evaluating the program is a progressive model for the joining 
of traditional Western science with traditional healing community prac-
tices. When a project is owned and implemented by the community, 
traditional science can support the research and thus serve the production 
of community knowledge. 

Community-Based Participatory Assessment and Research: 
Liberia, Haiti, Bosnia, Sri Lanka 

Liberia’s Civil War (1989–1997), began when the National Patriotic 
Front of Liberia, led by Charles Taylor, fought to overthrow the govern-
ment of Samuel Doe (note, a second Civil war spanned from 1999 
to 2003). Ethnic tensions fueled the war, with even a West African peace-
keeping group coming under attack before the conflict ended in 1997 with 
the election of Charles Taylor as president. During 1997–1998, Women’s 
Rights International, (a project of the Tides Center), a US-based non-
governmental organization, partnered with the Women’s Health and 
Development Program (at the Mother Patern College of Health Sciences) 
in Monrovia to examine women’s experiences during the war and to con-
sider ways to support Liberian women in dealing with the effects of war 
trauma. (Swiss et al., 1998; Jennings et al., 2003; Jennings & Swiss, 2000). 

The research was designed by Liberian women, who decided which 
aspects to explore through small group discussions with women in the 
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marketplace, high school girls, and women and girls living in displaced 
person’s camps or urban neighborhoods in Monrovia. The women chose 
the survey topics, wrote the questions, carried out the interviews, and 
guided the interpretations of collected data. One context-specific example 
was that women were taken from their families and forced to cook for a 
fighter/soldier, subjecting them to involuntary control and at risk for 
sexual assault. Wording the questions carefully enabled the interviewers 
to more accurately identify and document the participants’ experiences, 
resulting in more openness. 

The challenges of conducting research in the middle of a war necessi-
tated protecting the safety of both the research team and the survey 
participants. Dangers were mitigated by organizing the survey’s primary 
theme around women’s health and insisting there be absolutely no ques-
tions that might, however inadvertently, betray the identities of partici-
pants, or allude to location or even the most benign seeming details of 
events. They even traveled to rural areas inconspicuously in an old station 
wagon to avert confiscation of surveys at armed checkpoints. 

Women’s Rights International continued to work with this group of 
Liberian nurses and midwives to create a story methodology for com-
municating the central tendency position outcome (central findings) of 
their research with women in rural villages who could not read or write. 

This story addresses trust and shame after being gang raped: secret 
keeping: 

Once there was a girl living with her mother. She grew up into a 
beautiful girl. The girl and her parents remained in their village 
until the other village engaged them in a tribal fight. Everybody 
scattered and the girl found herself in the bush alone. While in the 
bush she was raped by three of the fighters from the other village. 
(Women’s Rights International, USA, and the Women’s Health 
and Development Program at Mother Patern College of Health 
Sciences, Liberia 1998, p. 6)  

It illustrates how even seeking help can be dangerous: 

When things started to quiet down, the girl went to the oldest Zoe 
who was her aunt. The aunt made medicine for her and told her she 
will be okay. Few days later the girl started to hear news of the rape 
in the town. She became confused as to how it spread. The girl was 
forced to leave the village because of the shame and disgrace she felt. 
(Women’s Rights International, USA, and the Women’s Health and 
Development Program at Mother Patern College of Health Sciences, 
Liberia 1998, p. 6)  
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Through the discussion of several different types of parables, the village 
women were able to talk about their own often conflicted responses, as 
well as the responses and feelings of their tribes. 

The Liberian team also constructed stories (The One God Sent to Stop 
the Boys from Killing Me) based on compsite statistical characters created 
from the average characteristics and most frequent experiences reported 
in the survey (Jennings, P., Swiss, S, & Turay-Kanneh, R., 2003) These 
stories and statistical vignettes were also used to introduce the survey 
findings to the Truth and Reconciliation Commission of Liberia in 2008 
(under the government and mandate of Ellen Johnson Surleaf.) 

A similar participatory model was employed by Women’s Rights 
International in Haiti in partnership with a leadership program of high 
school girls called Fanm Kouraj (Regan & Jennings, 2005) to focus 
on the challenges of teen pregnancy, domestic violence, and child 
abuse and trafficking, through theater pieces along with audience dis-
cussions that were also broadcast on community radio stations. Other 
research documenting war violence was conducted in collaboration 
with the U.N. Commission on Human Rights in the former Yugoslavia 
(Swiss & Giller, 1993), and in Sri Lanka with The Asia Foundation 
and Vehilihini Development Center (Swiss et al., 2019). These projects 
accentuate ethical considerations in participatory research and provide 
guidelines on how to conduct nongovernmental organization colla-
borations (Swiss et al., 2019). 

These and other missions in Community Based Participatory Research 
(CBPR) are a growing and welcome trend in mental health, public health, 
and human rights research and intervention. They embody the belief and 
philosophy that dissemination, language, and ownership should originate 
with the community and its people. 
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Chapter 3 

Assessment, Training, and 
Social Justice in Community 
Psychology 

Heather Macdonald, Barbara L. Mercer,  
and Caroline Purves   

A change in county government public funding of mental health ser-
vices brought our psychology clinic (staffed by psychologists, clinical 
social workers, child and family therapists, and treatment specialists) into 
the “shoes” of social service child protection workers. Through the 
funding source called Early and Periodic Screening, Diagnostic, and 
Treatment (EPSDT), we were tasked to carry our services to people in the 
community who might not have easy access to clinic treatment. Our clinic 
had moved from a small, predominantly White, working/middle-class 
community in the north part of the San Francisco East Bay Area to the 
Fruitvale neighborhood (once a land of fruit trees) in East Oakland, a 
vibrant, multi-ethnic community with the city’s largest Hispanic popu-
lation with a preserved culture (formerly the home of the Chicano 
movement, including the Brown Berets). Although our therapy staff was 
somewhat diverse, it took nearly 30 years for the diversity on our staff to 
reflect the diversity of the people we served and to offer the types of 
programs, in addition to an individual therapy model, that reflected a 
collective perspective. These services included mental health screening of 
first-time foster care children, transitional-age youth including sexually 
exploited minors, case management, and a youth advocacy program 
staffed by former foster youth. These expansions led to advocacy re-
garding social policy for foster care, sexual exploitation, and national 
task forces. We brought into organisational focus our work with each 
other and our differences, and could no longer ignore cross-discipline 
collaboration. Our approach to mental health, while attuned to each 
individual, aspired to a holistic purpose of public, social, community, 
political, and environmental health. From our clinic’s inception in 1979, 
as both a community and training non-profit psychology clinic, we ap-
proached our work systemically and collaboratively, but as our work 
became linked to a particular community we were pushed to grow to 
go beyond this as more than an idea or theory of community. Caroline 
Purves explores how academically oriented graduate students were 
challenged but eventually became enthusiastic, in translating their 
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classroom training into everyday language attuned to their clients. 
Heather Macdonald shares assessment feedback with an Athabascan 
Native adolescent; she will then describe a mobile therapy assessment in a 
climate of social tension and community pain. 

Learning and Teaching a New Paradigm  
of Assessment (by Caroline) 

The graduate students’ assessment seminar meets weekly to discuss 
cases and issues of assessment in general. This weeks’ meeting is un-
derway. Halley is giving her follow-up report on the testing of the child 
we talked about in our previous meeting. He is an 8-year-old boy who 
comes from a family in which domestic abuse (father towards mother) 
has resulted in authorities stepping in. The boy has been a holy terror in 
school; he is aggressive towards other students, rude to his teacher, and 
refuses to do his work. The group suggested ways Halley could talk to the 
boy about the assessment, explaining what was involved. At first, she 
seemed to accept the ideas. However, as she described his opposition 
towards her and refusal to cooperate during this first meeting together, it 
seemed as if the group’s suggestions had flown out the window. She was 
downcast and dejected. Even though we had talked about these ideas the 
previous week, once she was in the presence of the boy’s difficult beha-
vior, she had lost her grounding. 

Again, we explained that she needed to be upfront about the referral. 
The boy was in a lot of trouble at school; thus, we suggested that she tell 
him that she knew what a hard time he was having. Further, she had 
learned that the teachers and his mom wanted some help with under-
standing why he was always so angry and hitting other children. They 
wanted some ideas to share with him so that he could have a more suc-
cessful time at school, both in class and on the playground. The various 
tests that she was going to use would help him to learn ways he could be in 
better control of his anger. They would also give him and his mom a better 
understanding of why he was so mad so much of the time. Furthermore, 
Halley should tell the boy that she would answer any questions he had all 
along the way. We all felt that being forthright with this young boy was the 
most honest, and helpful way to develop a relationship with him. This 
approach would encourage his ability to understand his behavior and offer 
new ways of being in the world. 

She took these suggestions to heart. With this encouragement from the 
group in mind, Halley regained her balance; she spoke to the child di-
rectly, and while he was not the easiest of children to work with, his 
attitude was positive and he was as cooperative as he was able. 

Wondering how I could be so confident in a tricky situation as well as 
bring the group along, I began to think about the path that had brought 
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me to this collaborative approach. My first exposure to assessment began 
in the late 1950s with the classic model of the psychologist as the expert, 
ideally a neutral presence, and the client to be understood through the 
use of rather mysterious “tests” or “instruments.” Questions asked by the 
client were either deferred to the end of testing or answered as briefly 
and neutrally as possible. Children were told only that the psychologist 
would be playing some games with them. 

Over the years, I practiced assessment in a variety of settings and three 
countries. As I become ever more familiar with the tests and procedures, I 
relaxed and became more forthcoming with clients. Assessment, as I came 
to realise, was a two-person enterprise rather than the examiner holding 
all the cards and the client being kept in the dark. 

I also started to recognise some traditional elements in reports that 
seemed downright weird, if not offensive. For example, the first time I 
read a report that constantly referred to “the examiner” I became con-
fused. Who was this person? Were there three folks in the room—the 
psychologist and the “examiner” and the client? It’s as if the psychologist 
wanted to keep a distance from the client while at the same time making 
their relative relationship clear; the psychologist, that is, the examiner, 
was in charge while the “examinee,” that is, the client, was there to be 
observed. 

Paragraphs organised by test or instrument rather than by aspects of 
the client’s dilemma were another “distancer.” IQ results or MMPI 
scores, for example, were tacked on to the test taker (which is what the 
client often seemed to have become). What was missing in these reports 
was how these scores illuminated the understanding of the problems that 
had brought the client for testing. What was mainly missing in these kinds 
of reports was the person. Many of the people who would read these 
reports, including the client, were not psychologists. When the focus is on 
the test results rather than the meaning of these results, it feels as if the 
report is directed at another psychologist rather than the client. In fact, 
this all-too-common type of report leaves that actual work to the reader! 

Reports written in “psychologese” rather than standard English can be 
daunting for both the client and non-psychologist referring agents. It’s 
understandable that after years of studying and learning psychologists are 
comfortable with “professional” language (when I said to my graduate 
students that their reports should be understandable to the workman next 
door, there was surprising—to me, at least—resistance to that idea). 
However, being able to talk and write about the test findings in an or-
dinary language requires a deeper understanding of what we have learned 
about the clients. We are then able to talk with them about the conflicts 
and pain that have sent them for the referral in the first place. Using 
technical jargon reinforces a “one-up” stance that makes the psychologist 
seem to be in a different dimension from the client. 
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These were elements of an assessment world to which I was only 
gradually becoming conscious. What actually woke me up was a psy-
chology writers’ group that I was part of. The other members were 
planning on becoming psychoanalysts (which was not my goal, much as 
I liked the theories). When it was my turn to present, I wrote two pages 
about my interactions during the testing of a youth in juvenile hall. The 
family had not followed through on past referrals for counseling. The 
youth started off surly and reluctant, refusing to talk other than to 
give brief answers. I had told him the reason for our meeting—the judge 
wanted to know if he should be in foster care—but the youth was un-
responsive. Gradually, however, he warmed up, and then he suddenly 
blurted out, “I don’t want to go to foster care!” He told me that his 
big brother said he was stupid and wondered if he should go to a foster 
home. We explored his questions openly and talked about what he 
wanted. At the end, I asked him how he liked our work together, which 
he said he did. I suggested that he could have someone to talk with as 
we did every week and perhaps he should give it a try. He seemed okay 
with that suggestion, and we parted ways. 

The writers’ group was positive about the summary, suggesting that 
I write it up for a presentation. A colleague suggested I read a paper 
by Constance Fischer—“The Testee as Co-Evaluator” (Fischer, 1970)— 
which was an eye-opener! My paper, “Feedback in the Psychological 
Assessment, or What Do I Get Out of It” (1994), was accepted for 
presentation by both the California State Psychological Association 
Conference and the Society for Psychological Assessment (SPA). 
(Interestingly, after these talks a couple of people confessed to me 
that they used many of these ideas but made sure not to tell their 
supervisors!) 

At the SPA conference, as I was leaving the room where I had just 
finished my talk, a couple who were sitting in the corridor reached out 
and caught my arm. “Who are you?” they asked. It turned out to be 
Connie Fischer and Leonard Handler, who had been told about the 
presentation by Steve Finn. They brought me into the fold of colla-
borative assessment, which developed into Therapeutic Assessment— 
thus, C/TA. These three were formidable, nonstop creators and teachers. 
They were also generous with their time and commitment to changing 
how psychology evaluations were conducted. 

At that time, I was working at an agency that focused on children in 
the foster care system, which offered plenty of opportunities for me to 
explore the collaborative approach. I found, far from my early in-
troduction to assessment, that usually, if not initially, during the testing 
the kids became open to knowing why they were there, what they were 
being asked to do, and ultimately to coming up with their own questions. 
“Why can’t I remember what I read?” asked a 13-year-old. “I wish my 
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mom and dad wouldn’t fight so much,” stated a 10-year-old. Sometimes, 
before we even launched into the testing instruments, a child might tell me 
what was going on at home that was causing so much distress for them. A 
report was typically sent to the referring party, often the social worker, 
but we began having sessions with the foster parents if they wanted to 
learn more about the child. Ultimately, a co-worker and I created a one- 
day workshop for foster parents to help them understand more about the 
assessment process. Their observations on the children’s responses to 
the testing was instructive—behaviors following testing varied from 
much improved to some negative behaviors (which wore off quickly, 
apparently). By directly including the foster parents and demystifying 
the process, the compliance by both the foster parents and the children 
improved. 

One day, Barbara Mercer, a colleague from our graduate student days, 
asked if I would like to supervise at the WestCoast Children’s Clinic in 
Oakland. Such a great opportunity! The interns were committed to the 
work, and the staff was excellent. Barbara’s assessment program was 
one of the most respected in the country. Of course, I said “Yes”! 

The newly arrived interns in my first group were open to trying these 
new “radical” ideas, although their graduate training had been the usual 
“traditional” academic approach to psychological testing. Somewhat 
methodically, we took on each aspect of an evaluation as it came up. We 
explored the following: The initial referral, who should be included and 
how, the reasons for the assessment, how to conduct the assessment, the 
final results, and how to discuss them and with whom. 

Thus, the first focus was the referral: Who was being referred and why? 
Who were the players in the client’s life? Who would benefit from being 
included, and how would that facilitate change in the child’s life? These 
referrals typically came from social workers, teachers, or other adults in 
the child’s life. How or when to invite foster parents was, again, a new 
idea that elicited discussion in our group. 

An innovative addition to the reasons for the referral involved asking 
the children and teens to pose their own questions; again, this was a 
radical move from the clinicians’ graduate training. Adolescents were 
given the choice to pose their questions alone or with their parents. 
Most of our kids were in foster care, with the referrals coming from the 
social worker. Often the youngsters were taken aback by the idea, but 
teens were initially more interested. Once the assessment was underway, 
they were invited again to ask if there was anything about themselves 
they were curious about, and they often did ask. There can be an un-
stated element of shame for a child who is too scared to ask publicly 
“Am I crazy?” or “Am I dumb?” When their worst fear is out in the 
open and the assessor can discuss it without alarm, there is a sense of 
relief and a different emotional climate in the room. 
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How and when to include the parents or foster parents in the actual 
testing took some discussion. The most useful solution was to have them 
watch from another soundproof room with the child being aware of 
their presence. Ideally, another psychologist would sit with the adults to 
help them understand how the testing was unfolding. (Of course, this 
added considerably to the expense, though the model was great when 
the funding was available.) The interns found that after some self- 
consciousness most children settled down to the tasks in front of them. Of 
course, the interns had to learn to adapt as well! 

Writing the report was the next “radical” task. Rather than listing the 
results from the testing, the interns were charged with thinking about 
the questions being asked, then arranging the findings by elements in 
the client’s psychological make-up and how these elements were im-
pacting the client’s life. Thus, for instance, if there were school pro-
blems the test results were related to the underlying causes while 
offering some ideas for remediation. This person-friendly rather than 
test-oriented approach was, indeed, a challenge that the interns had to 
grapple with. As Steve Finn (2007) puts it, it is the assessor’s task to put 
themselves “in our clients’ shoes.” With a child in foster care, the client 
can, indeed, be many. Thus, the reports had to be understandable to all 
the various parties involved. 

Then, the real challenge: How to report the findings to the child or 
adolescent. One can hardly tell a 6-year-old what her scores on the IQ test 
are or what the Rorschach summary means. The important information 
has to come in a language that makes sense to her. The most effective way 
of relating the findings turns out to be using metaphors. This can be in the 
form of a story, a song, a fable, a graphic mini-novel, or whatever other 
means seems useful. Sometimes a letter directed to the child answering 
their questions directly is a helpful option. The group members, after 
some hesitation, rose to the occasion. Once they put themselves into the 
mind of the “subject,” their creative juices really flowed. Audrey 
Rosenberg, a member of that first seminar, writes, 

I don’t have many memories from that time, but the thing that most 
struck me was the memory of writing fairy tales for the children 
I tested. It was such a radical and powerful idea! I especially 
remember the faces of the children when I read a fairy tale about 
parental addiction to the children in the grandparents’ support 
group. The otherwise chaotic group was silent and rapt with 
attention. I remember, too, the experience of writing a fairy tale 
for a girl with a psychotic process and trying to convey what it felt 
like to be her and to understand her level of confusion. (personal 
communication, 2021)  
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An obstacle that got in the way of the feedback to the child was the 
impact the actual traumatic experiences had on the child, which was often 
revealed during the testing process. One path, a very sensitive clinician 
chose was a soothing, fairytale-like story that made no mention of the 
“real lived” experience of the child. As we explored the clinician’s dis-
comfort with bringing up the trauma in the child’s life, she realised that 
part of our job as psychologists is to help bear these painful burdens in 
order to help the child learn to manage them (see Purves [2016] for my 
article on vicarious trauma in supervision). Her final story, while still a 
“fairy tale,” took on the traumatic material in a manageable fashion, 
which allowed some relief from the early “secrets” the child had been left 
to bear alone. 

Group discussions then became more about feedback in general—who 
to include in discussing the results and the most helpful way to go about 
it. The group discussions centered around the relevant parties and the 
child or adolescent who was the center of the process and concerned who 
should be involved and how. With an adolescent who was in foster care, 
this was a particularly sensitive issue as the consequences were often 
unpredictable. However, with all the adults in their life brought into the 
assessment process and the adolescent having some say, the chances of 
a positive outcome with useful recommendations in which the teen had 
some say were improved. This was very different from the old model of 
sending a report to the social worker and that being the end of it. With a 
younger child, the reading of the feedback story was often instrumental in 
helping the parents or parent figure develop a better understanding of the 
child’s dilemmas than the official report. 

It was not long before the Collaborative Therapeutic model was 
adopted throughout the assessment arm of the clinic. As Barbara Mercer 
mentions in her introduction to this book, we had several workshops with 
Stephen Finn, which included live testing sessions with his supervision, 
making the staff and interns increasingly comfortable with this approach. 

One major aspect of the work that we did not discuss directly for a long 
time was the disparity between the clinicians and the clients. This was a 
glaring oversight. Initially, the majority of our child clients were African 
American, Latinx (Hispanic), or bi-racial and bi-cultural. For the most 
part, the clinicians were White. As the years rolled on, the client base 
included families from all over the world. Our staff and intern groups 
became increasingly diverse as well. Issues of culture and race differences 
became directly addressed throughout the clinic, not always easily and 
not always resolved. Nevertheless, the ongoing discussions added to the 
sensitivity and awareness of the clinical staff. 

Thinking back to Halley and her initial discomfort and final better 
outcome, I believe that an unspoken thread that runs through the practice 
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and teaching of assessment is that of rigour and bravery. Clients, both the 
children or adolescents and the adult figures in their lives—are looking 
for help; the dilemmas that initiate the referrals can only be resolved 
when the difficult, often painful issues are faced openly. 

The ultimate challenge is for the assessor to find the pathway to make 
this new understanding accessible. The adults in the child’s life are 
looking for understanding and guidance. The children can, and indeed 
ultimately do, want to understand and learn to manage both the positive 
and negative aspects of their life. This is what Halley ultimately chose—to 
be direct both with the child and the parent. The result was a cooperative 
child who could complete the assessment demands and find the needed 
support from parent and teacher. How does rigour and bravery factor 
into an assessment? The assessor cannot fall back on the carefully 
structured organisation, clearly defined rolls of tester and patient, and 
vague answers to questions that have characterised the traditional ap-
proach to “psych testing.” Rather, this collaborative approach demands 
both creativity and care yet at the same time rigour in terms of following 
the structure of the testing instruments. While not particularly easy, it 
provides the scaffolding to help clinicians share the findings in a way that 
facilitates both understanding and change. Furthermore, it prepares all 
the parties to be more open to receive and act upon the test findings, 
beginning the move towards behavioral changes and improved family 
dynamics. 

“I Don’t Trust a Person Who Knows Everything”  
(by Heather) 

The practice of psychological assessment has a long history dating back 
to the 19th century, when researchers began exploring the various ways in 
which the categorical differences of biology and behavior could be 
measured. It is a history intimately intertwined with the late 19th-century 
and early 20th-century imperial projects of White supremacy and the 
struggle against colonialism. Yet, as noted in other chapters in this book, 
traditional testing practices have been slow to combat more inherently 
oppressive models of psychology that are linked to an older history and 
slow to integrate cultural, religious, and social contexts into the practice 
of psychological assessment. 

What the three of us aim to suggest in this book is that cultural and 
community-based models offer a way to shift and transform older 
paradigms of assessment where the idea is to gain a final knowledge 
about psychological functioning and apply this “knowing” to a person’s 
life. After years of clinical practice, I am less certain that we can truly 
“know” the data and a person, and I have searched for ways to engage 
the mysteries or paradoxes that the assessment process often evokes. 
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Is it possible to open up the space of assessment so that different contexts 
can come alive as the encounter between people unfolds? In other words: 
Can psychological assessment be a site of ethics, invitation, transforma-
tion, or promise? Psychological assessment is a relational endeavor where 
we are often witness to suffering that goes beyond language. Can these 
assessments be a place of listening in depth to someone where the dis-
cussion at the end of the process is not a final knowing but can begin to 
reflect some true aspect of their life experience? 

In previous published articles, I have explored these questions 
through numerous clinical events: the young man who began to mas-
turbate during the administration of a thematic apperception test 
(TAT; Murray, 1943); the blood smear on my face from an unrealised 
wound that announced itself upon my first meeting with a pregnant 
client; or the young girl who stood on her chair and screamed until 
veins bulged from her neck after the first three Rorschach cards were 
administered (Exner et al., 2005; Macdonald, 2016a/b). All of these 
scenes contained encounters or events that were unpredictable and 
that unsettled the typical roles of “assessor” and “client.” These en-
counters unseated the typical arrangements of the known world where 
the assessor is able to “witness” the client from a distance and apply 
some kind of data in order to readily interpret, in a straightforward 
manner, their behaviors. In these moments, the assessor is already 
more deeply engaged in a relational and social context than they 
usually realise. 

For example, I recently worked with a 15-year-old Athabascan Native 
woman and her father (her parents were divorced, and the mother at-
tended only a few of the meetings). They had come to see me because the 
young woman had refused to go to school and her father wanted to know 
what to do about it. On the first day we met in person, her father handed 
me a 25-page in-depth psychological and neuropsychological evaluation 
that was extremely well written. I was shocked; why had they come to me 
when they already had had a full assessment completed? I posed this 
question to the father: “What else can I possibly do here when you have a 
full report?” Without hesitation, he turned to me and said, “The man we 
saw who wrote this report knew everything, and I do not trust a person 
who knows everything.” 

Upon reviewing the report more closely, I noticed that aside from the 
identification of the client, there was not a single mention of the family’s 
cultural context and their recent move from their Native lands, where 
they had left behind their tribal homeland. There was nothing left to 
“know” in psychological terms about the case; it was rather about being 
in deep relationship with this young woman so that we could engage the 
unknowable, travel through the labyrinth together, and learn about some 
of the geography she was navigating. 
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In our second interview, the daughter revealed a recurring dream. Since 
she had left Native lands, she had had a dream that there were bright red 
fish chasing her as she swam in the ocean. She often reported that she 
woke up from these dreams feeling scared. She then talked more about 
both her tribe and her clan and how important fish were to her people, 
but she could not understand why they were chasing her. Through a 
number of further conversations with the father and the young woman, it 
started to become clear that there were tremendous collective historical 
and cultural forces at play in this woman’s refusal to go to school. In one 
session, her father told his daughter stories about how many people in his 
family had been forced to go to Indian residential schools that required 
the children to give up their language and culture. This young woman’s 
dilemma was bound up in layers of family history and social traumas and 
how these had impacted her life. 

At the end of our meetings, I still had no idea what the father needed to 
do about his daughter’s schooling moving forward. However, I wrote the 
young woman a feedback letter that summarised our time together and 
the conversations we had with her father. In addition, through my re-
search I had found an artist from her Native community who had 
drawn a mural on the side of a school. The mural was a picture of the 
ocean with large red fish swimming in it, just like her dream. The dif-
ference in the mural was that the artist had also painted a large eagle 
flying above the fish and the ocean. I included this drawing in the feed-
back letter. The young woman read the letter silently in my office during 
our last session together but did not say too much. After she read the 
letter, she simply said “Yes” and nodded her head. 

The best assessment has to offer is a true heart connection with another 
person that comes from that hidden ethical place in relationship where we 
lean in and are “listened into the world” (August, 2010)—where we are in 
relationship with one another in the direction of not knowing, where the 
map becomes murky and runs off in stained ink. 

As another case example (Macdonald, 2016), I once worked with a 
young African American woman who was eager to be emancipated from 
the foster care system. At the time of our encounter, she was pregnant 
and living with her mother. The county worker who had made the referral 
explained to me that she had concerns about “Dedra” (a pseudonym) 
leaving the system and losing access to mental health resources. The case 
manager further suggested that she was worried about the presence of a 
possible mood disorder since Dedra had exhibited symptoms of extreme 
irritability, depression, and “impulsive” behaviors that had started prior 
to her pregnancy. Dedra had returned home to her mother after over a 
year in foster care, and since that time she had become “obsessed with 
death.” However, the caseworker could not explain to me over the phone 
exactly what she meant by Dedra’s “obsession.” 
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It was fortunate that when I met with Dedra I was working for an 
agency that prioritised community engagement and often encouraged 
clinicians to have meetings in the home of the client in order to gather 
background and experience in the context of the client’s world. In other 
words, there was an assumption that neither the therapist nor the client 
could be separate from the world in some “objective” manner and that 
working together in community privileges the spatial and geographic 
environments as the major factors that shape identity, narrative, and 
relationship. 

When I first met Dedra, she sat down on a kitchen stool in her home 
and looked at me from across the table. I noticed for the first time the 
features of her face. Her eyes were a deep brown color with eyelashes that 
curled perfectly above them. Her belly was enormous beneath a bright 
yellow cotton T-shirt. She said, “I am having a boy.” She picked up her 
phone and sent a text while appearing to ignore me. A knot formed in the 
middle of my chest as I pulled out the Minnesota Multiphasic Personality 
Inventory-Adolescent (MMPI-A; Butcher et al., 1992) and a battery of 
cognitive tests. A text came back to her with a ring tone I recognised, and 
I asked her about other songs I thought she might like. She gave me a 
brief upward glance, and with several keystrokes on her phone, the whole 
song played. 

We talked for some time about her love of music. Although we shared 
ideas about music, I felt like an intruder. I felt like she knew something 
that I did not—that I could give her those tests and it would not matter 
since I would still be the one who did not know or could not know. 
During this initial testing session, she refused to complete the MMPI-A. 
She stated, “These are the tests that will put me in jail. You are trying to 
make me look crazy!” She was not wrong about the problematic nature of 
perceptual misattributions towards her personhood as a result of cultu-
rally biased tests. She had mentioned to me before that she had wanted 
“White people” out of her business and that this assessment would finally 
get the White people “off my back.” I was confused about what to do 
next. Dedra paused before asking me the next question: “Do you know 
about the death of Oscar Grant?” I replied, “Yes. He was shot a week ago 
by a police officer just outside the office where I work.” 

Dedra nodded and then looked away in a manner that told me I had 
missed the point. The fact of the matter was that I did not know her 
experience at all, nor could I ever really understand it. Then Dedra took 
me into her bedroom because she wanted me to see her dresser mirror. 
It became apparent that this related to the original referral question re-
garding her “obsession with death.” On the left side of the mirror was a 
column of five newspaper obituaries she had cut out and shoved into the 
edge of the wood. I leaned in close to read each one. All five people who 
died were African American and male. Oscar Grant was the last in line; 
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a policeman had shot Grant while he was face down on the ground with 
his hands cuffed behind his back. 

When I looked up, I observed Dedra’s reflection in the mirror, with her 
swollen belly and her baby boy about to come into the world. I felt my 
body flush with emotion. She wanted me to know the odds. This was not 
about pity, sentimentality, helplessness, or liberalism. Dedra existed in 
the quickly disappearing space right between birth and death, and she 
knew it. Dedra wanted me to get the message: there is an inequitable 
distribution of power in our culture, a loaded dice game wagered with 
human lives. I said, “Dedra—this is so cold.” She nodded and said, “You 
better be cold. Because that’s how it is.” 

It seemed that Dedra was working to integrate the violence and death 
that had been prevalent in her community through the numerous 
obituaries up on her mirror, the images that represented the pain and/or 
the losses in her life and in her community. At times, there is simply no 
language for the trauma, no way to express the unsayable or unspeak-
able. Her “obsession” with death had nothing to do with some kind of 
mood disorder or psychopathology but was related directly to her life as 
it related to social and political events. 

I wrote a long a feedback letter to Dedra in which I attempted to stay 
true to her personhood and true to the issues of justice in her community. 
In the final paragraphs, I wrote: 

In the opening statement of his autobiography Blues All Around Me 
B. B. King (1996) states, “When it comes to my own life, others may 
know the cold facts better than me. Truth is, cold facts don’t tell the 
whole story. I’m not writing a cold-blooded history. I’m writing a 
memory of my heart. That’s the truth I’m after—following my feelings 
no matter where they lead. I want to try to understand myself, hoping 
that you … will understand me as well” (p. 2). Your baby boy will be 
learning about his heart through yours. He will want to know how to 
live in this world, not just to survive, but how to really share himself 
and his dreams with others. He will want to know how to become his 
full potential by following his own truth, and you can teach him.  

As soon as we finished the final feedback session, I gathered up my things 
and prepared to leave. She walked me to the door and waited for me to 
exit with her hands on her hips. It was an awkward farewell and an ex-
tremely intimate moment across an abyss of distance, across the un-
knowable. Once outside, I looked back at her through the closed screen 
door reinforced with steel bars. She smiled and waved goodbye. 

From that point forward, I realised that in order to heal or even to 
conceptualise psychological wounds, their political and social counter-
parts would also need to be taken into account. As I write psychological 
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reports, I continue to wonder how to explore psychological, social, and 
political themes as they relate to an individual within their own devel-
opmental trajectory. How could the test data give one a greater under-
standing of how social, political, and cultural systems interface with the 
psychological trauma of oppression and of how, in turn, this under-
standing impacts a notion of human identity, cultural memory, suffering, 
and freedom? These are tricky questions because one may conclude that 
their answers imply that a more reflective and sensitive kind of psy-
chology is required or that there needs to be an increase in connection to 
political realms and an increase in community engagement. However, 
what some of the authors suggest in this volume is that we need different 
methodologies in psychological interventions so that we can become 
more aware of how psychology enters into what is already social, cultural, 
and political. 
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Chapter 4 

Assessment of Japanese 
Children: Hikikomori 

Noriko Nakamura    

Although it is difficult to identify the causes of a high degree of social 
withdrawal and disconnectedness from the outside world, known in 
Japanese as hikikomori (this word is used to describe both the person and 
the behaviour), I would like to demonstrate that inner disconnectedness is 
the key to understanding this social withdrawal phenomenon as it results 
in disconnection within the most intimate relationships (self, parents, 
spouse) and creates social disconnection from other groups such as school 
or places of employment. Clients are often asked why they do not attend 
school, but they themselves do not understand why they cannot feel safe 
and happy in the outside world. In this case, psychological assessment 
data play an important role as an “empathy magnifier” (Finn, 2007) to 
understand the client’s disconnectedness. 

Hikikomori: Definitions and Etymological History 

The case study used in this chapter is of an 11-year-old girl who refused 
to go to school for three years. At the time of the case, 1993, the word 
hikikomori was not yet in common usage and I was not conscious of the 
term; instead, I used “school refusal.” However, given the same case 
today, I would use hikikomori because the girl’s school absence exceeded 
six months, which is in accordance with the definition given by the  
Ministry of Health Japan (2010). 

The definitions of the terms “school refusal” and hikikomori have 
evolved over time as the phenomena have become better understood. The 
first term used in relation to truancy in Japan was gakkou kyoufushou, 
which is a translation of “school phobia,” a term that appeared in a 1941 
article in the American Journal of Orthopsychiatry (Johnson et al., 1941). 
Japanese psychiatrists adopted the term in the late 1950s. The expression 
conveyed the thinking of the time that students who did not want to 
attend school were suffering from separation anxiety from their mother. 

In 1947, when the Japanese government created the junior high school 
system we have today, 99% of appropriate-aged children attended school. 
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However, a survey two years later revealed that 400,000 children of ele-
mentary age and 740,000 children of junior high school age were shown 
to be absent for 30 or more days, and the government set out to identify 
the reasons. Four main factors were identified: Post-war economic pov-
erty, the desire of some Japanese families for their children to learn the 
trade of the father along with the perceived irrelevance of school edu-
cation to the child’s future, sickliness due to poor diet and living condi-
tions, and gakkougirai (dislike of school). Two government surveys of 
Tokyo students absent for 50 days or more carried out in 1952 and 1965 
showed that absence because of dislike of the school rose from 11% to 
41% between those dates. As a result, in 1966, the Ministry of Education 
began to use the term “dislike of school” for all students absent from 
school. This term was more easily accepted than “school phobia” as it 
matched the cultural preference for softer language and did not carry 
the nuance of being a symptom of anxiety or other type of disorder 
(Maejima, 2016). 

In 1970, a new term, toukou-kyohi (“school refusal”) came into use, 
and it remains in use today. However, the introduction of this term 
led to much negative thinking about the causes of school refusal. 
Traditionally, the division of responsibilities between father and mother 
is clearly delineated, and the parent in charge of the education of 
children is the mother. Over time, the belief developed that if a child 
refused to go to school, the mother must be too indulgent or the child 
must be mentally ill, and the term carried a considerable social stigma. 
So, when the Japanese Ministry of Education made the statement in 
1992 that “any student can suffer from school refusal,” it was received 
with huge relief; the student’s family or background was no longer 
automatically considered the cause of the problem. 

The first academic reference to hikikomori came in an article in the 
journal Kyouiku to Igaku (Education and Medicine; Kitao, 1986), but 
public awareness of the phenomenon only increased after the publication 
of the book Shakaiteki Hikikomori (Social Withdrawal; Saitoh, 1998;  
Rosenthal, 2014). The author referred to individuals, predominantly 
male adolescents, who withdrew from social activity or were not earning 
a living for months or even years at a time. The term includes school 
refusers, but they account for only approximately 30% of all hikikomori 
cases. The remaining 70% consist of those beyond the compulsory school 
attendance age of 15 and those who first begin to exhibit social with-
drawal from the time of further advanced education or after entering 
employment. 

Although the use of the term hikikomori is now widespread, I consider 
“social disconnectedness” (shakai shadan) to be a more accurate term 
as the individuals exhibit a chain of disconnection, first from themselves 
and then from their families, school, and society. 
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Hikikomori Rorschach Assessment Data 

Between 1989 and 1993, I dealt with the school refusal cases of 30 
children (15 boys and 15 girls) aged 10–18 (average 15.7) while I was 
working at Chiba City Education Center. Although it has not been sta-
tistically analysed, comparison of the resulting data from the Rorschach 
tests I administered to those children reveals that there were two distinct 
groups of individuals, identifiable by one of the key scores on the 
Rorschach test, Lambda (L), which indicates the degree of openness vs. 
defensiveness and disconnection from the outside world. I have continued 
to find the same division in the multiple cases I have dealt with since then 
(Nakamura, 2011). 

Those in the first group (73% of cases) had a high Lambda score, and I 
call them “wrapped-up” people, a reference to the transparent film used 
to wrap up food sold in a supermarket or used at home to preserve 
leftovers to be put in the refrigerator. I have found these people to be 
intellectually smart but often academically unsuccessful; they can look 
out and see the world but are psychologically limited and cannot interact 
face-to-face with people or meet and fulfil the expectations of others. 
Typically, they spend their time compulsively playing computer games or 
chatting over the computer until late at night and are unable to wake up 
in time for school. During therapy, I explain that the Lambda score is like 
a wall around the individual and compare it with the individual’s physical 
height in meters. A Lambda of less than 1.0 is expected, but their Lambda 
scores exceed 1.5. 

The second group of hikikomori individuals (27% of cases) had a 
lambda lower than 1.0 and were more hypervigilant. Hypervigilance 
(HVI) indicates a psychological state of cautiousness and distrust of 
the outside world and avoidance of intimate relationships. Again, using 
the wall analogy, their “wall” is rather low in that they have little 
defence against what the world throws at them. They are supersensitive 
and have a higher percentage of HVI positive than the high Lambda 
individuals. Based on the data, 88% of low Lambda cases were hy-
pervigilant compared with 24% of high Lambda cases. 

Case Study: Hypervigilance 

Background and Process 

The girl in this case study, whom I will call Junko,1 was born in the 
western area of Japan and lived there without any difficulty until her 
family moved to Tokyo because of her father’s business when she was 
nine years old. Before moving, the family lived next to her paternal 
grandparents, and Junko was close to her paternal grandmother. 
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Both parents were in their 40s and university graduates; her brother 
was three years her senior. 

The therapy took place over a period of 17 months, beginning in late 
1993 and ending in 1995. There were 48 therapy sessions of 50 minutes 
each, plus four 90-minute sessions of family therapy which the father also 
attended, including the first session. The other three family sessions were 
held at approximately six-month intervals. The mother accompanied 
Junko each time she came until session 42, after which Junko attended 
alone. When Junko felt too sick to attend, the mother came alone. 

I administered the Rorschach to Junko in the fourth session, and on 
seeing the results I knew that this would be a difficult case requiring at 
least a year of therapy. I discussed the results with Junko and her mother 
in the fifth session. Although Junko stayed at home all day reading or 
drawing, the Rorschach stress indicator score of 5 (m = 5) alerted me as 
the usually expected score is 1. I pointed out that even though Junko 
suffered several physical symptoms of stress, such as stomachaches, 
headaches, eye pain, stiff shoulders, and constipation for days at a time, 
she was not physically sick, so the source of the stress needed to be 
identified. The mother responded, “I am the one who is sick from Junko 
not going to school.” I offered the mother a Rorschach test, which took 
place in the sixth session, and it played an important role in under-
standing the entire family dynamics. 

Junko was resistant to taking any intelligence test because she felt 
ashamed and inferior in regard to anything connected with academic 
work. For this reason, I suggested a Draw a Tree Test, which took place 
in the eighth session, and also suggested that the parents employ a private 
home tutor, which they did with positive results. Junko finally felt able to 
take the Wechsler Intelligence Scales for Children-Revised (WISC-R;  
Wechsler, 1974) intelligence test in session 14. 

Phases of Therapy 

First Phase: The First 15 Sessions 

Presenting Issues. The initial appointment call was from the mother, 
who explained that her daughter, then 11, had not attended school for 
over a year. The referral was made on the advice of a famous university 
hospital psychiatrist in Tokyo. The mother was apologetic and embar-
rassed for me to know that the father had pushed her into making the 
appointment and that the daughter was so anxious and nervous that she 
refused to visit anywhere new. For the benefit of the daughter, I asked the 
parents to visit me alone first and then tell the girl later at home about 
their experience. 
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Initial Session with Parents. During the initial session, the father was 
very quiet while the mother spoke easily and cheerfully. The mother 
handed me a referral letter from the psychiatrist that stated: “… not 
attending school for about a year. For the last two months, school 
attendance stimulation did not work and it may be better to take time 
to treat her inner psychological issues.” The father explained that 
“school attendance stimulation” meant that the psychiatrist had asked 
the father to verbally push the girl to go to school, which had not been 
successful. Next, the psychiatrist had advised the father to physically 
catch hold of her, put her into the car, and take her to the school 
together with her mother. After one failed attempt, the girl had started 
to hide and had fought back with all her strength against her parents. 
The father said he was not at all happy to act this way but had done it 
as he believed he should obey the person in authority. The mother felt 
she had no choice but to follow the husband’s instructions. This un-
successful maneuver made the parents disappointed that their daughter 
was not cooperating and that the specialist’s advice had not worked. 
An atmosphere of tiredness and failure enveloped the entire family, 
and the disconnectedness between the parents and daughter increased. 
This led Junko to be seen as the black sheep of the family because 
everybody else was busy working frantically hard, whereas Junko 
spent her time at home reading books and writing her own manga or 
other stories. 

This session also revealed that the father spent more than half the year 
away on business trips and that Junko’s brother was out from early 
morning to late at night due to football team practice before and after 
school, sometimes falling asleep exhausted in the entrance hall on his 
return home. The mother, who still seemed unaccustomed to life in 
Tokyo and had few friends and no community network, stayed at home 
and was in charge of juggling their schedules and dealing with all 
household matters. Junko also spent all day in the house. 

Second Session. Beginning with the second session, Junko was able to 
attend, accompanied by her mother. Junko said she did not feel safe 
coming to appointments during school hours because she did not want to 
be seen by anyone and felt guilty for doing something else during school 
hours. The small, private consultation room where she would not meet 
anybody else made her feel safe and motivated to come to see me. Over 
time, she became able to talk about her experiences. She said that moving 
had been a bolt out of the blue and that separation from her close friends 
and grandparents living in the neighborhood was a harrowing experience. 
While waiting to enter a private school, she had to attend a public school 
for the first time. She felt out of place at her new school, and one 
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lunchtime, she was eating slowly and became the last person in the 
classroom; a boy came in and said, “Why don’t you eat quickly? I will 
punch you if you stay here longer; we need to clean the room!” She felt 
threatened, and the words the boy used, spoken in a different dialect from 
the one she was used to, shocked her. However, her unhappiness and 
hesitancy to attend school was met with irritation by her parents, who 
could not understand why she was not trying to participate in her 
new school. 

Third Session. In the third session, she described “sadache,” a word she 
created to describe her feeling of sadness when she prepared to go to 
school. When this sadache became serious, she started to cry, and either 
her mind became blank or she felt her heart had turned to stone. Junko 
not only suffered sadache but also tremendous irritation, so strong that 
she almost wanted to destroy the whole house. Instead of destroying it, 
she found that a way to get rid of this strong irritation was by pinching 
her mother. The mother did not want to be pinched but did not know an 
alternative way for Junko to handle her irritation. Junko, her mother, 
and myself as therapist, together made a team to find out what irritated 
Junko so much and how could we shift the pattern. I proposed some tests, 
such as the Rorschach, to find out. She was very cautious but at the same 
time curious about the cause of her problem and how she could deal 
with it. 

Rorschach Test Details. At the very start of the Rorschach, when I 
handed her the first card, she did not pick it up. Card 1 was soon put on 
the table, and she responded that she saw a jack-o’-lantern. Following the 
procedure, when only one response is given, I encouraged her to take time 
and look more closely. From the second card onwards, she spontaneously 
and quickly reported what she saw and gave a total of 41 responses; 
22–25 responses are considered the expected range. 

Assets and Strengths. It is valuable to recognize and emphasize the 
strengths of the person from the Rorschach data before starting a course 
of therapy. Although Junko was complex and easily frightened, she was a 
girl who (1) was up for anything and was looking for some fun (Afr = 
0.58 not lower than 0.45 indicating an openness to emotion); (2) was open 
to the outside world (L = 0.64); (3) was relatively realistic, as long as she 
was not overwhelmed by threat or confusion (WDA = 68%); (4) was 
clearly a hard worker, as shown in the number of responses she gave (R = 
41); and (5) accepted the social conventional interpretation of things (four 
popular responses). 
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Understanding Junko from the Rorschach 

Junko’s Rorschach results evidenced low Lambda (L = 0.63) and hy-
pervigilance. From these results, I understood the two main factors that 
had led to Junko’s school refusal and hikikomori behavior. First, she 
was tired. Having an overactive brain, the 11-year-old girl had to protect 
herself psychologically as she was easily overwhelmed. (M = 17, M −= 10, 
HV, low Egocentricity Index, M-passive, m, Dd). Second, she was dis-
connected from her own decision-making processes and how she saw the 
world. An example of this was that the order in which she gave her re-
sponses was confused on 9 of the 10 cards, and this made her difficult to 
understand. Other professionals might have mistakenly interpreted this 
result to mean that Junko was psychotic or schizophrenic. The harder she 
tried, the more difficulty she had communicating (X −= 46%, Dd = 19). She 
was also disconnected from herself and denied the emotions she was feeling 
(FC = 2, CF = 1). What I understood from the Rorschach data was how 
stressed out Junko was but also how good she was at hiding her stress so 
that neither her parents nor the consulting psychiatrist could recognize it or 
sympathize with her. 

Junko and I talked about the goal of the therapy, the purpose of our 
work together, and I asked what would be her ideal self if I could help 
her achieve it. After I gave the Rorschach test and explained her 
complexity and how difficult it was for outside people, even her parents 
and close friends, to understand her, she was happy to hear this result 
and seemed to trust me to find the key to “fix” her. After that, we 
became closer but I was always cautious, keeping my physical distance, 
as I knew Junko was hypervigilant. Junko and I came to a consensus 
that the goal of the therapy would be “Make Junko’s ‘sadache’ dis-
appear”. This was an ideal goal as her sadache consisted of many 
painful physical and emotional feelings. Junko explained in detail her 
severe backache, shoulder ache, tension in her neck, and pain in her 
eyes. She said she had experienced constant headaches all her life, but 
nobody in her family believed her (a medical report showed no dys-
function). She was constantly constipated for about four to five days at 
a time. All these physical symptoms were rather vividly explained, and I 
suggested she receive physical therapy or massage, which was successful 
as the physical therapist took her physical complaints seriously and 
explained she would need rather long-term therapy. This led her to 
have someone outside of her immediate family who was close to her 
to support her on a weekly basis. 

The assessment process proceeded slowly. I invited Junko to do the 
intelligence test in the eighth session, but she refused to do it. Then, I 
asked her to do the Draw a Tree Test, as I knew Junko was good at 
drawing. However, she refused again, but this time the mother interfered 
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and instantly said in a sharp tone of voice, “It is not difficult at all, I can 
show you how to draw a tree,” and she drew an ‘apple tree’ in a minute 
(Figure 4.1). 

Looking at her mother’s drawing, Junko snapped, “It’s embarrassing! 
That can’t be a tree!” Junko got a pencil and drew “a tree of mystery” 
with an unknown type of fruit that nobody had ever seen (Figure 4.2). 

The differences between the Mother’s and Junko’s trees were similar to 
the differences in their Rorschach results, reflecting the simplicity of the 
mother’s approach and the complexity of the child. This could be seen 
in the mother’s Rorschach data, which appeared at first glance to be 

Figure 4.1 Mother’s drawing of a tree.    
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normal although it was a short record (R = 15). The mother appeared 
to be functioning well enough with no apparent problems (COP = 2, 
X + = 53%, WDA = 83%, EA = 7, D = 0, FM = 3, good processing, self- 
value with objectivity, and capacity to connect with people: T = 1). The 
source of the “sickness” or stress she referred to may have been in relation 
to her emotions. The Mother could modulate her emotions under usual 
circumstances, but under emotional stress, she became overwhelmed 
(4 blended/M.FC’.m.FD, and 5 blended/M.FC’.m.CF.FD responses on 
cards III and IX, respectively, both with human content) and lost her 
focus (5 DR in I-II-IX-X). Most importantly, the Mother was trying to 

Figure 4.2 Junko’s drawing of a tree.    
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avoid loaded emotional situations (low Afr = 0.36) and to hold back and 
tolerate uncomfortable feelings in herself (C’ = 3), resulting in her feeling 
severe frustration. 

Fortunately, Junko became interested in taking the intelligence test 
(WISC-R) and did it in the 14th session. She did it because she wanted to 
complete all the tests that I had prepared for her. Although she refused to 
do the vocabulary subtest, she rather enjoyed all the performance tests. 
Her PIQ was 126 (very high average). The subtest scores were Picture 
Completion (17), perfect for her age; Picture Arrangement (11), Block 
Design (12), Object Assembly (17), and Coding (10). Her verbal subtests 
results were Arithmetic (18), perfect for her age; Similarities (13), 
Comprehension (10), and Information (8). Her assumed verbal IQ was 
111 and her assumed full IQ was 118. This was a big relief for not only 
Junko but also for all of us, including the parents and myself. What was 
more, Junko was eager to catch up with her studies even though she was 
not able to attend school. That led us to think about hiring a tutor to 
help her prepare for her return to school and to be a communication 
partner from outside her family. This succeeded as Junko very much liked 
the tutor, who was a pretty, gentle-natured university student in her 
early 20s. Junko asked her parents to increase the number of tutoring 
visits, and gradually the two become closer, not only through catching up 
on her studies but also through chatting about her drawings and sharing 
other interests. 

By the end of 15 sessions, all the assessment data for Junko and her 
mother were ready, and I scheduled a feedback session with Junko and 
both her parents. At that session, the father revealed he had similar 
tendencies to Junko, explaining that he was shy, quiet, and obedient 
and had difficulty making friends and dealing with new situations. He 
added he was also as stubborn as Junko when he needed to be. The 
mother added that her husband’s mother was the “queen” of the fa-
mily that everybody had to obey. The mother sympathized with the 
father because he was so under his mother’s control that he had lost 
his own intuition or natural desires. The father seemed to have re-
pressed them all to try to meet external expectations. He did not talk 
much during the session, but he seemed to understand the similar 
nature he shared with his daughter. He commented that his family 
could be grouped into two: One being himself and Junko and the other 
being his wife and son. He even added that that might be the reason 
why it was easier for him to understand Junko than it was to under-
stand his wife. Junko said in a later session that she felt closer to her 
father for the first time and understood why she could not make her 
mother understand her. 
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Second Phase: The Middle Block of 22 Sessions—Trial  
and Error 

Key persons who played an important role in the middle part of the 
therapy were the tutor, physical therapist, and Junko’s paternal 
grandmother. Junko accepted rather attentive physical and mental 
support well. The fact that Junko accepted support from the outside 
was a bonus of the feedback session. Sharing the data with the parents 
and discussing Junko’s Rorschach, WISC-R, and Draw a Tree results 
enabled the parents to understand her for the first time. Furthermore, 
Junko felt encouraged by hearing an episode revealing her father’s 
difficulties when he was young. His sharing about his character enabled 
her to release the deep shame that she had felt about being “the bad 
one in the family” and feeling that “nobody likes me and nobody will 
accept me.” 

The new topic that became significant during the middle section of 
therapy was the paternal grandmother. It became apparent that Junko 
was attached to her before the family moved to Tokyo and used to visit 
her house after school. One day, when talking over the phone, Junko 
was surprised to know that not only herself but also her grandmother 
had become sick after Junko’s family moved away. The grandmother 
felt sad and lonely, resulting in physical heart pain, especially at dusk, 
which was very surprising as her grandmother used to be tough and 
strong. The grandmother told Junko that when her heart hurt, medi-
cation was helpful, and she recommended Junko to get some for herself. 
Junko had found someone who could share her sadache. This led Junko 
to visit a psychiatrist and ask for medication. She was prescribed low 
dosages of three medications (a tricyclic anti-depressant, an antic-
onvulsant, and a sedative) for the purpose of minimizing the ups and 
downs of her emotions. This was a dramatic change as before her 
grandmother’s recommendation Junko had never wanted to visit a 
psychiatrist or take medicine. The medications were efficacious, and she 
appreciated the effect of feeling lighter and less bothered by headaches 
and sadache. 

Junko was not able to attend the graduation ceremony at her ele-
mentary school; her parents attended the ceremony instead and obtained 
the elementary school graduation certificate for her. She could not attend 
as she was afraid of meeting people who knew her. This led her to think 
she might join a summer camp where everyone was new to her. However, 
in less than a week she returned home from the countryside after her 
parents went to pick her up. Junko reported it was too soon for her to try 
to join the group and it was very tiring because of the tension she felt all 
the time all day long, and her lack of sleep and constipation had caused 
her to start feeling sick again. 
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One positive outcome of Junko’s time away from school was that she 
wrote a series of fantasy novels based on an adventure story of the 
struggle of an alien who wants to be a human being. Junko was shy about 
letting me know about her writing but looked happy when she reported it. 

Third Phase: Last 15 Sessions: Junko by Herself 

At one session, I had the opportunity to listen to the mother’s story 
because Junko was absent and the mother came alone. When Junko was 
three or four years old, the mother had had a slight fever for a whole year 
and did not feel well. It seems that was the hardest time for her after her 
marriage because she found out that she had to obey her mother-in-law 
absolutely and nobody could go against the mother-in-law. Finally, the 
mother’s answer to this situation was to “not think for herself” and 
switch her mind off. After moving, the mother was alone in Tokyo, not 
knowing what to do or how to make herself feel at home in the new 
environment without her mother-in-law nearby. We talked about doing 
something she was interested in by taking some courses for adults. She 
chose some activities that released her stress. I encouraged the mother not 
to feel responsible for her daughter staying at home but rather to go out 
and find some activities outside the home that would make her happy, 
which proved to be an effective tactic. After losing the mother-in-law’s 
direction, she was at a loss and needed my permission to enjoy some 
activities by herself. I added that the mother’s feeling happy would be the 
best medicine for Junko. 

Because of the mother’s new activities, Junko had to come to see me 
by herself for the last 10 sessions. It was interesting to hear her report 
about wandering around the streets and the small local area she ex-
plored before and after the sessions with me. This showed her emerging 
independent spirit. Junko made the significant decision to quit the 
mission school and transfer to a public junior high school in order to 
put herself in a very new place. 

For the first time, Junko came to the session with her father and dis-
cussed her new school, which her father thought was a promising idea. 
Junko bought a new school uniform and started to think about focusing 
on attending school and quitting the therapy. 

Post-therapy 

Junko was 13-years-old when she left therapy, and five years later, 
when she was 18, I had an opportunity to talk to her over the phone. 
According to her report, her public junior high school had not been as 
suitable as she initially had thought, but she had been able to graduate. 
After graduation, she had chosen to go to a “support school,” which 
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provided special support for attaining certified graduation from senior 
high school. Junko said this support school had suited her and was easy 
to attend. As she was one of the best students there, she had been ad-
mitted to a junior college on a recommendation, and she was majoring in 
education. Junko stated that at last she was happy and busy, enjoying her 
college life with friends. She explained her experiences at the support 
school had brought back some of her confidence in herself. She was able 
to keep up with the work, she met teachers she liked and could trust, and 
she felt respected and protected there. By listening to her story, I re-
cognized how much she had recovered her self-esteem and self- 
acceptance. Her journey to find connectedness to herself had taken time. 

Cultural Context 

The Role of the Expert and Others in Authority 

Japan is a hierarchically structured society, and respect and obedi-
ence are expected from lower ranks toward higher ranks. The rank 
depends on a person’s age or on their position of authority. In the case 
of Junko, there were three areas where this factor impacted the situa-
tion. The first was the mission elementary school that wanted to have 
Junko graduate successfully and enter junior high school, otherwise 
they would lose face; the school’s reputation was at stake. The school 
recommended the psychiatrist to the parents, who felt they could not go 
against the school’s wishes. 

The second area of rank was the psychiatrist. Doctors, teachers, and 
experts are addressed by the title sensei, and it is considered improper to 
question a sensei’s opinion. From the time of their school education, 
Japanese people are trained to not ask questions but to just accept what 
they are told. Even though the father felt uncomfortable following the 
psychiatrist’s questionable instructions, he could not question them or 
seek a second opinion. 

Third, the grandmother ruled over the household because of her age 
and status as the husband’s mother. Wives are expected to follow their 
mother-in-law’s directions without question, and husbands expect their 
wives to do so. As husbands are frequently away from home or may even 
live without their family in another city, if transferred there by their 
company, they have little power or interest in controlling the far-away 
relationship between their mother and wife. 

Shame Culture 

In this case, all of the family members had graduated from a dis-
tinguished private mission school except Junko, and this was a source 
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of shame and disruption for the family; they considered her going 
to a public school uncouth. Also, the parents constantly praised and 
fussed over Junko’s brother, sending an unspoken message of dis-
approval to Junko. In turn, Junko was ashamed of disappointing her 
parents. Her feelings of shame were released after the Rorschach results 
were explained. 

Absent Fathers/Workaholism 

In Japan, devotion to one’s company comes before responsibility to the 
family. In this case, Junko’s father worked for the family company that 
had been founded by his father, and as he was the first son, he was under 
tremendous pressure to succeed. His being absent from the home for half 
of the year is a typical scenario for Japanese businessmen. 

With the Benefit of Hindsight 

A Reinterpretation of the Results 

This case, which is now 28 years old, is still vivid in my memory and 
resonates within me. I was a fledgling clinical psychologist at that time 
and was trying to use assessment in a collaborative way. Fortunately, 
my private practice allowed me to communicate closely and freely 
and to use the test results directly in communicating with clients. This 
was how I created the Rorschach feedback session. I was excited to 
try discussing the meaning of the data and understanding the actual 
experience behind the background that clients explained. This was 
one of my cases during that period. I learned from a workshop led by 
John Exner, the Rorschach expert and creator of the Comprehensive 
Rorschach Scoring System (1993), how useful it is to identify not only 
the child’s but also the mother’s Rorschach data. I learned how 
Rorschach could be used in understanding relational issues between a 
couple or among family members. 

This case with Junko was one of my first experiences of grasping the 
meaning of relational issues. The mother was trying to feel nothing, 
while Junko was trying to feel everything. Loneliness connected the two 
of them from different directions. The mother was lonely after her 
marriage, which was under the obligatory control of her mother-in-law. 
She stated that she was almost married to her mother-in-law, not to her 
husband; she was at the mother-in-law’s disposal and her husband was 
totally out of the picture. Only now can I understand the mother’s way 
of drawing an apple tree, her saying “It’s not at all difficult, I can 
show you, this is how.” This was her way of solving the task, doing 
whatever she was asked to do, and not hesitating or being troubled. 
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Now I understand why the mother showed her opinions and emotions 
only in an indirect way (5 DR out of 15 responses). She forced herself to 
keep calm and not to be involved in feelings (low Afr.), and she tried 
to keep her distance and was defensive (4 PER). She was in between 
trying not to be involved and becoming too complex, exactly as shown 
in the Rorschach blends. I was too naive at the time to understand 
all these underlying conflicts and hardships that were causing the 
mother’s irritation. 

Family Changes 

At the time of the therapy, I did not consider seriously the implications 
of the family’s move to Tokyo or that it had impacted not only Junko but 
all the family members. As Junko explained, it was ‘a bolt out of the 
blue’; there were many losses of intimacy at the same time, and the whole 
family had to adjust to a new nuclear family system. The father and son 
were able to adjust by working hard outside the home, but it was difficult 
for the mother and Junko to adjust to the new situation without the 
presence of the paternal grandmother, who had been the most important 
figure for them. My interpretations of the mother’s Rorschach and Draw 
a Tree Test were too simplistic. I did not recognize that the mother, like 
Junko, had no self-image and that her self-effacing approach was her 
survival tactic. 

Therapeutic Assessment vs. Collaborative Assessment 

In 1993, I had not even heard the expression Collaborative 
Assessment (CA) yet, nor Therapeutic Assessment (TA). If I took this 
case now, what would I do differently, I asked myself. Although I 
knew that the presence of the father and getting him involved was an 
important factor, especially when dealing with young people, I only 
gradually came to understand the importance of the family dynamics 
in this case. If I were to take the case now, following TA training and 
with the help of the TA structure (Finn, 2007), I could ask more 
clearly for the father’s commitment and help him understand the im-
portance of his voice. The TA procedure has the advantage of gath-
ering the experience and history of the couple. In this case, the couple’s 
dynamic and the family system affected Junko’s psychological devel-
opment a great deal. 

Conclusion 

This 1993 case of an 11-year-old girl took place when school refusal 
was beginning to be recognized as a social problem in Japan. Now we 
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use the term hikikomori, the official term for a person who stays at 
home more than six months without involvement in any social activity, 
to cover these cases. Each of these individuals has their own reasons for 
being stuck at home. One way to untangle their invisible struggles is to 
use visible psychological assessment data, such as I described in Junko’s 
case; her psychological assessment revealed that she was neither psy-
chotic nor schizophrenic but had reasons for not being able to express 
herself or interact with society. The therapeutic process took time, and 
the family’s involvement was one of the keys to the success of the 
process. Projective methods and collaborative family assessment feed-
back played important roles in accessing the narratives of the family 
members in the context of Japanese cultural traits. 

Just as the Japanese word umami has been adopted in the culinary 
world in recent years to describe a fifth taste that had existed all along 
but had not been recognized outside Japan until it was identified and 
given a name, so the word hikikomori is now being adopted around 
the world to describe cases of social withdrawal. However, the pre-
valence of cases in Japan suggests that the culture of not speaking 
one’s thoughts or opinions, obedience to authority, and shame based on 
saving face, which form the bedrock of Japanese society at home, in 
schools, in the workplace, and in social interactions in general, is the 
root cause of the disconnectedness that has resulted in the hikikomori 
phenomenon. 

Note  
1 Identifying information discussed in this chapter has been changed to protect 

clients’ privacy. 
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Chapter 5 

Growing Empathy with 
Complex Clients in 
Developing Countries: 
Collaborative/Therapeutic 
Assessment in Latinoamérica 

Ernesto Pais and Daniela Escobedo‐Belloc    

Common to both Mexican and Argentinian psychologies and their 
cultural contexts are the influence of psychoanalytically oriented theories 
that have served as the foundations of graduate programs. These theo-
retical academic programs have shaped mental health service delivery 
in Latinoamérica and have served as a basis for the Collaborative/ 
Therapeutic model that we present in this chapter through descriptive 
case material of two clients with complex experiences in life. 

Argentinian and Mexican Demographics 

The first country that we present is Argentina. It has a current popu-
lation of more than 44 million people, and its distribution is similar to 
other countries in the region that have higher population densities in the 
big cities. Ethnicity is different from other countries in Latinoamérica: 
95% of Argentina’s citizens are White, and less than 1% have Native 
American origin (INDEC, 2010) this is mainly due to the wave of 
European immigration in the late 19th and early 20th centuries and the 
very early freeing of Black slaves in 1813. As in other countries in the 
region, poverty has increased from 5% to 45% in the last 50 years 
(1970–2020). Also, young people represent a significant group in that 
more than 25% of the population is under 14 years old (INDEC, 2020). 

The second country, Mexico, stands out for its great cultural and 
ethnic diversity as well as the economic inequality among its 126 million 
people. Today, the majority of Mexicans are genetically admixed; most 
have a pre-Columbian Indigenous and European genetic substructure, 
with African represented to a lesser extent (5%; Moreno-Estrada et al., 
2014). However, less than 7% of the population speak a native language 
(INEGI, 2020). Some cities towards the center and north of the country 
have a 4% poverty rate compared to the cities in the south, where it 
reaches 70%, including 30% living in extreme poverty. Regarding the 
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distribution of wealth, 34.1% of the wealth is in the hands of the 
richest 1% of the population and 64.4% belongs to the richest 10% 
(Castañeda, 2020). 

Psychological Underpinnings 

As described by Ponza (2011), psychology was born in Argentina not 
only as a therapeutic theory of Freudian inspiration but also as a cri-
tical expression and an attempt to investigate the constitutive as-
sumptions of modern thought in the search for human emancipation. 
This approach also allowed Lacanian psychoanalytic methods to be 
introduced in the early 1970s in a society that became immersed in a 
process of political crisis and cultural modernization in the 1970s and 
1980s after many military coups, dictatorships, and social, cultural, 
and thought repression. Sigmund Freud was introduced in the 1910s 
and Melanie Klein in the 1950s to Argentinian psychology; Jacques 
Lacan even today is one of the most-cited authors in university psy-
chology programs. The Lacanian approach was introduced in the 
1970s, reaching its peak influence in the 1980s. Some authors relate 
these events to political and intellectual developments. 

Psychological Studies in Latinoamérica 

Mexico and Argentina have the universities with the largest number 
of students in Latinoamérica. However, in Latinoamérica the dropout 
rate at the middle and higher levels has been reported to be around 
50% (Didou Aupetit & Jokivirta, 2015). These countries also have in 
common a strong influence of Catholicism, although less so in their 
capitals. 

Psychology as a discipline has been studied and researched since the 
1890s in both countries. In this context, Ezequiel Chávez offered the first 
psychology course in México, and Rodolfo Rivarola and Ernesto Weigel 
did the same in Argentina. Nevertheless, the first bachelor’s programs 
in psychology in either country were not founded until the 1950s 
(Klappenbach & Pavesi, 1994). Around 1916, Aragón combined the 
German experimental and the French psychoanalytic influences and 
founded the first experimental psychological laboratory in Mexico 
(Escobar, 2016). In 1950, the psychoanalytic theoretical presence estab-
lished itself and was consolidated through the Sociedad Psicoanalítica 
Mexicana A.C, promoted by Erich Fromm. This was a significant step 
toward the foundation in 1962 of the International Federation of 
Psychoanalytic Societies (IFPS). Today, diverse evidence-based training 
is available in Latinoamérica. including psychodynamic, cognitive- 
behavioral, and systemic disciplines. Attachment- and trauma-informed 
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courses, as well as dialectical-behavioral and mentalization (Bateman & 
Fonagy, 2013) treatments, have arrived in the last two decades and they 
show a gradual but steady advance. 

Argentinian Theoretical Framework 

Theoretical frameworks for psychological research in Argentina 
changed from 1900 to 1950, when psychology programs were in-
troduced. Such research was initially inspired by the empirical work of 
William Wundt’s Leipzig Laboratory, which was founded in 1879. But 
since 1920, philosophical approaches criticizing experimental and em-
pirical research have been well received in Argentina, leading to the 
situation of psychology in Argentina from 1940 up today (Fierro and 
Freitas Araujo, 2021): Argentina has an underrepresentation of non- 
psychoanalytic theories and psychotherapies, the absence of solid 
epistemological and methodological discussions, and an attitude or-
iented more to philosophical backgrounds than empirical studies. 

Currently, Argentina has one of the highest numbers of psychologists 
in the world, with a ratio of one psychologist per 500 inhabitants (World 
Health Organization, 2014). As stated above, psychoanalytic approaches 
derived from the European analytic and object-relational models of 
Freudian, Kleinian, and Lacanian theories are the most common in the 
country. These approaches influence psychological assessment as well 
(Klappenbach, 2007). 

Some Argentinian diagnostic techniques have been developed, such as 
the Cuestionario Desiderativo (Celener de Nijamkin & Guinzbourg de 
Braude, 2000; Sneiderman, 2014) and the Sistema Argentino para la 
interpretación del Rorschach for Rorschach inkblots (Passalacqua & 
de Colombo, 2000). A relevant characteristic of psychological assessment 
in Argentina is that since the 1950s it has been strongly process-oriented 
(Frank de Verthelyi, 1999), even though test adaptation has also been 
very important. Some Argentinian authors have worked on psychological 
assessment as a process and on “psychodiagnosis” and have introduced 
collaborative techniques (Lunazzi, 2018). 

Mexican Theoretical Framework 

Regarding the history of psychological assessment in Mexico, 
Santamarina in the 1920s and Boder, and Diaz Guerrero in the 1960s are 
significant because of their efforts to adapt psychological instruments. 
Diaz Guerrero emphasized the need to understand Mexican identity and 
pursued a transcultural psychology. He published several self-reporting 
scales to measure attitudes and beliefs of the Mexican population, such 
as the level of “machismo” (Alarcón, 2010; Galindo, 2004). 
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By 1926, personality assessment was being practiced in the legal con-
text, such as the juvenile court, and in infant health and psychiatric 
services. Since 1950, the Sociedad Mexicana de Psicología A.C., and since 
1999 the Sociedad Mexicana de Rorschach y Métodos Proyectivos A.C., 
have promoted training, research, and development of tests. Among 
Mexican test standardizations, the Wechsler Scales and the Minnesota 
Multiphasic Personality Inventory-2 (MMPI-2) and the MMPI-2-RF 
(Ben-Porath & Tellegen et al., 2008/2011), stand out, similar to the si-
tuation in Argentina. 

Clinical Services in Latinoamérica 

It is a long journey to achieving a generalized level of opportunities 
for professionalization in the field of psychological assessment, both 
in Mexico and Argentina, due to economic inequality and insufficient 
postgraduate programs with an emphasis on psychological assessment. In 
Argentina, 78% of the students have access to undergraduate programs 
in public and free universities, which are ranked higher than private 
and other Latin American universities. For instance, the Universidad 
de Buenos Aires, a public and free university, is the highest-ranked 
university in Ibero-América. The lack of postgraduate courses on psy-
chological assessment may be related to the absence of free education 
at this level. 

Therapeutic Assessment 

Therapeutic Assessment (TA) proposals have been introduced in 
different places around Latinoamérica and are described in articles and 
presentations (see, e.g., Escobedo, 2018; Espinoza-Reyes, 2020; Pais, 
2019; Sanz & Pais, 2013). As stated in Smith (2016), the TA model is 
itself culturally responsive, so the introduction of TA in Mexico and 
Argentina allows in particular for working with clients of diverse cul-
tures. Collaborative/Therapeutic Assessment’s evidence-based theore-
tical frameworks, including attachment theory, Fonagy’s concept of 
mentalization (Bateman & Fonagy, 2013), and intersubjectivity, are 
relevant for the comprehensive assessment and treatment for complex 
cases involving trauma in adverse contexts such as poverty and political 
and societal crises. 

In Argentina, TA is addressed in graduate and postgraduate programs. 
This is also the case for bachelor’s degrees in psychology at the 
Universidad Abierta Interamericana and Universidad del Salvador and 
the specialist course on psychological assessment of the College of 
Psychologists of the Province of Buenos Aires as well as the International 
Postgraduate Course on Collaborative and Therapeutic Assessment at 

80 Ernesto Pais and Daniela Escobedo-Belloc 



the Universidad Abierta Interamericana. In Mexico, TA is taught in the 
north of the country, in a master’s degree in psychotherapy at the School 
of Medicine in the Universidad Autónoma de Nuevo León and in a 
systemic track specialization at the Universidad de Monterrey. 

Our Clinical Background 

We come from different contexts and clinical pathways. In Mexico, 
Daniela works mostly with adult and child populations within a uni-
versity hospital in its psychiatric department and in private practice. In 
Argentina, Ernesto began to notice the therapeutic effects of assessment 
feedback in 2007 while doing psychological assessment in a state in-
stitution for adolescents convicted of crimes, and he started introducing 
some collaborative techniques in his work. Both of us assess and treat 
patients with severe personality disorders and complex trauma who are 
from different cultural and socioeconomic backgrounds. Also, we strive 
to work within a relational approach with an empathic and humanistic 
perspective. Our backgrounds have allowed us to appreciate the value 
of the model proposed by Finn (2007). Thus, we started our training 
in TA more than 10 years ago. In Mexico, a colleague had contact 
with TA at the Society for Personality Assessment’s annual convention. 
This connection generated a very well-received set of TA conferences, 
a formal study group, and supervision opportunities. In Argentina, TA 
was introduced in studies related to multi-method assessment. It was 
very well received, both for being process oriented as well as for its 
dynamic theoretical framework. Currently, Ernesto is running the 
University Center for Collaborative and Therapeutic Assessment in 
Buenos Aires, where clients from disadvantaged social contexts receive 
pro bono services. 

Casework in Argentina and Mexico 

In order to share our clinical work with TA from different cultural 
backgrounds, we introduce two cases. Both cases are clients from upper 
socioeconomic backgrounds in a private practice setting, although we 
do have experience applying the therapeutic/collaborative model in 
public health and academic settings based on both public and private 
funding. These cases describe the step-by-step process of a therapeutic/ 
collaborative assessment. They show a nontraditional type of psycholo-
gical assessment that uses standardized measures in a collaborative way 
to create a therapeutic intervention and result. These two complex cases 
reveal a core precept of TA: The use of psychological tests as empathy 
magnifiers (Finn & Tonsager, 1997) to bring empathy to what each client 
has experienced and allow the clinician to be “in their client’s shoes” 

Collaborative/Therapeutic Assessment in Latinoamérica 81 



(Finn, 2007) so they can understand from their client’s perspective and 
assist the client in making links from their symptoms and questions about 
themselves to their life experiences and create new ways forward. These 
cases illustrate how the Therapeutic/Collaborative model is ideally suited 
to clients from varied backgrounds in our two countries. 

The Case of Porcia in Argentina: “Why do I have this 
ritual?” (by Ernesto) 

The first case that we would like to introduce concerns a 31-year-old 
White woman, who was dealing with a variety of family tragedies. She 
had been in therapy previously but couldn’t resolve her current symp-
toms, nor could she deal with these issues from an early age despite her 
ability to maintain what she termed a “positive attitude.” This TA helped 
both the client and the therapist to get in touch with emotions that were 
cut off from her awareness and the now costly dilemma of always “trying 
to be positive.” Both test measures and a more in-depth (or “extended”) 
inquiry into her responses on test measures enabled me to get into the 
client’s shoes and understand why it was particularly painful for her to 
experience any negative emotions. 

Background and Referral 

Porcia is a 31-year-old woman who was referred to me by a colleague 
after receiving treatment for 7 months from a therapist with a psycho-
analytic framework. Porcia said it was not helpful, so she started looking 
for other types of therapy in order to resolve a particular disruptive 
ritual she was dealing with as well as “old problems that are related to 
that ritual.” 

Porcia expressed in her first interview that she was very happy with 
her partner, to whom she had been married for 5 years after living to-
gether for a few years. She had studied business management and re-
ceived her degree in the usual time and manner. Currently, she was 
working as a teacher. She had worked in the field of e-commerce for the 
past 10 years. In the last 5 years, she was the commercial manager for two 
big global e-commerce companies. Today, she co-owned a successful 
e-commerce business. 

To help understand her background, Porcia describes the following as 
significant:  

• Her parents were physicians.  
• When she was 2 years old, her parents divorced, and her father died 

when she was 3 years old. 
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• After her father’s death and until she was 6 years old, her mother had 
a partner. Porcia shared that she used to call him “Dad.”  

• When Porcia was between 10 and 15 years of age, her mother became 
addicted to drugs, mainly cocaine, and developed what Porcia 
described as promiscuous sexual conduct.  

• When Porcia was between the ages of 11 and 13, her mother made 
two suicide attempts.  

• Porcia moved several times from Buenos Aires to other cities in the 
suburbs. Sometimes she stayed with her maternal grandparents. She 
had a hard time due to being separated from her friends and 
relocated to another school.  

• When she was 17, she was very depressed and stopped going to 
school. After 2 months of therapy, she was able to rejoin her regular 
activities. 

• In the last 10 years, she has gone through different medical interven-
tions. Among the most relevant, she required surgery to remove a 
breast implant that had become encysted. Also, she was hospitalized 
due to constipation and other physical problems. 

Initial Session Based on the Therapeutic/Collaborative Model 

The goals of the initial session are to enlist the client as collaborator, 
lower their anxiety about the results and the process, and let them in-
troduce their own narrative about their self and worldview. Another 
important goal is to build upon questions that the client wants to have 
answered through the assessment and to explore the context where these 
questions arose. 

Regarding my first impressions when I met Porcia, I was surprised by 
how extremely fast she talked (reflecting both her anxiety and for her 
amazing processing speed). She also seemed very nervous and over-
whelmed, expressing her daily problems in an anguished way as if they 
were impossible challenges. Porcia came across as a smart person, fre-
quently using psychological jargon while talking about herself. However, 
as introduced before, this is relatively common in Buenos Aires because 
of Freudian theory being widespread in Buenos Aires. Other things that 
clearly stand out are that she is very talkative, expressive, and somewhat 
impressionistic. Nevertheless, I was very comfortable with this initial 
session and felt quite attuned to her emotions as they came through. 

I proposed that Porcia and I work together on questions to guide the 
assessment. She said she had to solve a specific problem. However, she 
said she did not want to solve it in a “linear” manner because she had 
many other issues that surely were related to it. 

She told me that her problem was a ritual. Every morning she used a 
rectal suppository that she had not needed since she had first used it 
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10 years ago, and she had to wait between 1 and 2 hours before going to 
the toilet. She had been doing this for the last 10 years with a medical 
prescription for the suppository for a diagnosis of gastritis that the 
treatment was supposed to remit in a few days. With a sad look and great 
frustration, she expressed that only after waiting these 2 hours could she 
start her day. She quickly related this to a series of problems that this 
ritual had brought about, such as not being able to go on trips without 
inconvenience or to leave home early. Also, it had affected her sexuality 
since her sexual desire had diminished. While she was talking about this, 
she looked at the floor for the first time and shared that she thought that 
she had lost sensitivity in her erogenous zones after arousing these parts 
of the body with the suppository, a conclusion she had arrived at with her 
previous therapist. 

Questions Developed with Porcia 

Porcia had three main questions. (1) Why do I have this ritual? What 
unsolved things from my life am I putting into this ritual? Every time she 
tried to stop doing the ritual, she felt very sad and anxious, had sto-
machaches for several days, and was not able to defecate. She has tried 
several medical methods, but none of them have worked.1 She highlighted 
that the ritual began 10 years ago after she recovered from gastritis 
thanks to the suppository. She says that, because of the suppository, she 
does not have stomachaches or problems with her diet. She also shared 
that even though she knows the suppository is not needed now, she thinks 
that if she stops using it she won’t be able to defecate, as happened be-
fore. (2) What is my emotional maturity age? She stated she felt very 
emotionally immature. She added that her friends used to tell her this, 
and she recognizes that she experiences every problem as if it is a crisis. 
(3) Why is it that I get so defensive with people? 

After we met, I thought about how smart and resilient she had to be in 
order to cope with the complex and adverse events in her life. It also 
seemed to me that we were achieving a good connection and that she had 
begun to share issues that were not easy for her. I also had the feeling that 
she needed to talk about all these things superficially so she could 
maintain a sense of comfort, strength, and integration. I respected this 
way of bonding throughout the entire session. 

Standardized Testing Sessions and Standardized Results 

The initial session is followed by one or more sessions in which stan-
dardized tests are administered according to standardized procedures 
(Finn, 2007). The Therapeutic/Collaborative Assessment differs from the 
traditional psychological assessment in that (1) tests are used that are 
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closest—in their face validity—to the client’s central questions about 
herself; (2) each test is introduced to the client according to its relevance 
to her assessment questions; and (3) a special method is used here, the 
extended inquiry, that consists in engaging clients in targeted, collabora-
tive discussions of their experience of a test or personally significant re-
sponses. As well, Porcia was asked about her experience through the 
tasks, paying special attention to addressing events that seemed related 
to her questions for the assessment. 

We spent four sessions working on this step of the process. Initially, we 
used two tests. Her question about her ritualized suppository behavior led 
us to administer a measure of obsessive-compulsive disorder (OCD 
(Sánchez-Meca et al., 2011), and the second measure we used evaluates 
different dimensions of emotional awareness. Her scores on the OCD 
measure showed a diagnosis of obsessive-compulsive was unlikely, and in 
the second measure, “emotional hiding” was above average (Samper- 
García et al., 2016), suggesting that she kept her emotions under wraps 
and hid them from others. 

Next, we used the Rorschach Inkblots (R-PAS; Meyer et al., 2011), 
and in the following session, she completed the MMPI-2 (Butcher et al., 
1989), a self-report personality profile. Finally, we used the Early 
Memories Procedure (Bruhn, 1992), in which the client is asked to recall 
earliest memories or events, describe these events, and then rate them 
regarding how positive or negative they were and how clear vs. fuzzy 
they are now. 

All the tests were followed by an extended inquiry (Finn, 2007) that 
allowed the client to make associations to her responses. For instance, it 
was a very important moment in the process to realize that none of the six 
memories included in the Early Memories Procedure, (considered to be a 
metaphor for the client’s core unresolved issues) had a negative feeling 
of any kind for Porcia. In the extended inquiry, she asserted that those 
memories were significant to her. After that, I invited her to talk more 
about the fact that all her memories were associated with only positive 
feelings. She was surprised when she realized this, for the first time in 
the whole process, and she was silent for a while. We were able to build a 
new narrative about how important it was for her to be vigilant and to 
keep in mind only positive experiences. We began to talk about how she 
needed to banish those emotions that were too upsetting for her. 

Utilizing Standardized Test Results as an Intervention. A common way to 
help clients implement more adaptive solutions to their problems in daily 
life is to share with them hypotheses derived from the assessment findings. 
We accomplish this in an intervention session once testing is completed 
by bringing into our conversation problems in the client’s life that are the 
focus of the assessment (Finn, 2007). In this manner, sharing our findings 
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elicits different emotional reactions in clients that are related to their 
problems in daily life and helps them to be receptive to findings that 
would otherwise be rejected. In order to proceed with the assessment 
intervention session (Finn, 2007), the assessor must conceptualize in-
tegrating background information, testing, and the clinical experience of 
the client. Accordingly, I next share some meaningful test results and 
some possible interpretations. These results assisted us in transitioning to 
a therapeutic intervention. 

MMPI-2. I administered the MMPI-2, a self-report personality profile, 
to look at Porcia’s clinically significant symptoms specifically related to 
her questions about her physical problems. Porcia was open and non- 
defensive on this measure although she showed some level of rigidity in 
her processing and a relatively conventional way of being. To summarize, 
she perceives herself as someone with few problems in general but with 
health concerns related to her ritual, and she manifested some defensive 
strategies of denial (Silin & Sanz, 2019). Thus, the defensiveness she noted 
about herself did not seem to be a reluctance to be open but a defense to 
protect her emotional vulnerabilities. 

Porcia’s profile elevations on MMPI Scale 1 (a scale of physical com-
plaints) and Scale 3 (a measure of [an almost cheerful?] denial of pain or 
depression) suggests that her emotions constellate in physical problems 
combined with an opposite desire to minimize her pain. Caldwell’s (2001) 
interpretation of the origin of this personality profile proposes that due to 
a lack of physical soothing or solace when anxious, the infant or child 
develops physical symptoms instead of a connection to their own emo-
tions. Also, they may show avoidance of anger and have difficulties re-
cognizing conflicts in their life and relationships. This fits with Porcia’s 
painful childhood history—her extreme and overwhelming emotional 
experiences, particularly early parental death as a toddler, closely fol-
lowing parental divorce; her mother’s depression, suicide attempts, ad-
diction, and unavailability for parenting. Yet, her profile on this measure 
reinforces how she keeps painful emotions at bay in order to maintain an 
overly positive outlook. This MMPI-2 profile supplemented the history 
that Porcia and I had shared about her life and gave us a clue about how 
to answer her worries about her problems in her life. 

Rorschach. Results from the Rorschach and standardized R-PAS 
scoring helped to further understand Porcia’s adult successes and how 
she dealt with her early trauma and loss. The Rorschach confirmed her 
strengths and coping strategies with well-preserved processes of per-
ception and judgment. However, she tended to perceive her world in a 
rigidly conventional way at the cost of her self-expression. Rorschach 
scores reflecting stress and distress levels that she felt day to day were 
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below average, confirming that she did not allow herself any thread of 
vulnerability. 

After Rorschach administration and coding, I was impressed by some 
other findings. Mainly, there were two aspects. On the one hand, since her 
history had many traumatic experiences, I was surprised by her low 
scores in the Rorschach critical content scales associated with trauma. 
She was a successful and intelligent person; however, her testing showed a 
lack of complexity—she gave bare-bones answers with few thematic 
flourishes. This constricted presentation paired with such a painful his-
tory has been noted as a type of cognitive constriction found in trau-
matized populations (Viglione Towns & Lindshield, 2012). At the same 
time, her protocol had no signs of anger, giving credence to the notion 
that she wanted to stay clear of her instinctive feelings. 

Early Memories Procedure. Results so far were consistent with her Early 
Memories Procedure and the overabundance of positive memories, such 
as,” I remember dancing with my mom the day I finished preschool. I 
remember that she had on a polka-dot dress and a red cap and I was 
feeling very well,” or hardly relevant memories such as, “I remember 
being in the movies with my cousin. I had just learned to read and he took 
me to see the premiere of Batman. I remember that the subtitles were very 
fast and I asked questions all the time.” She finished answering the final 
question—“Why do you remember these memories?”—by saying, 
“Because in most of my memories, there are very important people in 
my life.” 

All of this allowed me to conceptualize that a relevant aspect in this 
case was precisely that the client had so far managed to keep out of her 
awareness the negative events and emotions that she had undergone 
throughout her life. By doing this, she cut off negative memories like grief 
and shame. She was aware that these early losses were relevant for an-
swering her assessment questions and were most likely related to her 
health and physical symptoms. 

I hypothesized that Porcia had suffered anguish, associated with the 
unresolved early loss of a parent and later childhood traumatic experi-
ences of an unavailable, severely depressed mother with addiction pro-
blems, yet on her own, she had been able to cope and take control of her 
life in a very positive manner, with great accomplishments in academic, 
work, and social environments. Somehow, her success in keeping negative 
emotions dissociated to the point of not even recognizing embarrassing or 
sad situations from her past or current life allowed her to keep those 
feelings under control. This protected her from reliving the distress and 
anguish of a painful past. However, this over-control had become “out of 
control” in relation to her presenting symptom: A daily suppository ritual 
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with its both soothing and disruptive effects that functioned as a way to 
keep her “messier” emotions in check. 

My goal for Porcia’s intervention session was to bring into the room 
and her awareness her concerted effort to banish the negative emotions 
that life events may have caused her. Through this process, with her 
considerable strengths, we could create together a new narrative, placing 
her in a more accurate, compassionate, and active role when unpleasant 
feelings and difficulties arose. 

Tell-Me-A-Story (TEMAS). The Tell-Me-A-Story assessment (TEMAS) 
is a narrative test that presents a series of ethnically relevant con-
temporary pictures that embody chromatically attractive, structured 
stimuli to pull for specific cognitive, emotional, and personality 
functions. In this case, the TEMAS (Costantino et al., 1993) was 
selected for several reasons. First, an Argentinian adaptation is 
available (Costantino et al., 2014; Dupertuis & Pais, in press); the 
Argentinian adaptation includes some changes to the cards in order to 
make them more culturally sensitive (e.g., a soccer field instead of a 
football field) as well as administration and scoring adaptations and 
different validation studies. Second, it arose from the administered 
techniques because Porcia presented a level of immaturity in her 
modulation of emotions related to her second assessment question. 
The TEMAS (both for the type of contexts it proposes and for the 
inclusion of color) might help elicit these emotions to a greater extent. 
On the other hand, the test presents antithetical scenarios (e.g., a child 
studying or doing their homework to get good grades vs. playing or 
dancing with siblings and/or friends) in a very explicit manner, which 
evokes simultaneous positive and negative emotions, one of the test’s 
most important objectives. I hypothesized that Porcia would probably 
not delve into the most unpleasant part of the antithetical situations. 
Finally, in the TEMAS card, the bottom of one side of each picture is 
strongly associated with a playful situation, and from this patient’s 
history we know that she dedicated very little of her childhood to 
playing due to what she went through in her life. However, these times 
of playing were very important to her since she cherished some of those 
early memories. 

Porcia was given a card showing a situation that was very simple to 
resolve: A mother giving a command to her daughter (run errands). A 
father is in the background. Friends are urging the girl to jump rope with 
them. Porcia tells a common story that she resolves in a peaceful manner: 
The child stops playing and obeys her mother in order to be able to do 
her homework. She recognizes aspects of tension and conflict, but they 
are shallow and quickly solved by being obedient. 
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A second card shows a youngster sleeping in bed dreaming of a picnic 
with a woman. A figure enters through the bedroom window at night. 
In this case, Porcia has a very long reaction time, 33 seconds, unlike the 
first card (3 seconds). Then, Porcia narrates the following story: “She 
went to bed because she was feeling ill and she’s dreaming … [It takes 
her a long time to continue with the story] It’s like she’s dreaming in the 
same situation, and a friend comes to pick her up, and she goes on a 
picnic with her friend. When she wakes up, she feels fine.” She left out 
the intruding figure altogether. 

At this time, I invited her to try to tell an alternative story, which was 
difficult for her. She began explaining why she came up with the first 
story, and then she took some more time thinking of an alternative. 
Then, she stated: “The other option is that she’s sleeping and a burglar 
breaks in.… In that case, the story would not be so good…. Okay, she’s 
dreaming that a burglar broke in or that she went on a picnic with 
a friend…” 

In the face of this situation, as it is usually done in therapeutic as-
sessment, we invite the client to the “observation deck,” where they are 
asked to review their production. When she was faced with this, Porcia 
said: “I can’t believe I didn’t recognize this part as someone breaking in 
to steal—it’s so obvious! It’s something that really surprises me…. I’ve 
thought about it several times. It’s like I can’t, I can’t come up with 
negative things in my mind…. It’s like what we did with the memory 
test; they were all positive memories. It’s really incredible, even I find it 
incredible that it can’t be—I can’t stop it, I can’t even think.” Her 
stories helped me to deeply understand how far she had to go in order 
to keep negative emotions out of her experience. 

Porcia reported feeling ashamed of what she wasn’t able to do. After 
holding her emotions, we continued investigating, and she was able to 
share her fear of losing control and of bringing up emotions that she 
could not face. 

We discussed how she had been dealing with very hard situations in her 
life and the adaptive coping mechanism she was using as I shared with her 
the meaning of her scores on the personality profile (the MMPI-2) and 
some of the scores on the Rorschach. After that, I proposed that we look 
at situations on the TEMAS cards that could help her rework this old 
narrative of hers based on her fear of losing control and find a way to 
begin facing negative emotions. 

One card shows a girl studying and daydreaming about becoming an 
actress, a doctor, or conversely, a bag lady; a second card shows a boy 
and a girl dressed up in grown-up clothes in the attic while looking 
nostalgically at a crib and some baby toys. With these cards, we could 
talk together about how she might use her strengths to face the anguish 
that could arise in these situations. Porcia was able to tell stories that 
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included the negative aspects of the cards and the fears elicited by them 
(“She’s afraid that if she gets in touch with negative emotions she won’t 
succeed, and so she’ll become a bag lady”). 

Using these cards, we worked on creating a new narrative, a story 
where Porcia allowed the passage of a girl who has gone down a long, 
sinuous road and yet managed to be successful but at a cost—because 
she made such an effort to forget her intense losses and difficulties—and 
has become a young adult who has managed to be successful because 
she does have skills to begin to face difficult situations, including the 
negative ones. 

At the end of this session, Porcia expressed that she would like to delve 
into these unpleasant emotions from which she has been running for a 
long time. Even though she felt she could move forward in that direction 
on her own, she expressed that she would appreciate having a shoulder 
nearby to rest on or to cry on in those moments in case she needed to 
do so. Here, she was able to talk about how much her friends and her 
husband helped her to feel secure and comfortable, but she also men-
tioned how hard it was for her to move forward expressing her emotions 
and how different it was for her when talking to me. After that, we 
were able to discuss how important it was for her to keep working on 
this with a therapist who could help her feel secure and comfortable 
enough to talk about going deeper into this kind of emotions. 

Summary and Discussion Sessions 

In the summary and discussion sessions, assessors verbally present 
test results, their case conceptualization, and recommendations to cli-
ents and then involve clients in answering their assessment questions 
developed at the beginning of the assessment. In order to achieve this 
and to optimize the therapeutic uses of test results, information is 
discussed initially with level 1 findings, then level 2 findings, and finally 
level 3 information, moving from the information closest to how the 
client perceives herself (level 1) to those aspects that are most dissonant 
with her self-perception (level 3). 

During the session with Porcia, she was invited to confirm, modify, or 
reject possible interpretations of her test scores and give examples of how 
such findings showed up in her life. Porcia and I each shared how moved 
we felt with these test results that seemed so close to her life and to her 
problems in life. She also expressed that she was somewhat impressed by 
the idea that she was making a huge effort in order to suppress the ex-
tremely difficult events in her life but noted that the test had helped 
her to understand that these were also a significant part of her life as well 
as showed her resources to move through them. We also worked on 
building a new narrative that connected her initial assessment question of 
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“Why do I have this ritual?” with these new findings about her emotional 
connection. In this sense, we worked on how the way she controlled 
emotions was similar to controlling her anxiety through the suppository. 
If she could tolerate some negative emotions it might translate to helping 
her with her difficult rituals. Some months after the TA, she stopped 
using the suppository, and she shared that she was very happy to find the 
way out using her own resources: “I noticed that there was not such a big 
deal with that; it was just based on how I could manage the anxiety of 
not using the suppository.” 

As is generally done in TA, I prepared written feedback in the form of 
a letter to Porcia answering her assessment questions and test results in 
language that was comprehensible and accessible to her. The letter 
summarized the collaborative understandings that had emerged during 
the process, as well as offered suggestions, for example, to start therapy in 
order to be able to swim not only on the surface but also to go deeper 
through those situations that had become difficult for her. 

Even though this is a single case, there are some key cultural axes that 
allow us to think about some of the rationales for the uses of TA in 
Argentina. Just to emphasize one, Argentinian clients are accustomed 
to asking questions that, even though they sometimes seem very in-
tellectualized (see the Conclusions section for more on this), need a 
dynamic and intersubjectivity-based approach. For example, Porcia’s 
assessment question of “Why do I have this ritual?” introduced the 
background and context of a symptom that allowed me to introduce 
the TA model as well as a systemic view of the symptom. Also, the use 
of a stimulus adapted to the Argentinian population is very important 
since it results in a familiar and culturally relevant situation that evokes 
the client’s dilemma in the relationship with the assessor. 

Case of Alba in Mexico: “Why Can’t I Get Over It?”  
(by Daniela) 

In Mexico, access to private medical treatment, psychotherapy, and 
psychological assessment, remains confined to the upper socioeconomic 
levels. However, educational institutions are able to provide specialized 
psychological and psychiatric services at low costs. In this context, social 
public health care covers a low percentage of the mental health demand 
due to the limitations of the health system in general and the need to 
improve governmental awareness of mental health needs. However, the 
collaborative and therapeutic model has been implemented within the 
public health system, with good acceptance. This has been done as part of 
an established program of interdisciplinary assessments at the Psychiatry 
Department of the Universidad Autónoma de Nuevo León in Monterrey, 
Mexico. 
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Background and Referral 

Alba was a young, single Mexican Latin woman with Spanish ancestry, 
in her late 20 s, who came to my private practice. Her height was above 
average, and she had long brown, loose hair that wandered around her 
face. My attention was drawn to her puzzled gaze. She had an edgy 
facial bone structure and big eyes that tended to stay fixed and open 
wide. Despite her sophisticated vocabulary, she had significant difficulty 
maintaining an orderly discourse. Thus, Alba went from detailed de-
scriptions of episodes of intense anguish in her life to silences and gaps in 
her narrative. She had a previous history of multiple treatments since her 
adolescence and reported being diagnosed with anxiety, depression, and 
attention-deficit disorder. At that time, she manifested depressive symp-
toms and severe anxiety, which included intrusive images. Sometimes, she 
visualized her knee being smashed by a hammer; other times, she had the 
impression that trucks or buses were going to run over her in the street. 

We started an assessment while I referred her for consultation with 
a psychiatry colleague. Meanwhile, she managed to get the authorization 
of her parents to undertake professional studies in the country’s capital. 
She had long waited for this opportunity to gain independence and put 
some distance between herself and her family, with whom she had a 
history of conflict. 

She continued pharmacological treatment in the capital, along with 
psychotherapy. Eventually, she completed professional studies in the 
field of foreign relations and politics and managed to keep working in 
her profession for about a year until she was fired. This event was the 
last in a series of stressful events, including the end of a romantic re-
lationship, all of which made her feel dubious about her ability to be 
independent. Therefore, at the end of 2019, still in her 20 s, she returned 
to the north of the country, where she had been raised, and decided to 
take up counseling with me. I offered her and her family a collaborative 
assessment. Her parents accepted since they were concerned about their 
daughter’s long evolution of symptoms of anxiety and depression as 
well as her difficulties in socializing and being autonomous. At that 
time, Alba’s interaction with her family was minimal, and they con-
stantly got into heated discussions about the family’s conservative 
culture. Alba had plans to apply to a foreign master’s degree program 
and decided to stay at her parent’s home throughout the process. I 
thought that it could be useful if her parents started a family assessment 
with a therapist within my consultation team, and every member of the 
family agreed to the proposal. The family therapist helped me assess 
the strengths and vulnerabilities of the family system and was available 
throughout the evaluation in order to contain Alba’s anxious parents. 
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She also promoted the construction of a shared narrative regarding the 
feedback sessions. 

Alba came from a high socioeconomic stratum and grew up within 
a conservative family. Her father owned a business, and her mother worked 
at home. Alba was the youngest of three siblings who were in their 30 s, 
and, from her perspective, they lived according to the family’s expectations. 
This implied a stereotyped social agenda where being socially active, 
marrying before their 30 s, and having children are achievements required 
for having a “normal” life. 

Initial Sessions 

Alba stated that her problems arose from long periods of punishment 
imposed by her parents in which she was asked to stay in her room if she 
questioned any of her family’s rules or ideas. She stated that since her 
puberty, and especially throughout her adolescence, socializing with her 
peers was almost impossible due to these punishments, and she would 
spend several days at a time isolated and caught up in reading fantasy 
novels such as the Harry Potter series. She expressed these events with 
resentment and a sense of helplessness and blamed herself, wondering 
why she could not overcome them. 

As the main objectives of her assessment, she elaborated on questions 
about the impact on her life of her childhood experiences. In her words: 

Why can’t I get over what happened to me throughout my child-
hood? I feel guilty because it was not physical abuse. However, 
I recall it every single day with a sense of burden, not being able to 
move forward. How can I feel less guilt and better use my potential 
for the future, if I have it? How can I explain to others what 
happened to me?  

Nevertheless, she had also a question related to our previous work to-
gether: “How can we assess the things that happened to me if I am not 
even able to talk about them?” Her question was challenging, but I felt 
reassured considering that the therapeutic and collaborative approach 
emphasizes maintaining a rhythm of compassion and firmness and pro-
motes listening carefully to the person in front of us while searching for 
positive changes (Finn, 2005, 2007). Also, I managed to explain to her 
openly how versatile and useful the tests are and how they allow us to 
approach from different modalities and perspectives what hurts or scares 
us (Aschieri et al., 2010). Throughout the assessment, I noticed her gra-
dual experience of trust since she questioned less often whether I believed 
what she was saying about her life. The feeling that she was being taken 
as someone who exaggerated or even lied always haunted her. 
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Standardized Testing and Extended Inquiry 

Based on the chronicity of her symptoms and the face validity of the 
test regarding her childhood experiences, I decided to use the Minnesota 
Multiphasic Personality Inventory-2-Restructured Form (MMPI-2-RF, 
2008/2011) to assess her symptom experience and to help me get in her 
shoes by amplifying her self-perception. Also, I selected the Rorschach 
Inkblot Test administered and scored with the R-PAS Performance 
Assessment (Meyer et al., 2011), the Dissociative Experiences Scale 
(DES; Carlson & Putnam, 1993), and the Adult Attachment Projective 
Picture System (George et al., 1999), in that order, focusing on a rela-
tional trauma and attachment perspective. Finally, I used the Tell-Me-A- 
Story Test (TEMAS); (Constantino et al., 1993) to elicit the potential 
for change. 

We started with the MMPI-2-RF and the DES. Her protocol showed 
intense discomfort and severe symptoms. Thus, it had elevations in the 
scale of Infrequency (atypical responding) that in a clinical setting can be 
related to high distress. Similarly, scores associated with thought altera-
tion, anxiety, depression, and hopelessness were high on the scales of 
Hopelessness, Dysfunctional Negative Emotions, and Suicide. Her DES 
also showed a significant level of depersonalization, derealization, and 
flashbacks. 

At this point, I paused to discuss with her some of the findings of 
both tests as a collaborative resource (Engelman & Allyn, 2012). I was 
concerned by the intense discomfort she was experiencing and espe-
cially about her elevated Suicidality Index. Regarding this, Alba ex-
plained she did not consider hurting herself. Instead, she recalled 
difficulties in staying motivated and focused on school and work. We 
wondered if her dissociative symptoms worsened her attention deficit. 
The current hopelessness and lack of meaning in her life were evident, 
but her attitude remained cooperative and she was interested in 
gaining understanding. 

Subsequently, Alba was enthusiastic about taking the Rorschach Test 
for a second time. We had used it years earlier on our first contact. I used 
the R-Pas System and then an extended inquiry. In her protocol, the Ego 
Interference and Perception and Thought Indexes stood out at the 98th 
percentile, showing interference in her thought and perception processes 
as well as the Suicidality Index in the 84th percentile. Thus, her perfor-
mance was consistent with the MMPI-2-RF personality profile. 

Alba’s protocol made me think of profiles common in patients with 
trauma and vulnerability to mood dysregulation (Viglione et al., 2012). 
When taking the Rorschach, she had intense emotional reactions. Her 
R-PAS Critical Content Index, often used as a measure of traumatic 
content, fell into the 97th percentile. Throughout all her sessions, we 
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had a difficult time staying focused. Several stimuli triggered memories 
from the past, and she got caught in emotional downward spirals which 
required pausing and containment. Accordingly, her answers to the 
Rorschach were complex and diverse; it was no surprise that Harry 
Potter was among them. On the other hand, a lot of her responses 
managed to convey her experience of anguish and long journey of 
traumatic experiences. As an example, this is her response to Card IV: 

I think this was the original Rorschach monster response [smiling]. A 
giant monster with super heavy strides and stomping and spitting 
lava. Is it wrong what I’m saying?… These are his feet, they are 
gigantic, you are looking at them too close or he is deformed…. The 
fire in the closest part looks more intense.  

In the extended inquiry, she added: “I could associate the monster with 
my parents, feeling overpowered by this thing… for example, in discus-
sions with them.” 

When working with the Adult Attachment Projective Picture System,  a 
developmental measure of adult attachment that identifies attachment- 
related content (e.g., agency, connectedness to others in relationships), de-
fensive processing, and attachment trauma, responses such as the following 
to the Bench Card (a sketch of a child alone on a bench with her head on her 
knees) told of haunting experiences from Alba’s past that were still present: 

I imagine the bricks or so … I imagine like a rare medieval dungeon, 
it may have a window of this size where you cannot see a lot, and it is 
at night. I don’t know, I feel how easy I could be this person…. Not 
because she did something wrong but because … for the same reason, 
because they can’t understand her. They punished her and sent her to 
the dungeon and she felt helpless. What happens after … Well, what 
happens after, well, nothing … I mean no … Like, there is no end to 
this. You just have to deal with it, and this is going to happen again 
… and you have to learn to deal with it or how to moderate your 
actions to avoid this as much as possible.  

In the extended inquiry, Alba remembered a past where her “truth” was 
never admitted, like the time when her mother accused her of mocking 
her while they were at a beauty salon. Alba tried to clarify that she was 
not laughing at her mother. However, her mother left her at the salon and 
threatened to ground her a couple of hours before her high school prom. 
The above projective story and the memory of her mother showed the 
sense of helplessness and paralysis in her life that, in conjunction with her 
attachment fraught with confusion and restriction, implied her need to 
find new strategies to move forward in her life. 
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At this moment, she shared how, in recent years, she had joined a 
social network group with a trauma agenda. Also, she recalled concepts 
she reviewed at graduate school, such as an undermined sense of 
agency. We were able to talk about the impotence and confusion that 
comes along with experiences of invalidation. She felt satisfied with 
her being able to reach out to this group on her own and having the 
opportunity to collaborate in the assessment with input from her 
professional knowledge. 

So far, her testing results made me think of a pattern of dysregulation 
and avoidance common in complex trauma (Armstrong, 2012; Tarocchi 
et al., 2013). At times, Alba had emotional, anxious, and rage-filled 
crises, especially while arguing with her parents. The rest of the time, 
she manifested avoidance and dissociated and put her life on standby, a 
strategy that helped her while she was isolated and grounded. It was of 
great help to me to have a parental interview in which I focused on 
Alba’s development. To my surprise, her parents were able to describe 
how Alba had been a very complex and sensitive infant, with a long 
history of difficulty sleeping. They recalled her inquisitiveness and in-
tolerance of several stimuli, such as particular types of visual images. 
Her discomfort seemed funny to the family and was made the occasion 
for siblings’ teasing and shaming her by exposing her to these kinds of 
pictures. Also, they reported remembering little about her being 
grounded and punished and had a hard time trying to understand why 
they were so significant to Alba. 

Alba was worried about what her parents had said about her. 
However, she felt reassured by my efforts to integrate both perspectives 
and was satisfied with her parents’ participation. I was committed to 
preserving the assessment as a safe place, and she managed to colla-
borate and stay curious about her inner life, sometimes even with a 
playful approach (Handler, 1999, 2008). As a relevant sequence in her 
Rorschach, I noted the symbolism in Cards V and VI: 

Card V. R12, W: Like a worm, a snail. 

Card VI, R13, D1: Like a spaceship that is taking off, but kind of 
NASA…. The thrusters pushing each other with all this fire! It seems 
like lava with different intensities of heat or temperature. 

Card VI, R14, D3: A Star of David, but half, not as it should be: 
half deformed.  

When I asked her to elaborate on these responses Alba was very interested. 
In the extended inquiry, we discussed whether there could be a symbolic 
element of the slow pace in her snail-like response. I shared with her how 
she transmitted a feeling of spending a huge amount of time and effort 
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trying to process and contain the cognitive and affective elements of her 
everyday experience mixed with her memories of the past. At the time of the 
assessment, Alba had been unemployed for almost a year and had spent 
several days without stepping out of her room, just sleeping or watching 
TV. Thus, she dreaded the consequences of trying to move forward. At the 
end of this inquiry, she added: “In my life, plans are convictions, you have 
to defend them to death from family scrutiny, but then there is no way 
you can change them.” The possibility of planning and talking with her 
family about job options or academic programs paralyzed her. 

Around her spaceship response, she commented: 

An astronaut goes to space and defies gravity and the absolute 
universal truth…. It requires a lot of courage to get out into space. 
It is difficult even for those with training; six humans in a small room 
can get violent…. It implies a huge sacrifice and a lot of fear. It is 
more probable that everything goes wrong. You need discipline, 
dedication, passion, and love of what you are doing.  

Her elaboration was revealing. Her early experiences implied a world full 
of absolute truths, without a space for intersubjectivity. Defying this 
world was terrifying, almost a life-or-death task, even if you had some 
treatment or training. I asked her what could be her outer space. She 
replied: “I think politics, philosophy, and cooking, but everything is kind 
of paused right now.” Also, by that time the family was considering 
applying for Spanish or Portuguese citizenship through Spanish and 
Jewish ancestry connections. Alba wondered whether the Star of David 
related to nationality issues and the possibility of accessing European 
academic programs. 

At this time, we had discussed some aspects of complex trauma since 
Alba was familiar with a trauma perspective. It made sense to both of us 
how her past experiences and current manifestations interfered with her 
cognition and sense of agency. We were able to go through her Rorschach 
scores and think about examples where her perception was interfered 
with. We associated these manifestations mainly with a hyper-alert stance 
as a common response to trauma. Patients with a traumatic background 
benefit from this thorough process of recognition and validation. Only 
after this was Alba able to look at her parents from a different per-
spective. Accordingly, she identified possible traumatic experiences in 
their early development, such as a harsh and rigid family context. This 
made it a little easier for her to empathize with them. However, she 
seemed stuck in the past and very ambivalent about moving forward. 
I thought about using Constantino’s TEMAS cards, as they emphasize 
decision making, in order to explore her dilemmas regarding change. 
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Intervention 

This session was quite complicated because Alba’s life narratives were 
so intertwined with traumatic content. Nevertheless, we were able to 
work with a card that shows a girl with outstretched arms standing at the 
junction of two roads in a forest with friends calling to her to join them 
for a walk on the right-hand road. She stated: 

It is within the path that my parents want, the known path and [this 
is] the one that I want, which looks quite lonely. But I know that at 
least in this one [she points to the independent path] there may be a 
chance of happiness if I do it right. Sometimes I laugh, I think, what 
if I don’t handle it well, I lose my judgment, I forget what I have 
relied on, I forget everything. And I am nowhere. And I am in a pit. 
Because it has happened to me. That which lightened my load I 
forget, and I come to think that I will never understand. I forgot the 
part that clicked with me, and another thing that helped me feel 
better, and I forgot what it was.  

I worked on containing her affect, which was complicated since she ex-
pressed a sense of hopelessness. Finally, she added that even though she 
was trying to do her best, meditating and practicing yoga, she wondered 
what was still blocking her. 

Feedback 

In her feedback session, she kept asking if there would be a time when she 
might be able to find a meaning and purpose in what had happened to her. 
It was important for me to help her integrate different factors around her 
trauma. We talked especially about her intellectual capacity, which was 
evident in her professional knowledge. We also spoke of her sensitivity, 
which made her very aware of her environment despite her parents’ policy 
of no questions being allowed at home. I reassured her that her knowledge 
of psychological and social concepts was a remarkable strength for over-
coming trauma. She also was able to state that there had been no way that 
she could have controlled what had happened to her and to acknowledge 
the impact of her childhood experience. We reflected upon her long history 
of treatments that apparently never included a trauma and systemic per-
spective. However, she felt very ashamed and resentful of not being able to 
accomplish more and of all the time she thought she had lost. 

At the same time, I had a feedback session with her parents in con-
junction with the family therapist. I reviewed with Alba the information I 
would use in a presentation to her parents. With her permission, I showed 
the parents some of Alba’s answers that conveyed her experience of 
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trauma, among them the narratives from the Attachment Projective 
Picture System, such as the one of the girl in the Bench Card being 
punished and helpless in a medieval dungeon. It was important for us to 
help the parents understand her perspective as well as to keep their 
perspective in mind. The parents had several doubts around complex 
trauma, so we emphasized the emotional impact of the sense of relational 
disconnection, conflictual interactions without the ability to repair her 
relationships, and how this affected Alba’s trusting within her attachment 
system. They came closer to empathizing with her perspective. Alba ac-
cepted a second opinion about her psychiatry practitioner and stayed 
in twice-weekly therapy with me. Her parents accepted further family 
sessions. 

Update 

Alba started the assessment with a psychiatric consultation from my 
professional team. Her anxiety and dissociation improved significantly, to 
the point that, together, we were able to discriminate between dissociative 
manifestations and the possibility of epileptic seizures. Eventually, she was 
diagnosed with complex partial left lobe epilepsy and also received treat-
ment from a neurologist. I was able to supervise her case in a Collaborative/ 
Therapeutic Assessment supervision group for Latinoamérica coordinated 
by Dr. Filippo Aschieri and my coauthor Ernesto Pais. They helped me 
identify the importance of dissociation as a manifestation of Alba’s conflict 
around or reluctance to leave the past behind because of the risk of having 
to invalidate it. This was obviously related to her dilemma regarding 
change and the complex dynamics within her question of “Why can’t I get 
over what happened to me?” 

Nowadays, Alba has been more open to social interactions and ex-
presses the joy of spending time with friends and her nephews. She 
planned and was able to move to Mexico’s capital city. The family 
therapist helped contain her parents’ anxiety and their fantasy that 
Alba might even get involved in illicit ways of earning money. At 
Mexico City, she has been able to reconnect with her mentor and 
professional activities. She updated her resume and has had three im-
portant job interviews in her professional field. However, it has been 
difficult for her to pursue a job during the COVID-19 pandemic, which 
worries her, while she waits for a job offer that will meet her financial 
needs. Her relationship with her parents is still stressful, as were the few 
family sessions held throughout the previous year. However, she feels 
less guilty about taking her own path. After 4 months in Mexico City, 
she was able to ask her mom to spend a weekend with her. She was 
upset because her father joined them for a couple of days of what she 
had thought was going to be a girls’ experience. However, they were 
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able to spend a lot of time together without arguing, and Alba said 
she couldn’t remember a previous time when she missed being close to 
her mother, as she had recently. Alba had proposed a path with her 
parents and their control, but it was a lonely path. Nowadays, it occurs 
to me the possibility of a third path, one where she feels sufficiently 
independent and still connected with them. 

Alba’s assessment is an example of the benefits of Collaborative/ 
Therapeutic Assessment procedures such as extended inquiries, family 
interventions for young adults, using the testing as empathy magnifiers, 
and using the assessment to impact a family system positively (Finn, 
2007; Tharinger et al., 2008). 

Conclusions 

Although there is much evidence regarding the effectiveness of 
Therapeutic Assessment around the world, so far, we are not aware of 
studies of this approach in Latinoamérica. In this chapter, we have in-
tended to show how the collaborative model and Finn’s therapeutic as-
sessment model can be carried out in diverse cultures through sharing 
cases in Argentina and Mexico. Likewise, we include the use of stan-
dardized tests in our contexts, particularly the use of the multicultural 
technique TEMAS. 

We believe that in this chapter we have managed to explain how the 
Collaborative/ Therapeutic Assessment model enhances the work with 
complex clients who have had traumatic experiences. In this sense, the use 
of techniques within a collaborative context as empathy magnifiers al-
lowed us, as clinicians, to understand our clients’ problems in life and 
their dilemmas related to change in a much more precise and compas-
sionate way. 

Each cultural context has its own specific requirements. In this sense, 
Ernesto has found on many occasions that, perhaps due to the culture in 
Buenos Aires where there is a high proportion of people in therapy or who 
have previously been in therapy as well as a widespread understanding 
of Freud’s theory, clients usually give somewhat intellectualized responses 
to assessment questions, stripped of connection with emotions, related to 
some extent to what Fonagy and Target (1996) called a pretend mode 
mental state. Questions like “Why?” are very common in Argentina, 
and Ernesto usually intervenes to build questions that are more change- 
oriented and include emotional states, such as “How is it to …” or 
“How can I do …” 

In Daniela’s Mexican context, the adaptation of the model to an 
academic and institutional setting has proven the viability of working 
collaboratively in a psychiatry department, where master’s program 
students train in psychotherapy and psychological assessment. Recently, 
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we have implemented with good results at least one summary and dis-
cussion session with a client in which the student’s supervisor participates 
if the client thinks they might benefit. 

Also, both authors have shared their experience of emphasizing 
family participation in the assessment of young adults, in a similar 
way to conducting TA with adolescents. This can be done with the 
client’s consent as a way to work on a systemic path in the healing 
process. 

As stated before, TA is itself culturally responsive. This model, com-
bined with culturally sensitive therapists who communicate with clients in 
their native language and use standardized tests in their countries, allows 
the therapists to get into clients’ shoes and collaborate with them to build 
a more coherent, compassionate view of themselves. 

Finally, we know that much work still needs to be done in relation to 
therapeutic assessment in Latinoamérica and in other Spanish-speaking 
countries, but we believe that the results achieved with our clients, ex-
emplified by these two cases, are promising in relation to the challenges of 
therapeutic assessment in our region. 

Note  
1 I contacted Porcia’s medical doctor, who shared that physical causes had been 

ruled out and that Porcia’s symptoms were related to her emotional life. 
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Chapter 6 

Culture and Psychological 
Assessment in India 

Kakli Gupta    

Historical View of Indian Mental Health 

The mental health profession, in the scientifically advanced form that it 
currently exists in the Western world, is only about four to five decades 
old in India. While the first psychiatric hospital was set up as early as 
1745 in Bombay (now Mumbai), most centers in India from 1745 to 1912 
functioned more as “lunatic asylums” (Nizamie & Goyal, 2010). In 1912, 
in colonial India, one of the first treatment centers (Central Institute of 
Psychiatry; CIP) was set up at Ranchi, Bihar. The first psychiatric out-
patient service was set up in Calcutta (now Kolkata) in 1933 at 
Carmichael Medical College. After India gained independence in 1947, 
the number of psychiatric hospitals in India surged. The range of services 
offered started increasing and included child and adolescent clinics and 
neuropsychiatric services. The first clinical psychology laboratory in the 
country was set up in 1949 at CIP, Ranchi. In 1954, the Department of 
Psychology and Human Relations was created through the All Indian 
Institute of Mental Health (presently the National Institute of Mental 
Health and Neurological Sciences, or NIMHANS) in Bangalore 
(Nizamie & Goyal, 2010). In the late 1950s and early 1960s, many other 
hospitals with outpatient mental health services were set up in big cities 
such as Delhi and smaller cities such as Lucknow, Amritsar, Rohtak, 
and Chandigarh. 

However, one of the most impactful impetuses to the evolution of the 
mental health profession in India came in August 1982 when the National 
Mental Health Programme (NMHP) was adopted by the Government of 
India. This programme was formulated to offer mental health services in 
the country to ensure availability and accessibility of minimum mental 
health care for all, to encourage the application of mental health 
knowledge in general health care, to promote community participation in 
the mental health services development, and to stimulate efforts towards 
self-help in the community. While focusing on these goals, there has been 
a gradual shift from mental illness to mental health, recognizing the 
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preventive aspects of mental and neurological disorders. (Prasadarao & 
Sudhir, 2001, p. 36) 

Since then, many programmes and policies have been put in place by 
the government to address mental health care in India. The last 20 years 
have seen a significant evolution in the quality, variety, and availability 
of mental health services in the nation. In a parallel way, the need for 
mental health services has increased exponentially in the country. A 
comprehensive study done on the prevalence of mental health issues in 
India in 2019 revealed that “in 2017, one among every seven people 
in India had a mental disorder, ranging from mild to severe. The pro-
portional contribution of mental disorders to the total disease burden in 
India almost doubled from 1990 to 2017” (World Health Organization, 
2019, p. 157). 

The challenges of the stigma around seeking mental health services 
(Gaiha et al., 2020), lack of mental health awareness, and tendency to rely 
more on families than trained professionals for emotional support con-
tinue to deter a large percentage of the population from seeking mental 
health services. And while the last two decades have seen some reduction 
in this stigma, at least in the urban population, there are not enough 
mental health professionals to meet the need. 

According to the World Mental Health Atlas (2019), there were 0.3 
psychiatrists per lakh [3 psychiatrists per 1 million] of population in 
India. Psychologists and psychiatric social workers were even fewer. The 
median number of psychiatrists in India is only 0.2/100,000 population 
compared to a global median of 3 per 100,000 population. Similarly, the 
figures for psychologists, social workers, and nurses working for mental 
health are 0.03, 0.03, and 0.05/100,000 population…. We currently have 
9000 psychiatrists, 2000 psychiatric nurses, 1000 clinical psychologists, 
and 1000 psychiatric social workers. We would need an additional 30,000 
psychiatrists, 37,000 psychiatric nurses, 38,000 psychiatric social workers, 
and 38,000 clinical psychologists. As per the calculations, it will take 
42 years to meet the requirement for psychiatrists, 74 years for psychiatric 
nurses, 76 years for the psychiatric social workers, and 76 years for 
clinical psychologists, for providing care for 130 crore [1.3 billion] po-
pulation, provided the population (assuming both general population 
and mental health human resources) remains constant. (Bada Math et al., 
2019, pp. S652–S653) 

Thus, India is at an interesting juncture—on the one hand there has 
been a huge expansion with more well-trained professionals available, 
many more training programs, and many more clients reaching out to 
professionals proactively. On the other hand, we still need much more. 
Even with only a minority of the population reaching out for help, we 
struggle with a shortage of quality professionals. 
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My Journey to Becoming a Psychologist 

Beginnings in India 

Twenty-five years ago, when I chose to study psychology, I was com-
pletely oblivious of the above reality of the state of mental health in India. 
Growing up in a nuclear family in India but staying in close proximity to 
my extended family (grandparents, cousins, uncles, and aunts) had shown 
me different flavors of human relationships—affection, bonding, politics, 
hurt, competition, envy, support, love, pain, and complexity! I was im-
pacted by all of it, in healthy and unhealthy ways, and it somehow led 
me to want to become a mental health professional. 

My parents were understandably anxious about my decision—25 years 
ago, a bright young woman wanting to become a clinical psychologist 
was not exactly a reason for pride in Indian families. Not only did the 
profession not seem lucrative there was also a worry—“What if working 
with mentally unwell people makes our daughter mentally unwell?” 
Things are different now. Psychology is in high demand in India, and it 
is quite competitive to get into reputable colleges offering psychology. 
But back then, it wasn’t as challenging. I got into one of India’s most 
reputable colleges for psychology and started my education in 1996. 

When I imagined what I would do as a clinical psychologist, I imagined 
myself as a therapist—talking to people and helping them feel better. I 
didn’t know much about psychological assessments. We had a basic in-
troduction to “psychological testing” during our undergraduate training, 
but it seemed more of a “fun” thing to do with people rather than a 
“credible” way of getting to know about their psyche. 

During my master’s program in clinical psychology, I received a strong 
theoretical exposure to different schools of psychology—psychoanalysis, 
cognitive behaviour therapy, social psychology, etc. Psychological as-
sessments were also introduced, but the training and material used were 
far from adequate. For instance, the Rorschach Inkblot Test was taught 
in a vague manner; we learnt some versions of the psychoanalytically 
oriented Klopfer system, but it was not systematic. During our internship 
at a hospital, psychological tests were sometimes requested by the psy-
chiatrists, but the prescription usually mentioned one particular test, such 
as “TAT” or “Rorschach.” We didn’t use a “battery” of tests. “Patients” 
were not always given feedback about the “test results.” The psychiatric 
consultants sometimes used these to diagnose the patients. I didn’t feel 
experienced in interpreting the data, nor did I have any close assessment 
supervision. Consequently, psychological “testing” was something to-
ward which I developed a “nonenthusiastic” attitude. I didn’t learn what 
it could do, it didn’t feel credible enough, the test material felt obsolete, 
and I did not feel adequately trained for it. 
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Doctoral Training in the United States 

My feelings about psychological assessment did not change until my 
second year of the PsyD program at a professional college in the 
US. For the first time, I saw test material that was well organized and 
up-to-date and had a clear method and rationale. “Cognitive assess-
ments” and “personality assessments” were taught separately over a 
period of 2 years. We spent months learning how to interpret Thematic 
Apperception Test (TAT; Murray, 1943) stories, how to administer the 
Rorschach using the Exner Comprehensive System (Exner & Weiner, 
1995) using standardized norms, and, eventually, how to use data from 
a variety of tests and put it all together to help understand an in-
dividual. It all made more sense, and I started to see how it could help 
the real lives of real people. 

While these 2 years had definitely helped me feel differently about 
psychological assessments, it was only during my third year of the 
doctoral program that I learned about the process of Therapeutic 
Assessment enabling me to broaden my view of psychological assess-
ments. At WestCoast Children’s Clinic in the San Francisco Bay Area, I 
saw how 8-year-old kids were given feedback from the psychological 
assessment process. They could take something from their own as-
sessment that was not just for their caregivers or social workers. My 
trainers, in contrast to my master’s program assessment teachers, were 
excited about assessments, and their enthusiasm was infectious. How 
could someone love assessments so much? I understood that once I did 
a few of them myself. For the first time, I wrote stories for children 
addressing their own questions from the assessment, and even though 
not every child would respond verbally to the feedback, seeing how they 
felt understood by the story (A rabbit named “Hoppy” whose mother 
got sick) or how it made them feel “seen” and how it “touched” them 
was heart-warming. 

One of my favorite moments was getting a warm smile from an 
African-American adolescent who was very disengaged throughout the 
assessment process. The assessment showed that not only did he have a 
lot of psychological trauma, he could also hardly read or write due to 
severe learning difficulties and several gaps in his education. He would 
often listen to music on his CD player during our breaks. At the begin-
ning of the assessment, I asked him what he wanted to know from this 
assessment. He asked, “How does the mind work?,” which I thought was 
his way of asking, “How does my mind work?” Given his difficulty with 
reading and his interest in music, I thought his question was best an-
swered in the form of a song, which I wrote and sang for him. He was 
surprised that what he perceived as a “boring assessment process” could 
culminate in a song about his life. 
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The Therapeutic Assessment approach made it possible for me to in-
tegrate assessments meaningfully with the therapeutic process. It no 
longer felt like I had to wear two different hats as a psychologist. It was 
also a time of personal growth for me—psychology and creativity came 
together in an attempt to make a difference in the lives of my child 
and adolescent clients. 

Return to India 

While I was in the thick of this learning process, a medical emergency 
at home required me to move back to India. I had grown up in Delhi, one 
of the biggest cities in India, but now I was moving to Chandigarh, a 
smaller city about a 4-hour drive from Delhi. Chandigarh is one of the 
first planned cities in India and boasts of its beautiful architecture and 
well-organized infrastructure. People mostly speak Punjabi, Hindi, and 
English. There is a large population of Sikhs in the city. 

I had no idea how willing and open people in this city would be to 
come to a psychologist. While bigger cities in India were beginning to 
open up to the idea of visiting a psychotherapist, there was still a lot of 
stigma attached to “needing an outside person” in smaller cities and 
towns in India. 

What will people say? In India, this singular age-old social precept 
is relevant for everyone. It cuts across the lines of gender, caste, 
religion, socio-economic class, and region. It reigns supreme in 
regulating people’s decisions, because should people’s vulnerabilities 
become public knowledge, they will invite judgement, gossip and 
drama. It also suppresses much-needed psychological care…. The 
social pressure to be “normal” manifests in unhealthy stigma and 
pressure against getting help. Stigma to appear normal. Stigma to 
keep the family drama invisible. Stigma to protect the family honor. 
Stigma to force yourself out of the need for help. 

(Taniparti, 2018)  

I was skeptical that my clinical training would be utilized in this small city 
in India, but a big part of me was also looking forward to offering 
something back to my own people. While training in the United States, I 
had felt privileged. I dreamt of coming back and sharing my services in 
my own country and training more people so we could have a bigger 
community of well-trained clinical psychologists. The timing of my return 
to India felt premature and driven by external circumstances, but I felt a 
step closer to my dream. 

At first, I explored the option of joining some hospitals or practices 
of local psychiatrists/psychologists in the city. But, I was disappointed 
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to see that psychological services were offered very differently from the 
psychodynamic, client-centered, and relational training I had received. 
The medical model dominated. Patients waited to see psychiatrists and 
psychotherapists (sometimes for hours), and the session duration was 
not standardized. The prevalent approach seemed largely cognitive 
behavioural. 

While in the United States, I still saw myself as a fresh graduate, but in 
India, I had to step up and set up my own practice. That seemed like the 
only way in which I could work more professionally and relationally. 
Because I specialized in working with children, adolescents, and families, 
it seemed appropriate to approach the local pediatricians to let them 
know about the services I could offer. Most of them were happy to hear 
about what I did as they felt that a lot of kids they saw for “health 
concerns” had underlying psychological struggles. 

In India, mental health and seeking help remain shrouded in shame. 
One of the most acceptable forms of expression of suffering is 
through the medium of the body. The hospitals here are full of people 
walking in with unexplainable symptoms and diseases. Research on 
the psychosomatic disorders, where thinking and feeling are evac-
uated into the body, is bare. Psychosomatic disorders are the most 
radical and extreme form of psychic reduction that not only affects 
the emotional well-being of the individual but his physical well-being 
as well. 

(Agarwal, 2018, p. 53)  

Within a month, I started getting referrals. Parents would typically call 
for concerns about enuresis, school refusal, behavioral problems at 
school, lack of interest in studies, sexually inappropriate behaviours, and 
sometimes more directly for symptoms of depression or anxiety. 

Tests and Costs in India 

While setting up my practice, I also thought of establishing a library 
of psychological tests. I definitely wanted to put my Therapeutic 
Assessment skills and knowledge to good use. But I didn’t realize what 
this would mean financially until I visited one of the few stores in Old 
Delhi where test materials were sold. The catalogue had a list of tests 
made in India or adapted in India and tests that were imported from 
the United States or the United Kingdom. The Indian tests were quite 
affordable. The imported ones were not, definitely not for a new 
practitioner like me, but they seemed exorbitantly priced even for the 
more experienced version I imagined myself to be in 5–6 more years. I 
realized that even if I invested in the material by taking out a loan, it 
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would take me years to recover this investment given that the fee for 
assessments in India would work out to be much lower. 

For instance, in 2006 the WISC-IV (Wechsler, 2004) in India cost 
55,000 INR (approximately 1,250 USD) and the Minnesota Multiphasic 
Personality Inventory (MMPI) (Butcher et al., 1993) cost 42,000 INR 
(950 USD), while an hour of therapy in 2006 in the city I lived in cost 
around 300 INR (6 USD). Even now, the average fee charged by sea-
soned therapists in India for one session is 30–35 USD per session. 
Potential clients would have to be told why their child or adolescent could 
benefit from the assessment, and they would definitely not be willing to 
pay anything more than 3,000 INR (68 USD) for a psychological as-
sessment in 2006. They only knew about blood tests or X-rays, and those 
would cost much less than that. Why would they be willing to pay any 
more for a service they did not have any familiarity with? Also, health 
insurance does not cover outpatient services in India, and mental health 
services are even more unlikely to be covered. The cost has to be borne 
by the family themselves. I had the option of using the “Indian tests,” 
but many of them were standardized in the 1960s and seemed fairly ob-
solete. We did have an Indian adaptation of WISC-IV (published in 
2004), but the price was comparable to the price of the WISC-IV in the 
United States. 

The clinic in the United States charged 1,500 USD for a full psycho-
logical assessment done by a predoctoral intern like myself back in 2006, 
which was the fee paid for by public funding for low-income families. 
It would take me 20–30 hours from start to finish, including writing a 
feedback story or song or letter. In India in 2006, for the same work, 
I would get paid a maximum of 5,000 INR (114 USD) by the more well- 
to-do families. However, I would have had to pay the USD equivalent 
price to buy the basic test material: the Wechsler Intelligence Scales for 
Children-IV (WISC-IV) (Wechsler, 2004) , and the Wechsler Individual 
Achievement Test (WIAT) (Wechsler, 2009), personality profiles like the 
MMPI (Butcher et al., 1993), the Rorschach Plates (Exner & Weiner, 
1995), and projective stories like the TAT. The finances did not make 
much sense, so I decided to go slow on procuring the test material and 
used the older editions of test material that my clinic in the United States 
had given to me. Due to financial considerations, I could not always 
spend 20–30 hours on each assessment. So, I used these more as tools to 
get to know the child and build a connection. 

Clinical Work with Indian Families 

My next few months were full of observation and learning. I went 
through a process of reorienting myself to my culture, finding a way to 
make my training in “Western psychology” work with the nuances of 
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Indian culture. In Chandigarh, I spoke to most of the clients using a 
mixture of Hindi and English. Some clients spoke in Punjabi, which 
I understood but couldn’t speak. A majority of the Punjabi-speaking 
clients could still understand Hindi. 

As I sat through many “first initial consults,” I began to see a few 
patterns.  

“Why Should I Believe You?” Pattern 

Many times, as I heard the parents describe the child’s symptoms, I 
could see very clearly how the symptoms seemed connected with recent 
stressors the family had been experiencing. For example, Grace was 10 
years old when her father brought her to me with complaints that she 
refused to go to school. Grace’s parents had recently separated, and her 
mother had left the house. It was clear to me that this child needed 
therapy right away as, most likely, she was dealing with loss, grief, and 
anger which needed containment. But the father was not sure what her 
school refusal had to do with the parental separation. I did not really feel 
the need for an assessment with this child as I believed that a lot of her 
emotions would begin to unfold in the play therapy itself. 

Sensing ambivalence in the father, I suggested a “psychological as-
sessment” for the child. The father seemed more willing to invest in a 
4–5-session assessment process rather than a vague process of coun-
seling based on a vague hypothesis. After the assessment, I found that 
for this father (and for many more parents), my tentative, subjective 
working hypothesis was not as powerful as “data” from the assessment. 
Creating an assessment was the way I was able to link Grace’s refusal to 
go to school to a family issue. Once the data confirmed that their child’s 
behavior had an emotional basis, he was more willing to accept ther-
apeutic help. 

This was a bit confusing for me in the beginning because, in Indian 
culture, “doctors” tend to be trusted and respected. Patients see doctors 
as authority figures and tend to not question their views. Why was I not 
being seen the same way? Perhaps because I didn’t have a white coat 
and a stethoscope dangling over my neck! I had to work harder to 
make myself sound credible. Assessment data gave me that credibility. 
Also, doctors often rely on blood tests and X-rays to arrive at a diag-
nostic picture. Themes from the assessment, especially “numbers” from 
the Rorschach or MMPI, made me sound more convincing to some 
of the parents. 

As a rule, then, I started every new child or adolescent referral with an 
assessment—play observation, sand play, Projective Stories (TAT/CAT), 
Rorschach Inkblot Test, Early Memories Procedure (Bruhn, 1992), etc. 
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I used these tools just to get to know the child and to use my “ob-
servations based on data” as a powerful way of helping the parents see 
what was going on with their child: 

“Things are fine in the family” Pattern 

Over time, I also began to notice that parents would not always reveal 
everything that was going on in the family in the initial consultation. 
Either some important things would not be mentioned at all or significant 
details would be left out. While this also happens in other countries and 
cultures, Indian culture is particularly prone to creating this pattern. 
Being a collectivistic culture, “family” is a very sacred unit in India. 
Sharing/discussing/revealing family secrets outside the family creates a 
much larger sense of betrayal and shame than in more individualistic 
cultures. 

The Indian family: large and noisy, with parents and children, uncles, 
aunts and sometimes cousins, presided over by benevolent grand-
parents, all of them living together under a single roof. There are 
intrigues and secret liaisons, fierce loving and jealous rages. Its 
members often squabble among themselves but remain, in most 
cases, intensely loyal to each other and always present a united front 
to the outside world. 

(Kakar & Kakar, 2007, p. 8) 

In contrast to the modern West, the Indian experience of the self is 
not that of a bounded, unique individuality. The Indian person 
is not a self-contained center of awareness interacting with other, 
similar such individuals. Instead, the traditional Indian, in the 
dominant image of his culture, and in much of his personal 
experience of the self, is constituted of relationships. He is not a 
monad but derives his personal nature interpersonally. All affects, 
needs, and motives are relational and his distresses are disorders of 
relationships—not only with his human but also with his natural 
and cosmic orders…. This emphasis on the “dividual” (rather than 
the individual), transpersonal nature of man is not limited to 
traditional, rural India. Even with the urbanized and highly literate 
persons who form the bulk of patients for psychotherapy, the 
“relational” orientation is still the “natural” way of viewing the self 
and the world…. In practice, a frequent problem arose when I 
thought the psychotherapy was going well and the client was well 
on the road to a modicum of psychological autonomy, and then 
family members would come to me and complain, “What are 
you doing to my son/daughter? S/he is becoming independent of us. 
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S/he wants to make her/his own choices now, thinks s/he knows 
what is best for her/him and doesn’t listen to us.” 

(Kakar, 2018, pp. 168–169).  

While I wanted to understand the context of the child and their family 
thoroughly in the beginning, I started to appreciate how I could poten-
tially be treading in delicate territories. Once again, starting with “as-
sessment” helped as the data gave me some clues and direction about 
what needed to be explored in the family. It was interesting to see how 
data-driven exploration allowed much more detailed narratives of the 
family situation to emerge. It seemed that seeing some “spill of family 
dynamics in the data” took away the sense of betrayal/shame of sharing 
“family secrets” for the parent. I guess it was as if the “data” had already 
shared the secret with me; now it was just a matter of confirming it. 
Krishiv and Sanya are examples. 

Krishiv 

A mother called to consult for her 14-year-old son, who she said was 
struggling with depression and “not trying to come out of it.” Only the 
mother came for the first session. She said the father was busy. Very well 
put together, extremely well dressed, the mother seemed concerned but not 
helpless. When I asked about the family stressors, she said there were 
the usual ones like any family would have—some business problems, but 
nothing unusual. She said they had moved into a new house recently, and 
she had been busy organizing things in the new house. She and her son lived 
with her husband and mother-in-law. I suggested we do some assessment 
sessions. Krishiv came for the first session (and, unfortunately, the only 
session). He hardly spoke to me but seemed very willing when I invited him 
to do a sand tray. He covered the sand tray with trees, and next to each tree 
he placed little people carrying weapons, and it appeared as if the trees were 
going to be cut by these people. When I asked him to tell me about the tray, 
he replied with just one sentence: “This is devastation.” The boy couldn’t 
tell me anything more, and our session was rather short. 

I followed up with his mother, letting her know that Krishiv seemed 
quite angry to me and that it seemed that something had been making him 
feel very hurt and upset. I wondered if there was something in the family 
that could explain why he might be feeling this way. The mother told me 
that the family was struggling with having lost the family business and 
the familial home due to the father’s drug addiction. The mother had no 
choice but to continue in the marriage because her own parents refused to 
support her and she had no college education herself to find a job. From her 
outward demeanor, she had come across as a very sophisticated, well-put- 
together woman who spoke excellent English. I would never have guessed 
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that this was someone who had gotten married right after school (at the age 
of 19 years) and did not have any college education or career. She came 
from a wealthy business family and was married into another wealthy 
business family. But now, with her husband’s drug addiction, everything 
was falling apart. She told me that her own parents’ message was very 
clear—she did not have their support if she even thought of stepping out 
of this marriage. 

This was the state of many women in the families I got to know 
through my work with their children. Traditional Indian families (and 
even many urbanized ones) 

tend to treat their daughters, explicitly or implicitly, as “paraya 
dhan”, meaning members of the family they will marry into. Thus, 
the daughter is socialized to become a good wife, a good daughter- 
in-law and a good mother through the “reinforcement of traits 
such as self-effacement, self-sacrifice, submission, devotion, chastity, 
purity, tenderness, fidelity, dependence, tolerance of pain, resilience, 
and patience” 

(Saraswathi & Pai, 1997, as cited in Gupta, 2005, p. 28)  

Many women stay and suffer in bad marriages because they don’t have 
the financial independence or the wherewithal to live independently. The 
children in these families become carriers of symptoms that belong to 
the family. 

Unfortunately, Krishiv did not want to come for any further sessions. 
I am not sure if that was his decision or if there were other factors 
operating. 

Sanya 

A Chandigarh mother called me for help with her 7-year-old daughter 
Sanya. She had seen a pediatrician, who had referred her to me. Sanya had 
been masturbating excessively in private and sometimes even in public, had 
become very ziddi (stubborn), and had been crying a lot lately. After the 
initial phone call, I asked the mother to come without the child for a parent 
meeting. She came by herself. The child’s father did not come. The mother 
said he was busy. Once again, the mother came across as very well put 
together. I sensed some resentment in her towards Sanya for embarrassing 
her with the “shameful” symptom of masturbation. When I asked how long 
these symptoms had been going on, the mother said that she had been 
noticing these changes ever since Sanya’s bua (father’s sister) had moved 
into their home with her two daughters (8 and 3.5 years old), while going 
through a divorce. Sanya lived with her parents, younger brother, and 
paternal grandparents, and now her aunt and two kids had also moved in. 
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The mother reported everything else was okay, really, and she did not 
understand what was wrong with the child. I told the mother that I would 
like to see the child for a few sessions and assess what might be going on. 
While I did have a strong hunch that the child’s symptoms had something 
to do with the aunt and her kids moving into their home, based on my 
earlier experiences, I decided to not share that with the mother till I had 
some more evidence from the assessment sessions. 

The next week, I decided to start Sanya’s assessment with play ob-
servation. I showed her the playroom. She chose to play with the dolls 
and told the following story: (Figure 6.1) 

This is a family consisting of mother, father, seven children (three 
didis [elder sisters] are college going, three are school going, and one 
is a baby sister). Mother works very hard the whole day doing things 
for everybody. One day, the power [electricity] goes off and the 
mother gets hurt by the wall while on her way to get a candle. She 
cries for a while and then goes and gets the candle. At night, she 
realizes the candle is still lit, and that’s when she hears voices from 
people outside asking them to leave the home. She says no and goes 
to sleep. The next morning, the people break in and the family is 
thrown out, and they are crying.  

Figure 6.1 Sanya’s Play Story.    
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Sanya’s face showed no emotion. I said to Sanya that that must have been 
awful for the family. She quickly replied, “No, they are okay!” 

The themes from Sanya’s play were quite powerful and evident: An 
overburdened mother who is not really taken care of by anyone else 
(mother gets hurt, cries for a while, and then goes about doing what she 
needed to do, with no one coming to help her or asking her if she was 
okay); a family which is “thrown out” of their own home (strong feelings 
of being displaced from one’s own home); loss and sadness. 

Respecting the child’s confidentiality, I did not want to share the de-
tails of the play sequence with the mother. But I called her in, and this is 
how the conversation unfolded: 

Kakli:  I have had only one session with Sanya, but I was 
struck with some strong themes in her play. Can you 
help me make sense of it? 

Sanya’s mother:  Sure 
Kakli:  I got an indication that she could be worried about 

losing her home, and maybe she is worried about you, 
too? Does that make sense to you? Can you say 
anything more about it? 

Mother:  Well, I told you that my nanad [husband’s sister] has 
moved in with her two kids. We had to give them 
Sanya’s room because there is no other large-enough 
room where the three of them could stay. Sanya had to 
move into her younger brother’s room. Also, my nanad 
and her kids get a lot of sympathy from my husband and 
my husband’s parents. Everyone feels bad for them 
because they are going through divorce. If Sanya tells 
her dad that she misses her room, he gets upset with her, 
saying she is not kind. Also, my responsibilities at home 
have increased a lot. My nanad is feeling depressed, so I 
have to cook for her family and my own family and the 
in-laws. There are also financial hardships. My husband 
and mother-in-law have taken my gold jewelry from my 
wedding and will be selling it to get money to pay for my 
nanad’s court case. My husband also spends time with 
his sister and her kids much more. He and I have been 
fighting more [starts to cry]. 

In the traditional Indian view, which still exerts a 
powerful influence on how even most modern 
Indians view marriage, parent-sons and filial 
bonds among the sons override the importance 
of the couple as the foundation of the family. 
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Cultural ideals demand that the universal dream of 
love, that constitutes and seeks to find its culmina-
tion in the couple, be muted. They enjoin the 
family to remain vigilant lest the couple becomes a 
fortress that shuts out all other relationships 
within the extended family. 

(Kakar, 2018, p. 168)  

Kakli:  Wow! That’s an awful lot of changes in a short span of 
time, and very painful ones. Sanya must be feeling a lot 
of loss… she has had to give up not only her room but 
also her time with her father and attention from her 
grandparents. And you are dealing with so much loss 
too—your jewelry, your financial resources, your 
husband’s time and attention, and so much added 
responsibility. 

Sanya’s mother:  Yes, on top of that, this girl is embarrassing me with 
masturbation. I can’t handle all this. 

Kakli:  I can see how this must be so overwhelming for you, 
and shaming, too. Masturbation is normal in children, 
and when it is excessive, it could be a sign that it is 
being used for self-soothing. Do you see why Sanya 
might need more soothing and comfort right now? 

Sanya’s mother:  I get it, she is going through a lot of changes. She hates 
my nanad’s kids. 

Kakli:  Of course, she hates them. For her, they have taken 
away so much from her. So, we understand she would 
be angry. Do you think she might also be anxious? 
Soothing is usually a way to calm down anxiety. What 
might she be worried about? 

Sanya’s mother:  I don’t know. 
Kakli:  Any chance she could be worried about you? 
Sanya’s mother:  Me? Why? 
Kakli:  You are going through a lot yourself. And children, 

especially older ones, especially daughters, can be quite 
attuned to their mother’s feelings. Somehow, Sanya’s 
play suggested that she worries about you. She might 
feel you have to handle all of this by yourself and there 
is no one to contain your sadness. 

Sanya’s mother:  [starts to cry again] But I don’t show her my feelings. I 
tell her we just need to go through this and help her 
aunt and her kids 

Kakli:  You may not show it, but she senses it. And maybe she 
resorts to self-soothing mechanisms like masturbation 
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because she doesn’t want to burden you with her 
emotions too much when you are already so 
overwhelmed. 

Sanya’s mother:  So, how can I help her? 
Kakli:  I guess the first step is to understand why she might be 

masturbating so much. How do you feel when I say it 
could be a way she self-soothes because she is 
overwhelmed herself with loss and resentment and 
she also worries about you because she senses your 
sadness? 

Sanya’s mother:  Makes me feel better. At least, I am not feeling so 
ashamed. 

Kakli:  Right now, you are going through a lot yourself, so I 
don’t expect you to be able to hold Sanya’s feelings as 
much as you could have at other times. Maybe I can 
help her contain those through our sessions. Would 
you like to try that? 

Sanya’s mother:  Yes  

I saw Sanya for few more assessment/therapy sessions. I also tried to rule 
out any possible sexual abuse that the child might be going through. 
Sanya’s masturbation symptoms reduced significantly after a few 
sessions. 

Unfortunately, the mother stopped the therapy sessions at this time, 
thinking that now “everything” was better. My advice to continue ses-
sions for a few more months to prevent relapse was not followed. 

“Symptom Relief Is Enough” Pattern 

As with Sanya, I saw many children where the initial Therapeutic 
Assessment provided symptom relief. Sadly, some of the parents did not 
continue with therapy, thinking that the problem had been resolved. 

Move to Bangalore 

After practicing for 2 years in Chandigarh, I moved to Bangalore—a 
big, metropolitan city in South India also known as the Silicon Valley of 
India. It was a pleasant surprise to find a much higher mental health 
awareness in this city. Bangalore houses one of the biggest and oldest 
mental health institutes in the country—NIMHANS (National Institute 
of Mental Health and Neurological Sciences)—and there are many psy-
chiatrists, psychologists, and counselors in the city whose work and 
contributions have made the residents of this city much more open to 
seeking mental health services. With regard to psychological assessments, 
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cognitive assessments (IQ, ADHD, learning difficulties, etc.) are quite 
extensively done in Bangalore, but very few professionals do “emotional 
assessments.” 

Bangalore also has a very high population of families where parents 
have studied/worked in the US/UK/Australia or other developed coun-
tries and have returned to India to be closer to their families. These urban 
Indian families are more Westernized and also usually more open to 
seeking mental health services. 

In Bangalore, I have not felt the need to start seeing every child with an 
“assessment.” My use of assessments is now more need based—when an 
understanding of what might be happening with the child is not clear 
based on initial interview(s) with parents or when a child is already in 
therapy and there seems to be a “stuckness” or when there are clear 
questions guiding a psychological assessment. 

“Open to Assessment But Not to Therapy” Pattern 

Over the last 10 years, I have come across situations where an ado-
lescent or an adult client was referred for therapy by family members but 
the client did not think they needed it. They were not willing to invest in 
an open-ended therapy process, but they agreed to a shorter, structured 
engagement of psychological assessments. For some of them, the process 
of assessment brought about a significant shift. Ragini is one such client I 
got to work with. Using the therapeutic/collaborative model, the work 
with Ragini and other clients demonstrates how an assessment can open 
clients to deeper therapeutic work. Using and sharing assessment tools 
and data in a transparent way with people becomes similar to short-term 
therapy and can produce lasting results. 

Ragini 

Ragini, a 19-year-old young woman, was referred to me by her fa-
ther. She had dropped out of her architecture course after 3 months 
and had been staying home for the last 6 months. While it is normative 
for adolescents and young adults to stay with their parents in India, 
not attending college is rather unusual. Ragini’s parents said that she 
had become very inactive and seemed “stuck” somewhere. They were 
beginning to get worried about her. Ragini, on the other hand, told her 
parents that she just wanted to be “lazy.” She was not convinced she 
needed any help. I recommended that we do an assessment since there 
was no overt acknowledgement of concerns or symptoms on Ragini’s 
part. I told the parents to tell Ragini that this could be a way for her 
to get to know herself better. Ragini came, but only on her mother’s 
insistence. 
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Ragini came across as a quiet person with a pleasant demeanor. She 
said she had joined the architecture course by her own will. No one had 
pressured her in any way. She went to college for about 3 months and 
then stopped going because “she didn’t feel like it.” She did not seem 
forthcoming when it came to exploring her feelings. I asked her if she had 
any questions about herself or her life that this assessment could help 
address. She replied, “I don’t know.” I then gave her a list of questions 
typically asked by young people her age and asked if any of the questions 
seemed applicable to her for herself. She identified four questions from 
the list: (1) What kind of a person am I? (2) Why can’t I concentrate? 
(3) Why do I feel so confused? Why can’t I make up my mind? (4) Why 
am I so lazy? On further exploration, she didn’t say much about the first, 
second, and fourth questions, but for the third one, she said she always 
feels confused, never gives straight answers, and often finds herself saying 
“I don’t know.” When I asked her to describe how confusion felt to her, 
she said she didn’t have any feelings and was not an emotional person. 

Following this initial interview, I introduced the projective drawings 
(a series of drawings: House, Tree, Person, Person of the Opposite 
Gender, and a Person in the Rain), followed by some projective ques-
tions. Ragini’s response to the Person in the Rain (Verinis et al., 1974) 
drawing stood out as most meaningful. She said, “There was a lot of rain 
and so it had flooded. The person was okay with it. He felt that he got 
stuck in that place but he can go where he needs to go.” Her drawing 
and the description conveyed a mixture of feelings—on the one hand, 
there seemed to be a minimization of being “flooded.” On the other 
hand, there was a sense of hope and confidence in being able to resolve 
her “stuckness” (Figure 6.2). 

The following session, I administered the Rorschach Inkblot Test using 
the Exner Comprehensive Scoring System. Ragini gave a valid protocol 
with a normative 25 responses and a Lambda of 0.67, indicating a re-
sponsiveness to the task and an emotionally rich protocol. Ragini’s first 
response as she “signed in on Card I had a similar theme to the Person in 
the Rain drawing. She said, “Something is flying in the air, reaching for 
something; it is going up, higher and higher.” Once again, her desire to 
grow, rise, and do well in life came through, quite a contrast to her “lazy” 
presentation. 

One of Ragini’s responses on Card II was, “Looks like a volcano, lava 
all over the place; lava because of red color. Volcano erupted; everything 
is flying everywhere.” This response was of course quite a surprise coming 
from someone who said she was not emotional and did not feel anything. 
I wondered if she felt she had to keep a tight lid on a deep sense of anger 
and helplessness that she felt inside so it would not get out of control. 
Interestingly, on the same card, she also saw a “bridge,” conveying a 
sense of a hopeful transition. 
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On the next card, which often captures a person’s view and experience 
of relationships, one of the things Ragini saw was “two people 
screaming,” suggesting the possibility that she might have experienced 
emotional intensity or aggression in her close relationships. She gave a 
texture response on Card IV—“Monkey’s head, Spanish monkeys with 
lot of hair near the neck (hair because of the pattern [touched card]).” 
This also left me feeling hopeful—she was expressing warm attachment 
feelings on a card that pulls for relation with masculine/authority figures. 
In contrast, her response on Card VII, one which pulls for relation with 
feminine figures, indicated a need for individuation and separation. She 
said, “Looks like something is falling; this top part is breaking off from 
the part at the bottom.” 

Another meaningful response came on Card VIII, where she said, 
“Looks like two locked-up chains.” I wondered if this was a reference to 

Figure 6.2 Ragini’s Person-in-the Rain drawing.    
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locked-up feelings inside her. On the same card, she gave another re-
sponse, “Looks like a mossy lake, green parts make it look mossy and 
contaminated,” suggesting a possible experience of contamination and 
ambivalence in close relationships. 

The Exner scoring system revealed that Ragini had an “extratensive 
pervasive” style of coping (EB = 2:5.5), which meant that her typical 
problem-solving strategy was to interact emotionally with others to try 
out various solutions. This seemed surprising as she had described herself 
as “unemotional” and other scores pointed to her preference to avoid 
emotions. Ragini also scored a 4 out of 5 aspects on the depression 
constellation, suggesting that she might not qualify for a diagnosis of 
depression but she definitely had depressive features. Her egocentricity 
ratio was 0.12, indicative of very low self-esteem. A form dimension score 
of 1 was encouraging as it suggested she might have the ability to in-
trospect. A GHR:PHR (Good human to poor human response ratio) of 
1:3 suggested that she had a tendency to perceive hostility and anger in 
interpersonal relationships. An isolation index of 0.44 suggested that she 
was fairly isolated, which was particularly concerning for a person who 
had an extratensive style of coping. People with an extratensive style of 
coping need to reach out to others in order to cope and solve problems. 
She did not have a single whole human response in the entire protocol, 
confirming that she avoided others and was left with a skewed perspective 
about relationships. This reflected her referring symptom of pulling away 
from life in the world. 

Overall, Rorschach suggested that Ragini’s natural temperament and 
coping style was more emotional than cognitive. Her self-esteem was 
significantly low. Her interpersonal relationships had been confusing—at 
times loving, at times “contaminated” by conflict and lack of emotional 
attunement. All of these interpretations were only in my mind at this 
point. I did not share any of this yet with Ragini. 

At our next session, we did the Early Memories Procedure, a task in 
which the client is asked to describe her earliest memories from child-
hood, narrating them as a scene and then responding to four questions: 
Which part of this memory is the clearest, how old were you, what is the 
feeling about this memory, and if you could change one thing from this 
memory, what would that be? Ragini shared six memories in total, of 
which I am sharing the four that seemed most significant. 

Memory 1: I am in my parents’ house and sitting on my father’s legs 
while he is lying down. I was playing with him, and perhaps the TV is 
on in the background. 

Which part of the memory is clearest to you? Me sitting on his legs 
and holding his knees. 
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How old were you? Perhaps 3 years. 

What is the feeling about this memory? Happy; nostalgic. 

If you could change one thing, what would it be? Nothing.  

Ragini seemed very connected with her feelings as she narrated this 
memory. As I listened, I couldn’t help but smile, conveying a sense of 
enjoying this warm fuzzy feeling with her. I was also happy to see that she 
was beginning to open another door to her emotional world to me. 

Memory 2: I am a little bit older, maybe 3 or 4. My mother had made 
bitter gourd for dinner. I really hated it. I was forced to eat it. Both 
Mom and Dad insisted that if I tried it, I might like it. I tried it, and I 
threw up. Mom got mad at me for first refusing to try something 
I didn’t like and then for throwing up. I began to cry. 

Which part of the memory is clearest to you? Me refusing the food. 
What is the feeling about this memory? Amused. 

If you could change one thing, what would it be? Probably, me just 
eating it and liking it. I think I didn’t even try to eat it. I should have.  

As I was listening to the description of the memory, I felt bad for that 
little child. It felt a little too much to be scolded for throwing up. I was 
struck that Ragini said she felt amused and that she felt she should have 
just eaten the food. I wondered why she didn’t say she felt bad or angry at 
her mom/parents for forcing her to eat something she hated. I decided to 
not bring this up yet. We continued. 

Memory 3: In the place where we stayed, me and my older sister went 
out to play. One day, she ran away to play with her friends and I got 
lost; she would often do that. I was crying. Just walking around the 
place. She found me later, but after about 1.5 hour or so. She was 
shouting at me because I made it harder for her to find me as I kept 
walking instead of staying in one place. We just went home, and I 
cried the whole way. 

Which part of the memory is clearest to you? Me trying to find her; 
that time felt very long. 

What is the feeling about this memory? I probably shouldn’t have 
stuck with her and just played with younger kids. 

How old were you? About 4 years. 

If you could change one thing, what would it be? I wish I just stayed 
home and avoided the whole thing. 
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I nodded my head, conveying a lot of validation for the little child who 
must have felt so lost and scared. Again, I was struck that what she 
wanted to change was to not have gone with her sister, instead of feeling 
let down by her sister and wishing she would have kept her close to her or 
at least not scolded her for getting lost. While I was itching to say this to 
her, I decided it would be better to wait till we reached the end of this task 
so I would not color what she was going to recall next. 

Memory 4: It was my birthday, and there were quite a lot of people in 
the house, but for some reason I didn’t want to go out. I was sitting in 
the room, and I was crying in the room, and they kept calling me and I 
wouldn’t go out. Later, my aunt came into the room, spoke to me for a 
while, took me to the hall where everyone was, then I was fine. 

Which part of the memory is clearest to you? Me sitting in that room. 
How old were you? 4 to 5 years. 

What is the feeling about this memory? A bit bad. It was my 
birthday, people wanted to see me, but I was avoiding them. 

If you could change one thing, what would it be? I should have just 
gone; don’t know why I did that then.  

There was a lot of sadness in the room while Ragini was narrating this 
memory. It was becoming clear to me that she had a strong tendency to 
blame herself rather than other people. I was finding myself feeling strong 
emotions. I asked Ragini how it was for her to tell me some of her 
childhood memories. She replied that she was surprised with all that had 
come out. She said she did not know she had these memories and that she 
had feelings around them. I let her know that I was experiencing a lot of 
emotionality from her in this session, which was different from how I had 
experienced her in the previous sessions. We both agreed that this session 
had been very “powerful.” 

I asked Ragini if she noticed any pattern to her responses to the “What 
would you change, if you could?” question following each of the mem-
ories. She said she hadn’t. I said, 

In many of these memories, you were feeling sad, unhappy, alone, 
and what you wanted to change was your own response to these 
situations, not the response of others. For example, when you got 
lost, you wished you had not gone with your sister and had stayed 
home, but I was wondering if you wished your sister was more 
sensitive to you, took better care of you, or someone realized the fact 
that you must have been so scared having been lost for what felt like 
a long time. When you were narrating this memory, I could not help 
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but think of that little Ragini feeling so lost and alone. It must have 
been so scary for her, and instead of getting comforted around her 
fear, she ended up getting scolded.  

Ragini listened attentively. I asked her to see if she noticed this pattern in 
the other two memories. She nodded. We spoke more about her tendency 
to self-blame and to not see the role of the other’s inability to tune in to 
her feelings. We also spoke about how her feelings may have gotten lost 
in the process and that she ended up believing she didn’t have feelings, 
when in fact, she was a very emotional person. 

Ragini came back after a week. She said that after the last session, 
she went back home and asked her mom why no one ever asked her 
how she felt. Her mom said that whenever they did ask her as a child 
how she was feeling, she would say, “I don’t feel anything.” So, over 
time, they assumed that she was just different and maybe she really 
didn’t have feelings. 

Ragini also said that she was doing more things around the house for 
the last few days. Her mom noticed that her activity level had increased 
and called it “magical.” Ragini added that she was thinking of taking up 
an internship in film-making, which was something she had been wanting 
to do for a while. She said she had identified one good place a few months 
ago but had not pursued it until now. It felt like Ragini had begun to get 
“unstuck”! 

While the Early Memories Procedure session had already felt very 
powerful, I wanted to complete the assessment with the Thematic 
Apperception Test. Not surprisingly, Ragini’s stories had themes of low 
self-esteem, lack of attunement from the mother, and self-blame, which 
matched what was seen on the Rorschach and the Early Memories 
Procedure. 

Ragini’s story for a card showing an older man and a younger man 
was heartening. It was a story of a very good village carpenter who goes 
to the city to find more work. He gets a good job, does really well, and 
lives a much better life. One day, his employer, who is stuck in a legal 
case, asks him to be his witness to help him get out of the case. He 
wants the carpenter to lie. The carpenter knows it is wrong to lie, but he 
is worried about losing his job. First, he says okay, but then he refuses 
at the last minute. He loses everything—his job, his money—and goes 
back to being the carpenter he was. The carpenter feels relieved, while 
the boss is surprised that the carpenter stood up for himself. This story 
conveyed hope in Ragini’s ability to let her true self take over in an 
assertive way. 

We followed this session with an individual feedback session in which 
Ragini and I addressed her assessment questions. The discussion centered 
around how, contrary to her belief, she was actually a fairly emotional 
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person deep down. We also spoke about the possibility that what she 
had been calling “laziness” was more likely unexpressed sadness and 
self-blame. 

Even though Ragini was 19 and technically an adult, within the Indian 
cultural context, it seemed appropriate to offer feedback to her parents 
from the assessment since they had been so concerned about her. In 
India, a 19-year-old is still very much a part of the family, and the psy-
chological separation of adolescence may just be starting around this age. 

The hallmark of adolescence as defined by Erikson … is to evolve 
one’s own sense of self and establish one’s personal identity. This 
psychological separation is supported by the normative practice of 
physical separation from the family, initially in the form of greater 
time spent by adolescents away from their parents and family and 
later as an actual moving out of the familial home. However, in most 
Indian families, children do not leave home unless necessitated by 
educational and job requirements or marriage for girls. Even the 
earlier phase of adolescents’ spending more time with their peers than 
with their families is minimized in most traditional families, though 
it is on the rise in more urban families. Thus, adolescence is not 
experienced the same way in most Indian families as in the west. 

(Gupta, 2005, p. 29)  

Ragini wanted to do the feedback as a family session, but only with her 
parents. She didn’t want to include her sister in this session. Ragini sat 
between her parents. Her father appeared pleasant but was a man of few 
words. Mother was the most expressive, very open and forthcoming but 
probably depressed. I started by expressing my pleasure with Ragini for 
investing so well in the assessment process and for her openness to this 
journey, despite her initial hesitation. The mother spoke about the changes 
she had experienced in her in the last few weeks and expressed gratitude. 

The mother spoke a little bit more about Ragini’s childhood and 
herself as a mother. She had started working just a year after Ragini was 
born, and she could not be there for Ragini much. She felt guilty. She 
said she believed that Ragini was just like her father—she didn’t really get 
emotional easily and maybe she just didn’t have feelings the way the 
mother and her elder daughter tended to. I intervened and said that 
Ragini was very emotionally sensitive and that in many ways this was her 
strength. By now, Ragini was looking a bit low. I stopped the discussion 
and asked her how she was feeling. 

She just shook her head, saying, “Nothing.” 

The mother said, “See, this is how she always responds.” 
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I looked at Ragini and asked her, on a scale of 0 to 10, how angry was 
she feeling at that moment. She said, “Five.” I asked her how sad was she 
feeling. She said, “Eight” and then burst into tears. This was the first 
time Ragini’s parents had seen her cry in a very long time. We gave space 
to Ragini to feel all that she was feeling. 

I said it was very courageous of her to allow himself this experience and 
that it was very heartening to see her parents, especially her mother, being 
able to acknowledge that they might have missed engaging with this part 
of Ragini and that over the years, a faulty belief about her being un-
emotional got established. 

Ragini had decided to pursue her course in film-making in 3 weeks. She 
said she would be leaving the city in 2 weeks’ time. I let her know that I 
would be available whenever she felt the need to talk. I did recommend 
that it would help her to be in psychotherapy. She said she would let me 
know if she wanted to talk. 

What helped Ragini? The specificity of eliciting her early memories, 
coupled with empathic listening on the assessor’s part, lowered her guard 
significantly. Just like her aunt, who stayed with her and helped her face 
the guests at the birthday party, the assessor, by remaining attuned to 
Ragini’s emotional process, supported her in being able to face the 
“collective,” the world. 

Last, the family session seemed to have really helped Ragini because 
(1) she got acknowledgment and validation from the mother about her 
unavailability to her as a young child and (2) she received attunement as 
well as permission to feel her feelings from the assessor. 

Assessment Tools for Therapeutic Intervention 

While psychotherapy and counseling services have become in high 
demand in India in the last 10 years, and even more so since the start of 
the COVID-19 pandemic, assessments in India are still largely cognitive 
(to assess for developmental delays, intellectual difficulties, attention pro-
blems, and learning issues). The high cost of test materials, the inability of 
most clients to afford the cost of assessments, and the lack of advanced 
training in conducting assessments, especially projective tools, are the 
largest obstacles in the growth of use of psychological, and especially 
emotional, assessments in India. Also, at a time when the country is facing 
a serious shortage of mental health professionals who are adequately 
trained to provide counseling or psychotherapy services, rigorous training 
in tools such as the Rorschach Inkblot Test, Minnesota Multiphasic 
Personality Inventory (MMPI), Thematic Apperception Test (TAT), and 
other projective or actuarial measures seems like a luxury most training 
programs can’t afford. 
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As an intermediary option, I have found it helpful to use some as-
sessment tools for therapy. For instance, sometimes, when my counseling 
supervisees have felt stuck while working with a client who finds it hard to 
share spontaneously in the session, I have shown them how to administer 
the Early Memories Procedure and try to use that as a way to get to know 
their client better. Many clients respond well to the safety provided by the 
structure of a “task.” Many of my supervisees have no training or ex-
perience in using this tool, but keeping the Therapeutic Assessment model 
in mind, we make sense of the data in supervision and the supervisee 
counselor is able to then use this understanding to connect with the client 
and help them open up and feel understood. 

Similarly, many of us use projective drawings as a way to connect with 
a child in the initial session. This has been especially useful when, during 
the pandemic, sessions with kids have had to be done online. Sentence 
Completion is a task we often use with children and adolescents as a “fun 
game” that can lead to meaningful and deep psychological engagement. 
The therapist pops up a statement, and the client has to complete it al-
most as a free association. The therapist can create a sentence at the 
moment or think of a few beforehand, keeping in mind the context of 
the client’s life. Assessment tools have become powerful therapeutic 
interventions in many of these situations. 

Conclusion 

Over the last decade, I have had the opportunity to work with many 
clients who were helped through Therapeutic Assessments. In some cases, 
they eventually became convinced to see a therapist. In other cases, they 
did not go for therapy, but the assessment helped them with insight and 
healing. There have also been situations in which a family member (ty-
pically a parent) of a client who was assessed reached out for therapy 
after experiencing it vicariously through their son or daughter. The re-
lational focus of Therapeutic Assessments has worked well with the 
Indian culture—clients’ skepticism about the psychological process gets 
addressed through a transparent process of arriving at an understanding; 
at the same time, “data” tells part of the family narrative and makes it 
easier for the client to share the rest without necessarily feeling a heavy 
sense of betrayal towards the family. 

One of the aspects I enjoyed the most when I was learning how to do 
Therapeutic Assessments two decades ago was the room for creativity in 
helping clients feel understood. Most mental health professionals in India 
experience the limitation of resources—training, experienced colleagues, 
mentors, test materials, financial support, and time. But those of us who 
have grown up in the Indian culture are also quite adept at jugaad— 
creative ways of problem solving using minimal resources. In my 
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experience, the Therapeutic Assessment model’s primary focus on re-
lating with a client while using tools and communication creatively has 
worked well with this Indian mindset of using the resources available to 
address the problem at hand. 

The pandemic has created an environment of grief and anxiety, and 
many more people in India are reaching out for psychological help. While 
this has increased the demands on the limited number of mental health 
professionals, it has also been heartening to see how psychiatrists, psy-
chologists, counselors, and social workers are trying to come together, 
helping each other out through peer support, supervision, consultation, 
and sharing training resources. India still has a long way to go to develop 
adequate mental health resources, but there is progress at many levels, 
especially in the use of creative ways of connecting and relating with 
clients to help them feel seen and understood and to heal. 
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Chapter 7 

Collaborative Assessment 
From a Transcultural 
Perspective: Cooperativa 
Crinali’s Experience in  
Milan, Italy 

Marta Breda, Nicole Fratellani,  
Francesca Grosso, Ilaria Oltolini,  
Benedetta Rubino, and Stefania Sharley   

A Brief Introduction to Cooperativa Crinali’s  
Work with Migrants 

In the last years of the 20th century, Italy went from being a country 
of great emigration—as demonstrated by the percentage of Americans 
with Italian origins—to a country of immigration. The phenomenon 
of immigration to Italy is in fact fairly recent and is constantly 
growing; foreigners living in the country increased from 2.3% of the 
population in 2004 to 8.7% in 2019 (Caritas & Fondazione Migrantes, 
2019; Caritas Italiana et al., 2004). Initially, most migrants arriving in 
Italy were men coming from North Africa or Albania who worked 
in factories or agriculture and women who travelled alone from the 
Philippines, Peru, Ecuador, Moldova, or Ukraine and worked as 
housemaids or carers for children and the elderly. Once their working 
lives were stabilised, these migrants reunited with their families, where 
possible, by arranging their move to Italy. Migration thus brought 
about a new type of client base, who often did not speak Italian and 
who found that local services (healthcare and also social and psy-
chological care) were poorly prepared to deal with new requests and 
unequipped to work with migrant families. 

The attitude towards migrant people in Italy is ambivalent. On the one 
hand, in Italy migrants have free access to some important services, such 
as healthcare and schooling. This is the result of a process of in-
stitutionalisation, which has granted everyone access to these services, but 
could also be rooted in a deep-seated characteristic of Italian culture: A 
strong sense of generosity and a willingness to share with everyone what 
the country has to offer. On the other hand, it cannot be denied that 
Italian legislation regarding welcoming migrants, rescues at sea, citizen-
ship, and asylum seeking has become more stringent and rigorous over 
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the last few years. As far as public opinion is concerned, a few alarming 
details have emerged. Firstly, over half (51%) of Italian citizens perceive 
in a negative way migration flows coming from outside of Europe 
(European Commission, 2019); this is a result of the stereotypically ne-
gative narration on the subject by mainstream media. Another worrying 
piece of data is the significant growth of hate, intolerance, and racism, 
both on- and offline, in Italy and in the rest of Europe (Fondazione 
ISMU, 2021). Racist insults targeting members of minorities, which 
would once have been considered unacceptable, have acquired social 
media visibility (ECRI, 2020). The rise of right-wing parties, in Italy and 
many other European countries, has contributed to the development of 
this climate of intolerance and hate. 

Having witnessed the increasing numbers of foreign women accessing 
local services and hospitals, in 1996 a group of women with diverse 
professional backgrounds (psychologists, social workers, midwives, gy-
naecologists) founded Crinali (an Italian word for the imaginary lines on 
mountain ridges that form the boundaries between watersheds), an as-
sociation that later became a social cooperative. Our Transcultural 
Assessment Group is part of Crinali.1 The aim of Crinali’s work was to 
facilitate the interaction with these new clients (especially women and 
children), to welcome them, to understand them from both linguistic and 
cultural perspectives, and to respond to their health and social needs at 
important times in their lives, such as pregnancy, the birth of children, 
and the children’s placement in school (Cattaneo & dal Verme, 2005). 
The first step was the organisation of a training course for migrant 
women who were competent Italian speakers and wanted to embark on a 
new professional journey modelled on the experience of other European 
countries, that of linguistic and cultural mediators. The choice of female 
linguistic-cultural mediators stemmed from the observation that, in all 
cultures, the helping professions are characterised by a prevalence of fe-
male figures, who are more easily accepted than males. The fact that the 
mediators themselves had experienced and psychologically processed 
their migration and the struggles relating to moving to Italy would help 
them identify with clients’ troubles while also facilitating communication 
with clinicians (not just from a linguistic point of view). 

This is the short story of how Cooperativa Crinali’s work started; 
subsequently, it extended its areas of intervention while continuing to 
collaborate with public services. Linguistic-cultural mediators began 
working in family counselling centres and the “health and help centres for 
migrant women and their children” which were set up in two Milanese 
hospitals. A multi-professional team, which linguistic-cultural mediators 
are permanent members of (Bevilacqua et al., 2001), operates in these 
centres and enables the implementation of a comprehensive approach to 
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the client that deals not just with health problems but also with psy-
chological, social, and cultural issues. As a logical consequence, the co-
operative subsequently began to focus more on the psychological aspects 
of migrant people’s distress. Having witnessed the difficulties migrants 
encountered in accessing traditional psychological services, Crinali acti-
vated a transcultural consultation service (Cattaneo & dal Verme, 2009,  
2020) inspired by the theoretical model of ethno-psychiatry and the in- 
depth and extensive research and clinical practice conducted by Moro 
(1994, 1998) with migrant children and families. 

In recent years there has been an increase in the number of migrant 
children referred by schools to local services for learning or behavioural 
problems and of parents reported to the Juvenile Court for inadequacy 
or abuse (Tribunale per i Minorenni di Milano & Procura della 
Repubblica presso il Tribunale per i Minorenni di Milano, 2018), and 
the need for assessment has become pressing. For this reason, Crinali 
activated a psycho-diagnostic assessment service with a transcultural 
perspective, which our group is in charge of. In brief, our methodology 
is supported by the theory on which Moro’s aforementioned transcul-
tural consultation is based, by studies on multicultural assessment 
(Dana, 2005), and by Collaborative Assessment (Finn, 2007). The latter 
is particularly well suited to work with migrants because it enables the 
clinician to better understand the client as well as their country and 
culture. It is important that the clinician becomes acquainted with the 
individual client’s sociocultural etiquette and attends specific training in 
order to overcome the temptation of an ethnocentric attitude. The 
clinician should also become competent at using (a) the anthropological 
register to recognise cultural factors linked to the psychosocial en-
vironment of origin; culturally significant interpretations of stress fac-
tors; and the role of religion, traditions, and parental and social ties; 
and (b) the psychological register to identify the levels of individual 
functioning; resources and impairments; and the destabilising impact of 
migration and acculturative stress. 

In response to requests from local services, we identified an assessment 
procedure aimed at carefully reducing the risk of pathologizing culturally 
connoted representations, family models, and behaviours. In addition to 
the linguistic-cultural mediator’s presence and the careful use of diag-
nostic tools, we believe it is crucial to arrange a preliminary meeting with 
the referring provider and all the people involved in order to share and 
explain the assessment procedure and collect the questions needed to set 
up the assessment. We subsequently organise  

• transcultural anamnestic interviews, using genograms to explore the 
client’s personal history; 
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• the administration and discussion of acculturation scales to under-
stand the strategies used to face migration and entry into Italian 
society;  

• the administration of tests to assess personality and cognitive 
functioning; and  

• a final summary and discussion session with the people involved and 
the referring provider. 

The final reports, containing the responses to the diagnostic questions, 
are handed to the referring provider and—in the form of a personalised 
letter in both Italian and the client’s native language—to the client. 

Collaborative assessment is not widely used in Italy, and diagnostic 
procedures are often carried out in a much more “traditional” way in 
which assessor and client have distinct roles and the aim of the test ad-
ministration is to identify a diagnosis and treatment. A complete mapping 
of Italian psychological assessment services is not easy to carry out since 
many providers of this type of services are part of the private and non-
profit sectors; this makes it even harder for migrant people who need 
access to these services to find out about them and get in contact with 
them (Médecins Sans Frontières, 2016). Within mental health services, 
migrants may encounter staff not adequately trained to work with mi-
grant clients, poor (or no) use of linguistic-cultural mediation, and little 
flexibility in the use of Western diagnostic categories. However, as far as 
Milan and Lombardy are concerned (the geographical reality we work in 
and thus know best), we have noticed a growing interest in the use of 
collaborative assessment and a greater openness towards a type of psy-
chological evaluation that considers the client as an active part of the 
assessment process. 

The aim of this chapter is to introduce our way of working, which is 
constantly evolving. Migration flows change, and the increasingly more 
frequent and globalised exchange of knowledge influences cultural re-
presentations and often destabilises the reference points of migrant 
people, who have already been subjected to the traumatic experience of 
migration and to the acculturative stress resulting from it. 

The Approach of Crinali’s Transcultural  
Assessment Group and the Essential  
Role of Linguistic-Cultural Mediation 

An assessment can be very stressful and worrying for any client; this is 
even truer for those who are not familiar with the language and the in-
tricate Italian system. Confusion, fear, bewilderment, and sometimes 
anger can characterise the first approach to assessment, not least because 
it can be very difficult for someone coming from a different cultural 
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background to understand the reasons lying behind and the sense in 
participating in such a process. The assessment setting entails the pre-
sence of two assessors and a linguistic-cultural mediator (who should be 
the same person throughout the assessment process). The latter is an 
essential figure for two reasons. The first—and more intuitive one—is the 
necessity of relying on a translation which is as accurate as possible. 
Secondly, the figure of the linguistic-cultural mediator is a source of 
reassurance and trust because she belongs to the client’s country of 
origin; she is viewed as an intermediary with White people, as the migrant 
client never really knows to what extent White people can be trusted 
(Cattaneo, 2015). It is not enough for the mediator to be a competent 
translator; thanks to her knowledge and understanding of both worlds, 
she has the paramount task of enabling the encounter between different 
cultures. Aballouche (2002) compares linguistic-cultural mediation to a 
bridge that not only enables communication and mutual understanding 
between the clinician and the client but also promotes a constructive 
change in the relationship between culturally diverse people. This valu-
able presence can inform us of the client’s relationship with their country 
of origin. A refusal to use their native language could signify either the 
need to exhibit a good command of Italian or the fear of being judged by 
the mediator, who embodies their home culture, or the need to distance 
themselves from their cultural roots. In a situation where anxieties, fears, 
and confusion come into play, ensuring the presence of a figure who can 
be perceived by the clients as similar—as a bearer of the same culture and 
language, as somebody who fully understands their values and way of 
thinking and with whom they can express themselves without the fear of 
constantly being misunderstood—facilitates the creation of a respectful 
and welcoming environment and conveys a willingness to collaborate and 
to understand different points of view. 

For those conducting the assessment, mediation is also essential be-
cause it aids the operation of cultural decentering2 by providing the 
context required to interpret clients’ answers and behaviours without 
mistakes and preconceptions. 

For instance, Said is a Moroccan father who has spent 30 years in Italy 
and has never gone back to Morocco since the day he migrated. He ex-
plicitly refuses the presence of the Arabic mediator by stating he does not 
need it and by choosing to carry out the whole assessment in Italian. 
However, when he encounters linguistic issues and difficulties relating to 
culturally determined mental schemas, he appeals to the mediator in an 
attempt to reduce the intense sensation of shame he is feeling. While in 
Italian Said’s thoughts are vague and indefinite, in Arabic they acquire a 
clearer form and content. Mentally returning to Morocco places him in a 
safe haven that enables him to regulate his emotions and become an 
active protagonist of the assessment. 
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Diagnostic Tools 

Acculturation Scales 

Acculturation scales are usually the first tool we use when we begin an 
assessment. Administering an acculturation scale can be very useful in 
building a therapeutic alliance and selecting the best diagnostic tools to 
use; moreover, exploring the clients’ acculturation strategies3 is essential 
to be able to interpret their test results. We normally use at least one of 
the following scales: A modified version of the Brief Acculturation Scale 
(BAS; Paniagua, 1998), the Multigroup Ethnic Identity Measure (MEIM;  
Phinney, 1992), and the Acculturative Stress Inventory for Children 
(ASIC; Suarez-Morales et al., 2007). All three measures are easy and 
quick to administer and, like almost all acculturation scales, they were 
created and validated in North America. Despite not being validated in 
Italy and hence not useable by us in a quantitative way, after being 
translated and adapted to the Italian context, these scales can be used in a 
qualitative way and additional questions can be asked in order to identify 
responses that may have been influenced by social desirability since cli-
ents may provide socially desirable answers to appear more integrated 
into the host culture and more competent speakers of Italian than they 
actually are. 

Karim is an Egyptian man in his 60s who has been living in Italy for 
almost 20 years. During the administration of the acculturation scales, he 
states that he speaks Arabic only at home with his wife, who moved to 
Italy from Egypt just over a year ago; by contrast, he says he mainly talks 
in Italian with his friends and work colleagues. He declares himself proud 
of his culture and especially of being Muslim. But it only takes a little 
delving into Karim’s daily life to understand that his integration into the 
host culture and interaction with Italian people are actually quite limited. 
In addition, it emerges that he has a strong attachment to his cultural 
roots and that his future plans are completely oriented towards returning 
to his country of origin. Karim states that he rarely goes out, mostly to 
attend important religious gatherings in which he participates as the 
community’s spiritual guide. He adds that his main wish is to return to 
Egypt and start a business there. 

Despite his answers matching an assimilative style, after asking Karim a 
few more questions regarding his habits, we soon find out that behind an 
apparently assimilative strategy hides a separation style and a lack of 
openness towards interacting with the host society, which he sees as a 
temporary home despite the many years he has spent in Italy. It is under-
standable that, while facing an unknown assessment situation, Karim wants 
to provide answers he thinks are “right” in order to appear integrated into 
Italian society and to protect himself from the intrusiveness of the tests. 
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With adults and adolescents, we use a version of the BAS, modified by  
Noseda and Bevilacqua (2002), which explores a few essential areas of 
cultural belonging (language, sociality, and food), and the MEIM (which 
mainly investigates ethnic identity search and the feelings linked to be-
longing to a specific ethnic group). With children, however, we administer 
the ASIC,4 which focuses on migration-related stress and potentially 
discriminatory experiences. 

Mei is an 8-year-old girl; she has Chinese origins but has spent almost 
her entire life in Italy. She is fluent in Italian (which she prefers to 
Chinese), and she talks to her parents in both their native language and 
Italian. When asked if she misses her country of origin, she says she does 
not and she explains that, on the contrary, she misses Italy when she is on 
holiday in China. 

Mei’s acculturation strategy is assimilative, from her responses to the 
ASIC’s items emerge a very strong identification with Italian culture, 
which she perceives as her own, a detachment from Chinese culture, and 
an absence of immigration-related stress. The questions relating to per-
ceived discrimination, however, reveal the presence of discriminatory 
experiences. Despite Mei feeling Italian, she is well aware that she does 
not look Italian to her peers; she explains that it bothers her a lot when 
her schoolmates exclude her from games and activities because of her 
ethnicity. 

The Rorschach Test with Migrant Populations 

The transcultural use of the Rorschach test5 (Rorschach, 1942) is a real 
challenge. Rorschach himself was concerned with issues in the transcul-
tural use of his test and described the cultural differences relating to the 
frequency of psychopathologies and symptoms among the inhabitants 
of the Canton of Bern and those of the Canton Appenzell Innerrhoden in 
his native Switzerland (Rorschach, 1942). Subsequently, Exner (1986) 
noticed that, when comparing data relating to White and non-White 
Americans, his Comprehensive System was not totally suitable for 
transcultural use. The issues relating to the Rorschach’s transcultural use 
are diverse, and close attention needs to be paid during both its admin-
istration and the interpretation of the data. 

As far as the answers to the cards are concerned, people see different 
images according to their culture of origin; the content is the variable that 
is most influenced by the home culture (Nakamura et al., 2007). As in a 
case that we assessed, a client coming from Morocco is likely to say they 
see “ostriches” in Card V since ostriches are animals typical of that 
country and are consistent with the inkblot’s contours. By contrast, this 
answer is so unlikely among the Italian population that it does not even 
appear in the form quality reference table (i.e., the table that includes the 
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answers matching the blot’s contours). This has repercussions both on a 
quantitative level (i.e., on the indices measuring the answers’ content) and 
on a qualitative level (i.e., on the answers’ interpretation and on their 
projective content). As regards the impact on indices, this difference in 
content inevitably leads to a difference in the number of popular re-
sponses (i.e., the most common answers for a particular inkblot). 

For instance, in Scandinavia “Christmas elves” is a popular answer to 
Card II (Mattlar & Fried, 1993), whereas in Italy a common response is 
“Bear’s, Dog’s or Lamb’s Head or Entire Animal.” Evidently, the latter 
will not be a common answer for people who have been exposed to the 
typically Northern European story of Father Christmas and his helpers. 
In a similar way, for the Japanese population the popular response to 
Card VI is not “animal skin” but “musical instrument” (Nakamura et al., 
2007). The strength of the contents is that they are a metaphor for how 
people perceive themselves, their emotions and sensations, and the world 
and relationships. Moreover, precisely because content tells us something 
about clients, it often provides qualitative responses to the assessment 
questions and valuable material for the discussion of test results. More 
specifically, the use of material that is not perceived as foreign or “too 
Italian” can aid the discussion of results, which are not perceived as 
alien from the client. 

After experiencing problems with her husband, a Nigerian woman 
called Tambara was referred to us by the support workers of her re-
sidential home because of her communication difficulties and issues in 
interacting with the staff and the other women residing there. In general, 
Tambara seems isolated from her social environment and not very well 
integrated into Italian society. 

To Card VI, she replies: “Submarine.” 

Where do you see it? 

It’s the entire image. 

A submarine? 

Because there are people inside, here it can take direction and 
communication. 

Do you see people inside? 

No, I don’t see them…. This is the part that stays above water and 
this is the one that goes under water.… And this looks like the door 
to enter …  

In this card which is typically associated with the topic of contact, 
through a metaphor Tambara tells us about her relation and 

142 Marta Breda et al. 



communication issues. Her inability to communicate with other people is 
evident and is certainly amplified by migration (which often leads to 
isolation) and by her poor command of Italian. People are present, but 
they are not seen and hence become inaccessible, hidden behind a door, 
and Tambara describes herself as alone and excluded from a context she 
is struggling to access. At the same time, she also describes her defences 
and her effort to protect herself by placing herself in an environment (the 
submarine) from which she cannot be seen but from which she can look 
out and monitor what is happening around her. Without realising it, 
Tambara provides a description of herself that answers the referring 
providers’ questions (“Why does she struggle to form a connection with 
us and the other women in the home? Why can we not have a colla-
borative dialogue?”). 

The clinician should spend some time explaining—especially if the 
assessment has not been chosen by the client but has been imposed—that 
the test does not have right or wrong answers and that every answer is 
useful in order to collect information that can be of help to the client too. 
The assessor should also bear in mind that the task presented in the test is 
unfamiliar to people who come from other cultures. For this reason, it is 
essential to adopt a position of collaboration and of cultural decentering, 
to explain what is being done and the sense the test has in Italy, and to 
ask if there is something similar in the client’s culture. In order to con-
solidate the diagnostic alliance and better explain the purpose of the test, 
the clinician can provide examples, such as, “It is like when we look at 
clouds and try to guess what they look like.” Clients can also be asked 
which tasks are used in their home country to assess a specific personality 
trait or competence, or which process and which people are involved in 
answering the assessment question that is being investigated. A cultural 
decentering attitude should be maintained even during the interpretation 
phase, since—as highlighted by Dana (2005)—different configurations of 
certain personality variables can have advantages or disadvantages when 
it comes to adapting to different environments, which here coincide with 
home cultures. 

In brief, one should always bear in mind that an attitude, a personality 
trait, a relational modality, or a particular schema of interaction with the 
outside world that makes sense and is functional in a specific cultural 
context could make no sense and may be dysfunctional in a different 
context. When interpreting data, in order to avoid falling into the trap of 
cultural bias, the clinician must pay close attention to the client’s back-
ground and take into careful consideration every possible relationship 
between cultural variables and the test results (Meyer et al., 2015). 

For instance, it makes sense to take into account whether the client 
belongs to a collectivistic or individualistic culture. Recently, while as-
sessing a Chinese female client, we decided to interpret the absence of 
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Texture responses in light of her culture of origin. According to Exner’s 
(1986) Comprehensive System, Texture responses include clients’ per-
ceptions of something as soft, hairy, or with a tactile effect due to the 
inkblot’s nuances. Providing no Texture responses indicates fear of 
physical or psychological intimacy and is interpreted as a maladaptive 
value. However, in this specific case, not providing any Texture responses 
could actually be considered to be functional and adaptive since greater 
relational distance and greater confidentiality are typical of Chinese 
culture compared to Western society. It is thus possible that data that 
appear to be indicative of a distancing attitude simply suggest the 
presence of a modality that, according to Chinese culture, is respectful of 
interpersonal distance. 

Finally, the linguistic-cultural mediator’s presence is always essential. 
In the aforementioned case, the Chinese client provided a high number of 
responses with anatomical content (mostly pelvises, sexual organs, and 
uteri), which—according to Exner’s system—signal anxiety and concern 
about one’s body. The mediator highlighted, however, that this type of 
content is highly unusual for a Chinese person because it involves un-
speakable content and taboos. Before the assessment takes place, it is 
important to allow the mediator time to familiarise herself with the in-
kblots, especially if she has never seen them before, so as to eliminate any 
interference from her initial perception of the test. 

As Dana (2005) highlights, we believe that, overall, the Rorschach is 
a valuable tool in its collaborative use with people who come from 
different countries. In fact, regardless of the place and culture of origin, 
Rorschach’s inkblots are able to activate projective responses that can 
be useful if properly interpreted. This, together with the nonverbal 
nature of the stimuli, enables clients to provide answers that give us a 
lot of information about them and their internal world, and that can be 
used in a collaborative way during the feedback session and in the final 
assessment reports. When clients are faced with a problem-solving task, 
the way in which they solve it provides information that can be gen-
eralised to the way in which they tackle challenges and unfamiliar si-
tuations in their daily lives. The way subjects approach the Rorschach 
test mirrors the way they tackle a strange, unusual, and unknown task 
and reveals their intrinsic resources, the feelings that this type of si-
tuation arouses, and the attitude that the person has when dealing with 
novel situations. From a collaborative point of view, the most valid 
material is content, which—because of its cultural influences—is a 
metaphor for how people perceive themselves, the internal and external 
world, in their language and with reference to their home culture. If a 
decentering and collaborative attitude is maintained, this material be-
comes useful for answering the assessment questions and feeding back 
to clients a description of themselves and of their way of functioning 
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while also highlighting the cultural representations that are part of their 
background. 

The Drawing That Tells a Story: Transcultural Use of the 
Wartegg Test 

The Wartegg Test (Wartegg, 1939, 1953, 1959), better known as 
Wartegg Zeichentest or WZT, is a possible transcultural diagnostic tool 
and can be used in the field of clinical assessment because it is capable of 
exploring the same personal dimensions as the Rorschach, despite the 
differences in development and popularity. The test aims to collect the 
projections of the client’s internal world through their spontaneous 
drawings, prompted by eight ambiguous and incomplete stimuli.6 Free of 
verbal language, it is characterised by unfamiliarity and lack of organi-
sation, despite being semi-structured. This forces subjects to reorganise 
the material in a very personal way, on the basis of their intrinsic moti-
vations. The fact that the WZT provides a careful description of the in-
dividual’s autoregulatory system (between the self, others, and the culture 
in which the individual is immersed) enables it to be used as a transcul-
tural tool. The test is very easy to administer, and it is even possible to use 
mime, thus totally bypassing the language barrier. 

The richness of information that can be obtained from the test has been 
corroborated by research carried out over a period of 20 years by the 
Italian Institute of Wartegg, which has developed the interpretative model 
of the Crisi Wartegg System (CWS; Crisi, 1998, 2013; Crisi et al., 2018). Its 
adequacy in transcultural settings was explored for the first time in a pilot 
study carried out by Oltolini and La Mela (2019) aimed at verifying its 
suitability to migrant populations.7 The test was administered to an ex-
perimental sample of 41 migrant men whose performance was subse-
quently compared to that of an Italian control group. In the foreign group, 
the task was understood and completed by 93% of participants in around 
10 minutes (which is the average time for this test). Seeing that the lan-
guage barrier represents a significant limit to the validity of tasks ad-
ministered to cultural minorities, the fact that only 7% of the sample did 
not understand the standardised instructions can be considered a success. 
Having excluded from the experimental group the three participants who 
did not seem to understand the indications provided by the assessor, the 
researchers were left with a number of participants who were capable of 
tackling the task without particular issues. 

As far as qualitative observations are concerned, the participants ex-
perienced the test as a low-impact task, capable of revealing the areas in 
which migrants invest their psychological resources: Relationships, the 
need to act and produce (i.e., the importance of work and professional 
profile), attachment bonds, and their roots. A qualitative analysis showed 

Crinali’s Transcultural Collaborative Assessment in Milan, Italy 145 



that, compared to Italians, some migrants displayed slightly altered in-
dices, which we hypothesised were the evident result of migration-related 
distress, such as a greater reactivity to the environment, the activation of 
alarm systems, and a reality testing impoverished by hyper-arousal, with 
original if not always elaborate thoughts. The test also identified a gen-
eralised state of inner tension, since the migrants’ protocols exhibited an 
above-average anxiety index and a higher number of special scores, which 
informed us of the presence of sometimes confused or tangential thought 
processes and verbalisations. Acculturation stress was detected through 
an alarming increase in the suicidal tendency index that almost reached 
cut-off levels and called for ongoing mental health care. The intergroup 
comparison highlighted the role of culture and the weight it exerts on 
cognitive functions and thought processes; verbalised answers abounded 
with less vital and more pragmatic—sometimes pathological—content. 
However, this did not affect global cognitive resources since both groups 
obtained a good score in box 6, which is usually linked to the cognitive 
sphere. These data were reassuring and explained why 60% of the ex-
perimental group placed themselves in an adaptive area with sufficient 
coping strategies to face difficulties. 

To sum up, the WZT enables us to paint a clearer picture of the people 
who enter our country, and it can be used as input to promote a more 
profitable therapeutic alliance. When used together with the Rorschach 
test, in addition to making the diagnostic hypotheses more robust, it 
helps the clinician to formulate relevant and comprehensive answers to 
the client’s questions. 

The Use of Cognitive Tests in Transcultural Assessment 

In order for a cognitive test to be effective and useful in the context of 
transcultural assessment, firstly it has to be able to overcome the lan-
guage barrier. In fact, if the client is not fluent in the language the as-
sessment is carried out in, there is a risk of obtaining a performance and 
results that are not representative of the client’s actual abilities. This is 
why we administer tests and subtests that, thanks to their structure, 
enable us to investigate clients’ cognitive resources, the way they ap-
proach the task and their strategies, without the use of the verbal 
channel. For instance, this is the case with the Cognitive Assessment 
System (CAS; Naglieri & Das, 2005); the performance subtests of the 
Wechsler Intelligence Scale for Children (WISC-III; Orsini & Picone, 
2006) and the Wechsler Adult Intelligence Scale (WAIS-IV; Orsini & 
Pezzuti, 2013); the Test di Intelligenza Non Verbale, which is the Italian 
version of the Comprehensive Test of Nonverbal Intelligence (CTONI;  
Hammill et al., 1998); and the Rey-Osterrieth Complex Figure Test 
(ROCF; Stern et al., 1994). 
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A second essential element in our use of cognitive tests relates to the 
purely qualitative way in which we analyse results; in fact, the tests we 
use do not have normative data that are adapted to migrant clients’ 
cultural characteristics and it would thus be impossible to compare 
quantitative results to the normative data. However, the administration 
of performance subtests is carried out in a way similar to cross-battery 
assessment8 (Flanagan et al., 2013), which allows the clinician to ob-
serve how the client approaches the task, which strategies they imple-
ment, and, above all, whether such elements prove to be functional and 
adaptive to the task’s purpose. The underlying idea here is the paral-
lelism between the solution of the task in the here and now and day-to- 
day life. Tests allow us to witness which behaviours are carried out in a 
situation that is stressful, ambiguous, and apparently simple but diffi-
cult to carry out until the end; they also allow us to understand our 
clients’ real potential. 

The CAS is a cognitive protocol based on the PASS theory of in-
telligence (Das et al., 1975), which means it evaluates the processes of 
planning, attention, simultaneity, and succession with the aim of high-
lighting the client’s strengths and weaknesses. As previously mentioned, 
because of the particular context of transcultural assessment, only those 
tasks that can be carried out without a predominant use of language are 
administered (the only area that cannot be investigated is succession as it 
requires the client to repeat unrelated words or meaningless sentences). 
The CAS has many strengths, such as the fact that simple requests gra-
dually become more complex, which enables the clinician to see if the 
client reacts with greater commitment and tenacity or with anxiety, 
worry, and surrender. Moreover, some tasks require time to be measured, 
thus adding another source of discomfort and apprehension. Finally, 
both an observational and an explicit analysis of strategies9 are carried 
out; this enables the assessor to explore the client’s schemas and under-
stand whether the client is aware of them and is able to verbalise them as 
well as to determine whether the clinician’s observations are consistent 
with what is reported by the client. The analysis of strategies is a valuable 
opportunity for the assessor to introduce a collaborative element to the 
assessment; in fact, it might be difficult for the client to independently 
find solution strategies while facing a test, thus risking a stalemate or 
stunted progress. This is what happened to Yana, a Russian woman re-
ferred to us for assessment following an extremely conflictual relationship 
with her partner. 

Yana approaches testing with great commitment and seriousness; she 
deals with the initial clear and simple items in a confident and agile way. 
However, when the task becomes more complex, Yana’s confidence wa-
vers, giving way to anxiety, perhaps in line with a strong success-oriented 
approach linked to her home culture. A growing dissatisfaction with her 
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performance begins to take shape, together with growing stress caused by 
her awareness of the passing of time, which cannot be controlled and 
hence makes Yana aware of the likelihood of making mistakes. To 
protect herself from these uncomfortable sensations, she tries to discredit 
the task, which she defines as childish. This enables her to continue the 
assessment, but only to a certain point because, in the middle of a more 
complex matrix reasoning task, Yana stalls: Time is pressuring her and 
she does not know how to proceed. The only thing she manages to ver-
balise is her own shame over not knowing what to do. 

When something like this happens, the assessor needs to understand 
how to overcome the block; it is clear that, in the moment, Yana is 
incapable of organising her thoughts and planning her actions. What if 
we provided her with a suggestion about how to proceed? Would she be 
able to accept the advice? Would she be able to use it? Would she be 
able to interiorise it and reuse it in similar situations? It is at moments 
like this that the assessor needs to guide the client in overcoming the 
impasse by carrying out what is referred to as scaffolding (Wood et al., 
1976). In this way, it is possible to verify whether the client’s inner 
resources are sufficient and can be supported in order to reach more 
satisfying results. This is what happened with Yana; once provided with 
a possible strategy, not only does she appear capable of accepting it and 
correctly implementing it, but she also appears capable of using it again 
autonomously in similar tasks. Interrupting the test at the first signs of 
struggle and interpreting them as Yana’s inability to overcome a pro-
blem would not have allowed us to witness her ability to accept help 
and, subsequently, to plan a tailored intervention enabling her to fully 
exert her parenting role. While being able to follow external suggestions 
can indicate a functional tendency towards collaboration, it can 
sometimes hide a dependence on external reassurance and fuel a de-
meaning self-concept. 

As previously mentioned, parts of the WISC-III and WAIS-IV can also 
be administered; more specifically, performance subtests enabling the 
calculation of the Processing Speed Index measure the extent to which 
the client is able to follow external instructions and reason in a strategic 
way without being influenced by the worry caused by the stopwatch. 
Furthermore, these types of tasks are definitely less demanding compared 
to other tests—especially projective tests—and can thus be used in an 
attempt to lower the client’s defences, which can understandably be raised 
in an assessment setting. 

Sasindu is a middle-aged Sri Lankan man referred to our service be-
cause of his abusive conduct towards his wife and daughter; defensive and 
prejudiced, he completely devalues the CAS protocol and avoids all the 
emotional stimuli proposed by the Wartegg and Rorschach tests. Because 
of his lack of openness, we decide to administer the WISC-III Picture 
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Arrangement subtest (which requires the sequential arrangement of pic-
tures to tell a story) with the aim of breaching Sasindu’s defences and 
understanding the way in which he arranges time and causality in re-
lationships. Once he has arranged the pictures, we ask him to tell us what 
happens in the sequence, in order to verify that he has actually under-
stood the represented interaction. However, Sasindu does not seize this 
opportunity; he arranges the cards in a confused manner, and the stories 
he tells have no real rationale. 

In addition to the impossibility of establishing a relationship with Mr. 
Sasindu because of his defensiveness, it is interesting to notice the con-
sistency in his performance on all tests, which mirrors the way in which he 
faces everyday life: Sasindu is not capable of being in tune with himself or 
using his resources because he is too busy hiding, an attitude conveying a 
partial and coarse perception of the world and producing inadequate 
behavioural responses. We are thus aware that we will have to work hard 
with him and reassure him in order to reach the minimal alliance needed 
to conduct a realistic and useful evaluation of his resources. 

Feedback Techniques: A Few Ideas 

In feedback and discussion sessions with migrant clients, it is necessary 
to bear in mind a few important elements to successfully complete an 
assessment. In addition to the essential presence of the linguistic-cultural 
mediator, it is important to tailor the use of language, tone of voice, and 
examples to each individual client. In other words, the clinician’s lan-
guage should adapt to the client’s way of expressing themselves and in-
teracting, with the aim of establishing a dialogue, of rendering 
understandable what has been collected throughout the assessment, and 
of answering the initial assessment questions. 

The Use of Metaphorical Images 

An example of the use of symbols and metaphors—especially well- 
suited to work with children and teenagers—is the drafting of a story, a 
fable, individualised according to the client’s age, emotional and cogni-
tive development, and sex as well as the context and family dynamics 
(Dana, 2005). The story is drafted not only on the basis of the in-
formation provided by the child but also based on the assessment results, 
and it contains a message conveying how the protagonist makes some 
positive changes, usually thanks to their family’s support. Most children 
ask for the story to be put in writing; not many migrant children are 
accustomed to having “gifts” that are as personalised and tuned into their 
emotional world. Parents are encouraged to place the story in a place that 
is easily accessible to the child. 
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The use of metaphorical images is useful with adults, too, when writing 
the final report because it renders information more accessible and un-
derstandable. For instance, in the aforementioned case of Yana, we 
thought of a lunar landscape with cold tones, capable of representing her 
tendency to avoid emotional situations that she feels are destabilising. 
This metaphor of her inner world was chosen after discussing with her 
how, during the Rorschach, seeing colours had generated in her such 
anguish that she had started crying. Thanks to the metaphor, it was 
possible to widen the conversation and discuss the important role of 
colours in life. 

In feedback and discussion sessions, starting from what the clients 
themselves produced throughout the assessment process facilitates dis-
cussion as it makes clients feel comfortable, valued, and respected and 
does not require them to navigate uncharted waters. 

Collaborative Feedback 

The discussion of results contributes to building a dialogic dimension 
that could not be more different from a mere communication of data. 
According to Finn’s (2007) model, collaboration means sharing and ne-
gotiating with the client every piece of information and all diagnostic 
hypotheses. As a means and tool to explore new possibilities, commu-
nication between the clinician and the client takes on new meanings. If we 
implement this way of working with migrant people, it is not difficult to 
imagine the positive impact on self-esteem, self-efficacy, and sense of self, 
triggered by providing a mirroring that differs entirely from the one they 
receive in a life often full of struggles and humble tasks and devoid of 
acknowledgement. 

We arrange discussion sessions with the utmost care and sensitivity. 
Throughout our work—and especially during the feedback session—we 
bear in mind Swann’s self-verification theory (Swann et al., 1992) and, 
more specifically, the articulation of information on three levels. In 
Yana’s case, at the first level, we confirmed her need to reach a high 
performance on cognitive tests since that is what is taught in schools in 
her home country. At the second level, we chose to introduce her constant 
attempt to satisfy her personal needs, and at the third level, we included 
her emotion-avoiding attitude, which enabled her to justify her involve-
ment with abusive men and her defensive attempt to demean herself and 
others. It is easy to understand that Yana would not have been able to 
accept this information straightaway and immediately imagine the 
changes she could make; hence, we decided to begin a therapeutic process 
and help her, in due time, to face her defensive system with greater 
awareness. 
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The Bilingual Letter 

The bilingual letter is another useful tool (Dana, 2005). It is necessarily 
brief in order to allow an easier and more immediate understanding of the 
contents. In the letter, we thank the people who enabled us to get to know 
the client and to establish a good relationship with them, and we sub-
sequently sum up what we have learnt from the tests and their history. 
With their personal history, cultural background, and resources, migrant 
people are an example of tenacity and courage in facing difficulties, as 
well as of faith and hope for the future. In other words, we clinicians 
explain what we have learnt thanks to our encounter with the client, 
therefore reversing the idea that they are the one learning from us. It is 
important to bear in mind that the letter, written in both the client’s 
native language and Italian, is in itself a message to convey openness to 
the client’s diversity and to welcome them to our society. 

A Couple of Examples 

Mary and the Lost Diamond 

Mary, a mature-aged woman from the Philippines, is referred to us by 
social services for an assessment of her parenting skills. After reporting 
her husband for abuse, she is temporarily placed in a residential home 
with her two children, a pre-adolescent and a 7-year-old girl. Support 
workers and social services have doubts regarding her capability to 
handle problems encountered in raising her children; it seems as if Mary 
is always in need of support, is not autonomous, and cannot handle 
school, work, or relationships on her own. The social services’ assessment 
question has to do with Mary’s global psychological functioning; like 
many other migrant women struggling with marital abuse, she is alone 
and has no support network. She appears particularly scared during the 
first assessment session, but she is also collaborative and curious to better 
understand her struggles; in fact, she asks the following questions: Why 
do I feel sad when my husband offends me? Why am I incapable of 
defending myself? Why am I struggling to learn Italian? 

Thus, Mary herself seems to recognise that she has a certain degree of 
fragility, a tardiness in taking action, and a tendency to look for external 
support and protection. With these questions, she admits to experiencing 
dysphoric feelings and to looking for a “crutch” (on an emotional and 
behavioural level) that can help her deal with everyday life. 

From a cognitive point of view, her fragility emerges on performance 
tasks; she proceeds quite slowly, struggles with tasks that require plan-
ning, displays a limited range of strategies (probably due to the few op-
portunities to experiment that she has had), and appears more oriented 
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towards practical things. She asks for reassurance, encouragement, and 
confirmation; she has to be encouraged to take risks and change her view 
when there is nothing on the horizon. When she feels she has received 
good instructions, she follows them almost literally, which leaves little 
space for flexibility and personal initiative. This behaviour, on the one 
hand, reassures her and enables her to overcome difficult situations, while 
on the other hand, it fuels a demeaning vision of herself as a weak person 
in constant need of reinforcement. 

In less structured and more emotionally demanding tasks, such as the 
Rorschach and the WZT, a range of negative emotions appears, a de-
pressive core based on the observation that so far nobody has been able 
to consider her a valuable person. B6, the box of the Wartegg Test that 
best describes these processes, requires the client to use the mind’s natural 
predisposition to close open figures by joining two separate marks into a 
single drawing (generally a geometric figure or a construction). Mary 
draws “a diamond,” thus possibly expressing her desire to have more 
transparent and sharper mental faculties that would help her be func-
tional in her daily life. On a symbolic level, she seems to be telling us that 
she wants to “shine” in terms of cognitive efficacy and also reasoning. 
Formal quality, however, cannot support this ambition, and she is aware 
of this to the point that she attempts a new drawing that is even less 
precise than the first one. Mary actually considers herself to be more 
similar to a “worm,” a figure she draws in box B2, which seems to con-
tradict her grandiose ambition. 

In parallel, in the Rorschach test topics emerge linked to self-esteem 
and self-efficacy, Mary’s weak personality traits, probably linked to de-
pressive aspects. The sadness Mary states she experiences when she does 
not feel valued re-emerges when she is confronted by “impacting” in-
kblots, which arouse anxiety precisely because they suggest situations of 
discomfort, which she feels she has to defend herself from. In these si-
tuations, in which she senses a demeaning of herself, she resorts to ima-
gining and simplifying reality in an attempt to escape from a feeling of 
impotence and of not knowing what to do, which would be a confirma-
tion of her poor competences. Because of her anxiety, generated by 
complicated and complex experiences, and because of culturally de-
termined aspects (such as the gender role attributed to Asian women), 
her comfort zone is represented by all those moments when somebody 
else takes charge of the situation. In self-report tasks, Mary reports an 
absence of aspects of suffering. However, this is her answer to Card I 
(traditionally considered to be a self-introduction): “Something old and 
crumpled. Around it are broken pieces. As if they broke the pieces and 
spread them around.” Dealing with these experiences cannot be pain- 
free; Mary dreams of someone who values her, of an expert capable 
of recognising “the diamond’s purity” and of highlighting its beauty. 
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Going back to Mary’s questions, it would be possible to answer her by 
providing the image of a paper boat which is sometimes at the mercy of 
negative emotions. 

Why do I feel sad when my husband offends me? For Mary, it is very 
important to feel appreciated and valued. At the moment, she is incap-
able of finding anything good inside herself; she feels like a “worm,” and 
she looks for sources of external support capable of protecting her vul-
nerable self-esteem. When people whom she has tried to build a strong 
relationship with disappoint her (such as her husband, whom she married 
at the age of 36 and from whom she hoped to receive rather than give), a 
vicious cycle of negative thoughts begins, providing confirmation for her 
sad self-narration. Shame, guilt, and inadequacy are feelings that char-
acterise her experiences as an incapable and undeserving person. Anyone 
would feel deeply hurt and sad if they constantly thought of themselves as 
inferior to everybody else. 

Why am I incapable of defending myself? While at the mercy of both 
“freezing” and painful emotions, Mary tries to turn her gaze elsewhere. 
She does not react, perhaps because she does not have faith in her own 
possibilities. A basic level of trust seems to be missing and to have been 
replaced by a kind of resignation, of fatalistic waiting, of redemption 
fantasies. Her gaze matches the inactivity of someone waiting for some-
thing or someone to change the situation. 

Why am I struggling to learn Italian? Mary is tired and exhausted from 
the mental operation of simplification aimed at avoiding painful emo-
tions, so she sometimes acts in a delegating manner that does not sti-
mulate her cognitive dimension. She accumulates no new experiences; she 
acts according to scripts she has already experienced and fails to en-
counter new opportunities to learn. Acquiring a language has a wider 
meaning that goes beyond simply possessing command of a language; she 
would like to partially give up her certainties (her home culture) and 
launch herself into new explorations. From a certain perspective, the 
discovery of new ways of being is more the beginning rather than the end 
of her story, but she first needs to recover her energy level and faith in a 
world that is not always so threatening. 

The final session with Mary is an emotionally charged moment for all 
those involved. Assessor, mediator, and client discuss openly the diffi-
culties she has encountered in recent years and also the many things she 
has done to overcome her problems. She has never previously found 
herself in the position of being able to openly express all her thoughts; 
nobody has ever asked her what is important to her, and thus she finds it 
surprising to be asked such questions. We agree that the test results 
suggest that she is like a paper boat facing a storm at sea. She herself 
previously recognised her vulnerabilities, but she has never thought of 
herself as brave; facing the waves takes a lot of strength and courage, and 
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sometimes this strength can waver in the face of great difficulties— 
migration, problems with a language she seems incapable of learning, a 
job and a marriage that are not working, children who are growing up. 
Through the analysis of the tasks and of the test results, Mary is able to 
recognise the many things that she has managed to do and the energy she 
has used to control the boat and try to overcome the storm. She re-
cognises that, when focussing on the need to achieve a goal, she can make 
impulsive decisions, but her mistakes decrease when she is given clear and 
comprehensible instructions. She has never thought that facing the 
waves—especially high and dangerous ones—can be exhausting, which is 
why one might let oneself be carried away by the currents, just like Mary, 
who on many occasions has let herself be guided by others with no energy 
left to control the tiller. Exhausted, she seems to have given up on her 
goals, which makes her feel very sad. Allowing herself to feel these feel-
ings starts to make her shame disappear as well as helps her realise that 
no paper boat can survive alone in the middle of the sea. Mary feels 
appreciated, understood, and valued; more confident in herself and her 
abilities, she accepts getting help, and says she will not give up expressing 
her thoughts and wishes. She is—and will always be—the only real til-
lerman of her boat. 

Some Kids’ Intelligence Lies in their Hands 

Boiken, an Albanese pre-adolescent, is referred to social services by his 
school because of his behavioural difficulties, which have led him to en-
counter numerous—sometimes even legal—problems as well as to pre-
maturely drop out of school. It is suspected that he might have an 
anti-social disorder, and a psycho-diagnostic assessment is arranged to 
respond to this particular question. During the first session with Boiken 
and his father, we learn that he has been in Italy for 2 years and that, 
before that, he lived for 11 years in Albania, where he attended school 
before moving to Italy and being placed in a lower grade because of his 
poor Italian. Boiken says he does not like going to school and has no 
intention of going back; he would prefer to start working. His father tells 
us that the boy began speaking very late, around the age of 6, and that he 
has always struggled to learn. He asks: “What is wrong inside his head? 
Why does he not remember things? Why is his school performance in 
Italy poor? Why was his performance poor in Albania too?” 

We initially hypothesised the presence of an attention and concentra-
tion disorder, which is why we selected neuropsychological tasks to 
evaluate inhibitory control, memory, and visuo-spatial reasoning. Boiken 
exhibits a poor performance, poor planning abilities, and no functional 
strategies in solving tasks. Furthermore, despite the presence of the 
linguistic-cultural mediator, he seems incapable of understanding the 
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instructions, and the mediator raises doubts regarding his command of 
his native language. Despite the numerous difficulties, Boiken is colla-
borative, involved in the tasks, and determined to better understand his 
struggles. Moreover, his attention holds for the tasks’ entire duration, 
and we manage to administer a good number of tasks in just one sitting. 
The information collected thus far suggests the need for the hypothesis to 
be reformulated, for the idea of an attention deficit to be abandoned, and 
for the potential presence of a linguistic and cognitive deficit to be ex-
plored. We hence administer neuropsychological language tests in both 
Italian and his native language, as well as some WISC-III performance 
subtests. On these tasks, too, Boiken obtains poor results: Fluency is poor 
in both Albanese and Italian (with scores inferior to those of an average 
8-year-old), but we are surprised by his ability to gradually manage the 
increasing complexity on the cognitive tasks. In fact, he somehow man-
ages to interrupt the accumulation of negative and frustrating results. He 
himself is satisfied and fulfilled: During the administration of the Mazes 
Subtest, he states he is happy because those are the things he likes and 
knows he can do well. The assessment detects a consistent deficit invol-
ving many cognitive domains, and it seems clear that Boiken struggles to 
understand the external world. His problematic behaviours could be re-
garded as a dysfunctional response to not feeling sufficiently valued and 
understood. 

Boiken’s intelligence lies in his hands; he likes making, building, and 
creating. He needs to attend a school that welcomes his abilities in an 
inclusive way and to be supported in a personalised way in order to 
experience life, especially in a work environment, by developing per-
sonal values and feeling an active part of society. Boiken’s case is tes-
timony that sometimes there can be a discrepancy between the question 
raised by social services and that raised by the family, sometimes due 
to culturally different—but not irreconcilable—representations. This 
case also demonstrates that carrying out an assessment is a continuous 
process of adjustments and changes, even during the administration 
itself. We clinicians should not be afraid of being overwhelmed by the 
load that this flexibility requires, nor of opening up to what is new and 
surprising. 

Creating a Process 

In conclusion, so far, our group has experimented with the tools and 
modalities that we described throughout the chapter, but we are aware 
that this work will never end and that we will have to redesign our in-
terventions from time to time in light of the encounters that will take 
place in the future and of the stories that we will be able to create together 
with our clients. 
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Notes  
1 For more information on Crinali, see our website: www.crinali.org.  
2 Cultural decentering consists in being aware that migrants can have different 

cultural representations from the clinician, which the clinician needs to get 
closer to and try to understand (Moro, 2000).  

3 Berry (1997) identifies four acculturation strategies: Marginalisation takes place 
when one neither maintains one’s own culture nor tries to become part of the 
host society; separation is the strategy through which migrants maintain their 
culture of origin while avoiding interaction with the society they entered; as-
similation happens when the desire to maintain the home culture is weak and 
that of interacting with the host society is strong; and finally, integration is the 
strategy through which one tries to maintain one’s own culture while also be-
coming part of the host society.  

4 The ASIC can be administered to children between the ages of 8 and 12. It 
comprises two main factors: Perceived Discrimination and Immigration-Related 
Stress. The former includes injustices the child feels they have been a victim of 
and feelings of exclusion and marginalisation, while the latter relates to feelings 
linked to the experience of living in a new country, far away from one’s country 
of origin, and to potential difficulties caused by having to communicate in a 
new language.  

5 The Rorschach test is a well-known projective psychological test in which 
subjects are asked to interpret ten inkblots presented on ten separate cards.  

6 The eight stimuli (dots, lines, and shapes) are presented in eight separate boxes 
on a single sheet of paper; each of them differs from the others and aims to be 
suggestive of a specific design. The client is instructed to complete the drawings 
using the stimuli.  

7 This pilot study was conducted with the collaboration of the Italian Institute of 
Wartegg, which supervised the scoring and marking procedures and processed the 
statistical data by comparing them with the data contained in the Italian archive.  

8 Cross-battery assessment is a methodology that was introduced in the 1990s 
and involves the use of information collected from a variety of tests in order to 
gain more specific and detailed information.  

9 The idea underlying the analysis of strategies is partially based on Kaplan’s 
(1988) Boston process approach, which “warrants close observation of beha-
viour en route to a solution” (p. 309) and involves an analysis of the mistakes 
and processes through which the client tries to solve a problem (Libon et al., 
2013). Our assessment group investigates strategies once the task is completed 
and not while it is being carried out (as suggested by the Boston Process 
Approach), but the purpose remains the same: Understanding how the client 
solved the task and identifying potential blocks or inaccuracies that hinder the 
achievement of a satisfying performance. 
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Chapter 8 

“Different Cultures  
Wear Different Shoes!” 
Therapeutic Assessment with 
a 17-Year-Old Immigrant  
Boy in the Netherlands 

Hilde De Saeger and Inge Van Laer    

In practicing Therapeutic Assessment (TA) over the past 10 years, we 
have worked with many different clients and their families. As has been 
said several times, you keep your TA clients with you. This is especially 
true for this Dutch Moroccan boy and his mom. TA helped them to find 
each other again as well as enlarged their hope and trust in the flexibility 
of human beings. At De Viersprong, a center for adults and adolescents 
with severe personality and conduct disorders in the Netherlands, we 
have several evidenced-based treatments. Although we operate in the 
larger cities of the Netherlands, only a minority of our client population 
has a non-Dutch, non-White ethnic background. The exception is the 
families who are referred by the court to get multi-system therapy and 
functional family therapy because of their behaviors which cause pro-
blems. The fact that we get few referrals is not unusual as only 5% of 
Moroccan adolescents find their way to mental health care vs. 9.3% of 
native Dutch adolescents (Tierolf et al., 2017). Research shows that there 
are several reasons for this phenomenon. First, the Moroccan culture is 
less action prone than the Dutch culture. In addition, there is fear about 
mental health care in general; the recognition of the problem is different 
and limited; and, last but not least, the expectations differ greatly towards 
mental health care. Distrust and negative experiences keep the Moroccan 
community at home (Tierolf et al., 2017). Mental health problems gen-
erally are not accepted in the Moroccan community—thus, they are more 
frequently expressed as physical complaints. 

Since 2011, we have been using the TA model at De Viersprong to 
conduct our assessments. TA is a semi-structured model developed by 
Stephen Finn based on the early work by Constance Fischer (Fischer, 
1985). The core value is a close collaboration between the assessor and 
the assessed in combination with respect, compassion, and openness 
(Finn, 2009). In Therapeutic Assessment with adolescents (TA-A), we try 
to encourage the parents to commit to the assessment because of the 
importance that both the adolescent and their system make a shift in their 
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existing story. TA-A starts with an initial session with the adolescent and 
the parents to strengthen the alliance with the multiple participants, who 
often have a hard time understanding each other. All the members are 
invited to formulate their own questions for the assessment. This initial 
session is followed by several test sessions, depending on the questions. In 
our centre, we use a variety of instruments, such as basic intelligence 
testing and screening and testing for developmental disorders, along with 
self-report and performance-based tests. After each test, we offer the 
extended inquiry in which both the adolescent and the parents are asked 
about their experience of the test and are invited to explain further 
questions the psychologist may have. 

The next step is the assessment intervention session with the adolescent. 
This is often a more creative session in which hypotheses are checked 
by bringing the problem into the room and exploring some new, alter-
native behavior. It is followed by a session with the parents in which we 
check the same hypotheses to get some idea about their understanding 
of the problem. We focus on the interaction between the parents and 
the adolescent. Finally, we hold a summary/discussion session with the 
adolescent individually and then with the parents in which we discuss 
the answers to the assessment question. We then write letters to each 
participant (Finn 2007; Tharinger et al., 2013). Importantly, in the 
Netherlands we were in the past limited in the number of hours we could 
spend on an assessment, and this was the case in the assessment described 
below. For the same reason, we always work with only one assessor on a 
case, and that assessor works in close collaboration with their colleagues. 

We are charmed by this model because it helps us and our clients to 
understand their dilemma of change1 and the power of their maladaptive 
coping strategies. TA also gives words to the strengths and the flexibility 
of the family systems. This approach helps our clients discover their 
focus and need for therapy, it provides hope, and it helps to restore 
the epistemic trust that is so powerful in therapy (De Saeger et al., 2016;  
Kamphuis & Finn, 2019). Epistemic trust (ET) is “trust in the authenti-
city and personal relevance of interpersonally transmitted knowledge” 
(Fonagy & Allison, 2014). Needless to say, this degree of trust is ex-
tremely different when you have to rely on a community that differs 
greatly from your own and that has not always treated you respectfully. 
Some healthy mistrust is to be expected. This becomes even more 
complex when clients start to develop epistemic hypervigilance (EH) in 
reaction to their attachment trauma. We believe that TA can be of great 
use in the restoration of ET (see Kamphuis & Finn, 2019). 

In working with clients with different ethnic backgrounds, Therapeutic 
Assessment has proved to be more useful than the traditional assessment 
model. Assessments with these clients are complex because the cultural 
factors must be checked continuously. The case conceptualization needs 
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to be well-founded due to the different problem analyses and different 
understandings of behavior in different communities. These clients need 
an understandable explanation about the procedures and the tests. It is 
important to pay attention to the different health visions to deepen the 
understanding of the problem (Finn, 2007 Hoogsteder & Dias, 2017;  
Mercer, 2011; Tharinger et al., 2013). 

Therapeutic Case Study 

Referral and Phone Contact 

A few years ago, Rayan,2 a 17-year-old Moroccan boy, was referred to 
De Viersprong by his social worker. Rayan’s social worker told the 
assessor she could not understand why Rayan was behaving badly, 
knowing that his mother was working hard to create a good life for her 
and her kids and trying to become integrated into and accepted in Dutch 
society. This meant Rayan’s mother was in a constant fight against pre-
conceptions about being Moroccan. Recently, Rayan had rejected every 
offer of help despite his suffering and the worries of his mother. To get a 
better understanding about what was going on and why previous help 
had not succeeded, his social worker referred him for an adolescent- 
focused TA. 

Rayan was born in the Netherlands in a Moroccan family; both his 
parents were first-generation immigrants. It is important to note that 
although Rayan was born in the Netherlands, he is considered an im-
migrant and does not automatically acquire Dutch citizenship, but retains 
his Moroccan nationality. In Holland, there are strict government po-
licies regarding foreigners attaining citizenship. Rayan had been in dif-
ferent kinds of therapy for 8 years because of behavioral problems and 
more recently more internalizing problems as well. He had received in-
dividual therapy, creative therapy, training to improve his social skills, 
and resilience training. In the past, he had had several psychological 
assessments, which included IQ testing and attention deficit assessment 
(ADHD testing). He was diagnosed with ADHD, which didn’t feel right 
to him. For some reason, however, the problems kept on increasing; 
he became “locked in,” became more and more disobliging, and became 
verbally aggressive. During the social worker’s phone conversation with 
the assessor, Rayan was described as quickly irritated, impulsive, arro-
gant, and verbally aggressive, which could end up with him being vin-
dictive. The way Rayan was described matched the stereotyped ideas that 
exist in West Europe—that Moroccan boys are aggressive, vindictive, 
and externalizing. Besides this aggressive attitude and behavior, Rayan’s 
social worker also mentioned that Rayan felt rejected as soon as anyone 
gave him feedback. She mentioned low self-esteem, suicidal ideations, 
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threats to commit suicide, and troubled relationships. At the time of the 
referral, everyone, including Rayan’s family, was giving up on him, and 
he in return was giving up on himself and the world. 

During the phone contact with Rayan’s mother, the assessor could feel 
the mom’s fear and despair. She told the assessor that Rayan was com-
pletely demoralized, that he was convinced he was a lost cause. He had 
lost all confidence in people wanting to help him, therapists in particular. 
In her description of Rayan, his mother mentioned a lot of what we 
would describe as epistemic hypervigilance in Rayan’s attitude towards 
the world. Mother was exhausted, desperately looking for some kind of 
solution. She felt that she couldn’t recognize her son anymore—he was 
slipping through her fingers. She felt ashamed about the behavior of 
her son and what it said about her “failure” as a mother. Although she 
agreed to the assessment, and expected Rayan would do the same, she did 
so not out of hope but out of guilt. The assessor felt that the mother felt 
she had to be the superior version of herself. At the same time, the as-
sessor felt her own demoralization; what could she possibly offer that no 
one had already offered? 

During the phone contact with Rayan, the assessor noticed that Rayan 
was kind and friendly but didn’t talk much. Because the assessor knew 
about his demoralization, she didn’t push Rayan too much and instead 
explained to him what TA was like and what he could expect. He agreed 
to make the appointments and assured her that he would show up. 

Initial Session: Alliance and Assessment Questions 

When the assessor met Rayan for the first time, she was surprised. 
Rayan was charming, open, made contact very easily, and had a big smile 
on his face. This was a huge difference from the assessor’s expectations. 
Rayan did not meet the expectations of a 17-year-old troubled boy, and 
he did not at all present as the rejecting, suicidal, desperate boy described 
by his mother and the social worker. The assessor had expected him to be 
withdrawn, irritated, hypervigilant, not wanting to be there, and maybe 
aggressive and arrogant towards a female assessor. Apparently, the de-
scription of Rayan’s problems activated stereotyped ideas in the assessor 
and made her feel a little hypervigilant herself. Although the assessor 
liked Rayan, she also struggled with the discrepancy and grew curious. 
She wondered: What was Rayan’s reason for presenting himself in an 
open way with a big smile, knowing that he really didn’t want to be 
there? Was Rayan’s charming attitude a smokescreen, a way to hide and 
mislead the assessor, to “get away”? After all, he was quite experienced 
with therapy. She decided to write down the discrepancies and keep 
them in mind—to go slow and stay close to the “not-knowing stance.” 
She planned to include Rayan and his mom in every interpretation and to 
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check in with colleagues about her own “racial enactments.” She fell back 
on her main values of staying emotionally attuned, being aware of any 
disruption, and being as transparent as needed. 

To understand the health care history of Rayan, the assessor told 
Rayan what she knew and how she understood the information about his 
past therapies. She invited Rayan and his mother to tell their under-
standing of the past 8 years in mental health care. The assessor focused 
on Rayan’s experience and tried to figure out his narrative about his sense 
of martyrdom. His mother helped him to remember all the different 
therapists. At the end, Rayan told the assessor he was done with all these 
people, saying they knew him and wanted the best for him. But, in reality, 
they all failed to make things better, just like his family, who had tried to 
start all over again a few times in their lives to achieve a better life. At this 
point, Rayan was describing his deep disappointment not only in mental 
health care but also in the entire society, thus confirming the hypothesis 
of elevated epistemic hypervigilance the assessor had formed. 

The demoralization entered the room in the purest form it could be. 
Because of the family’s deep disappointment in previous helpers, the 
assessor decided to be transparent in what she thought she had to offer. 
She told Rayan that it was not her intention to make him better, to repair 
him. Her only intention was to try to understand him and his mother and 
how things had ended up the way they were. The assessor gave them the 
opportunity to stop at any time they wished. Both of them were very clear 
they did not want to have a variety of therapies any more. The assessor 
was clear she wanted to give it a try but that she could only do this in 
collaboration. 

Rayan was invited to formulate assessment questions, and he came up 
with one question:  

1 How can I deal better with emotionally difficult situations? 
Rayan’s mother had three questions:  

2 How can I understand how we end up so frequently fighting or 
in conflict?  

3 What can I do to help Rayan not get so angry?  
4 What kind of therapy will help Rayan the most? 

Rayan agreed on only two questions different from everyone elses:  
5 How can we understand my problems concentrating and being 

restless?  
6 What kind of therapy would help me the most? 

Next, the assessor discussed the question posed by Rayan’s social 
worker. She wanted to know, how should we understand why Rayan is 
taking care of everyone but himself? Rayan was upset by this question 
as well as question #3 about his anger. He seemed to lose hope again 

164 Hilde De Saeger and Inge Van Laer 



and wanted to stop. The assessor took the time to explore Rayan’s 
feelings about this question. Rayan told her that a lot of people around 
him seemed to think he couldn’t take care of himself, but they didn’t get 
it and that made him feel angry. This feeling of not being understood 
and “seen” seemed to be of great importance to him. Without com-
pletely understanding, the assessor decided to stay close to Rayan’s 
feelings and checked to see if he was willing to modify this question in 
a way to make it useful to him. Rayan ended up with the following 
question: 

Why do others think I’m neglecting myself? 
By modifying this question and making it his own, Rayan was able to 

rejoin the assessor. For the second time, she was surprised as she had 
expected Rayan to reject the questions related to ADHD since he did not 
agree with this diagnosis. To her, the question about self-neglect felt 
positive, but Rayan seemed unaware of this aspect of it. This was also 
the first time she had heard that people found Rayan to be caring towards 
others. At the same time, she did feel the big disconnection between 
Rayan and the world. 

The initial session ended with Rayan, mother, and the assessor looking 
back on the session. Rayan said he somehow had become curious 
about what kind of questionnaires and tests could possibly help to find 
answers to the questions. Rayan also wanted to know what the assessor 
was thinking about everything they had discussed before. The assessor 
decided to tell him she was surprised by his willingness to participate as 
well his curiosity and thanked him for wanting to work with her. For the 
assessor, it felt Rayan was moving towards an ambivalent state regarding 
the assessment. He wasn’t yet rejecting her, and he even had gotten a little 
curious, but he was still cautious because of his previous experiences. 

Test Sessions, Timeline, and Family Tree 

In the next meeting, Rayan, his mother, and the assessor first discussed 
complementary reactions to the initial session to address any concerns 
and to check if they still felt all right with the questions. Rayan and his 
mother both felt understood during the previous session and were still 
feeling comfortable with the assessment questions, the way they were 
formulated and put on paper. Reassured by the words of Rayan and his 
mother, the assessor asked Rayan to complete the Minnesota Multiphasic 
Personality Inventory-Adolescent (MMPI-A; Butcher, 1992) after ex-
plaining to him that this questionnaire could give information about how 
he usually deals with emotions. It could offer some ideas towards an-
swering Rayan’s question as well as the question his mother formulated 
about the anger and the conflict between them. We carefully thought 
about his taking the MMPI-A and the Dutch norms. Rayan was verbally 
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intelligent, he was born in the Netherlands, raised speaking both 
Moroccan and Dutch, and had always been in school. We did think 
about the different culture he lived in and how this could influence 
the results as there are not a lot of Moroccan boys in the norms. The 
MMPI-A manual (Archer, 2015) states that 20% of the normative group 
had a different ethnic background than the original standardization 
sample, which is comparable to the percentage in Dutch society. 

After finishing the MMPI-A, the assessor invited Rayan to share with 
her how he had experienced completing the questionnaire. As many 
adolescents do, he told her that there were a lot of questions. Rayan 
responded that some of the test questions made sense and others were, 
as he put it, very strange. The assessor explored with him whether there 
were questions he felt ambivalent about. Rayan told her he found it 
difficult to make a choice between true or false for items that were about 
feeling comfortable among a group of people. He felt the need for more 
nuance in his answers. 

Looking at the MMPI-A profile, the validity scales showed that he 
had taken the test honestly and seriously, with F-scale 51, TRIN 67 F, 
and VRIN 54. This not only gave the assessor some news about the 
test attitude but also about how Rayan was feeling about the proce-
dure so far. The MMPI-A clinical scales showed an elevated scale 2 
(Depression) with 85 as well as an elevated scale 1 (Dealing with 
physical complaints) with 81 and scale 3 (Suppression of pain) with 84. 
Without going into too much detail, Rayan revealed throughout the 
MMPI-A that he was feeling down most of the time as well as ex-
periencing many physical complaints. He indicated physical complaints 
and health concerns that might be related to some psychological 
components, such as tension and discomfort, which was a little beyond 
what the assessor expected because of the rather low results on the F 
scale. It seemed that Rayan did not really make the connection with 
the burden inside of him. This code type often refers to clients who 
have learned to hide their negative emotions and avoid conflict in 
relationships. This way of coping with emotions must have been useful 
during earlier periods in his life. The backside of dealing with emotions 
this way is that depression is overlooked, that negative emotions keep 
being labeled as weak, and that physical complaints show that things 
are not okay. This MMPI-A profile gave the assessor a sense of what 
was going on. It gave her some empathy for the long history of ne-
gative emotions that must be locked inside of Rayan, and it made her 
curious about why he had to keep up appearances. It also gave an 
understanding of the social worker’s assessment question “How can we 
understand why Rayan is taking care of everyone except himself?” and 
why Rayan got so angry about this assessment question. It was still 
“level 25”3 at this moment in the assessment. 
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While Rayan was completing the MMPI-A, his mother was asked to 
draw a family tree. When the assessor met the mother, she was wearing a 
headscarf, which was traditional in her culture, yet she also had a strong 
drive for equality between men and women. She spoke perfect Dutch and 
could handle both cultures in a collaborative way. The mother explained 
that she came to the Netherlands at the age of 3 together with her parents. 
Some years later, her parents brought her back to Morocco, where they 
left her. She was raised by her grandparents without having any contact 
with her parents, brothers, or sisters. When she turned 18, her parents 
brought her back to the Netherlands to take care of the younger children 
because a younger brother was behaving badly. Back in the Netherlands, 
she discovered her father’s addiction to alcohol and drugs. Due to the 
addiction, there was a lot of aggression at home as well as financial 
problems. Mother said she felt ashamed as her father and brother met the 
stereotypes about Moroccan males. This conflicted with the traditional 
values she brought with her from her grandparents and her life in 
Morocco. She expected everything to be better in the Netherlands and 
found out that she had been misled by her parents. 

Secretly, with help from a neighbor, she managed to learn Dutch, and 
after a lot of difficulties due to a lack of support from her family, she 
managed to go to school and get her first job as a translator. At the age 
of 21, her family arranged a marriage for her. She didn’t want to give 
up the freedom she had been fighting for and contacted a Moroccan 
man she had met sometime before whom she thought her family would 
agree to. She asked whether he wanted to marry her, so at least she was 
in charge. This man became her first husband and Rayan’s father. They 
had three children, of whom Rayan is the youngest (brother +3 and 
sister +7). History repeated itself; her husband became physically and 
verbally violent towards her and the children as the result of alcohol 
abuse. In addition, there were a lot financial problems as her husband 
refused to work. Despite her ethnic background and her role as a 
mother, she kept working as a medical secretary. When Rayan was 4, 
mother decided to divorce, although she was afraid of her family’s 
reaction and the possibility that the family of Rayan’s father could 
become vindictive. The divorce took about 6 years before it was fina-
lized. During these 6 years, there were many conflicts that Rayan wit-
nessed. Right after the official divorce, when Rayan was about 10 years 
old, his father abducted him to get back at the mother. After a few 
weeks trying to get her child back, mother informed the police, and they 
found Rayan severely neglected. This is about the time Rayan came 
into mental health care. 

While the mother was describing these traumatic life events, the as-
sessor noticed she expressed no emotion at all. When asked whether she 
recognized this observation, the mother told the assessor that this was the 
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only way she could deal with all the bad things that had happened in her 
life. This seemed to be the same coping strategy the MMPI-A revealed 
about Rayan when he had to deal with emotional situations. Despite 
mother’s detachment, the assessor felt deep respect for her and some 
connection. 

After this period, at the age of 11, mother decided to marry a new 
man. Mother herself described her second marriage as another escape. 
She knew about the poverty single mothers had to deal with and 
wanted a better future for her children. (In the Netherlands, 15% 
of Moroccans live in one-parent families. Research shows that 16% of 
Moroccans living in the Netherlands have severe financial problems, 
and in the slipstream children of single mothers develop more conduct 
and emotional problems [Colpin et al., 2000].) Mother met her hus-
band in Morocco. They had known each other from their youth. He 
told her he had always been in love with her, and she felt the oppor-
tunity to start all over again. She felt protected from her ex-husband, 
who was threatening her and the children. From the start, Rayan and 
his stepfather had a troubled relationship. Rayan did not accept the 
new father figure in his life. He was afraid that the new man in the 
family would be aggressive as well, so he felt the need to protect his 
family against this danger. 

When Rayan was 14, his biological father suddenly left for Morocco 
without saying goodbye. Since then he has had no contact at all with 
his father or extended family in the Netherlands. Rayan is very upset 
and angry with his father’s disappearance and abandonment. Mother 
thinks Rayan is projecting all his anger about his father onto his 
stepfather. Because of the troubled relationship between Rayan and his 
stepfather, mother decided that Rayan did not have to help in the fa-
mily business despite the expectations in their community, where it is 
very common that children start working in the family business once 
they are old enough. Instead, she wanted Rayan to study hard to get a 
university degree so he could have a better and easier life than she had. 
The traumatic events mother talked about, like the abandonment by her 
parents, the prohibition against learning Dutch and going to school, 
the expectation of an arranged marriage, and Rayan’s abduction were 
related to culture and did raise a lot of questions. Although the assessor 
was trained in using her curiosity by asking questions and trying to 
get in mother’s shoes, she also noticed afterwards she had been more 
hesitant than she would have been with a Dutch family. After com-
pleting the family tree, mother was asked to complete some ques-
tionnaires to screen Rayan for ADHD criteria. The results showed few 
signs specifically suggesting ADHD. No criteria were met for hyper-
activity, nor for attention problems. The only thing mother did endorse 
was Rayan’s restlessness. 
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The assessor reviewed this information and thought carefully about 
various hypotheses. She started thinking about trauma and anxiety, 
which had not been mentioned anywhere, as well as the same coping 
strategy that mother and Rayan used in which they hid their negative 
emotions by always looking on the bright side of life, working hard, and 
taking care of others. She decided to introduce a performance-based test, 
expecting this would help to gather information about Rayan’s coping 
strategies as well as his strengths. Because of time limitations, she decided 
to do only the Rorschach. 

In the next session, the Rorschach was introduced and administered 
according to the R-PAS system (Meyer et al., 2011). When he was being 
introduced to the Rorschach, Rayan told the assessor that it seemed 
like a really strange test to him. The assessor agreed with him and told 
him she could definitely understand his feeling since she had had the 
same kind of feeling several years ago when she had been introduced 
to the Rorschach. So, the assessor decided to share with Rayan the 
doubts she had herself about the Rorschach when she was asked to 
get trained in it. She told him that, ever since then, she had respected 
this test more and more because every time she noticed that the in-
formation the Rorschach revealed was very useful. In fact, this test had 
become one of her favorites. The assessor noticed her self-disclosure 
was appreciated by Rayan. After finishing the Rorschach, Rayan was 
asked (among other questions) if there might be some answers that had 
crossed his mind but he had not verbalized. The following exchange 
ensued, with the assessor being careful to take half steps: 

Rayan:  There was one indeed on this card. [He pointed to card X.] 
Assessor:  Do you want to share your response with me about that card? 
Rayan:  That card makes me think I am standing alone in the middle 

with all the others standing around me. I don’t like that much. 
Assessor:  You don’t like that much? 
Rayan:  All those people are looking at me. It makes me feel 

uncomfortable because they might see what’s going on inside 
of me. 

Assessor:  Oh, that sounds uncomfortable indeed. What I often hear 
from teenagers I’m working with is that most of the time 
they’re quite inventive and have their own tricks to deal with 
this kind of uncomfortable situation. Is that something you 
recognize in yourself? 

Rayan:  Maybe some kind of wall? 
Assessor:  Maybe some kind of wall, and what does this wall look like 

for you? 
Rayan:  I don’t know. I do know I push other people away. 
Assessor:  You push other people away?!? 
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Rayan:  By being angry, maybe aggressive sometimes … 
Assessor:  So being angry, aggressive, sometimes helps you to build a 

wall that keeps others away so they can’t see what’s going on 
inside of you? 

Rayan:  Yeah, may be …  

Next, the assessor asked Rayan to draw a timeline and write down all the 
important moments in his life to get a better understanding of why this 
wall needed to be there and to get a glimpse of what was behind the wall. 
The things Rayan pointed out were a good childhood, his parents’ 
fighting, the new marriage of his mother, and the abandonment by his 
father. He just touched on the abduction, and he did not mention the 
addiction. In discussing his timeline, Rayan told the assessor he had a 
good childhood, although he was often frightened by the yelling down-
stairs between his parents. His mother used the words “playing rough” 
instead of “fighting” to describe what was going on downstairs. Although 
Rayan was the youngest sibling, most of the time he was the one who 
went downstairs in an effort to intervene and make his parents stop 
fighting. He spoke very briefly about the abduction by his father and then 
switched to the time his mother married his stepfather. He said he had 
never liked his stepfather because he only paid attention to Rayan when 
he needed him to help in the family business. This made him feel not 
accepted and understood by his stepfather. Rayan said he felt abandoned 
by his father. When he was telling this, he realized that this must have 
been about the time he started getting angry and verbally aggressive and 
developed an arrogant attitude. He wrote down the word “wall” on his 
timeline. At that moment, Rayan told the assessor he was tired. Although 
the assessor still had a lot of questions, she decided to listen to Rayan and 
not push too much because he had worked tremendously hard, and she 
remembered from his responses on the MMPI-A self-report measure 
that his being tired was probably a reflection of his being emotionally 
overwhelmed and possibly feeling ashamed as well. 

Results of the Rorschach indicated that Rayan was a sensitive boy 
who was able to notice nuances and subtle details (elevated perception 
of small, unusual details, Dd%), which could help explain why Rayan 
was always the first one who noticed there was something going on be-
tween his parents. Rayan was interested in connections with others and 
saw relationships as potentially supportive and collaborative (elevated 
Cooperative Movement, COP, and Mutuality of Autonomy Health, 
MAH). There appeared to be a somewhat egocentric presentation (ele-
vated Card Turnings and Reflection responses), which matched the 
arrogant attitude described by Rayan’s social worker and his mother. 
Rayan seemed to cope by spontaneously, maybe even impulsively, re-
acting to and interacting with the world (low Human Movement 
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Proportion, M/MC), which often resulted in the conflicts and fights 
mother had described in her assessment question. The R-Pas gave us 
more “personality in action.” It revealed a part of Rayan that had not 
been seen in the assessment before. It helped make the assessor under-
stand that his gentle and kind presentation was not just socially desirable 
behavior. This was a strength as well as a characteristic that was im-
portant to Rayan because he liked to help and take care of other people 
and was good at it as well. This, combined with Rayan’s sensitivity and 
his spontaneity and, at times, his impulsive reactions to what is going on 
around him can result in anger, which is expressed in an aggressive and 
arrogant attitude. Rayan’s behavior seems to distract other people; he 
seems to serve as the ideal lightning rod. 

Assessment Intervention Session 

In preparing for the assessment intervention session, the team discussed 
an intervention that could help Rayan better understand the function of 
his “wall” because the hypotheses at that moment were that his wall could 
protect him from experiencing negative emotions (Rayan’s question) and 
could avoid or decrease family conflict and fights (question form the 
social worker about Rayan taking care of everyone). Besides having a 
better understanding of his behavior, the team hoped that Rayan could 
also become more compassionate towards himself. They came up with 
the idea of asking Rayan to show how each individual in his family was 
related to him. In his arrogant stance, he might put some people far away, 
the ones who annoyed him. We hoped to help him understand how im-
portant they were to him, how he was devoted to them, and how much 
this perspective might cost him. 

When the assessor met with Rayan for the assessment intervention 
session, she asked if he had anything to add to the previous session 
since that had seemed a pretty heavy session. Once again, he gave her a 
big smile and he told her that he felt really tired after that session and got 
curious about the wall they had discussed together in the previous 
session. She asked him if he was willing to continue the search for what 
was behind his wall, which he agreed to. She asked him to write down 
the names of his family members on cups and place them on the table 
in a way that felt good to him. As the assessor expected, Rayan took a 
cup for himself, mother, stepfather, sister, sister’s daughter (his niece), 
and brother. He chose not to mention the ex-husband of his sister because 
they had got divorced recently and Rayan felt her ex-husband had failed 
in his role as a father and husband. As he had told us during the extended 
inquiry of the Rorschach, he put himself in the center with everyone 
around him with more or less distance between them. Rayan said he was 
very sensitive to what others felt, which was consistent with the results 
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of the Rorschach and what he wrote down on his timeline. He disclosed 
he didn’t like the feeling of two people being in conflict, so quite often he 
tried to fix it, but as he was the youngest he had no idea how to achieve 
this. Most of the time this ended up with him being angry and/or arrogant 
and, in doing so, taking away the focus on the distress between the others 
and becoming the problem himself. He discovered that in order to help 
others he became a problem not only for himself but also for others. 

As Rayan discovered all these insights by himself, something started to 
shift. Rayan looked at the assessor and asked if he could take a cup for 
his biological father as well. The assessor told him it was his choice. 
He did so, and he put his father on the edge of the little table in between 
them. He said that it didn’t feel right. He took the cup and placed it 
somewhere else in the room because that was the place his father “de-
served.” The assessor asked Rayan what this was like for him. Rayan said 
he didn’t care, again with his lovely big smile. The assessor decided to tell 
Rayan she didn’t believe him. Rayan looked surprised and maybe a little 
shocked. She explained why she didn’t believe him. During the assess-
ment, she had gotten to know him as someone who had had a rough time. 
But despite this, he was also looking for someone he could trust, someone 
who paid attention to him and found him worthwhile. She truly could not 
believe that Rayan just didn’t care about his father, who had left him 
and was living his life without looking back. She told him she did not 
believe the arrogant “I don’t give a shit” attitude. When she explained 
this to him, she saw he was touched. The big smile on his face dis-
appeared, and tears were visible in his eyes. Rayan could hear the in-
formation and was able to open up to it. The assessor gave him some 
time to process this. After a while, he asked whether they could show 
the representation of his family on the table to his mother. He felt it was 
important to share it with her. Rayan himself proposed taking the next 
step planned in a therapeutic assessment with adolescents! 

Because mother and the assessor had worked intensively together in the 
previous sessions, the assessor hoped mother would be able to take in 
all this new information. Rayan himself started to explain that he had 
discovered that he is sensitive to conflicts between family members. When 
this happens he feels terrible, which makes him start acting out because 
he doesn’t know what to do else, but he desperately needs it to stop. Last 
but not the least, he told his mom how complicated things were with his 
father, how he felt angry and abandoned. They both took the time to sit 
with this new information, a little sad but also excited. Then, Rayan’s 
mother told him she recognized herself in his story. She was also very 
sensitive, with the difference that she did not act out like Rayan when she 
felt nothing was helping to solve the conflict or tension between family 
members. Her strategy was to keep trying to talk to each one of them and 
look for some openings so they would talk to each other again, but she 
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got completely detached from herself so that others could not feel her 
emotions anymore and thought she didn’t care. 

This recognition by his mother was incredibly helpful to Rayan. It not 
only confirmed the new narrative Rayan had just created in that session, 
but it also changed mother’s narrative about Rayan’s behavior as well. 
She finally started to understand Rayan’s anger and aggressive/arrogant 
attitude as his way to decrease family conflict. She could look at him with 
more compassion than before. She could see he was taking another way 
of dealing with the same painful situation, and Rayan could understand 
his mom in her rational way of dealing with all the difficulties. Because of 
all the work the two of them had done during this session, their new 
narrative about how Rayan dealt with emotional situations, and the link 
with the regular fights, anger, and conflicts at home, the assessor decided 
not to plan a family intervention session but to organize the summary/ 
discussion session. 

Summary/Discussion Session 

During the summary/discussion session, the assessor asked Rayan and 
his mother if they had any idea about possible answers to their assessment 
questions. The two of them could answer all the questions by themselves. 
The only question they needed help with was the question about what 
type of therapy would be helpful. They said it felt really important to 
them that the other family members got to know this new narrative, so 
they asked whether they could get support during therapy to help the 
others understand this new narrative. The assessor agreed to this with a 
big smile, feeling proud of both of them. 

Reflection 

Looking back on this assessment, the cultural differences made this TA 
even more challenging than usual. Although the assessor was an experi-
enced TA assessor who respected the TA values greatly (curiosity, 
transparency, respect, etc.), she discovered that she also got stuck in her 
Western European values and prejudices. She expected her views to be 
greatly different from Rayan and his mom, and instead of asking ques-
tions and being curious, she kept silent. When the assessor and mother 
completed the family tree, the assessor realized that she hadn’t invited 
Rayan’s father nor his stepfather to the assessment, although she nor-
mally puts a lot of effort into trying to commit all parents and stepparents 
to the assessment. Apparently, she intuitively followed her idea that in 
Moroccan families the mothers take care of their children, and she was 
afraid of not being able to start the assessment if she insisted on seeing 
Rayan’s father by videoconference and/or Rayan’s stepfather in person. 
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She found out later that Moroccan society aims much more at a 
“we” culture than Western culture. In Western culture, children are 
taught psychological values in which well-being is the highest good. 
Individuality is above the community. In a “we” culture, togetherness is 
the most important thing, responsibilities are shared, and the in-
dividuals derive their strength from the contributions they make to the 
community. The task of children in Western culture is to be happy; in 
a “we” culture the task of children is to make others happy and the 
focus is material and not psychological because they have to work with 
the others to ensure that the group survives. 

In the Netherlands, there are few concentrated Moroccan commu-
nities. This means that families are apt to be integrated into the broader 
Dutch community. However, a person’s challenge of integration exists 
in a context where one’s immigration status is still one of an outsider. 
Rayan’s mother imported some of the Moroccan but also some of the 
Dutch values and norms, and they changed over time. Rayan shared 
some of these values but changed some of them and even rejected some 
of them. It was important for the assessor to be aware of her own values 
and norms and her own preconceptions about Moroccan people and 
immigrant families and to be open to the personalized values and norms 
of Rayan and his mother. She learned that true transparency and true 
curiosity is asking, sharing, and being in the not-knowing stance. 

The main goal during TA is to try to make a shift in the existing story 
of the adolescent and his parents. Looking back at this TA, Rayan and 
his mother succeeded in making this shift, but that wasn’t without con-
sequences. Rayan and his mother made this shift together, which brought 
them closer to each other. After the assessment intervention session, they 
both told the assessor they thought the rest of the family should learn the 
information as well in order to have an understanding of what was going 
on. They decided they would like some family sessions to talk together. 
The consequence was they all had to be willing to talk with each other 
about mental health, acknowledging that Rayan was feeling sad instead 
of just behaving badly. 

This was very different from what they were used to in their family as 
well as in their community. By proposing talking about mental health 
problems with their family, they took the risk of being rejected by their 
family and/or community. Not only did this mean they could lose their 
connection with them, but being part of a minority and not being ac-
cepted by other members of this minority could make them very alone 
and vulnerable. So, the shift in their existing story was one step. Trying to 
make this shift together with their family was another step, with risks that 
needed a lot of attention. Rayan and his mother tried to invite their fa-
mily to talk about Rayan’s behavior. Despite their efforts, his stepfather 
and brother tried it once but decided it wasn’t helping at all and never 
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showed up again. Rayan, his mother, and his sister continued with some 
therapy that helped Rayan not to feel alone anymore and gave him the 
opportunity to open up a little bit more about what he was feeling. 

Notes  
1 The dilemma of change is the way clients keep on doing the same things 

over and over again because they perceive all alternative ways as more painful 
(Finn 2007).  

2 The client name and all potentially identifying information have been altered 
to protect the client’s identity.  

3 By level 25, we mean that this information is seriously conflicting with the 
way the client thinks about themselves, a lot more than the level 3 Finn writes 
about. The questions are often anxiety provoking for clients and mobilizes their 
defense mechanisms (Finn, 2007). 
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Chapter 9 

Psychological Assessment of 
South Sudanese Persons in 
Mental Health Treatment  
in the United States 

John Chuol Kuek    

The South Sudanese Context 

South Sudanese persons, children and adults, are now some of the most 
displaced persons in the world because of continuing political and social 
upheaval in the Republic of South Sudan. The United Nations Refugee 
Agency 2020) estimated that there are 4.3 million South Sudanese citizens 
now living in other parts of the world, including the United States and 
Australia. Most of these persons are political refugees who cannot return 
to their homeland because of political persecution. Many of the families 
who have fled South Sudan are incomplete or broken families that have 
lost a parent, the mother or father, and children. A look into the internal 
politics of the Republic of South Sudan since the country’s establishment 
in 2011 indicates that many persons who fought for a democratic form of 
government have disappeared or been murdered. The primary purpose 
of this chapter is to introduce mental health professionals to the mental 
health needs of South Sudanese persons who are now residing in coun-
tries such as the United States and to traditional healing mechanisms or 
transpersonal elements in the culture that have been helping those with 
psychological illnesses recover. As with many previous immigrant and 
refugee groups that have come to this country in the past, there is an 
absence of research on the mental health needs of the South Sudanese. In 
this chapter, I focus on key assessment issues and therapy approaches 
when working with South Sudanese in clinical mental health settings. 

Persons of South Sudanese background, both immigrants and US- 
born, are one of the newest groups seeking mental health services in the 
United States and other developed countries (Kuek, 2012). Throughout 
this country, for example, an increasing number of South Sudanese are 
entering the mental health system for assistance related to past trauma 
experienced in their homeland and in their journey to the United States. 
They are seeking services for many unresolved issues related to being 
displaced refugees in other African countries, emotional hardships ex-
perienced while immigrating, loss of family members along the way, 
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separation from kinships and community, problems in adjusting to life in 
the United States (or other countries), and issues related to family life, 
including intergenerational distress (Kuek, 2015). 

In the United States, there are growing South Sudanese communities in 
Des Moines, Iowa, Detroit, Michigan, and San Diego, California, and 
other cities, and in each of these communities these persons are in des-
perate need of culturally and linguistically competent mental health ser-
vices. South Sudanese persons, like persons from other cultural, racial, 
and ethnic minority backgrounds, especially immigrants and refugees, 
present with many Diagnostic and Statistical Manual of Mental Disorders 
(5th ed.; DSM-5; American Psychiatric Association, 2013) disorders. 
Unfortunately, although this has not yet been empirically documented, it 
is anecdotally reported that a majority present with disorders related to 
severe traumatic experiences. Being one of the most recent groups to 
immigrate to this country, and because South Sudan only came into 
existence as a sovereign country in 2011, there is limited research on the 
impact of ongoing civil war, interethnic violence, political and religious 
persecution, and terrorism on the population. Yet, the small body of 
research on the prevalence of mental disorders in South Sudan post-2011 
does suggest that a significant proportion of the population, both chil-
dren and adults, has experienced many incidents of trauma during their 
lifetime (Kuek, 2012). For the majority of those who have fled their 
homeland to seek a better life, including those coming to the United 
States, these refugees and migrants come with “active” cases of trauma 
that present in the form of post-traumatic stress disorder (PTSD), mood 
disorders, anxiety, substance abuse, and other more severe disorders 
(Lien et al., 2016). 

Trauma-Informed Treatment 

One of the ongoing problems in the South Sudanese community is 
post-traumatic stress disorder (PTSD), which is often not discussed 
openly, but it is a significant issue when it comes to wellbeing of 
family and community. 

—Abur & Mphande (2020, p. 10)  

It is my contention that trauma must be considered at the beginning of 
treatment and during the “assessment phase” for all South Sudanese 
persons. In the following pages, I discuss some of the literature that ex-
amines the extent of trauma in the South Sudanese population and how it 
presents itself through formal diagnostic categories. By logical extension 
and clinical observation in the United States, it is evident that persons 
who have been affected by the ongoing civil strife in South Sudan did not 
leave their trauma “behind” in their homeland or in a third country on 
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the way to the United States. That is, for many South Sudanese, the 
trauma of experiencing war and atrocities remains just as real today as 
the day they actually experienced a traumatic event. For others, they 
come to this country having experienced multiple traumatic incidents that 
have piled on top of each other only to overwhelm them psychologically. 

Researchers such as Ayazi and colleagues (see Ayazi et al., 2013; Ayazi 
et al., 2015), who are the most notable researchers on the impact of civil 
war post-2011 in South Sudan, have primarily documented the presence 
of PTSD in their studies on the prevalence of mental disorders. Based on 
their findings over a series of studies, one can conclude that PTSD ap-
pears to be the “signature disorder” for this population in South Sudan 
and by extension for the many persons who have fled their country. 
Moreover, in therapy, South Sudanese persons are more likely to focus 
on the traumatic event or incident that occurred in their homeland that 
has drastically changed their life. For many, the trauma experienced in 
South Sudan was continuous from day to day, with no moments of re-
spite in order to heal. For others, the trauma has been inescapable and is 
related to witnessing death and mutilation, rape and sexual assault, death 
threats and coercion, destruction of property, and kidnapping, as in the 
case of the “lost boys” and “lost girls” of South Sudan (see Bowles, 2010). 

Oftentimes, there is a “disconnect” between South Sudanese persons 
who have experienced trauma in their homeland and their children who 
were born in countries such as the United States. That is, US-born 
children may not understand, or want to understand, the trauma and 
lingering pain experienced by their parents. They may want to ignore or 
minimize their parent’s experience for many reasons, including not 
having to “relive” the trauma or have it affect their lives. For other 
children, they may be experiencing historical or “intergenerational” 
trauma that passes from one generation to another. That is, they may be 
highly affected by their parents’ experience in their homeland to the point 
that their empathy also affects them. This can include having feelings of 
despair, hopelessness, and worthlessness. Of course, it is important to 
note that this trauma may not be reflective only of the post-2011 years but 
may also go back to the European colonization of South Sudan and most 
of Africa and how colonization breaks people (see Memmi, 1991). 

In addition, these authors have witnessed an additional condition that 
has yet to be included in the DSM-5 classification system but that is very 
real for many South Sudanese who are displaced within, or outside of, 
their homeland. This condition, discussed by Keller et al. (2017) in re-
lation to Central American refugees, is “prolonged grief disorder.” 

It is important to note that leaving one’s homeland, whether as a child 
or an adult, does not automatically cure one of mental health problems 
that began back home. For example, Keller et al. (2017) examined the 
pre-migration trauma experience of 234 persons from Guatemala, El 
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Salvador, and Honduras seeking refuge/asylum at the United States 
border and found that 83% cited violence as the primary reason for 
leaving their homeland. More importantly, the researchers found that 
32% of these persons met the diagnostic criteria for PTSD, 24% for de-
pression, and 17% for both disorders simultaneously. Although the his-
torical and political experiences differ significantly between these 
countries and South Sudan, it is clear that persons living in countries with 
extreme violence and war are likely to develop significant negative psy-
chological outcomes such as PTSD. 

In addition, prolonged grief disorder (PGD), while not included in the 
DSM-5, is likely to be present in South Sudanese persons who seek out 
mental health services. Heeke et al. (2017) studied persons in Columbia 
who experienced either direct trauma or a loss from armed conflict in that 
country. They defined this condition as “a maladaptive reaction to loss … 
marked by separation distress, feelings of emptiness, and difficulties 
moving on over a period of at least 6 months” (p. 2). They observed that 
“while PTSD is characterized by intrusions of the even, avoidance of 
reminders of the event, and persistent symptoms of increased arousal, the 
dominant element in PGD is separation distress in relation to the lost 
person” (p. 2). Muller et al. (2017) studied interethnic violence and its 
impact on children in South Sudan and found that high numbers of 
children throughout the country had experienced the loss of at least one 
parent and were in one-parent households, with extended family, or 
under the care of a non-governmental organization. We contend that, in 
addition to PTSD, many South Sudanese persons who are seeking mental 
health treatment in the United States and other countries may be pre-
senting with PGD singularly or in combination with PTSD. 

Arrival of the South Sudanese in the United States: Origins 

Estimates suggest that over 100,000 South Sudanese persons have 
settled in the United States, especially over the past 20 years. Their main 
reason for coming to the United States, as well as to other Western 
countries such as Australia and Canada and neighboring countries in 
Africa, has to do with the continuing civil war in South Sudan. In 
December 2011, South Sudan gained its independence from the greater 
Republic of Sudan. Unfortunately, the transition into nationhood was 
bloody and full of false promises about democracy, unity, and freedom. 
Almost one decade later, the country remains torn by a war that is largely 
tribal and interethnic and manipulated by the country’s leadership (see  
Breidlid, 2014; Christopher, 2011; Johnson, 2016; Jok, 2011; Leonardi, 
2013; LeRiche & Arnold, 2013; Thomas, 2015). 

It is sad to say that actions, both internal and international, taken to-
ward peace and reconciliation have ended with no resolution and instead 
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have resulted in heightened political, social, and economic oppression 
(see Kuek et al., 2014). Moreover, persons who do not support the 
current government are psychologically tortured through displacement 
from their ancestors’ lands, including the confiscation of land, cattle, and 
other possessions (Kuek, 2015). Others are jailed, exiled, tortured, or 
simply disappear from their community or village (see Johnson, 2016;  
Leonardi, 2013). 

Today, the United Nations Refugee Agency website, from the United 
Nations High Commissioner for Refugees, reports that while South 
Sudan has a population of over 11 million persons, there are 4.3 million 
South Sudanese persons, including refugees and asylum-seekers, outside 
of South Sudan. Over 1.5 million South Sudanese reside in the neigh-
boring countries in Africa, with the majority in Uganda and Sudan. More 
startling is that 63% of these persons are children or minors who 
face many hardships due to broken families, poor education, limited 
medical care, housing instability, and famine. According to 2020 statistics 
from the United Nations Refugee Agency, almost 300,000 persons, or 
67,000 households, are considered “refugees” within the country, with 
82% of this group being women and children. Sadly, many of these 
persons are likely to migrate in search of a stable and healthy life within 
South Sudan or across many countries. Ameresekere and Henderson 
(2012a) observed that “mental health is significantly important for 
South Sudan as the majority of the population has been exposed to high 
rates of violence, displacement, and political and social insecurity” (p. 4). 
The fortunate few may end up in a country like the United States, where 
access to mental health services is more likely to be available. 

There is no doubt that the immigrants from South Sudan, like those 
from other recent war-torn countries such as Iraq, Somalia, and 
Afghanistan, come to this country with significant “psychological bag-
gage” that remains unresolved and interferes with all aspects of daily 
living, from relationships to work. This “baggage” impacts their ability 
to manage the stress associated with adjusting to life in this country as 
well their coping skills and psychological well-being. It also affects their 
ability to be resilient and manage the many challenges of daily living in 
their new country (Kuek, 2012). Moreover, unresolved problems related 
to trauma that evolve from acute to chronic states become more difficult 
for the mental health professional to treat. 

As will be discussed shortly, research has been conducted in South 
Sudan regarding the prevalence of mental disorders, especially trauma 
and PTSD. This research, while limited, does suggest that a large pro-
portion of the South Sudanese population has developed trauma, from 
mild to severe and acute to chronic, because of the continuing violence 
and aggression in their country. A systematic review of the research lit-
erature in the United States indicates no studies on the presence of 
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trauma or PTSD in persons of South Sudanese background. The few 
studies that exist are in the form of doctoral dissertations and have 
limited visibility (Bowles, 2010; Jal, 2016; Jaysane-Darr, 2014; Tutlam, 
2017; Yoon, 2019). A review of these studies indicates that while all 
focused on particular aspects of South Sudanese subgroups’ adjustment 
to living in the United States, none focused on direct mental health as-
sessment or treatment. Thus, one has to look at the research conducted 
in South Sudan and extend those findings to persons who immigrate to 
the United States. 

Mental Health Problems of South Sudanese Persons:  
Empirical Research in South Sudan 

A review of the literature indicates that the majority of the studies 
that have been conducted on the mental health status of South 
Sudanese citizens focus on the presence of mental disorders or symp-
toms in the population. That is, the studies are epidemiological in 
nature and use tools that are specifically designed to assess and identify 
certain mental disorders or conditions (e.g., the Harvard Trauma 
Questionnaire). For example, Ayazi et al. (2012) found that out of 1,200 
persons living in South Sudan in their sample, 28% met the diagnostic 
criteria for PTSD and 6.4% for depression. They also found that 9.5% 
met the criteria for co-morbid PTSD and depression. In a different 
study, Ayazi et al. (2016) found that up to 23% of their sample reported 
“psychotic-like experiences” as reactions to traumatic events. In 2014, 
Ayazi, Lien, Eide, Swartz, et al. found in a large sample that 5.5% met 
the criteria for generalized anxiety disorder and 3.1% for panic dis-
order, again reactions to experiencing traumatic life events. Roberts 
et al. (2009), prior to South Sudanese independence in 2011, found in 
their sample that up to 36% of South Sudanese persons met the criteria 
for PTSD and 50% for depression. 

In a study prior to South Sudan’s independence, Baron (2002) ex-
amined the mental health status of persons from South Sudan in long- 
term exile in Uganda and found family breakdown, suicide, “excessive 
family responsibility,” and “no future possibilities” as mental health 
problems for this group. That is, South Sudanese identified these pro-
blems as significant stressors that caused not only worry but also trauma 
and psychological maladjustment. Adaku et al. (2016) also studied South 
Sudanese refugees in Northern Uganda and found that “overthinking,” 
ethnic conflict, and child abuse were identified as mental health problems 
by their sample. Ng et al. (2017) found that up to 40.7% of a total sample 
of 1,525 persons in South Sudan, with 20% from Juba, qualified for 
PTSD. They also found that 40% of the sample had been forced to leave 
their home or had witnessed seeing their property destroyed by other 
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tribes or government soldiers, which caused much trauma. Moreover, 
they observed, “Mental health patients [in South Sudan] are often ne-
glected or imprisoned” (p. 56). 

Ayazi, Lien, Eide, Shador, et al. (2014), in a study on the “stigma” of 
being labeled mentally ill, reported that up to 80% of a sample of 1,200 
South Sudanese adults believed that persons with mental illness were 
dangerous and should be generally isolated from the rest of society. 
These findings suggested an interesting contradiction: persons who may 
be traumatized by continued civil arrest and are labeled as mentally ill are 
likely to be scorned and avoided by fellow South Sudanese. Persons from 
rural settings, with lower levels of education, believed that these persons 
were more likely to suffer from spirit possession than traumatic events. 

Courtney et al. (2017) studied a sample of 1,058 members of the South 
Sudanese People’s Liberation Army for HIV prevalence and behavioral 
risk factors, primarily in Bilfam, Mogiri, and JIU, which are communities 
in Juba. The researchers found that the sample, primarily made up of 
men, had a 5% infection rate for HIV. Regarding mental health status, 
23% met the diagnostic criteria for PTSD, 15.3% for depression, and 
37.4% for alcohol dependence. 

Janowski, Wessels, Boj, Monday, Maloney, Achut, and Ward (2020) 
found that evidence-based parenting programs, especially for children 
who had lost one or both parents in the civil conflict, served to strengthen 
the resilience of these children since many had symptoms of depression, 
helplessness, and trauma. They found that engaging children in story-
telling promoted the healing process in children, especially those with 
PTSD. Jordans et al. (2013) found that while mental health services were 
rare in South Sudan, those children who did participate in counseling 
were not only engaged in treatment but also motivated to increase their 
well-being and manage trauma, including parental loss. 

In a 2018 editorial, Majok labeled the mental health situation in South 
Sudan as a “ticking time bomb” and noted that the South Sudanese 
populace was in dire need not only of mental health services but also 
of systems that would immediately address this need. Majok noted that 
the populace likely suffered from high rates of depression, anxiety, 
schizophrenia, and PTSD because of ongoing chronic stress due to war, 
violence, and aggression. Majok warned that the constant stress experi-
enced by South Sudanese, with no period of healing or mental health 
assistance, made for potentially higher rates of mental illness and mal-
adjustment in the population, including chronic trauma, substance abuse, 
suicide, and even psychosis. Sadly, Singh and Singh (2014) found only 
two practicing psychiatrists in the country of South Sudan. 

Strohmeier et al. (2018), in a study on the mental health status of 
humanitarian workers in South Sudan, concluded that between 2015 
and 2016 the country was the most dangerous country for such workers 
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because of the high emotional toll of their work. The researchers assessed 
277 workers, mostly in Juba, and found that 24% met the diagnostic criteria 
for PTSD, 39% for depression, and 38% for anxiety. Moreover, 24% met the 
criteria for high burn-out. Of note, South Sudanese humanitarian workers 
were more likely to report greater levels of maladjustment than those from 
foreign countries, suggesting that “empathy” possessed by those from the 
homeland is likely to take a larger toll. There is no doubt that many of these 
workers, while not mental health professionals, attempted to cope in the 
best manner possible yet developed significant emotional and behavioral 
problems, including alcohol abuse. 

Mental Health Problems Unique to the South Sudanese: 
Culture-Defined Syndromes 

Ventevogel et al. (2013) conducted a landmark study in four communities 
impacted by civil strife in Africa, including South Sudan. Using various 
methods of data collection, including focus groups and interviews, the re-
searchers outlined a set of mental health problems or syndromes that are 
unique to the South Sudanese in Kwajena Payam and Yei. In their study,  
Ventevogel et al. (2013) identified the “cultural syndromes” that have existed 
in these communities over time and are not associated with Western DSM- 
type conditions. While not going into detail about each of the syndromes, 
the authors did identify and describe basic aspects or behaviors related to 
these conditions. These conditions are present not only in communities in 
South Sudan but are likely to be present in South Sudanese living in the 
United States. That is, mental health professionals should expect South 
Sudanese persons presenting for mental health services to describe their 
“existential crises” related to trauma, including leaving home due to force or 
violence, through culture-defined concepts such as the following. 

Moul is a syndrome related to aggressive behavior and is frequently 
accompanied by bizarre ideas and thoughts. In addition, Ng et al. (2017) 
described persons with Moul as aggressive, wandering naked, and de-
stroying objects. 

Wehie arenjo is a syndrome that reflects a “destroyed mind” and sug-
gests that the person has lost a sense of purpose and meaning in life, with 
sadness, apathy, and isolation being key accompanying behaviors. 

Nger yec is a somatic or physical-based condition in which the person 
experiences stomach problems, especially cramping, and may reflect the 
impact of chronic stress on the body, especially the stomach. 

Mamali, like wehi arenjo, is a concept used to describe persons with a 
“disturbed mind” Persons with this problem or condition are likely to 
have lost touch with many aspects of reality. 

Ngengere, similar to moul, is a problem that relates to the person being 
violent and aggressive, often with no purpose or direction. 
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Yeyersi reflects a condition or problem in which the person has many 
intrusive thoughts and is likely to be overwhelmed by obsessive thinking 
and rumination, especially thoughts considered bad or negative. 

Ng et al. (2017) identified two additional culturally defined syndromes: 
Raanjok refers to people who are possessed by demons and evil spirits. 
Jue or nok refers to persons who may experience medically unexplained 

seizures because of stress and sadness. 
This author advises that mental health professionals employ the 

DSM-5 “cultural formulation” interview as well as other tools when as-
sessing South Sudanese persons since many symptoms reported during 
the assessment phase may reflect indigenous, religious/spiritual, and folk 
beliefs. Moreover, mental health professionals should be careful in un-
derstanding symptoms since they may overlap with different DSM-5 
disorders, including depression and anxiety. 

Cultural Treatment Modality: Transpersonal Psychology 

I have used transpersonal psychology as the foundation for the treat-
ment of persons of South Sudanese origin who seek mental health ser-
vices in the United States. This approach, which I have discussed 
extensively in a separate publication (Kuek, 2015), considers what Lajoie 
and Shapiro (1992) described as “the study of humanity’s highest po-
tential, and with the recognition, understanding, and realization of uni-
tive, spiritual, and transcendent states of consciousness.” Moreover, 
according to Walsh and Vaughan (1993), “Transpersonal psychology’s 
orientation is inclusive, valuing and integrating psychological and spiri-
tual development.” In South Sudanese culture, like many other African 
cultures, spirituality, community, extended family, kinship, religion, oral 
history and narrative, and centeredness on the earth are consistent with 
the foundations of transpersonal psychology. This approach is appro-
priate for working with diverse indigenous-based persons from various 
parts of the world, including persons with South Sudanese roots. 

The following South Sudanese- and African-based concepts are 
grounded in this culture and must be understood in order to understand 
the mental health issues confronted by this population in and outside of 
South Sudan. These concepts are some of the basic “building blocks” of 
the South Sudanese existential experience in this world. 

Naṯh. Nath refers to a traditional spiritually based coping mechanism 
based on the idea that each person is a pivotal part of life, which includes 
one’s family, community, and the universe. Thus, when assessing and 
treating South Sudanese persons, the starting point is evaluating the per-
son’s “psychological standing” within their existence in the “here and now.” 
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Naṯh kɛ mi bi beṉ no̱ŋɛ dhieḻ. This concept refers to the belief that 
one’s psychological evolution includes difficulties and challenges that 
must be confronted by the person. This spiritual perspective is an 
element used as a therapeutic intervention across South Sudanese ethnic 
traditions. Thus, instead of using Westernized medical concepts, including 
psychiatric concepts and ideas, the South Sudanese person is asked to 
reflect on the balance, or imbalance, of a universal collective identity that is 
valued over their individual identity. Therefore, the South Sudanese person 
cannot view themselves as simply an “individual” who is independent of 
their family, kinship, or community. 

Dhiel. This term refers to resilience. For example, as in many parts of 
the world, some indigenous cultures come and go while others are re-
silient enough to survive. South Sudanese persons look back at their 
history, both oral and written, and take both ownership and pride in 
knowing that since their culture has survived, they are also likely to 
survive or be resilient in the face of dramatic social change. Cultural 
resilience refers to a culture’s capacity to maintain and develop cultural 
identity and critical cultural knowledge and practices over time in spite 
of profound efforts to change, modify, or destroy the culture, as has 
been the case through colonization. Despite challenges and difficulties, 
Sudanese culture is capable of modifying a painful situation to one that 
is more ordinary with the notion that “nothing is permanent in life” 
(Thiɛlɛ mi bä kɛ pe̱k). This transformative philosophy and psychological 
strategy help South Sudanese persons engage various types of chal-
lenges, such as natural disasters, warfare, poverty and famine, and the 
death of loved ones. 

Working with South Sudanese Persons in San Diego, 
California: Culturally Related Assessment and the 

Transpersonal Approach 

The following two brief case studies illustrate the challenges that many 
mental health professionals may encounter when working with South 
Sudanese persons in the United States. 

As will be addressed later in this chapter, a major challenge for mental 
health professionals is finding the “right fit” in terms of psychological 
treatment for a South Sudanese client. In normal circumstances, when a 
client is in a room with a therapist, a therapist would expect to gather 
information in order to come up with a provisional diagnosis in order to 
consider the best psychotherapeutic intervention(s). During this assess-
ment process, the therapist would ask symptom-related questions related 
to hearing voices, suicidal ideations, sleeplessness, loss of appetite, 
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delusions, hallucinations, etc. The therapist would likely accomplish this 
assessment with the client answering questions honestly, openly, and with 
an absence of reticence. To most South Sudanese clients, these questions 
are quickly “personalized” and are considered intrusive and “personal” 
questions about one’s personhood, identity, or place in this world. Thus, 
the person can quickly become annoyed, upset, defensive, guarded, and 
suspicious. 

Assessing a South Sudanese client is different from assessing a Western 
client. For example, a South Sudanese person is likely to speak in third 
person and not use “I” statements, as is the case in English. The focus 
of responsibility may also be dramatically different in South Sudanese 
persons, with many expressing a belief that there are external factors, 
similar to an external locus of control, that are responsible for one’s 
problems. Thus, the therapist must consider not asking the South 
Sudanese client to take responsibility for a problem that they may have 
caused without first listening and understanding their perspective. This 
should not be confused with the psychological process that many persons 
employ when they present themselves as victims to avoid responsibility. 

Case Study on Trauma: Michael 

Michael was born and raised in South Sudan. He is from the Jonglei 
region of South Sudan and is a member of the Dinka tribe. He studied 
veterinary medicine and practiced in the Republic of Sudan. He even-
tually left Sudan because of war and went to the Middle East. He has 
been living in the United States for 10 years. He described growing up in 
the town of Malakal in South Sudan, which at that time was still a part of 
the Republic of Sudan. He recalled a traumatic moment in his life while 
he was a student. The town was under the control of the Sudan People’s 
Liberation Army (SPLA). He recalled losing a friend, who was murdered 
by the SPLA. He recalled: 

We were searching the next morning for what happened. So, 
apparently, after we left, like less than half an hour, he tried to 
come back to go to the dorm, but unfortunately, he was caught by 
the security patrol and was taken to the area where he was tortured 
and killed, so people began to search everywhere. Three days later, 
his body was uncovered there, thrown out there.  

He then reflected on the impact of this horrible event and stated: 

You will have this intrusive thought coming back whether you like it 
or not, you could just be sitting, and all of a sudden, any incident will 

Psychological Assessment of South Sudanese Persons 187 



remind you of this one, they will come and expose themselves, those 
things on your thoughts.  

Michael’s solution to this problem was to pray to God all the time to help 
him move on in his life. He then fell back on memories of growing up in 
South Sudan and talked about the healing of trauma within the culture: 

In rural areas of South Sudan, people go through their spiritual 
things that they know have been helping them treat mental illnesses, 
including trauma. They usually sacrifice cows, goats, wine, and 
alcohol to their gods. Dancing and drumming were the big part of 
their rituals. People would spend days in ceremonies trying to drive 
away trauma or other psychological illnesses as their common 
solution for anything that happens; whenever evil things happen, 
somebody’s sick, someone will say, OK, we need to sacrifice. Yes, 
there are practices in my culture that deal with mental crisis or 
trauma, such as slaughtering a cow or goat, while people form a ring, 
the victim sits inside the ring. The traditional healer or medicine man 
would be the one leading the ceremony by calling on the ancestors’ 
spirits to come and rescue their descendant. The medicine man would 
then give herbal medicine and encourage the individual to drink it all. 
People pray simultaneously until the condition has improved.  

Michael concluded: 

When this illness progresses, indigenous people will not look at the 
cause, as it has to do about a tragic killing that occurred. It manifests 
in people. It could be in the form of somebody not focusing … they 
try to do something about it; maybe do sacrifice, but they don’t 
actually look at the cause of the trauma. Maybe the ancestors are 
not happy. In my ethnic background, we do not have a word for 
trauma and relate it to a mental illness caused by demons or 
something else and deal with it accordingly.  

In this case study, Michael presented what every South Sudanese has 
gone through. The information presented above demonstrates the psy-
chosocial impact of the Sudanese civil war on the general public in terms 
of the widespread escalation of psychological traumatization everywhere 
in South Sudan. The South Sudanese worldview is based on spiritual and 
collective methods that are useful approaches to trauma healing and 
overall well-being. Doing nothing after a traumatic event occurs is indeed 
a human reaction, which the South Sudanese people have used as one of 
their healing mechanisms, in addition to traditional and Christian rituals. 
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Case Study in a Cultural Context: Peter 

Peter is a 48-year-old South Sudanese male who is married and has 
eight children. He is a trusted leader in the community whom fellow 
South Sudanese persons seek out for support and guidance. Peter was 
court-ordered to seek therapy in order to reunite with his family after 
an arrest for domestic violence. On the day of his appointment with me, 
he walked to the office with downcast eyes and a shuffling gait. At this 
meeting, per the mental health clinic’s policy, Peter was administered 
the Patient Health Questionnaire‐9 (PHQ‐9) (Kroenke & Spitzer, 2002, 
2011) and GAD-7 Generalized Anxiety Disorder-7 (2006). The former 
self-rating scale identifies the presence of depression while the latter 
identifies anxiety. To date, there is not a standard linguistic adaptation 
of either instrument for use with South Sudanese persons in this 
country, and thus I had to translate both measures for Peter. 

It is important to note that I have observed, in hundreds of interviews 
with South Sudanese persons, that they are likely to minimize or deny any 
type of psychiatric problems because of the stigma that comes with ad-
mitting to having a mental disorder. Moreover, they are likely to score 
very low on both measures, suggesting the absence of either depression or 
anxiety. Thus, the mental health professional is advised to re-administer 
these measures in future therapy meetings once rapport, trust, and 
openness has been established. Of great concern in the case of Peter is 
that while he appeared suicidal in his demeanor and mode of commu-
nication, including his speech, he denied having such a desire. He did 
endorse items on the PHQ-9 that deal with sleep disturbance and poor 
appetite, which was not expected given that many South Sudanese, 
especially men, view sleep disturbance and poor appetite as greed and 
laziness and not as mental health concerns. 

In the sessions that followed, Peter appeared to feel comfortable with 
me because a “cultural connection” was clearly established. Peter opened 
up more and admitted to not understanding many of the questions asked 
at the first meeting. He stated that “the questions made no sense to me. I 
don’t know what you were trying to ask of me.” He noted that he felt 
good about being with a fellow South Sudanese and began to talk about 
the feelings of despair and desperation that he has felt since moving to 
this country. Peter focused on how his family life had changed drama-
tically since moving to the United States. He noted that his 28-year 
marriage had suffered and, in his opinion, “has fallen apart.” He noted 
that he feels that his children are against him and resent his more tra-
ditional approach toward life. He feels betrayed, criticized, and humi-
liated by his family, especially since he is a man and the “supposed” 
leader of his family. 
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As a trusted leader in his community, Peter felt ashamed and isolated 
from family members and friends because he was no longer living with 
his family. In his isolation, he no longer took any interest in South 
Sudanese politics back home. Peter had lost much weight and did not 
know why this was the case. He observed, “I know I need to eat a little 
more to get some meat on these bones.” He acknowledged the fact that 
he had lost weight, but he continued to justify it by saying, “But after 
dealing with so many family issues, I just can’t seem to find the energy 
to eat like those folks with an appetite and who gorged in chunks 
of foods every few hours.” Peter was referring to his overweight friends 
from the community. 

In subsequent sessions, Peter narrated a scenario where he had a fight 
with his cousin who was younger and bigger than him. Another younger 
man, who was bigger than the man Peter was fighting with, came to the 
rescue after Peter was down on the ground. Once Peter picked himself up, 
he yelled, “You see now how a man who eats five chickens in one meal 
pulled you off my back like a baby!” This is a typical stereotype when it 
comes to weight gain in the Sudanese culture. 

In taking apart this scenario in a subsequent therapy session, it was 
discovered that Peter’s underlying mental health concern related to PTSD 
from being imprisoned and tortured during the civil war. He talked 
about almost dying. Eventually, he left prison and moved to South 
Sudan, where he joined the rebellion as a soldier for the SPLA. While he 
was fighting the regime in the Sudan, he witnessed his comrades killed on 
the frontlines, and he sustained multiple gunshot wounds and survived. 

In the mental health assessment of Peter, the issue of weight gain or 
loss, which can be indicative of depression in South Sudanese culture, 
was not relevant in this case. Instead, I observed that Peter had lost 
hope and was projecting himself as being victimized by external factors, 
including family, community, and the US government. He talked about 
being on the verge of committing suicide because he had lost any hope 
that things would get better for him. Ironically, what contributed to 
saving his life was the heavy use of alcohol. His alcohol consumption 
had increased, in part to help numb his continual distress and in part 
to combat the chronic insomnia that was robbing him of restful sleep. 
In one session, Peter asked for the first time with tears in his eyes, 
“Why does the American government act out against South Sudanese 
men in this country? I don’t care about anything anymore. I am just 
done.” Peter’s trauma has taken decades to reach this magnitude. 
Although he struggled to maintain his cultural resilience, the trauma 
has taken its toll on him. 

From a clinical standpoint, Peter’s unprocessed chronic trauma re-
sulted in a substance use disorder that was a direct threat to his own 
health and the safety of others. Peter was impacted by the trauma so 
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much that it ultimately undermined his health, marriage, and lifestyle. 
In applying a transpersonal approach such as attending religious ser-
vices, joining a social circle of friends to talk politics and play dominos, 
Peter’s faith and hope in life turned around. Over the course of a year 
and a half, the patient returned to his family and now feels that his 
leadership is back. 

The Importance of a Psychoeducation Program in  
the South Sudanese Community 

I have been very active in providing psychoeducation to the South 
Sudanese community as well as other African communities, including 
Somalis, in San Diego, California. I have focused on bridging indigenous- 
based concepts of mental health with those of traditional Western psy-
chology and psychiatry. For example, Figures 9.1–9.4 depict common 
misunderstandings: 

Text inside: “I hear voices all the time and often respond to them, 
but my community think I have a Jinn in me.” 

Jinn or genie: In Arab mythology, a supernatural spirit below the level 
of angels and devils. Another word for shape-shifting spirits that are 
known in Arab culture. 

Figure 9.1 Indigenous translation of schizophrenia.    
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Text inside: I have to repeat my Wudu 8 times every time I pray. My 
family and friends think that I’m being “too religious.” 

Obsessive-compulsive disorder: This type of behavior is often mis-
understood as just being religious because it’s in line with the excessive 
hand- and foot-washing prayer rituals in the Muslim tradition. 

Text inside: I suffer from anorexia, but my friends and family think I’m 
trying to lose weight so that I can find a husband who will find me attractive. 

Anorexia: This is an eating disorder that mostly affects teenager girls 
and is often misunderstood as part of weight-loss activities. 

Text inside: I suffer from anxiety and depression, but my community 
think I’m hopeless and ungrateful. 

Anxiety and depression: These are mental disorders and symptoms 
of PTSD that affect many East African community members in the 
United States. 

The East Africa region, which is referred to as the Horn of Africa, has 
been hard hit by the violent conflict that destroyed the social fabric and 
people’s livelihoods during the past couple of years. The violent conflicts 

Figure 9.2 Indigenous translation of OCD.    
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have not only created social and political destruction but have also 
contributed to massive displacements of people. Countries such as Sudan 
and Somali have been destabilized and destroyed beyond imagination. 
Thousands of people have lost their lives, others have been displaced, and 
many have fled the country. San Diego is home to thousands of East 
African groups. 

In my work with East African community members in San Diego, 
especially with South Sudanese, social kinships can be very healing and 
curative. This includes the social circle of friends and family as well as 
the community. In San Diego, there are few identified locations where 
people congregate in a large number of all day to play cards and dom-
inos. The City of San Diego has provided benches under trees where 
Somali men congregate all day long. South Sudanese congregate at 
Starbucks coffeehouses and community centers. Some individuals sit 
there without playing any of the games but converse about issues facing 
them on a daily basis in the United States and well as politics back in their 
home countries. Activities such as social circles of friends and families, 
playing cards and dominos, and religious gatherings are what I have 

Figure 9.3 Indigenous translation of eating disorder.    
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labeled “transpersonal elements of the South Sudanese culture.” Social 
gatherings like these help distract people from their cognitive distortions 
and desensitize those with social anxiety issues. 

Assessing South Sudanese Persons in Mental Health Settings: 
Key Questions for Mental Health Professionals 

The following is a list of key questions that mental health professionals 
should consider when assessing and treating South Sudanese persons in 
clinics in the United States. While not an exhaustive list, the question taps 
into the essence of South Sudanese people both in their home country and 
in their new or adoptive country.   

1 Was the South Sudanese person born in the United States or South 
Sudan? This is important for many reasons related to language, 
values, beliefs, and the extent of acculturation stress that the person 
may be experiencing. In other words, it is important to assess the 
generation status of a South Sudanese person at the onset of 
treatment because those born in the United States are likely to prefer 
therapy in English while those born in South Sudan are more likely 
to communicate in their language or dialect. Goldsmith and 
Cockcroft‐McKay (2019) noted that there are up to 400 dialects in 
South Sudan, even though English and Arabic are the most common 

Figure 9.4 Indigenous translation of anxiety and depression.    
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languages in that country. Thus, language or dialect is critical in the 
delivery of mental health services to South Sudanese persons.  

2 Does the South Sudanese person identify with a particular tribe, 
community, or region of South Sudan? Goldsmith and Cockcroft‐ 
McKay (2019) stated that there are up to 600 ethnic groups in South 
Sudan, of which many are also active tribes. Tribal membership 
remains an integral part of a person’s identity, as does their connection 
to a particular community or geographic region of South Sudan. More 
importantly, tribal rivalries continue outside of South Sudan, and it 
is important for the mental health professional to be very sensitive 
when asking any questions related to tribal membership so as to not 
offend the person.  

3 How did the South Sudanese person leave their homeland? Did the 
person escape from their country because of political, social, and/or 
economic persecution or did they immigrate in a legal manner to 
other countries, including the United States? If the person fled their 
country, do they fall within the category of political refugee? 
Moreover, if they fled their country, what country did they tempora-
rily settle in before coming to the United States? Did the person 
experience human trafficking, religious persecution, death threats, 
incarceration, and/or starvation? How long did the person stay in a 
third country prior to coming to the United States? Did the person 
experience the loss of a loved one through natural death, murder, or 
abduction?  

4 Was the overall journey from South Sudan to the United States 
dangerous and perilous, with stops in refugee resettlement camps 
in other countries that may have included persecution, isolation, 
prejudice, violence, aggression, rape, human trafficking, and even 
torture? Is the person reporting chronic stress and trauma from living 
in and outside of South Sudan or is their history of trauma restricted 
to living in South Sudan? That is, has the person experienced stressful 
and traumatic events on a frequent or ongoing basis for most of their 
life? Ng et al. (2017) identified high numbers of lifetime traumatic 
events in both men and women in South Sudan that produce severe 
cases of PTSD when contrasted to persons who have experienced 
single incidents. Savic et al. (2013), in a study with Sudanese refugees 
in Australia, including those from South Sudan, observed that “the 
cumulative effects of pre-migration and post-migration experiences 
are thought to render refugees vulnerable to mental illness and 
psychosocial distress” (p. 383). Tutlam (2017) studied South 
Sudanese women who had experienced trauma in their homeland 
and who settled in the United States. The researcher studied both the 
mothers and their U.S.-born children. Tutlam found that 26% of the 
mothers met the criteria for PTSD, 32% for depression, and 39.5% 
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for anxiety. The percentage of children who met the criteria for 
PTSD was 10.5%, 6.6% for depression, and 7.9% for anxiety. These 
findings support the notion that trauma can have an intergenera-
tional component and be observed in the children of mothers who 
experienced significant trauma in a war-torn homeland. At the same 
time, while the few studies that have examined mental health status 
have focused on PTSD as the “signature disorder” in South Sudanese 
persons, the mental health professional must not assume that each 
person with a South Sudanese background has this disorder. The 
individual might be expressing feelings and emotions related to 
prolonged grief disorder, discussed earlier.  

5 In the United States, does the South Sudanese person live in a 
community that includes other persons from their country or are they 
completely isolated to the point that they feel no cultural connection 
to that community? What social support systems does the person 
have in their community, and do the systems help manage or alleviate 
both stress and trauma? Has the South Sudanese person been assisted 
by community-based organizations, including churches or mosques? 
Is the person homeless, unemployed, and/or without their family?  
Abur and Mphande (2020) observed in the Dinka, which is one of the 
largest of all tribes in South Sudan, that “togetherness” is a powerful 
concept that extends beyond the nuclear family. They stated that 
“Dinka people live in large groups or extended families that reach 
beyond 12 families in a kinship chain of close blood relations” (p. 7).  
Jal (2016) investigated the role of South Sudanese leaders in assisting 
and preventing suicide amongst South Sudanese community mem-
bers in the state of Nebraska. The researcher found that South 
Sudanese community organizations had devised programs to aid 
those immigrants who were considering suicide.  

6 What is the degree of acculturation stress experienced by the South 
Sudanese person at any given time in the United States? To what 
extent is the person struggling to be a part of their community and 
the country? Are they struggling with language, urban or rural life, 
laws and regulations, American customs and values, religious 
association, and/or finding a fit in the community? Yoon (2019) 
studied a group of unaccompanied refugee minors from South Sudan 
who settled in the United States in 2001 and found that this group 
experienced significant challenges in acculturating to the new society 
and that it was a multidimensional process similar to that experi-
enced by many other immigrants. Khawaja and Milner (2012) 
studied South Sudanese couples in Australia and found that 
acculturation stress, or the stress associated with adjusting to life in 
a new and foreign country, caused significant hardship, including the 
dissolution of marriages and psychological distress. 
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7 Related to tribal membership, especially in men, has the person lost a 
special role or place that he held back home? That is, does the person 
feel displaced because they are no longer in a position of responsi-
bility or leadership within their tribe? In turn, has this caused the 
person to feel empty and with no purpose in life?  

8 If one is working with a South Sudanese family, is there significant 
intergenerational distress between parents born in South Sudan and 
children born or raised in this country? Have the children abandoned 
culturally and religiously based values, mores, customs, and rituals in 
favor of “American ways”? Like other immigrants to this country, it 
is very common to witness intergenerational conflict between children 
and their parents that causes pain and division and causes parents to 
wish they were back home. Abur and Mphande (2020), in studying 
the mental health of South Sudanese Australians and their children, 
observed that “clashes… arise around such issues as mode of dress 
and behavior, differences in child-rearing practices, and in particular, 
a greater sense of independence amongst young people” (p. 8).  

9 To what extent do religion and/or spirituality play a role in the South 
Sudanese person’s view of everyday life? For example, like in many 
other African countries, the populace of South Sudan practices many 
religions, from Islamic to Christian. In addition, many South 
Sudanese persons have blended pre-Christian or pre-Islamic beliefs 
into their own personal practices. This may include spirit possession 
and other more indigenous beliefs. Ng et al. (2017) examined mental 
health-seeking behaviors in persons in South Sudan and found that 
28% of their sample sought traditional healers, 20.5% sought witch 
doctors, and only 8.7% sought religious leaders from organized 
religions such as pastors and priests. This is very important not only 
when assessing a South Sudanese person but also when working with 
the person in therapy.  

10 To what extent do South Sudanese feel accepted by other ethnic and 
cultural minority groups in the United States, especially African 
Americans? Many immigrants from African countries feel a psycho-
logical distance between themselves and Black Americans and do not 
see their experience as similar to that of the latter group.  

11 Are South Sudanese expressing their psychological struggles using 
Western concepts such as “depression” and “anxiety” or are they 
describing their problems from within their culture, such as moul 
and ngengere? If they are using the latter terms, then the mental 
health professional has to avoid immediately linking the description 
offered by the person to a DSM-5 disorder. As with culture-bound 
syndromes included in the DSM-5, the mental health professional is 
cautioned from “translating” an indigenous-defined mental health 
problem into a Western disorder as this can lead to misdiagnosis. 
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12 What are the coping skills possessed by South Sudanese in therapy?  
Tankink and Richters (2007) discussed “silence” as a coping me-
chanism for many South Sudanese women who had experienced 
violence. The authors cited the case of “Ajak,” a 36-year-old Dinka 
woman who was living as a refugee in the Netherlands. Ajak had 
witnessed constant violence and aggression due to war, including the 
murder of most of her siblings as well as sexual violence, and when she 
was allowed to talk about her experiences she lamented that “talking 
means remembering and pain. Forgetting is the best I can do, but it is 
difficult” (p. 196). For many South Sudanese persons, silence may be 
the initial step in addressing past emotional wounds ranging from rape 
to torture, human trafficking, and kidnapping. Silence, in traditional 
Western modes of psychotherapy, is considered resistance, but it 
should not always be viewed this way when working with South 
Sudanese persons, especially women who have been traumatized 
through physical, emotional, and sexual abuse.  

13 What type of assistance are South Sudanese persons seeking in 
mental health programs? Like many other immigrants and refugees, 
as well as newer generations of persons born in this country, South 
Sudanese persons often come to treatment to resolve immediate 
problems or issues that may relate to daily living and do not appear 
to be mental health-related. For example, it is common for South 
Sudanese persons to ask for assistance in completing certain types of 
documents or paperwork related to healthcare, immigration, educa-
tion, or other social services. The identified “stress” may relate to 
meeting a deadline and may be recognized as a stressor by the person. 
Once the stressor is resolved, it is not unusual for the South Sudanese 
person to not return to therapy until the next stressor appears in 
that person’s life.  

14 Should mental health professionals use standard measures such as 
the PHQ-9 to evaluate South Sudanese persons? I have found that 
using such measures can frequently produce limited, useless, or 
obsolete information, for many reasons. For example, South 
Sudanese persons struggle with yes/no or discrete questions as well 
as rating scales. At this time, the best method to assess a South 
Sudanese person, especially a recent immigrant, is to engage them in 
a conversation that allows for trust and openness over time. The 
conversation should not focus on the reason why the person is 
seeking mental health services but on the challenges in adjusting to 
life in this country. In addition, South Sudanese persons are highly 
verbal or oral in how they share their personal narrative or story and 
should be allowed sufficient time to express themselves. Allowing this 
narrative to be shared increases trust not only in the work of the 
mental health professional but in the mental health system itself. The 
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majority of the research studies cited in this chapter that address 
trauma and PTSD in South Sudan have employed the Harvard 
Trauma Questionnaire (Ayazi et al., 2013). 

Conclusions 

The primary purpose of this chapter was to introduce mental health 
professionals to some of the mental health issues that persons of South 
Sudanese backgrounds are presenting in treatment, especially in the 
United States and other Western countries. South Sudanese persons 
come from a country that came into existence in 2011. Unfortunately, the 
transition to a sovereign and democratic country remains tainted by the 
ongoing war, political, social, and economic turmoil, rebellion, terrorism, 
inter-ethnic hostilities, and civil unrest. As a result, South Sudanese 
persons have experienced multiple traumatic events that continue to af-
fect their mental health status, even outside of their homeland. This 
chapter has focused on identifying some of the challenges that this po-
pulation continues to have as new arrivals to the United States. The focus 
of this chapter has been on assessing and getting to know this population 
in a manner that can promote both linguistic and cultural competence, as 
well as political understanding. I have successfully applied transpersonal 
psychological principles in helping fellow South Sudanese persons heal 
from trauma (see Kuek, 2015). My work is currently the only work that 
considers a therapeutic approach. 

Postscript: Reflections on Visiting South Sudan in 2016 

In 2016, I traveled to my homeland after a 25-year absence. I had 
immigrated to the United States and established roots in San Diego, 
California. Yet, I had dreamt of someday going back home to aid in the 
building of democracy in the new country of South Sudan. As part of this 
trip, I visited a military camp in the eastern part of South Sudan, near 
the border with Ethiopia. In the 2 months that I spent in this camp, 
I visited a refugee camp, where I witnessed the “collateral damage” of 
war. I met many children who were orphans and had no family, widows, 
and widowers, and parents who had lost their children because they were 
kidnapped and forced to be child soldiers. I also witnessed significant 
poverty, hunger, and medical illnesses amongst the populace of the camp. 
Persons presented diverse mental disorders, including severe depression, 
anxiety, substance use, psychosis, and PTSD. They displayed fear, 
trauma, anger, suspicion, crying spells, hopelessness, isolation, despair, 
and alienation. Many shared with me their disbelief in God or a greater 
power and felt abandoned by their ancestors and proud history. I too felt 
powerless and helpless as I listened to the many narratives that reflected 
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the cruelty that humans can inflict on fellow humans. I cried with the 
many victims and prayed with them with the goal of instilling hope in life. 
At times, as I walked through the refugee camp, I felt that many of the 
persons living in the camp were walking around with no soul in an almost 
robotic fashion, traumatized by war, anarchy, and oppression. 

I chose to stay at the camp and devoted the rest of my time there to 
help these refugees in many different ways. For example, I held classes 
under trees and in tents on first aid, self-care, trauma and its sequelae, 
stress management, suicide prevention, parenting, nutrition, anger man-
agement, psychiatric treatment, and improving help-seeking behaviors, 
especially for medical and mental health assistance. In the short period of 
time that I was there, I sensed a “re-awakening” amongst many of the 
refugees and began to see them smile and talk about their future instead 
of their past. They were grateful and optimistic about their lives and even 
about returning to their ancestors’ lands. 

In the short time that I was there, I also learned much about the many 
challenges of this young country that is struggling to become a democracy 
where every person counts equally. As I noted at the beginning of this 
chapter, there is much to do in South Sudan. Involvement, but not in-
terference, has to come from all parts of the world, including the United 
States. In my observations of “my country,” there is much work that is 
needed to create a solid yet fluid infrastructure that will support not only 
the education but also the medical and mental health needs of South 
Sudanese citizens. At this time, there is no such infrastructure, and 
without it, there is a strong likelihood that South Sudanese persons in 
their homeland and in other countries will remain at high risk for severe 
mental illness. 
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Chapter 10 

Singing to the Lions: 
Culturally Relevant 
Intervention in Zimbabwe  
and Beyond 

Jonathan Brakarsh, Lucy Y. Steinitz,  
Jane Chidzungu, Eugenia Mpande, and  
Lightwell Mpofu   

This chapter is an exploration of our efforts, challenges, and reflec-
tions in creating a program to address the needs of children affected by 
fear and violence in their lives, specifically in Africa, but also, how it 
has spread to other countries as diverse as India, Jordan, and El 
Salvador. The hope is that this chapter will introduce readers to the 
Singing to the Lions program (see Brakarsh with Steinitz, 2017a) 
and—based on our experience and the lessons learned—that it can serve 
as a guide to creating a dynamic intervention from conception to im-
plementation and, finally, to evaluation. 

Violence occurs around the world—in our countries, neighborhoods, 
homes, and schools. There is considerable research on the impact of 
violence on children’s psychological and physical health. If not addressed, 
violence upon children can affect their adult lives as well as future gen-
erations. This is illustrated by the Adverse Child Events Study (Centers 
for Disease Control and Prevention, 2021) and many others. Programs 
are needed to mitigate the effects of violence on children, especially those 
which can be used cross-culturally. 

Singing to the Lions is an 18-hour psychosocial workshop that was 
developed for children and youth by Jonathan Brakarsh and Lucy 
Steinitz, in collaboration with community members, parents, and pro-
fessionals, based on findings from a research study (Brakarsh & Fisher, 
2013) with Zimbabwean children on the impact of fear and violence in 
their lives. The workshop uses interdisciplinary methods to build un-
derstanding, skills, and adaptive behaviors that respond constructively to 
anxiety, trauma, and loss. Accordingly, the activities of the workshop 
were carefully designed, using the principles of cognitive behavioral 
psychology and narrative therapy, and are expressed through music, 
movement, drawing, storytelling, and visualization. Following a period of 
pre-testing in three countries, a facilitators’ manual titled Singing to the 
Lions (Brakarsh with Steinitz, 2017a) was published in early 2017 with 
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funding from the Africa Justice and Peacebuilding Working Group of 
Catholic Relief Services (CRS), a widely respected international huma-
nitarian organization. Since that time, Singing to the Lions has been 
implemented in 26 countries. An assessment of Singing to the Lions was 
conducted in 2019 utilizing 2 years of monitoring and evaluation data 
plus interviews with implementers and participants in 10 countries 
(Wachira & Steinitz, 2019). The assessment also included preliminary 
data on the 1-day adult community adaptation, which is called Rising 
from Resilient Roots. (Catholic Relief Services, 2019). 

Origins: Dreaming the Idea 

The concept for Singing to the Lions began with my (Jonathan’s) work, 
over a period of two decades, with sexually abused children in Zimbabwe. 
As co-founder of Family Support Trust, a hospital-based NGO, I ob-
served the impact of abuse on children’s development. In addition, I saw 
how other significant events—political conflict, war, famine, domestic 
violence—caused long-lasting effects on children’s lives that influenced 
their health in adulthood. There was a need to give children the skills to 
protect themselves psychologically, build resilience, and find effective 
ways to change their situation. Singing to the Lions evolved from the 
development of techniques with children and adults to reduce their fear in 
the presence of violence and to create greater resilience. This led to small 
group work with diverse African populations and later evolved to larger 
community interventions. In moving from individual work to larger 
community interventions, the emphasis was on three areas: Experiential, 
psycho-educational, and community activism. In contrast, individual 
work with children and adults emphasized the experiential aspect of the 
therapeutic process. 

Three previous books and programs, The Journey of Life (Brakarsh 
& Community Inspiration Team, 2004), The Journey of Life Series 
(Brakarsh, 2005), and Say and Play (Brakarsh, 2010) contained the 
seeds of this community intervention model and its three principles: 
Giving children a voice, children as experts on their lives, and com-
munity action where children and adults work together to respond to 
issues that children have identified. In Singing to the Lions, these ideas 
came to fruition. 

The title Singing to the Lions appeared in a dream that I had during the 
politically tense time leading up to the 2008 election in Zimbabwe when 
all citizens were under threat: 

My fears coming in the form of lions surrounded me, I was trapped. 
And I knew this was the end. Suddenly children came singing 
down the street and a calm settled over everything, and the lions 
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actually began purring. The children came singing to the lions and 
started petting them and I knew I was free. (Catholic Relief 
Services, 2018)  

The dream showed me the way to respond to fear, that we can “sing to 
the lions”—that is, that we can sing to our fears and that children could 
learn these skills, perhaps better than adults could. Fear does not have to 
dominate our lives. 

My collaboration with Lucy Steinitz from CRS—a long-time friend 
and colleague who lived in Africa for 17 years—turned the dream into 
reality. By working together, in collaboration with three Zimbabwean 
senior trainers and with community input, the program and the manual 
Singing to the Lions: A Facilitator’s Guide to Overcoming Fear and 
Violence in Our Lives (Brakarsh with Steinitz, 2017a) was finally born 
(Figure 10.1). 

Figure 10.1 Singing to the lions.    
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Collaborative Development and Implementation 

Even before we got started, the need for this kind of intervention was 
identified by the UNICEF-Zimbabwe Child Protection Group, a con-
sortium of social welfare NGOs, in addition to personal communica-
tions with a wide variety of Zimbabwean NGOs dealing with child 
welfare issues, and Jonathan’s own experience in providing therapy 
to Zimbabweans and training seminars to mental health and social 
service professionals over two decades. Lucy came to the same con-
clusion, having worked closely with grass-roots organizations in 
Namibia since 1997 that provided care and support to orphans and 
other vulnerable children affected by HIV and AIDS. 

Practitioners from a wide variety of disciplines offered consultation 
on techniques as diverse as yoga, meditation, mindfulness, eye move-
ment desensitization and reprocessing (EMDR), hypnotherapy, med-
ical visualization, dance and art therapy, somatic therapies, and 
education. Throughout the various stages of development, a reference 
committee composed of academics, researchers, and practitioners from 
several countries also reviewed the Singing to the Lions manual and 
provided input. 

The program’s objective is for children’s voices to be heard on the 
issues that impact their lives and for children and adults working to-
gether to implement change in their community on these issues. For the 
community, it is important to explain the goals of the program, obtain 
their consent, hear what concerns or issues should be addressed, and at 
the conclusion of the workshop have an opportunity to discuss what 
has been learned. After the workshop, it is also important to hold 
follow-up sessions to reinforce the skills and lessons learned—whether 
as a new Singing to the Lions group or as part of an existing group from 
which the Singing to the Lions participants were drawn. Hence, there 
are both “before” and “after” sessions with parents, guardians, com-
munity leaders, and the children (i.e., the workshop participants). 
Specifically, we designed a brief pre-workshop meeting where facil-
itators meet with children together with parents and members of the 
community to obtain their input regarding the key issues that involve 
their children and to discuss the planned workshop activities. Then 
there is a post-workshop meeting where the workshop participants 
present what they have learned to the wider community for further 
discussion and plans for action. 

What emerged from the Singing to the Lions workshops and the post- 
workshop discussion groups, both in Zimbabwe and later in workshops 
across Africa, India, the Philippines, and Central America, was the wide 
range of challenges facing children in growing up and the pervasive 
presence of fear in their lives (Wachira & Steinitz, 2019). Over time, 
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we learned that the Singing to the Lions workshop program could be 
easily adapted to a variety of groups and settings. 

Target groups include orphaned and vulnerable children, children af-
fected by political or family conflict, refugee children, children at risk of 
or targeted by sexual and physical abuse, juvenile offenders, and children 
affected by natural disasters. The common denominator is that almost all 
have experienced multiple adverse childhood experiences that, if not 
addressed, could have a negative impact on their future. 

School staff, field officers from child welfare NGOs, and community 
members are often asked “Who are the children you are concerned 
about?” to help identify children who could benefit from this interven-
tion. After trying out different methods, facilitators in this program 
prefer to have a mixture of children in terms of their psychological 
functioning so that the workshop participants can witness a range of 
responses to life’s challenges. When possible, as part of the selection 
process, children are also asked “Who are the children you are worried 
about? Who is the most liked?” Their responses do not always concur 
with that of the adults, demonstrating that children’s perceptions can be 
very different from those of adults and need to be included in selecting 
children for the program. What continued to surprise us was the perva-
siveness of fear and trauma in children’s lives because even some of the 
“well-adjusted” children had fears and traumas that they had not re-
vealed until the workshop. 

Singing to the Lions takes place in schools, community settings, 
prisons, staff offices, training centers, churches, mosques, and, at least in 
part, under trees. Most participants have been 10 to 18 years old, but 
youth group members are often older (up to age 25). Ideally, the age 
range of each workshop should encompass children within a 3-year age 
span, and the children should be from the same school or community so 
that friendships and bonds formed during the program can be sustained. 

Initially, we heard concerns from some teachers, parents, and com-
munity members that recently traumatized youngsters may fall victim to 
re-traumatization through Singing to the Lions, even though there were 
safeguards in the program. Although two facilitators and a local resource 
person should always be present, Singing to the Lions is generally not 
recommended for participants who have very recently undergone a severe 
trauma. As this cannot always be screened for in advance, however, we 
have undertaken an extra precaution in the manual to recommend that 
local health/mental health resources should be identified before a work-
shop begins for a possible referral. In addition, all participants are told 
that all activities are voluntary and that a one-on-one meeting with a 
facilitator can be requested at any time. Finally, activities use analogies 
and metaphors rather than directly confronting a person’s past experi-
ence, and workshop sessions are interspersed with mindfulness, dance, 
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music, and breathing techniques to relieve tension. These precautions 
seem to work. Of the more than 6,000 children who have participated in a 
Singing to the Lions workshop as of December 2020, there have been no 
reports of a renewed mental health crisis related to their Singing to the 
Lions experience. 

Working with Trauma 

Trauma work requires a holistic approach. It has a bio-psycho-social 
impact that affects all aspects of the Self (Wyatt, 2020). If trauma is not 
resolved, it may be passed on to the next generation. A trauma that is 
resolved is passed on to the next generation as a story. A trauma-kept 
secret is passed on to the next generation as a trauma to be experienced 
again (Dr. Michael Silvestre, EMDR trainer and therapist, personal 
communication, 2016). 

In refining the ideas in this program, we pondered the question, “What 
do children need to respond effectively to fear and violence?” Based on a 
review of the work of Peter Levine (Levine & Kline, 2008), we agreed that 
several types of support are necessary between children, parents, and their 
environment. Levine posits that adults can provide consistency, the ca-
pacity to soothe and regulate, the ability to help the child in the moment, 
and the support to help children create a story of resilience focusing on 
the strengths in their lives. 

The Singing to the Lions program incorporates six areas of skills and 
knowledge (Brakarsh with Steinitz, 2017a, p. 3) to help children to  

a learn self-calming skills, which include breathing, movement, and 
meditation—the objective is for children to make rapid and effective 
decisions based on reasoning rather than fear;  

b alter their negative view of themselves as the one deserving abuse and 
instead discover their strengths and positive attributes;  

c learn to decrease their social isolation and stigma by realizing that 
they are not alone but are part of a larger social network;  

d understand the impact of fear and violence on their lives and identify 
resources both internal and external (knowing who to go to in time of 
crisis);  

e identify ways to overcome violence and fear in their lives by 
analyzing problems and implementing plans of action; and  

f have hopes and develop goals for the future. 

These six areas are interwoven into the six themes or teaching modules 
of the workshop: Welcome, Discovering Who We Are, Understanding 
Fear and Violence, Strengthening Who We Are, Making Connections, 
and Moving Forward. Each of the modules interlink to form a more 
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powerful whole, taking the child on a journey from understanding of 
self to recognizing their strength, learning the importance of social 
connections that make them stronger, and applying what they have 
learned. The illustrations in the manual provide a visual guide to the 
facilitator of how the activity might look when implemented. There is 
also a monitoring and evaluation form. 

The workshop format is flexible. For example, it can be conducted as a 
3-day workshop, divided into half-day workshops, or adapted for schools 
in a program of 3-hour periods. 

Bringing the Workshop to Life 

Trauma work requires a physical component. The body needs to be 
activated, for trauma creates a disconnection, a dissociation, between 
one’s feelings and sensations. It creates a disengagement, so the objective 
is to help the person slowly and safely to begin to re-engage with their 
bodies, feelings, and sensations (van der Kolk, 2015). 

Several of the exercises in the program illustrated below go beyond 
words and concepts to work with the body and the breath, for example, 
by “sweeping away fears” in Letting Go of Problems, drawing The Four 
Squares to diminish the threats, and visualizing strengths in Treasure 
Tree and Mountain, Water, Wind, Fire (Figure 10.2). 

In the Singing to the Lions program, we observed that working with 
trauma means working with the body, the story the person has about the 
trauma, and how the trauma influences their life. Based on our ob-
servations, three components are interwoven into the therapeutic process 
of Singing to the Lions—breathwork and movement, narrative therapy, 
and the power of the imagination. 

Breathwork and movement are important components in this program 
to help reduce anxiety and the fight, flight, or freeze response. Children 
with feelings of being overwhelmed by an event can learn the sensations 
that their body sends them, acknowledge them, and then through 
breathing and movement learn to release these sensations to relieve the 
body and mind (Brakarsh with Steinitz, 2017a). Breathwork and move-
ment are used from the very beginning of the workshop as part of the 
Welcome activity. When the participants enter the room, local music is 
playing and the facilitators are dancing and invite everyone to join them. 
In the next activity, Learn about Lions, the children use the Lion’s Breath 
pose, adapted from yoga, to roar like lions, feeling their strength and 
ferocity (Figure 10.3). 

When trauma occurs, it is not only the event itself but also how 
the event lands in our nervous system that creates the trauma. The 
techniques of cognitive behavioral therapy (CBT), which focus on 
gradually shifting negative thoughts toward more adaptive, functional 
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perspectives, are interwoven into many activities in the program. Based 
on our interpretation of the event, we create a story around it. 
Narrative therapy focuses on exploring our current story and creating 
an alternative story that allows new possibilities and new ways of un-
derstanding to take root. Narrative therapy’s Australian and New 
Zealand origins (White & Epston, 1990) are a natural complement to 
our workshop due to the model’s community premise in its focus on 
the ability to create one’s own story, identity, and its awareness of the 
social constructs impacting human problems. Children’s stories are 
highlighted in one of the longest activities, Tree of Life, where parti-
cipants draw a tree representing their life, starting from the roots and 
reaching upwards. In this way, they can identify and clearly see their 
heritage—the roots that they connect with their parents, relatives, and 

Figure 10.2 Letting go of problems.    
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ancestors as well as their place of birth or home village; the trunk re-
presenting both difficult and positive times in their life as they have 
grown up; the branches representing their hopes and dreams and ulti-
mately their talents, skills, and the good things in their life now, which 
they write or draw on the leaves and fruits of the tree.1 (Catholic Relief 
Services, REPSSI, 2018) (Figure 10.4). 

We hold on to core beliefs about ourselves. From our core beliefs, we 
create a story that influences how we live our lives and understand the 
various events that happen to us. Both logic and imagination can create 
these new possibilities and realities. While Cognitive Behavioral Therapy 
(CBT) and narrative therapy primarily utilize logic, imagination, the third 
modality, can also be a powerful force for change. 

During the Singing to the Lions workshop, imagination manifests 
through drawing and visualization, guided conversations with each other, 
and drama activities. In the next phase of the workshop, the children use 
their imagination to create a safe place inside them (The Safe Place Inside 
Us) and then use a sheet with four squares showing big lions getting 

Figure 10.3 Roaring lions.    
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smaller in each square. They go through the process of shrinking their 
fears and then returning to their safe place (The Four Squares). Finally, 
they work in groups and with a drama exercise “take on” the qualities of 
different powerful elements of nature—fire, wind, mountain, water—to 
access their strengths and imagine new abilities and possibilities in their 
lives. (Figure 10.5) 

A study from the University of Colorado-Boulder’s Cognitive and 
Affective Neuroscience Laboratory (Reddan et al., 2018) shows that if 
you imagine a threat, the relevant parts of the brain light up as if you 
are actually experiencing it. The study describes how this effect can 
be used therapeutically. It concludes by confirming that “an internal 

Figure 10.4 The tree of life.    
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simulation of a real-world experience can alter the way one responds to 
that situation in the future.” The authors continue, “Imagined ex-
posures to threatening stimuli are effective in the reduction of learned 
threat responses” (p. 1003). The skill of imagination and visualization 
can be a protective barrier around the child that serves to reduce their 
fear when they interact with their environment and, consequently, can 
be a useful method in ameliorating post-traumatic stress. 

People assume that the way to reduce fear or negative emotion is 
to imagine something good. In fact, what might be more effective 
is exactly the opposite: Imagining the threat, but without the 
negative consequences. (“Your Brain on Imagination,” Science 
Daily, 2018) 

Figure 10.5 Fire, wind, mountain, water.    
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Imagining the threat without the negative consequences is an important 
concept in this program. In Singing to the Lions, the workshop proceeds 
by having the participants collect all their problems in the form of sticks 
and stones, acknowledge them, put them in a sack, and participate in 
a ritual in which the contents of the sack are buried in the ground to 
allow Mother Earth to hear the problems and cleanse them (Letting Go 
of Problems). 

In an earlier example, Learn about Lions, children face their fears 
metaphorically in the form of lions. Rather than be fearful and in-
timidated, the children sing louder and louder to create a wall of sound 
that overwhelms the ferocity of the lions. 

After the sections Discovering Who We Are, Understanding Fear and 
Violence, and Strengthening Who We Are, the final phases of the 
workshop are Making Connections and Moving Forward. These include 
activities such as the Helpers Game, which explores who can help the 
children in various situations, such as when their mother is ill and can’t 
work or a friend is being sexually abused. In Small Steps Up the 
Mountain, participants learn how to break big problems or challenges 
into smaller, more manageable sections. As one of the concluding ac-
tivities, Honoring Each Other, the workshop participants write on a 
piece of paper taped to the person in front of them what they admire or 
like about them, exchanging places in line until all the participants have 
written their thoughts. For participants who have experienced abuse or 
violence in their lives, this provides a powerful document for each person 
of the positive ways in which they are seen (Figure 10.6). 

Program Development 

When we first offered the Singing with Lions program, the three senior 
trainers were Eugenia Mpande, Jane Chidzungu, and Lightwell Mpofu, 
all native to Zimbabwe. They all had been working in organizations 
Jonathan had collaborated with previously. All three trainers were chosen 
for their depth of experience in working on psychosocial issues, their 
demonstrated skills as facilitators, and their ability to speak Ndebele, 
Shona, and English, the primary languages spoken in Zimbabwe. The 
senior trainers were also instrumental in providing feedback during the 
development of Singing to the Lions. 

Pre-testing was initially conducted in Zimbabwe by the senior trainers 
(two sites) and a couple of months later by Lucy with local collaborators 
in Uganda (one site) and Sierra Leone (one site). The program worked 
equally well across ages 11 through to adulthood. The process brought up 
both present fears and those from the past in the participants, and it 
helped highlight their achievements and strengthen their self-esteem. The 
participants found The Tree of Life activity especially meaningful in that 
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it allowed them to see a map of their lives and hopes in the form of a tree 
and its branches. We identified the need for a supplement to the work-
shop manual (which we later added) to explain the concepts further. We 
also incorporated more energizing activities to maintain the flow of 
the workshop and to help the children process difficult emotions. Overall, 
the participants found the process therapeutic and the content and 
skills relevant. 

Lightwell Mpofu, senior trainer, writes: 

The piloting process was an interesting experience; it was probably 
the best part of co-creation. Being the first to see the community 

Figure 10.6 Honoring each other.    
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reaction to ideas and concepts that you have only discussed is an 
unparalleled experience. Seeing the different ways in which different 
participants grasp and respond to concepts presents a chance to 
explore the universe that is a human being.  

Through the process of co-creation with the workshop participants, 
Lucy Steinitz and the Zimbabwe-based senior trainers—Jane Chidzungu, 
Eugenia Mpande, and Lightwell Mpofu—Singing to the Lions could 
truly begin to sing. 

The Training Experience 

Given its focus on trauma and resilience, we agreed from the be-
ginning that Singing to the Lions is not the kind of workshop where you 
can just pick up the manual and run with it. Facilitators don’t need 
advanced degrees, but they should be carefully trained and should— 
ideally—co-facilitate several workshops with a more advanced trainer 
before venturing out on their own. We planned it so that persons who 
wanted to facilitate Singing to the Lions should first participate in a 
Singing to the Lions workshop, followed by two and a half days of 
learning facilitation skills, and then followed again by three to four 
workshops as an apprentice (co-facilitator). We sought to give 
equal weight to both the experiential and didactic components of the 
training. In some settings, however, this training process had to be 
shortened due to a shortage of time and funding as well as logistical 
constraints. Even after apprentices became qualified facilitators, we 
strongly recommended that two facilitators conduct the workshop 
together with a local resource person; we did not compromise around 
this structure. 

Lightwell comments: “We encountered some unforeseen circum-
stances arising in the facilitator training program. Some of the facil-
itators wanted to inject their own interpretation into the material. This 
presented a challenge as new interpretations were added to the material 
which potentially confused or diluted the impact of the exercise.” Our 
collective experience is that, especially in Africa, a new facilitator tends 
to believe that they should be able to master new material quickly and 
then transmit it to others without looking at notes, much less by 
reading or referring to a manual during the course of the exercises. But 
that is not how Singing to the Lions was structured; every written word 
or sentence was considered for its psychosocial impact. This resulted in 
a bit of an impasse. Without checking the manual during the course of 
the facilitation, the facilitators tended to communicate their own un-
derstanding of an exercise using their own words. Although this was 
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well-intentioned, the problem is that sometimes those words skipped 
certain nuances or even important steps. 

In March 2019, Cyclone Idai devastated Mozambique and large parts 
of Manicaland Province, Zimbabwe. The rain and winds were of such 
magnitude that villages were buried under rock avalanches and farming 
areas were destroyed, leaving people without food. As part of the disaster 
relief efforts in the Chimanimani area (Zimbabwe), a number of the new 
Singing to the Lions facilitators revealed that they had also been directly 
affected by the devastation, thus adding new traumas to those they had 
experienced from childhood. We were concerned whether working with 
material on violence and fear could reactivate their pre-existing traumas. 
But we discovered that the opposite was true; working on Singing to the 
Lions began a healing journey for those training to become facilitators. 
As Lightwell commented: 

When planning these workshops in Chimanimani, we could see that the 
facilitators/community volunteers we trained in Chimanimani, a 
district in Manicaland, were essentially traumatized themselves. At 
some point, I thought it was a bad idea to try and use the injured in 
a process of healing. “What if they relapsed during the workshops?” 
I asked myself. Looking back, I think that was the best thing about the 
Chimanimani projects. No one could have known the extent of damage 
as much as the ones who had experienced the damage, and as such 
it was good to have such people leading the healing efforts. I was also 
amazed at the healing journey that the facilitators took throughout the 
project inception. Some even testified that being involved in the project 
had been therapeutic to them and augmented their healing.  

Eugenia and Jane describe their experience facilitating workshops as 
follows: “When children enter the Singing to the Lions space, they are 
greeted by local music and the facilitators already up and dancing. The 
greeting and welcoming process engaged the children by making them feel 
valuable, loved, and warm. They knew this was going to be something 
of a different experience.” Lightwell adds, 

The introductory exercise Learn about Lions has some children in 
the group becoming the lions, and then the lions move steadily, 
roaring toward the rest of the children, who start singing to the 
lions. The wall of sound surrounds the lions and takes their power 
away. The children’s singing becomes stronger and stronger. It is 
one of the most powerful moments of the workshop. The process 
reduced fear, showing the children that they could be brave, 
courageous, and together could overcome fear in their lives.  
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According to Eugenia and Jane: 

During the Tree of Life activity (activity #2), the metaphor of tree 
and forest always brought about immediate positive transformation 
and insights. With the children merely looking first at individual 
images of trees and then the forest—when trees were visualized 
together—they could identify themselves as members of the group, 
realize they are not alone, and make new connections in this new 
forest. They started opening up, smiling, and having supportive 
conversations among themselves. The power of this metaphor is that 
it works very well with people with different literacy levels.  

The trainers continue: 

We have noted an amazing transformation of the children, even on 
the first day, and wondered if they are same children that we saw as 
they were coming into the room. When the children arrive at the 
workshop venue for the first time, in the morning they are tense, sad, 
withdrawn, and shy. Some of them will just sit on the chair and not 
behave like children despite the fact that they know each other. By 
lunch time of the first day, they will be so relaxed and fully present, 
enjoying all the activities. The children on the second day are on time, 
eagerly waiting for the workshop to start. They acknowledge that 
they will never be the same after the workshop and often talk about 
the need to share with other children the knowledge and skills they 
acquired during the workshop.  

The training team of Eugenia Mpande, Lightwell Mpofu, and Jane 
Chidzungu has described their experiences facilitating workshops. For 
brief clips of a workshop and an overview of the workshop experience, 
please watch the 20-minute Singing to the Lions video (Catholic Relief 
Services, 2019). 

How the Children Responded 

According to Eugenia and Jane, the practical activities, which included 
grounding and calming exercises, helped children take ownership of the 
process, learning to calm themselves no matter what the situation. The 
trainers said: “We observed children seeing the need to help others and 
being more compassionate and supportive. The children become each 
other’s keepers with empathy during the workshop and even after in si-
tuations where their peers are facing challenges of abuse or neglect. 
Involving an adult (teacher/guardian) as a resource person ensures that 
the children continue to meet and access support.” 
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Lightwell reflects: “In my memory, there will always be the picture 
of peace that you can see in participants faces during the treasure tree 
exercise … the picture of belonging in a place that can never be taken 
away from them is priceless. I think that is one of my favorite parts 
of the workshop.” Eugenia and Jane describe the workshop impact: 
“Children have described Singing to the Lions as liberating, enlightening 
and fun. Many have even gone to the extent that on the last day or 
session of the workshop they explicitly express their sadness and wish to 
do more exercises.” Lightwell summarizes, “The impact Singing to the 
Lions has in the community can never be overemphasized. Through the 
incorporation of community structures which include community lea-
ders and resource persons, the process does not end when the workshop 
finishes but continues beyond the reach of the initial facilitator.” 

According to the children and youth, Singing to the Lions helps re-
move emotional obstacles so they can go forward with their lives. By 
sharing their experience within a group, there is a collective process where 
people can unburden themselves and be viewed with the respect and the 
commonality that we all are humans, and we all carry trauma and pain. 

A young teenage commercial sex worker who was sexually abused as a 
young child said, “If I had gone through this process 2 years ago, I would 
not be where I am today, I would have been a better person. This process 
was very helpful; I will never be the same.” A teenage girl with albinism 
mentioned to us after this exercise, “I used to spend all my life worrying 
about what people think about me given my condition. The Treasure 
Tree helped me realize that I am a very beautiful person. Now I don’t 
have to worry about what people say anymore; no one can take away the 
goodness in me.” 

After a workshop in Bulawayo, a 10-year-old boy told his experience 
of when the army came to his house looking for his parents. He climbed 
out the window, went to the front of the house where a member of the 
army was knocking on the door, and said to the man, “I knocked on 
their door a while ago. I don’t think they are home yet.” The army left. 
The boy credited his actions to the breathing exercises and the strength 
he drew from being with others in the workshop. A woman whose 
grandchild attended the Singing to the Lions Disaster Relief Program in 
Chimanimani reported: 

Having attended the trauma healing workshop, Tawanda is a 
changed person. He now associates and mingles with other kids. 
Tawanda has developed the tendency of openness and accountability. 
The issue of bedwetting has just vanished away miraculously. His 
level of concentration and obedience has excessively improved to 
such an extent that I can send him to the shopping center without any 
hesitation and he can come back well in time. 
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We have included several of the activities in Singing to the Lions in the 
adult, one-day adaptation Rising from Resilient Roots. Of these, the 
Tree of Life exercise has had the biggest impact. One woman from 
the Democratic Republic of the Congo made the following comment 
during the workshop, after completing the Tree of Life exercise: 

At first, I was reluctant to participate in this exercise. I didn’t want to 
share. But we started with our roots and worked our way up the tree, 
and gradually I found myself joining in. When we paired, the other 
person spoke first and then it was my turn. The first time I spoke 
about myself, it was really hard. I shared some things I had never 
spoken about to anybody. But the second time we told our stories, 
the good and the bad, it got easier. And by the third time, I felt I 
could speak freely, and I shared my whole story…. Then, last night 
[after the exercise], I slept very well, and today I feel so good. This 
experience has changed my life.  

Cultural Adaptations and Spin-Offs 

How do we create a therapeutic experience that can transcend cultures? 
In developing Singing to the Lions, our focus was on the human 
experience—fear, victory, humor, wisdom, and other aspects. This focus 
on human experience is what unites cultures and allows this program to 
transcend most cultural differences. Also, the use of universal forms of 
expression—art, dance, music, song—allows for the crossing of cultural 
barriers. 

There were certain adaptations made when the image of the lion did 
not evoke fear. Since lions are not considered a dangerous animal in all 
countries of the world, Singing to the Lions became Charming the Snakes 
in India and Singing to the Wolves in Middle Eastern countries, each 
with culturally appropriate illustrations (Figure 10.7). With the recogni-
tion that cultural sensitivity and adaptation is critical for the program’s 
success, CRS produced these variations in order to fit local contexts. To 
date, the program has been translated into French, Spanish, Arabic, and 
Odiya. Trained facilitators are also encouraged to make other adapta-
tions in relation to specific activities, for example, in the songs and poems 
that are offered and in how boys and girls interact with each other. In 
some of the activities requiring a level of literacy, rather than writing their 
responses, especially with younger children and those with limited edu-
cation, the facilitators encourage participants to draw symbols or small 
pictures instead. 

As Singing to the Lions grew in popularity, older youth and adults 
began asking for a similar curriculum for themselves. Catholic Relief 
Services saw this as an opportunity to adapt the program to these 
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groups, with the recognition that they would probably not be able to 
devote three full days to the workshop as the children do. While 
working collaboratively with staff and migrant youth in West Africa, 
CRS launched Rising from Resilient Roots (RRR; Catholic Relief 
Services, 2020) as a 1-day resilience-strengthening workshop for youth 
and adult participants. Several of the activities in Rising from Resilient 
Roots—for example, Changing the Channel, Tree of Life, and some 
of the deep-breathing activities—are direct carryovers from Singing 
to the Lions. 

Very quickly, Rising from Resilient Roots became integral to CRS’s 
peacebuilding work in fragile and high-conflict areas. It is also used 
with youth and adults who experience a wide range of fears, losses, and 
anxiety by focusing on their inner goodness and capacities. We often 
say that to implement change, you have to change yourself first. 
Accordingly, Rising from Resilient Roots helps youth and adults with 
self-efficacy, stress reduction, and internal coping skills that foster 
hope, well-being, and social cohesion. Depending on the context, this 
workshop can also be adapted to help youth build their confidence 
while learning entrepreneurial skills or to provide emotional support to 
adults who have experienced significant loss, conflict, and violence. 
Although the workshop is not therapy, it can offer healing by helping 
participants to honor their identities, strengthen their relationships with 

Figure 10.7 Singing to the wolves.    
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others, and create a foundation for peace. In response to global de-
mand, Rising from Resilient Roots has already been translated into 
French, Spanish, Arabic, and Portuguese. 

How We Measured Our Successes 

Between early 2017 and late 2019, Singing to the Lions was im-
plemented in 24 countries (5,735 documented participants) by both CRS 
and non-CRS partner organizations. During the COVID-19 pandemic, 
the program slowed down, but it has now started picking up again in 
2021—including adding two more countries—all with consistently posi-
tive feedback. 

Prior to rolling out the program, CRS developed a theory of change for 
Singing to the Lions by way of a matrix (see Figure 10.8) that describes 
the changes we wished to see and which, we are happy to report, are 
corroborated by the feedback and other data that we have received to 
date. The matrix should be read from the bottom upwards, from outputs 
to the goal of the program. As written in the matrix, our ultimate goal is 
that children are more resilient when faced with situations of violence and 
fear in their lives. To support this goal, Singing to the Lions helps chil-
dren gain knowledge and skills that lead to positive changes in their 
behavior and contribute to their improved well-being (Results 1-4). 

The Singing to the Lions manual and facilitators’ supplement (Brakarsh 
with Steinitz, 2017a, 2017b) contain detailed instructions on how the 
monitoring and evaluation can be implemented. We offer a 20-indicator 
assessment in three phases: (a) the pre-test, T-1, which takes place before 
the workshop, (b) T-2, the first post-test, which takes place immediately 
after the workshop, and (c) a second post-test T-3, 2 to 3 months later. 
The measures are intended to reflect changes in knowledge and behavior 
based on the insights and skills that are taught during the workshop. 
Unfortunately, the data has not always been collected or reported back to 
CRS. To date, our largest data set is from CRS’s response to Cyclone Idai 
in Zimbabwe in 2019, where a statistical analysis was undertaken on 
48 groups (1,103 participants), including T-3—which is the most important 
because it demonstrates lasting impact. Based on a chi-square test with a 
95% confidence level, participating children demonstrated an average in-
crease of 15% in their knowledge, skills, and behaviors 2 months after 
completing their Singing to the Lions workshop. The hope is that follow-up 
activities—in clubs, drop-in centers, and informal gatherings—can re-
inforce and even strengthen the gains. Although we don’t know why this is, 
we observed that teachers, parents, and local community leaders often 
report a much greater impact than the children themselves. 

In other countries, the data sets were often smaller, but results supported 
similar outcomes to Zimbabwe. In India, monitoring and evaluation data 
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for 254 children in India’s Changing the Way We Care program showed 
a 20% increase in scores from T-1 to T-2, and T1-T3 evaluation data 
indicated a 26% increase for the same group 3 months after the workshop 
in September 2019. Although disaggregated data was not available, which 
precluded a more detailed statistical analysis, the results are both sig-
nificant and encouraging. They reinforce the trend we have seen anecdo-
tally and with much smaller sample sizes in other settings: the positive 
knowledge, skills, and behaviors learned during Singing to the Lions in-
crease over time, even after the workshop has ended. 

Beyond the numbers, there are the stories. How have the lives of 
children and adults changed since participating in the Singing to the 
Lions program? Almost immediately after Singing to the Lions was 
launched in 2017, the Archdiocese of Harare invited Lucy Steinitz, 
Eugenia Mpande, and Jane Chidzungu to train teachers from 12 of their 
schools. Two years later, they reported that “while other children were 
afraid during the January/February 2019 public violence, these children 
were able to “Change the Channel” and perceive the conflict in a different 
light” (Wachira & Steinitz, 2019). 

Following the devastation caused by Cyclone Idai in March 2019, ap-
proximately 70 facilitators were trained to conduct Singing to the Lions 
with children from affected communities in Zimbabwe. Parents and chil-
dren welcomed the program. One child said that the workshop gave her the 
skills she needed to deal with her fears and challenges. She also said that she 
learned how to draw strength from the community around her (Wachira & 
Steinitz, 2019). In a related “trauma healing program” in the Chimanimani 
and Chipinge districts of Eastern Zimbabwe, it was reported that children 
viewed the program as a safe haven where they could reveal and share their 
emotions and psychological challenges (Chikukwa, 2020). The facilitators 
also observed a large number of children came to the workshops uninvited, 
crowding around the periphery, having heard about the positive benefits 
from the children who were attending. 

The original idea for Singing to the Lions was that there would be follow- 
up clubs and action-focused activities that could reinforce the workshop 
messages and that the children could apply directly to improve their 
lives and those of others around them. The follow-up program didn’t 
happen very often, however, because of the additional cost or scheduling 
conflicts, but when it did the impact was powerful. Eugenia Mpande and 
Jane Chidzungu reported that in Hatcliffe, an informal settlement outside 
Harare, Zimbabwe, the Singing to the Lions Club in Success Academy 
initiated a one-dollar project following the Small Steps up a Mountain 
activity. Thirty children were each given a dollar investment as capital to 
start a business venture. Twenty-four of them invested and worked to-
gether to generate a revenue of $30 to $50 per month, demonstrating 
hope and resilience as the children learned together. 
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In Epworth, another nearby settlement, the workshop incorporated life 
skills training and was conducted for 40 women who were engaged in 
commercial sex work. Following these interventions, 15 of the women 
established a bakery as an alternative means of livelihood. In Gokwe, a 
rural town in Zimbabwe, the children in the Singing to the Lions group 
reported that girls were being attacked as they walked home from high 
school late in the day. The resource person, a teacher at the school, 
organized community volunteers to escort the girls to their homes. 

For us, as the organizers, the best news about Singing to the Lions 
was how widely it spread and its impact in so many diverse settings. 
The facilitators in these varied settings told us that participants found the 
Singing to the Lions program to be “restorative,” a place of safety, and 
an opportunity for the children to learn practical skills that they 
could immediately use in their families and communities. For example, in 
a program for orphans and other vulnerable children in Lesotho, the 
workshop was called “indeed a life changer, emotional healer and a life 
educator” (Wachira & Steinitz, 2019). 

In Jordan, where a culturally adapted version of Singing to the Lions 
was implemented—called in Arabic Singing to the Wolves—child parti-
cipants shared the experience of Singing to the Wolves with their siblings, 
extended family members, and neighbors. As a result, the parents of 
children who were not in the workshop requested that the experience 
be made available for their children as well. 

As part of the Second Chances Program in El Salvador, CRS worked 
with women in prison, some of whom were able to care for their own 
children while still incarcerated (i.e., children under the age of 5). The 
participants explained that the Singing to the Lions program helped them 
put their own childhood experiences into perspective, which made them 
more empathic and understanding toward the children in their care. Upon 
seeing the impact of the Singing to the Lions activities on these adults, 
the University of Central America, Department of Psychology, took the 
workshop to younger people in juvenile detention (Wachira & Steinitz, 
2019). When offered to 500 inmates in both an adult prison and a juvenile 
prison, the participants told the staff afterwards that they experienced 
a “notable behavior change in [the] management of their fears, and im-
proved communication among inmates.” Just as this chapter was being 
finalized, the Salvador government’s Institute for the Comprehensive 
Development of Children and Adolescents asked CRS for assistance in 
training their entire program staff in Singing to the Lions so they could 
help incarcerated teenagers reintegrate successfully back into society. 
Funding has been obtained for CRS’s Second Chances project, and three 
groups will be trained in late 2021. 

In the Indian state of Odisha, Singing to the Lions was changed to 
Charming the Snakes, as there are no lions in India, and translated into 
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Odiya. The workshop was first rolled out as part of India’s counter- 
trafficking work and was later used with children living in residential 
care institutions (i.e., orphanages) who were preparing for a return to 
community life. The children indicated improved relations with peers and 
adults, knowing how to overcome fear and learning to be emotionally 
healthy by creating positive thoughts, and “letting go”of harmful thoughts. 
An estimated 200 children have participated in the workshops. 

Just prior to the writing of this chapter, training in Singing to the 
Wolves (the Arabic version) was offered in Iraq for the first time. In 
addition, Lucy periodically hears of “far-away” groups implementing 
Singing to the Lions without any initial contact with Catholic Relief 
Services or our senior trainers. Because the manuals and an explanatory 
video are on the Web, the program is accessible to all. This was a con-
scious choice by the staff at Catholic Relief Services, who felt that Singing 
to the Lions should not become a proprietary tool that would only be 
available to a select few. But as a result, we cannot properly evaluate how 
many people are implementing the workshop nor the quality and impact 
of their work. 

Final Reflections 

Through the past several years of implementation, from 2017 until the 
present, we have learned more about the program and its impact on 
children and adults. Because it integrates cognitive, emotional, somatic, 
and expressive arts methodology, it appeals to a wide range of ages and 
situations. It is gratifying that the knowledge and the skills of the children 
increase after the Singing to the Lions workshops. 

One surprise is the power of analogy and metaphor. Children across 
most cultures were able to understand that the lions represent our fears. 
Local proverbs and idioms strengthened connections. The use of meta-
phors helped the children to tell their stories and provided a method to 
make meaning of their experiences. 

Though very detailed, Singing to the Lions is not a rigid metho-
dology. Through the use of songs, dance, and proverbs, it allows culture 
to play an important role in healing and psychosocial support. 
Moreover, its fluid nature allows for different cultures to relate to the 
manual in their own special ways while maintaining the underlying 
philosophy of the program. Using local culture, music, and dance ra-
ther than popular regional or international selections often evokes a 
stronger positive response from participants. 

To create a bond between children and influential adults that would lead 
to greater action and attention to children’s issues, we involve parents, 
guardians, community leaders, and relevant stakeholders from the onset 
and at the conclusion of the workshops. It is also hoped that the resource 
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person will become the champion who will drive the process forward so 
that eventually community leaders will take over. This has occurred in a 
number of communities but not in as many as we had hoped, and the 
results are variable among different groups. From the feedback we have 
received, the reasons have to do with competing demands in the commu-
nity, such as economic stressors, and the lack of funding (for example, for 
transport or snacks), as well as the lack of local leaders who could galvanize 
others and focus attention on the salient issues of children. 

The workshops are nonthreatening and enable children to have 
fun through song, dance, and active participation. The amount of fun 
that the children have, despite the weight of the topics discussed, was a 
revelation to us. The ability of children to open up and voice their con-
cerns while seeking support from adults to address these issues is a 
function of age. Most children are surprisingly unself-conscious, but re-
quests for confidentiality increased among those over 17 years of age. It 
was also important that all children could identify external resources 
(helpers, supports) to realize that they were not alone and that support 
was available, sometimes from places they least expected it. It was clear 
to us from the beginning that Singing to the Lions was not a substitute 
when intensive treatment of trauma was needed. Individual support and 
referrals were made available; two trained facilitators and a community 
resource person were present at every workshop. 

It is powerful to observe the strength of group process, watching 
children learn from one another and become empowered, being able to 
let go of what no longer serves them, and becoming more aware of their 
inner resources and acknowledging their skills and talents. They discover 
their commonality and so are able to connect, bond, and support each 
other. This gives them hope and boosts their confidence in the face of 
adversity. 

Lightwell Mpofu summarizes: 

Participants have often described the workshop as a uniting force, 
and even those children known to be loners find themselves belonging 
in a peer group from which they can draw support in times of need. 
A great example of such unity is where some children who went 
through the workshop in Luveve, Bulawayo (Zimbabwe), decided to 
continue with their Singing to the Lions group after the workshop 
ended, and they took on seemingly insurmountable tasks like 
organizing school and community clean-up campaigns and organized 
a civvies day to fundraise for their friends without school stationery 
and uniforms.  

Finally, once you have a program, how do you inspire others to be 
trained and to implement it? Basing a program within an NGO allows for 
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considerably more resources to be dedicated to its development and 
dissemination than an individual might have at their disposal. What we 
have also learned is that every program needs a champion. Lucy Steinitz, 
CRS technical advisor on this project, fulfilled this role. She sourced 
the necessary start-up funding through CRS’s Africa Justice and 
Peacebuilding Working Group and co-facilitated pilot testing. Over a 
3-year period, she promoted the program through several international 
conferences and co-trained facilitators in various countries to which 
CRS and non-CRS staff were invited. Whenever opportunities arose to 
include the workshop in a grant proposal or project-design workshop, 
she advocated for it. 

Lucy gives her insights on how to publicize and support a program: 

At Catholic Relief Services, we offered training to country program 
staff as an add-on to international gatherings within CRS (that 
included some of our partner organizations), held webinars, wrote 
news stories, and collaborated with our business-development col-
leagues to ensure that—as relevant—Singing to the Lions could be 
included in our proposals for project funding. You really have to eat, 
sleep, and dream a program like Singing to the Lions if you want it to 
take off. Within the first two years of publication, I also taught 
Singing to the Lions twice at Eastern Mennonite University, led 
multiple facilitator training workshops—in El Salvador, Tanzania 
(twice), the Philippines and India—and offered additional training, 
sometimes on my own time/money, whenever I traveled abroad for 
other CRS purposes.  

Over time, several WhatsApp groups sprang up among youth partici-
pants and facilitators, and a Facebook page was established for facil-
itators to share experiences. Anyone who wants more information 
can download and print the manual and its supplement (Brakarsh with 
Steinitz, 2017a, 2017b) for free and watch the 20-minute Singing to the 
Lions training video on YouTube (Catholic Relief Services, 2018). Rising 
from Resilient Roots, our adult spin-off, is also available online for 
free (Catholic Relief Services, 2019). For questions or comments, write 
SingingtotheLions@crs.org. 

Note  
1 The concept for the Tree of Life came from a variety of sources, including 

the work of Anne Hope and Sally Timmel in their book: Training for 
Transformation. A Handbook for Community Workers (1999). Published by 
the Training for Transformation Institute, Kleinmond, South Africa. The Tree 
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of Life Trust (NGO) in Zimbabwe adapted this exercise as a healing and em-
powerment workshop model (www.treeoflifezimbabwe.org). The organization 
was developed in 2002 for unemployed youth and adapted in 2003 to address 
the psychosocial needs of Zimbabwean survivors of violence living in exile or 
still under threat (Reeler et al., 2009). Singing to the Lions also drew on an 
early version of Tree of Life that was subsequently co-developed with Catholic 
Relief Services (2018). 

References 

Brakarsh, J. (2005). Journey of life series. Regional Psychosocial Support 
Initiative. 

Brakarsh, J. (2010). Say and play: A tool for young children and those who care 
for them. Project Concern International. 

Brakarsh, J. & Community Inspiration Team (2004). The journey of life. Regional 
Psychosocial Support Initiative. 

Brakarsh, J. & Fisher, J. (2013). Singing to the Lions: Enhancing children’s voices, 
participation and protection. Africa Community Publishing Trust. 

Brakarsh, J. with Steinitz, L. (2017a). Singing to the Lions: A facilitator’s guide to 
overcoming fear and violence in our lives. Catholic Relief Services.  https://www. 
crs.org/our-work-overseas/research-publications/singing-lions 

Brakarsh, J., with Steinitz, L. (2017b). Singing to the Lions supplement. Catholic 
Relief Services. 

Catholic Relief Services. (2018). Singing to the Lions: Helping children and youth 
overcome fear and violence. Singing to the Lions: Training Video. Bad Rabbit 
Studio. You Tube.  https://youtu.be/QaIVH3aYD-c 

Catholic Relief Services, REPSSI (2018). Tree of Life: A workshop methodology 
for children, young people and adults. Catholic Relief Services.  https://www.crs. 
org/our-work-overseas/research-publications/tree-life 

Catholic Relief Services. (2019). Rising from resilient roots: Peacebuilding, 
migration, disaster relief, youth engagement and recovery from violence.  https:// 
www.crs.org/our-work-overseas/research-publications/rising-resilient-roots 

Centers for Disease Control and Prevention. (2021). Adverse childhood experi-
ences.  www.cdc.gov/violenceprevention/acestudy 

Chikukwa, M. (2020). Annual report for Rokpa Support Network: Chikukwa 
Trauma Healing Program done – January to December 2020. Unpublished 
paper. 

Levine, P. & Kline, M. (2008). Trauma-proofing your kids. North Atlantic Books. 
Reddan, M. C., Wager, T. D., & Schiller, D. (2018). Attenuating neural threat 

expression with imagination. Neuron, 100 (4), 994–1005.  https://doi.org/10.1016/ 
jneuron.2018.10.047 

Reeler, T., Chitsike, K., Maizva, F. & Reeler, B. (2009). The Tree of Life: A 
community approach to empowerment and healing survivors of torture in 
Zimbabwe. Torture, 19(3), 108–193. 

van der Kolk, B. (2015). The body keeps the score: Brain, mind, and body in the 
healing of trauma. Penguin Books. 

Singing to the Lions 233 

www.treeoflifezimbabwe.org
https://www.crs.org
https://www.crs.org
https://youtu.be
https://www.crs.org
https://www.crs.org
https://www.crs.org
https://www.crs.org
www.cdc.gov
https://doi.org/10.1016/jneuron.2018.10.047
https://doi.org/10.1016/jneuron.2018.10.047


Wachira, M. & Steinitz. L. (2019). Singing to the Lions: Who is singing and 
where – A global assessment. Catholic Relief Services. Unpublished paper. 

White, M. & Epston, D. (1990). Narrative means to a therapeutic end. W. W. Norton 
and Co. 

Wyatt, S. (2020, May 29). Working with trauma. Presentation at Boston Trauma 
Summit, Trauma Research Foundation, Boston, Massachusetts, USA. 

Your brain on imagination: It’s a lot like reality, study shows. (2018, December 10). 
Science Daily.  https://www.sciencedaily.com/releases/2018/12/181210144943.htm  

234 Jonathan Brakarsh et al. 

https://www.sciencedaily.com


Chapter 11 

Indigenous Inclusion and 
Intervention: The Flight  
of Eagles 

Shaun Hains    

This chapter is written from a North American Indigenous perspective 
and is based on work done in the Treaty Six area of Canada. The ap-
proach of this project is unique and has not been widely shared. I present 
our Indigenous psychological interventions at a time when our land 
and history are becoming more fully acknowledged by the wider society. 
Our own unique system of reliability, validity, and dialogue brings a new 
wisdom and leadership into the system and service delivery of education 
and mental health care. 

With an increased understanding of Indigenous methods and colla-
borative dialogue, professionals can be guided by the leadership of 
Indigenous people. Care and respect for our clients, community, land, 
and ethics can lead to shared learning and shared celebrations of 
wisdom. The bald eagle feather is a signature emblem of our North 
American Indigenous methodology. We see the flight of eagles as a 
symbol of our Native collective experience that, as such, gives credence 
to our work with our community. Within many Native or Indigenous 
North American traditions, the bald eagle feather is honored and re-
presents cultural knowledge and a voice from the land. The work with 
our people operates at many levels and requires skill, ethical sensi-
tivity, and cultural understandings. Sharing our cultural focus honors 
our own history, our racial pride, and our place in the North American 
narrative. 

What is referred to as the “eagle dance,” in this chapter and in our 
school project, is when several eagles literally fly above a community. 
We had nine different school sites using common methods of inter-
vention, and the successes of our endeavors were honored through our 
celebration of the 22 eagles we counted over the time of our project that 
flew in the sky around our school and community. The eagle dance 
represents, symbolically and in reality, the integrity of work and the 
joy of community. 
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The Flight of Eagles Public School Project 

Background and Scope of the Project 

While I was employed by Edmonton Public Schools in Alberta, at the 
request of the school district I identified two primary needs: Helping 
Native students to remain in school and addressing issues around 
trauma experienced by the students. My work with the school system 
led to what is called an Indigenous intervention. Our Indigenous inter-
vention was formulated to include the essential research indicator of 
bald eagles, which fly regularly in the skies over our schools, our 
communities, and our nations. Bald eagles are unique to North 
America, and they are a real presence in our lives and a symbol to 
Native people. While the field of psychology and research include sta-
tistical indicators (or explanatory context), the bald eagle fills this role 
in Indigenous North America. In statistics and research design, an in-
dicator is a value and the presence or absence of a variable that can be 
observed. The concept of an Indigenous indicator represents, for us, the 
ethics and integrity of Native culture. Therefore, as an employee and 
researcher, I marshaled the eagle as a core element in the methodology 
to support Native students to gain a sense of belonging in their public 
schools. Integrating an Indigenous eagle dance into the curriculum 
acknowledges the Native students’ cultural heritage and is a sign or 
emblem marking the success of our project’s efforts. I describe later 
how we translated our school project into a new research paradigm. 

Participants 

The work began with the request of Native students enrolled in the 
Edmonton W. P. Wagner High School. The participants included from 
102 Native students ages 14–18, and the project was designed to extend 
over 3 years. The method we chose aligned with our cultural practices: A 
collaboration with students through dance rhythm, sound, and the visual 
arts representing a return and connection to our land. This method is 
explained below. 

Staff were trained in our plan, and some volunteered to attend and 
observe the student-led sessions. Our teaching and administrative staff 
was primarily non-Native. From just two Native high school graduates 
prior to the program, to many more today, the model became an example 
of collaborative leadership of students, staff, and administration. The 
initial school, a school of 1,600 students with a small Native population, 
achieved an extraordinary result: after the 3 years of our program, 100% 
of the Native students remained in school. The students began a lea-
dership model for celebrating Natives who graduate from the 12th grade 
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that continues to this date. This new graduation ceremony now includes 
all the high school Native students within Edmonton Public Schools. One 
unique aspect of this experience is that the initial groups of students from 
the high school were Native students from many Northern communities, 
Eastern communities, and the regional Nations: Cree, Nakota, Dené and 
Métis, and Inuit. This work was recognized with the 2002 Emory Crown 
award for the promotion of community wellness. 

After the success of the first high school program, another school in the 
district requested that we work with Native students diagnosed with se-
vere conduct disorder. The school with students diagnosed with severe 
conduct disorder had approximately 110 students ages 6–18, with 55 
Native students. Generally, about half of the students who were attending 
the school for students with severe conduct disorder were Native. The 
relationship between behavior and trauma is often difficult to discern. We 
introduced an Indigenous peace process (described later in this chapter) 
to the school. One hundred percent of the Native students were successful 
with their grade 12 courses and were eligible to join the district-wide 
Native graduation ceremony. The program subsequently documented the 
success of Native students in this school over a 5-year period. 

Expansion of the Project 

Following the completion of the initial program, a group of schools in 
the West End of the city chose to adapt this collaborative model with 
students, incorporating an Indigenous approach in working with trauma. 
These West End schools with 200–300 students had a significant per-
centage of Native students, averaging 15–20% of the school population. 
The schools grouped within the West End of Edmonton also decided to 
work collaboratively with each other. We engaged an impressive multi-
disciplinary team of professionals and community members to work with 
nine school sites over 3 years. Our teams included speech pathologists, 
teachers, psychologists, psychiatrists, school leaders, cultural leaders, 
guardians, singers, and educational assistants. One school within the 
group was an identified Native school within the district. The school 
leadership collaboration model developed previously at W. P. Wagner 
High School was fundamental to our project and to the success of this 
initiative. During this process, I was invited into this initiative to share 
our Native methods. 

Soaring of Eagles: The Native Voice in Our History 

The eagle feather represents the Indigenous voice of North 
American people to our community. A Native status card is a card 
registered with the federal government, and it applies to First Nations, 
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Métis, and Inuit people within Canada. A Native person with a status 
card has certain legal rights not granted to non-Natives. One legal 
right is the permission to carry an eagle feather, to use the feather in 
Native ritual, to share it with others, and to speak as a holder of that 
feather. These rights inherently include the protection of eagles. Our 
community recognizes it as an important time when a Native person 
speaks with an eagle feather, the native person then explains the meaning 
and the context of the eagle feather and the teachings that are shared. In 
our culture, the wisdom of an Indigenous leader resides with their 
voice, their place amongst many Indigenous nations, within their 
Native language, and alongside non-Indigenous peoples. Their wisdom 
reflects their experience of their land, language, Indigenous history, 
and learning. As an example, the Sioux word Mahetuya is defined as a 
deep and profound love that acknowledges Indigenous history and 
acceptance of human rights alongside non-Indigenous peoples. Today, 
there are many Indigenous North American peoples with their own 
ways of expressing love of land, language, and history and their own 
unique voice and identity. The Native American voice carries a posi-
tion of privilege in our culture through the symbol of the eagle feather. 
During my work, the presence, flight, and respect for eagles were 
central in many different locations across Alberta. However, it is es-
sential to acknowledge the existence of different wisdoms and symbols 
found in diverse communities (Blume, 2020; Garcia & Tehee, 2014). 

Longitudinal Success: How Did We Accomplish This? 

School Support for Change 

The school district’s administrators were openly supportive of a project 
addressing Native student retention and Native student trauma. At the 
high school, the statistics on the Native students at the school were 
shared, and the staff were encouraged to identify the Native students 
within their classes and to take time to connect with each student. As a 
Native teacher within the school, I was also present to assist the staff with 
any questions or concerns that they may have had. As I reflect on the 
limited training of the staff around Native culture, I am surprised that 
our success has come through efforts in building relationships with the 
students and the commitment made by the staff at W. P. Wagner High 
School. I had long believed in the high quality of the teaching staff, and 
the Native students frequently spoke about how nice it was of the staff to 
show their support. When I asked the students to describe their past 
schooling experience, in each case the positive memories of their 
schooling came when a teacher had built a relationship with them and 
showed support for their cultural ways. 
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The school professionals worked collaboratively with the community, 
governments, businesses, families, and nations. The student-led work was 
observed by our staff and administrators, and this was important to the 
work of collaborative wisdom sharing. The results of our project were 
observable through student-led implementation at the graduation cere-
mony and the ongoing sharing dialogue. 

The two goals of our project—Native student retention (also known as 
“school engagement”) and addressing Native student trauma—are dis-
cussed below. The immediate trauma that occurred for youth during this 
study was a massive forest fire in May 2016, that occurred to the north 
of the city. For the West End schools, eight schools of 200–300 students, 
trauma became a central focus. The school leadership was strong in 
their commitment to address this problem collaboratively. Case Study 1 
describes how we engaged the students in their educational process. 
Case study 2 describes the Indigenous peace process used with students. 

Case Study 1: School Engagement 

The Edmonton Public School Board decided to confront the two 
problems of Native student retention and Native student trauma. W. P. 
Wagner High School was a school of 1,600 at the time, and only 3% of 
these students were Native. Native students represented a small, silent 
minority that for years had quietly left the world of high school. When 
this school district reviewed the dropout rates of their Native students, it 
was found that, generally one-third of beginning high school students had 
left by September and another third by January, and only the final third 
of Native students remained in school to graduate. 

In 1998, when the study began, only two Native students graduated 
from W. P. Wagner High School. Then, the following year, 1999m 14 
Native students graduated, and in the 2001 school term, 20 Native stu-
dents were scheduled to graduate . The school then boasted a 0% dropout 
rate among the Native students. What caused this amazing turnaround? 
How could one school create such a rapid change in just three years? The 
school leadership team was strong in their commitment to the work. As 
the lead researcher in this study, I identified the following findings as 
important to understanding the pathway to success for Native students. 

Native Approach to Research 

To make the study acceptable to the Native students, I was able to 
use traditional Native research methods as a part of the study. These 
methods involved talking circles and vision quests that all focussed on 
the question, “Why do Native students leave school early?” (Leaving 
school early is the locally used expression for dropping out of school.) 

Indigenous Inclusion and Intervention 239 



These methods of research were used to make the research authentic 
and valuable to Native people. Frequently, the students mentioned how 
pleased they were to be a part of a study that honored traditional 
Native ways. I am grateful for the district’s support of these traditional 
Native ways of doing research. 

Regular Meetings with Native Students 

From the beginning of the study, I chose to meet with the Native 
students on a regular basis. The students were pleased to meet and were 
surprised at the large number for they had felt very lonely within the large 
school. The students were asked for their views on why Native students 
dropped out of school and for suggestions on how the school could im-
prove their practices to better assist the Native students. One suggestion 
that continued to be stressed by the students was the inclusion of Native 
programming, and the students led this change. 

Factors Leading to Native Students Dropping Out 

When I met with the Native students, I asked them why Native stu-
dents dropped out, and they identified the following factors:  

1 Relationships with their teachers  
2 Racism  
3 Peer pressure  
4 Poor family support  
5 Counseling needs  
6 Personal wellness  
7 Drugs and alcohol  
8 Delinquency  
9 Jobs  

10 Few Native staff  
11 Teen pregnancy 

I then asked the students what changes needed to happen within the 
school to better meet the needs of the Native students, and they listed the 
following:  

1 Native programming  
2 Curriculum changes to include more Native culture  
3 A teaching process that builds better relationships with the students  
4 Native counseling  
5 Bridging programs to improve racial understanding 
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Identification of Native Students 

For this study, it was important to accurately identify the Native 
students within the school. The district information was not always 
accurate because the Native students were cautious about declaring 
themselves as Native. The Native students, staff, and parents assisted 
us in obtaining a more accurate count of Native students within the 
school. This process was repeated during each of the three terms. It was 
also clear that providing the staff with the current data on the retention 
of Native students made the staff proud of our collective success. The 
teaching and leading staff within most of the schools were mostly 
non-Native. There were Native support professionals and community 
leaders. The Native school was the exception; it had a higher number of 
Native school leaders and staff. 

Assistance in High School Registration 

Historically, one-third of the Native students dropped out within the 
first month of high school. So, I chose to assist many of the Native 
students with the registration process in September. In September 1999, 
two Native students dropped out, and in September 2000, not one Native 
student left school. It was clear that by providing support during this 
important time of transition, the school was able to reduce the number of 
Native students dropping out. Some Native students come from a reserve 
and are not accustomed to a large urban school. These times of transition 
can be extremely frightening for the Native students, and so special care 
was taken to help all the students to feel comfortable within the school. 

Student Leadership 

The Native students met with the school administration and asked for 
a Native Studies course. The Edmonton public school district had already 
developed an approved curriculum for such a course, and it was later 
approved by the provincial government. The students then met and of-
fered suggestions for the course. The students had to give up their 
lunchtimes and weekends for such a course because the school year had 
already begun. I introduced the Edmonton curriculum and shared this 
with the students, and I offered core curriculum questions that the stu-
dents could use in assisting with the course development. The focus 
questions came directly from the expected outcomes and requirements of 
the curriculum. The students also initiated the first Native graduation 
ceremony. The administration wholeheartedly supported this initiative. It 
was clear that allowing Native students to lead the changes was important 
to the successes within the school. 
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Support for At-Risk Students 

Greater assistance for the at-risk Native students was needed. This 
assistance included tutoring, contacting parents, regular attendance 
monitoring, inviting community support, counseling, and advocacy for 
the students. In order to help Native students to remain in school, we 
targeted students who had tested with lower IQ scores, students with 
learning disabilities, and students with lower marks on exams. About 20% 
of the Native students were at risk, and I met with these students in-
dividually to encourage them and to assist them with any difficulties that 
they may have had. My roles with the students were tutor and attendance 
monitor. 

Family Support 

One great surprise was the tremendous support of parents, grand-
parents, and siblings. On a regular basis, families would come together to 
take part in the Native Studies course. Historically, Native families had 
not been involved in school activities, and this development was strongly 
encouraged by the students themselves. It was most surprising to see high 
school students wanting their parents, grandparents, and even siblings to 
be involved in the program. In each case, these families have continued to 
be involved 3 years later. 

Involving Non-Native Students 

One concern mentioned by the students was a need for programs that 
would help to bridge the differences between Native and non-Native 
students. The students decided to open the Native studies course to non- 
Native students, and a growing handful of non-Native students took part 
in the courses that have been offered over the past 2 years. This transition 
to include non-Native students also happened during a time when the 
Native student retention rate went up. It is difficult to fully understand 
the impact of the non-Native students, yet, significantly, I notice that 
students are more comfortable with each other and the Native students 
appear to be more confident now that this has occurred. 

As a result of these interventions over all our programs, there have 
been significant reductions in the number of Native students who trans-
ferred from the school, were expelled, or dropped out. During the study, 
the number of expulsions was reduced from 10% to 0%, the transfer rate 
from 20% to 4%, and the dropout rate to 0%. Such a tremendous turn-
around is a tribute to the commitment of the Native students to be 
successful in school and the many levels of support that have occurred 
within the school community. 
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Core Indigenous Methodology 

Strategic interventions involved games played with the youth. These 
games used drawing paper, graphs, grids, and protractors for students 
draw out their problems to find solutions. For example, drawing could 
help youth draw their view of leadership and collaboration. Writing 
their ideas could further their vision. 

Methodology: Song, Voice, Vowels, Breath, and Rhythm 

The medium of song, voice, vowels, breath, and rhythm through an 
Indigenous soft shoe dance and visual arts brought vitality to helping 
students. These concepts and terms are defined as follows: 

The concepts of land, the pause, quickness, and timing and rhythm 
constituted optimal aspects of our strategic intervention.  

Land was described as love of the land, as represented by the eagles. We 
began to count how many eagles flew around our schools. The eagles 
became our “language” for discussions and guided how to intervene and 
how to celebrate. We talked about how to “earn the privilege” of eagles. 
The eagles often flew overhead in groups as we were working outside in 
what seemed like significant moments. 

The pause represented the need to honor the complexities of needs 
that require support and a pause. Taking a pause leads to solutions. 
Can we use a song when we need a pause? The Native songs are tra-
ditional songs sung in a traditional Native language and can be 
translated by the song keeper. The songs that I sang were about the 
forest, the animals, and the peace that exists alongside the wildlife. 
These are some of the lyrics: 

As the forest awakes as the sun breaks open a new day the animals 
join us around our schools. 

The eagles fly, the hawks fly, the rabbits hop and the geese fly by. 

Singing, drumming, dancing this story of the forest allows me to 
share this joy with others. 

Time to sing out the songs and share this joy. 

You too can join or add your own songs as we share this joy with the 
community. 

I invite you to sing, drum, and dance with me. 

We are telling the story of the life around our school. 
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These experiences became part of classroom discussions shared among 
Native and non-Native students. 

The notion of quickness was created through time frames. These were 
the times it would take students to learn these methods: 5 minutes to 
learn the Indigenous soft shoe dance, 15 minutes to learn rhythm, and 
50 minutes for a whole community to lead and participate in the Native 
school graduation celebration. The planning for school celebrations 
took place during our Native class time that the schools allowed to 
happen while classes were continuing. The gathering times of the Native 
students were done within the school schedule and routines. 

Routine and rhythm are natural Indigenous ways, from round dance to 
goose dance to voice and turtle dances, to learn Indigenous soft shoe 
methods. Why soft shoe? The soft shoe or moccasin foot in a traditional 
Indigenous dance is unique amongst the many Indigenous nations. 
Communities often use this as a rhythm of welcoming. Rhythm was used 
to ease our students’ fear. This nonverbal communication was used when 
initially meeting with students. The youth would practice with me in the 
hallways, moving slowly, quickly, slowly, and sometimes jump dancing. 
The trauma of coming to school was reduced through soft shoe methods 
of entrance and of dance. We then wanted to weave shawls of the land 
with the limited supplies that we could find to use in celebrations with the 
community and school. 

Writing could also be included in the school day, allowing the youth to 
write their complex thoughts and questions. By adding an action word to 
the beginning of the sentence, the rhythm could be combined in their 
learning the skill of written expression. Walking upon the earth, I could 
hear the geese as they flew by. Soaring into the air and above our com-
munity, the eagles danced in the skies. How do I lead? 

I chose the vowel for breathing, derived from a technique used by 
experts in trauma diagnosis. The youth would sing vowels to the trees 
as a gentle breeze would go by. We would practice singing vowels in-
stead of what is a common response to traumatic experiences—the fight 
or flight of fear. The vowels in a Native dialect can be different. When 
the students would join me outside, we would practice singing with the 
land. As a Native person, when I say the vowel “a” my mouth opens 
wider, the vowel “e” resonates with the top of my mouth, the vowel “i” 
resonates fully with the top of my mouth, and the vowel “u” when soft 
comes from the diaphragm up through my voice and when long can 
form into the “oo” sound that grows into the song of the elk, wolf, or 
caribou. The land requires strategic intervention as well, so we would 
rub the ground with sage and let the youth decide if the earth was 
happy where we sat. When we agreed, we would continue to learn. The 
life around us was part of our world as the geese and eagles and hawks 
flew above. Can we sound aloud vowels when we need to open our 
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voices? When walking indoors and outdoors, the land was there to greet 
our day. Sometimes ducks, geese, or eagles would fly nearby. The eagles 
spoke the language of leading. 

Another method of sharing with others and with the professions 
through a nonverbal dialogue was through the visual arts. The love of 
land, language, land, learning, and leadership needed a method of 
translation, so we used art methods. 

Many of the students, though obviously capable, could experience 
frustration in communication, so their art began to be a form of telling 
a story through drawing the story of the land through a process I call 
“drawing inside and outside of the shape, the story inside and outside.” 
Students were given paper to express nonverbally the conversation 
about qualities, skills, and wholeness. Drawing the story could allow 
the youth to write their views of leadership. Their work also could be 
made into a shawl, added to a dance, and then shared with the com-
munity. The pattern of leadership within Indigenous youth had qualities 
of ethics, rhythm, caring, and responsibility to school, the community, 
and others. Nature provided the purpose, a living wholeness. Professional 
observations included those by teachers, speech pathologists, psycholo-
gists, liaison workers, assistants, and the systems around the youth 
adapted to the new wisdom of the day, a joy. 

How does a student demonstrate that their development and progress 
with wholeness is an aspect of Indigenous health? When presented with 
grid paper, students would draw a design or illustrate their sense of self 
in a holistic context. Then the student would take time to explain to 
schoolmates and staff their artwork and its meaning. The meaning 
could be transposed to the required curriculum as the student’s skills 
developed. Their work could also be connected to the context of the 
family or home and life within the community. The teaching staff and 
other professionals could learn about the student’s progress and have a 
framework for dialogue. 

The student drawings reflected traditional themes of wholeness and 
were unique to each student. Figures 11.1–11.3 represent one student’s 
evolving view of himself and the world. His progression starts with a 
drawing of collective and cosmic wholeness and evolves into an internal, 
private experience. The feather represents a voice for the land, the moon’s 
stages represent the universe and its phases, and the animals are the 
shared inhabitants in the land. Figure 11.1 shows the open, permeable 
relationship between the personal (inside) and the universe of land, ani-
mals, and cosmos (outside). The cosmos is drawn as the moon and the 
cycles of the moon, and, as the day begins, life continues. The soaring 
eagle and eagle feather represent the voice of the land (wolf), waters 
(turtles), and skies (soaring eagles). This figure shows the land and what is 
beyond oneself. 
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The student’s next drawing (Figure 11.2) shows wholeness as a shape 
(a circle or mandala), both within the individual and the natural life of the 
earth and without/around the person. This picture displays the wholeness 
and a sense of joy from life with the environment, symbolized by the 
soaring eagle. 

The student’s third drawing (Figure 11.3) shows the wholeness of life 
within the private self (the circle) and the awkwardness of oneself 
speaking to others, keeping to oneself, not being confident with the 
outside world yet still contextually aware. It shows the rhythm of life and 
the moon contained within the individual. 

The student explained the artwork to the staff and other professionals, 
who listened and dialogued with him. This method allows the youth to 
discuss Indigenous wholeness through their artwork and explain their 
perceptions of Indigenous culture. The staff and other involved profes-
sionals gain knowledge about each individual youth and expand their 
understanding of the culture. 

The drawing process allows the youth to connect to the rhythm, dia-
logue, and ethics of their life and growth in their own language; it helps 

Figure 11.1 Student drawing: Open relationship of personal and universe.    
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them to develop skills, ask profound questions, and take the lead in this 
process. Subsequent dialogue around their art allows them to expand 
their sentence structure and language development in English and to 
communicate with others. It allows younger students the opportunity to 
have a voice and demonstrate success. These activities allowed for further 
discussions among the students. Their self-expression and understanding 
led to positive behaviors and problem-solving (Michie, 2014). 

Art and Design: Understanding Numbers and Dimensions 

Indigenous languages are highly contextual, and so I introduced the 
concept of three-dimensional design. Geometric designs as shapes on 
grid paper were the conceptual building blocks for parks, buildings, 
rooms, and workplaces. The youth seemed to naturally understand 
these shapes as buildings or park designs. We used these drawings as a 

Figure 11.2 Student drawing: Personal within and universe without.    
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launching point to talk about safe spaces within the school and com-
munity. Youth could share their perspectives about collaboration and 
leadership and care for each other. 

What Do the Shapes Mean? 

The geometric blocks seen in Figure 11.4 were of different types of 
thickness. As the youth drew their own blocks on paper, their designs 
were often a building in a structure for a workplace. They began to think 
about architecture, or how best to organize a space in a workplace. For 
older students, these seemingly simple geometric shapes could include 
thinking about business and collaborative leadership. The students ap-
preciated that their work could be seen as contributing to collaborative 

Figure 11.3 Student drawing: Privacy of the self.    
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leadership and social responsibility. The conversations around geometric 
shapes and mathematics guided them in expanding to community 
meaning and collaborative leadership in the workplace. Older students 
could develop their communication skills to share with others, including 
talking to visitors. As the success of the students was shared, more 
visitors arrived and wanted to meet the students. 

Learning Research Methods from Eagles 

As the dialogue extended past the student learning into traditional or 
professional dialogues, some of the non-Native staff would come to 
work and report the joy of seeing an eagle or two flying near their 
homes. When others were with me as we saw the eagles overhead, we 
could talk about eagles in the context of learning. The number of eagles 
we spotted grew over time, and we eventually were able to count up to 
40 eagles around the schools. The work that began in the school district 
in 1999 has now, in 2021, grown to a point that whenever a bald eagle 
arches over the school district office or above the Treaty Six and Métis 
flags above the school district office, everyone present joins in this 
common understanding of community and our collaborative efforts. 
One day, as I stood below the flags with other district staff, the staff 
were proud of the new accomplishment as the bald eagle arrived that 
day literally above the flags. Our confidence in our methods of colla-
boration grew over the 5 years of developing the first student-based 
interventions and then expanding to more schools. These interventions 
are characterized by the students defining themselves for themselves, 
allowing for an expanded language and communication leading to 
demonstrated life skills. These holistic methods should provide new 

Figure 11.4 Design shapes.    
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insights to professional educators. This hands-on project leads to a 
new contribution to humanistic psychology and grounded theory 
research methods. 

The successful results of our Indigenous intervention methods high-
light the need for collaborative research and ethics methods. Our older 
students began to build community, to design the first Indigenous 
graduation ceremony that continues today, and to attend post- 
secondary education. The students who were diagnosed with severe 
conduct disorder were able to attend that year’s Indigenous graduation 
ceremony. 

The focus of our work included land trauma, behavior, learning, 
wisdom sharing, and ethics with the land. Through multiple gatherings 
of professionals involved with Indigenous inclusive care, the students 
addressed the skills of dialogue and the language of diplomacy. 
Indigenous inclusive care involves building access to care and re-
lationships with Indigenous people who have been underrepresented in 
history. In order to do this, I developed a working definition of our 
process for the students and practiced this working definition. Common 
to Indigenous diplomacy is what we call the peace process—a working 
definition derived from an Indigenous North American concept of 
finding solutions collaboratively through a traditional practice char-
acterized by respectful sharing, protection of a holistic perspective, and 
a connection to the natural world. Celebrations and conversations 
can be led by young people, by students. While the working definition 
of the peace process originates within Indigenous Native teachings and 
the locale where it is practiced, the students can take the concepts and 
travel outside the school and out to the community. Taking time 
and offering these concepts can create a dialogue with professionals, 
schools, and communities. The rhythm and style of this dialogue can 
vary, as can the celebrations. Within urban and rural settings, the 
language may be different among Indigenous nations. The focus on our 
land, recognizing the rhythm of language, the fluency of life, and 
wisdom can include more “signs”: actual visitations of geese, ducks, 
hawks, cranes, rabbits, robins, foxes, chickadees, and eagles. This work 
in each case led to student-led celebrations of diplomacy within the 
community. The students were encouraged to demonstrate their lea-
dership skills and skills of diplomacy. These skills can be applied to 
multiple systems, including law, health, family, and community. These 
can be models for provincial, national, and international projects. 
Ethics of health and human rights in service delivery are now being 
defined at a global level (Blume, 2020), and work within research can 
include Indigenous North American indicators. Wholeness is integral to 
Indigenous culture and fundamental to Indigenous research (Garcia & 
Tehee, 2014; Hains, 2001). 
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Impact of the School Project 

Learning this peace process and sharing it forward with Native stu-
dents and students of other cultural backgrounds led to 100% of 
Aboriginal students remaining in school (Hains, 2013). Within the 
schools, there were successes in ethics, engagement, retention, and 
achievement, as measured by district data. Youth who had been identified 
as having extremely violent behaviors taught the working Indigenous 
peace process to others. Many problems were solved along the way using 
this method. The idea of “giving back,” giving back or exchanging, did 
take place in many ways rather spontaneously, even when I didn’t include 
it in the teachings. Quietly, I had shared the question, “Is it possible that 
our most troubled youth understand peace?” and I found that the answer 
was a deep and resounding yes. It worked! 

I came to learn that the medium of rhythm and the ritual of soft shoe 
dance can help students with the fear of entering a school for the first time, 
away from home. At times, I would meet a Native student at the doors of 
the school, pause for 15–20 minutes with a dialogue of care and soft shoe 
dance, walking with the student to the classroom. Other times, the Native 
students would gather spontaneously during school times for 50 minutes 
and we would begin the teaching and learning times. These times would 
lead to opportunities for the students to practice their leadership skills. On 
specified occasions, the Native students would lead community celebrations 
of graduation, of learning, or of the seasons and the stories, songs, and 
dances of the land. The 15–20 minutes or the 50 minutes were also the 
timing used for the important collaboration with the Indigenous peace 
process. The students became so familiar with the steps that they could 
initiate the Indigenous peace process on their own. The 15–20 minutes built 
the confidence of the students in their capacity to find solutions colla-
boratively within that amount of time. A longer time period was used if the 
working peace process involved other professionals or family members. The 
time period built confidence in the student’s capacity to design and imple-
ment collaborative solutions. The student-led and land-led implementation 
now included a rhythm—both spontaneous (when needed) and prescribed 
(for planned events). Perhaps our complex world could learn from this as 
well. The peace process became part of the Indigenous research process that 
assisted with conflicts using Indigenous ethics (Hains, 2013). It allowed us 
to use this as a way of understanding the original questions we asked about 
student behaviors, trauma, and pathways to success. 

Directions for Indigenous Research Methods 

Our work and Indigenous methods and the protection of cultural knowl-
edge were presented to the Society for Indian Psychologists (Hains, 2001,  
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2013, 2021). The second set of presentations included work with the Social 
Sciences and Humanities Research Council of Canada and with the Canadian 
Institute for Health Research in 2006 and 2015. As a member of an 
Aboriginal Ethics Working Group for the Canadian Institute of Health 
Research, I was asked to present again in 2015 on the protection of cultural 
knowledge. Another working group was the Society of Indian Psychologists 
and their work with an Ethics Commentary on Ethical Principles for the 
American Psychology Association (Garcia & Tehee, 2014). 

Our methods of Indigenous research (Blume, 202; Garcia & Tehee, 
2014; Hains, 2001, 2013, 2021) are based on the grounded theory method. 
This method begins with a question and often with the collection of 
qualitative data. Ideas and concepts then emerge from the data in con-
trast to the deductive process of starting with a theory or idea to be 
proven. This method allows for a deeper understanding of Indigenous 
wisdom and the utilization of Indigenous indicators. 

Directions for Indigenous Psychology 

Grounded theory is implicit in the field of humanistic psychology, and 
strategic intervention is a term commonly used in humanistic fields. As 
Native professionals, we employed the term Indigenous intervention 
emerging from the theory of strategic intervention. The eagle feather 
as a representation of Native voices and indigenous intervention can be 
shared with other professionals and organizations. The eagle feather 
(and the right to carry it) currently is recognized as a right for Native 
North American Native peoples and has a central and privileged place 
within many workplaces, schools, communities, institutions, and nations. 

Indigenous psychology is a strong and growing field of knowledge and 
research (Blume, 2020; Garcia & Tehee, 2014; Hains, 2001, 2013, 2021). 
The field works with both the ethics of psychology and Indigenous ethics. 
Indigenous psychology retains an international focus in indigenous 
methodologies aligned with and offering a transformative paradigm for 
social science and psychological research. 

Case Study 2—An Underlying Philosophy:  
The Peace Process 

Our Indigenous research emerged during a time when Indigenous 
ethics was being defined in the field of cultural psychology. How do we 
explain peace in research terms to other professionals? The wisdom 
on Indigenous research methods and Indigenous ethics methods has 
grown since I first began this work in 1999. Over 22 years of study using 
Indigenous research, the stages of student-led implementation have 
grown to include the peace process, and as the research knowledge 
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supported by the work within the school district developed, a working 
definition of a peace process emerged. The working Indigenous peace 
process was a workable process that students understood and could 
be transposed both to Native and multicultural settings. Part of our 
definition is that it is a process that is operational cross-culturally. 
There are many ways to define peace within each of us and within 
our communities. When applying Indigenous research to a variety of 
Indigenous settings, the peace process emerged as a variable within 
Indigenous research in each setting. In my research into Aboriginal 
methods, I reaffirmed that there is a common history of Native people 
with regard to the land and colonization. Though there are many dif-
ferent nations in Canada, there are similar threads in our history. Each 
Native culture may dwell in their own collective dialogue with the land. 
As a professional, I was able to observe the land and work alongside 
Native and non-Native professionals and youth. When traveling with 
some of the professionals, we practiced the eagle dance in many places 
throughout our journey. 

Traditional Native research methods emphasize the responsibility of 
knowledge. Within the traditional ways of knowing, there is a sacred 
place for the sharing of peace that can only be shared internally and 
privately. While understanding that the teachings of peace are con-
sidered sacred knowledge within many Native communities, the vital 
question was, “How could the sacred space of peace be protected while 
also allowing for the teaching about peace to go forward in research 
and ethical practice?” This is another way that Indigenous culture 
favors a definition of and balance between what is inner and private 
and what is outer and collectively shared. 

The peace process incorporates the principles of sovereignty, account-
ability, and wisdom gathering. Sovereignty, as the ethics of peace, begins 
in a sacred place on the land. Sovereignty and accountability involve 
ownership and responsibility for one’s life and community. This becomes 
a sacred time for traditional knowledge. The place of peace for me must 
begin with my own sovereignty, accountability, and wisdom gathering. 
The ethics of peace begins as a personal journey for me in a sacred place 
on the land. I discover new ways of working within this complex world. 
The ethics of peace goes with me as I go forward into this complex world. 
Years ago, I learned that people from other non-Native cultures or 
teachings could also locate themselves and be in dialogue with the land. 
Therefore, the peace process involves inclusivity whenever possible. As 
professionals became aware of the importance of sighting eagles near 
their homes, they could share their experience and enthusiasm with both 
Indigenous and non-Indigenous school district staff. 

Wisdom gathering is a time when we sit in a circle and greet each 
other with peace. We can then share and gather wisdom from each other. 
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The qualities of this sharing are guided by the ethics of doing no harm 
and by remaining within an ethical place of dialogue. An ethical place is 
one where the Indigenous wisdom of Native people is both protected and 
allowed to be shared. We share, with respect, the sovereignty of each 
person in the circle and allow them to speak their truth. When there is a 
question or a problem that we choose to focus on, we all share equally in 
finding the solution during that time. We are respectful of the impact of 
that gathering on the community around us. 

When working with groups, these are the steps we follow and have 
found to be helpful:  

1 Sovereignty in preparation  
2 Choosing to be responsible  
3 Identifying the problem/topic  
4 Allowing a sovereign voice  
5 Wisdom gathering to the place of finding the solutions  
6 Committing to go forward in peace  
7 Accepting responsibility for peace outside the circle  
8 Sovereignty when the process of peace takes time 

Implications of the Peace Process 

This second case study introduced diplomacy to government re-
presentatives, family, community, professionals, and our youth. The 
wisdom of leadership met the moments of diplomacy. The youth designed 
and implemented a wisdom Indigenous leadership with professionals, 
and they designed the 12th-grade graduation ceremony. After this wise 
design, the implementation with diplomacy was the only step missing. 
The students developed a drumming circle, a Native graduation cere-
mony with family, and shared the peace process within case conferences 
with other professionals and family. The results included the Native 
students leading the high school graduation ceremony as well as leading 
school and community occasions with songs, dances, and art displays. 
This implementation makes visible important qualities of wholeness—of 
health, land, and leadership. Implementation is not a demonstration, but 
a lived experience of diplomacy shared with many. The wholeness in 
their teaching is within school, family, community, and nations. 

Professional observation included psychologists, counselors, teachers, 
assistants, community representatives, and government leaders. The sur-
prise to me was the number of professionals who came to observe alongside 
other professionals while the youth continued to lead. The implementation 
of the inner wisdom of leadership then continued with the school district, 
a legacy forward of success. 
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Broader Implications for Psychology 

Dialogue of Diplomacy 

The dialogue of diplomacy can become a way of remembering and 
incorporating our history in the service of problem solving (Michie, 
2014). The Indigenous wisdom of inclusion and acceptance (Garcia & 
Tehee, 2014) is intrinsic to diplomacy and guides problem solving in a 
context of cultural uniqueness. In my work, I chose a variety of 
methods—art, dance, design, pauses in dialogue—to demonstrate di-
plomacy. These methods reflect an acknowledgment of land-based ethics. 
Behavior can be culturally guided within land-based ethics and shared 
more widely (Hains, 2001, 2013, 2021). This system of ethics translates to 
the larger systems: Law, education, other professions, culture, commu-
nity, and Indigenous projects. 

The dialogue of Indigenous peace (Hains, 2013) is essential to health 
and well-being, behavior, trauma, research, and psychology, and in-
dicators can now take their place within Indigenous student leadership 
and demonstrations of diplomacy. Psychologists, in turn, can bring this 
dialogue to relationships with their clients. 

The Native Voice: Indigenous Terminology 

Humanistic psychology now acknowledges the uniqueness of many 
peoples, communities, and nations. Each Indigenous nation is unique 
(rather than a sole global construct) in terms of its language, culture, and 
wisdom. Indigenous diplomacy (Hains, 2001, 2013, 2021) requires a deep 
understanding (Blume, 2020; Garcia & Tehee, 2014) of the need to work 
alongside other professions while maintaining levels of care in Native 
communities. 

The Context for Health 

Indigenous psychology as a robust field within psychology has begun 
to be defined and implemented. Through collaborative professional 
work, Indigenous wisdom can be shared responsibly. Common aspects 
include both non-Native and Native aspects: Indigenous voice, rhythm, 
observation, dialogue, leadership, and implementation. 

Postscript: Origin of the Study 

In 1999 the Edmonton Public School Board decided to focus on im-
proving program delivery for Aboriginal students and on improving edu-
cational outcomes for disadvantaged students at risk of not completing their 
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schooling. The assistant superintendent, Shirley Stiles, then encouraged a 
study to be done on why Native students dropped out of school. I was 
fortunate to be able to lead this study as a part of my doctoral research; 
however, without the district’s commitment and support, this study would 
not have been possible. Any single school’s success must be viewed within 
the collective direction of the school district. 

As an Indigenous person in Canada, I chose to study psychology with a 
humanistic lens and used the study (Hains, 2001) to assist with the de-
fining of Indigenous research methods. When I began the process of 
defining Aboriginal research methods for my dissertation, I met with 
another Elder, listened to other Aboriginal researchers, read research 
done by Aboriginal people, and then applied the process to my own re-
search. In my research process, I prayed, met with people, listened in 
talking circles, fasted for four days twice, came back to my findings, and 
shared my findings with those who were involved in the research. After 
this was done, I came to the following conclusions:  

1 Indigenous history of Native North American peoples has its origin 
in land and wisdom and moves from colonization to attempts at 
assimilation to a deep truth, the truth of acceptance of others. This 
truth, Mahetuya, a Sioux word, represents a deep and profound truth 
of the acceptance amongst other races and cultures during the farm 
trade and fur trade years. In many different Indigenous nations, 
collaboration is the common wisdom that came from years of 
Indigenous North American diplomacy. Any study done using 
traditional Native research methods is a part of the greater history 
of acceptance.  

2 The traditional ways are holistic and incorporate all ways of 
knowing. These ways are not the same as the ways that separate 
science from other ways of knowing.  

3 Traditional Native research methods emphasize the responsibility of 
knowledge. This responsibility extends beyond any specific point of 
knowledge to the impact of the knowledge on the community. 
Interdependence emerges when responsibility is accepted for the 
knowledge gained and for the impact of the knowledge on the 
community. Such knowledge is earned through the disciplined work 
of the researcher. The wisdom within the speaker is represented with 
an eagle feather.  

4 Traditional Native research implies action as well as reflection.  
5 Traditional Native research is about service. The skills of academic 

research are viewed as earned and are to be used to assist the 
community.  

6 Traditional Native research involves many ways of listening, which 
include prayer. In my research, I used prayer (typically not part of 
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mainstream research practice), and this practice was accepted by 
“traditional” academic researchers.  

7 Traditional Native research involves personal honesty. This honesty 
includes not only reflection but also the upfront facing of biases and 
the influence of personal experiences.  

8 Traditional Native research comes from the knowledge of traditional 
Native epistemology. This includes the great history of Native people 
within Canada, valuing a sacred dialogue with the land. Native 
culture influences all aspects of a Native person’s life and life view.  

9 The role of the Elder is essential.  
10 Traditional Native research involves focusing on a problem with the 

intention of finding a deeper understanding that will provide insight 
into a solution (Hains, 2001).  

11 These principles allow for the dialogue of differences. For example, a 
Native person from North America with an eagle feather and specific 
wisdom can examine the principles of ethics, psychology, and 
education alongside a non-Native person and explain the differences 
in understanding. For example, the Native person might explain the 
following terms in these ways:  

a Voice—I can use an eagle feather and speak to the findings with 
a unique wisdom, love, land, language, and history.  

b Implementation—From this position of privilege, I can suggest 
concerns during moments of professional collaboration.  

c Observation—I have a unique perspective on issues and can 
share this through dialogue.  

d Need—The time of speaking as a Native person is based on the 
need during times of professional collaboration while knowing 
that there has been work done to allow for this within my 
country or region.  

e Skills—The skills that I need are added to in learning and 
speaking as a Native professional.  

f Wisdom—The wisdom when shared is protected by the respected 
place that the eagle feather, wisdom, and voice have within the 
country or region.  

g Research—Indigenous research can be validated by a Native 
person, and one commonly known indicator is the flight of eagles 
over a community, nation, or region while using the Native 
position of privilege to present findings and wisdom.  

h Ethics—The ethics of land, language, and learning become whole 
with the flight of eagles and that ethic takes its place within 
research.  

i Unique conclusions—The conclusions that I find are uniquely 
interpreted from the Native wisdom within me. 
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Then, the Native person might ask the non-Native person, “Now, as a 
non-Native person, are the meanings of these words the same for you?”  

a Voice  
b Implementation  
c Observation  
d Need  
e Skills  
f Wisdom  
g Research  
h Ethics  
i Unique conclusions 

Then, the professional dialogue can allow for a time of explaining how 
these simple terms can have unique meanings. 

Conclusion 

Allowing student-led dialogue and learning how to engage in re-
sponsible cross-cultural dialogue required me as a psychologist to develop 
the skills of professional collaboration and a growing cultural awareness 
with the specificity of context and explanations. Issues of behavioral 
causes, trauma, learning, and language development are complex and 
require a context of wholeness and an understanding of the uniqueness of 
each student. Systems of support require many professionals who can 
meet together to discuss these complex needs. Understanding the context 
of culture and race is necessary and instrumental to professional dialogue. 
This work is meant to encourage further collaborative professional work 
in the context of Indigenous psychology. 
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Chapter 12 

The Interface: Western Tools 
and the Mental Health and 
Wellbeing of Aboriginal and 
Torres Strait Islander Peoples 

Helen Milroy, Monique Platell,  
and Shraddha Kashyap   

In this chapter, we begin by outlining the historical, political, social, and 
environmental contexts which impact the health and wellbeing of the 
Indigenous peoples of Australia; Aboriginal and Torres Strait Islander 
peoples. We then discuss the current state of assessing psychological 
outcomes among Aboriginal and Torres Strait Islander peoples. Our aim is 
to help the reader understand the limitations of using the Western lens of 
mental health and psychological measures among Aboriginal and Torres 
Strait Islander peoples. We will provide examples of culturally appropriate 
and responsive ways of working with Aboriginal and Torres Strait Island 
peoples. Aboriginal and Torres Strait Islander peoples view health as a 
holistic concept, encompassing the social, emotional, and cultural well-
being of the individual and the community. Therefore, capturing an ac-
curate picture of wellbeing involves much more than what is assessed 
within a Western paradigm of mental and physical health. To understand 
the need for culturally appropriate psychological assessment and support, 
we must first appreciate the historical and cultural contexts which have 
shaped and continue to shape the health and wellbeing of Aboriginal and 
Torres Strait Islander communities. 

The Indigenous peoples of Australia comprise two groups: Aboriginal 
peoples from mainland Australia and Torres Strait Islander peoples 
originating from the islands in the Torres Strait. Although the two groups 
share similar experiences in history, there are distinct ethnic and cultural 
differences between Aboriginal and Torres Strait Islander societies 
(Dudgeon, Wright, et al., 2014). 

Australia’s Aboriginal cultural traditions have a history and continuity 
unrivalled in the world. Aboriginal peoples have been in Australia for 
between 50,000 and 120,000 years and were hunter-gatherer peoples who 
had adapted well to the environment. Before British arrival in 1788, 
there were between 300,000 and 950,000 Aboriginal peoples living in 
Australia, with approximately 260 distinct language groups. Aboriginal 
peoples lived a semi-nomadic lifestyle with family groups living in defined 
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territories. Family groups were governed by complex kinships systems 
which placed each person securely in relationship to every other person 
in the group and determined the behaviour of an individual to each 
person. Aboriginal peoples experience the land as a richly symbolic and 
spiritual landscape rather than only a physical environment. According 
to Aboriginal beliefs, the physical environment of each local area was 
created and shaped by the actions of spiritual ancestors. Religion was 
based on a philosophy of oneness with the natural environment, with 
land not being owned but with one belonging to the land (Dudgeon, 
Wright, et al., 2014). 

Torres Strait Islander peoples were sea-faring peoples with cultures 
based around subsistence farming and fishing. At the time of first colonial 
contact, the Torres Strait Islander population was estimated around 
3,800. There are 270 islands in the Torres Strait; however, today Torres 
Strait Islander peoples live permanently in 20 communities on 17 of the 
Torres Strait Islands, and there are two main language groups. In 1863, 
the first European settlement was established in the Torres Strait, and 
between 1872 and 1879 the Torres Strait Islands were annexed to become 
British Crown lands (Shnukal, 2001). 

This chapter is largely based on content related to the cultures of 
Aboriginal peoples and so may not capture the nuances associated with 
Torres Strait Islander peoples. Indeed, Aboriginal and Torres Strait 
Islander peoples have rich and diverse cultures and a history of resilience 
and resistance against the impacts of colonisation. It is therefore im-
portant to understand contemporary issues faced by Aboriginal and 
Torres Strait Islander peoples through the lens of historical, socio-
cultural, and political contexts as well as through an Aboriginal and 
Torres Strait Islander lens of health and wellbeing. In this way, we pro-
pose that this chapter is broadly applicable to Aboriginal and Torres 
Strait Islander peoples of Australia. 

In summary, we first outline determinants of health and wellbeing 
among Aboriginal and Torres Strait Islander peoples. We then discuss the 
current state of psychological measurement and propose a way forward 
for mental health professionals. 

Determinants of Health and Wellbeing 

Social and Emotional Wellbeing (SEWB) 

Aboriginal and Torres Strait Islander peoples view health as the 
social, emotional, and cultural wellbeing of the whole community. 
These beliefs and values have been conceptualised under the Social and 
Emotional Wellbeing (SEWB) model (Gee et al., 2014). This model 
results from a network of relationships between individuals, family, 
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kin and community, and recognises the importance of connection to 
land, culture, spirituality, and ancestry and their impacts on wellbeing 
(Gee et al., 2014) (Figure 12.1). 

The seven social and emotional wellbeing domains (body, mind, and 
emotions, family and kin, community, culture, country, and spirituality 
and ancestors) are optimal sources of wellbeing and connection that 
support a strong identity grounded in a collective perspective (Gee et al., 
2014). These connections are influenced by social (e.g., education, em-
ployment, housing, life stress), historical (past government policies, 
oppression, and cultural displacement), and political determinants of 
SEWB (land rights, control of resources, cultural security, and the right 
to self-determination) (Gee et al., 2014; Zubrick et al., 2014). 

Social and Emotional Wellbeing is a multidimensional concept of 
health, of which mental health is one part; SEWB and mental health 
interact to influence each other (Gee et al., 2014). For example, systemic 
problems such as social and economic disadvantage are also risk factors 
for numerous mental health problems (Gee et al., 2014). Therefore, from 
an Aboriginal and Torres Strait Islander perspective, the development 
of mental health problems would be a symptom of a larger SEWB 
disturbance (Parker & Milroy, 2014). 
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Historical and Political Determinants of Social and 
Emotional Wellbeing 

The health and wellbeing of Aboriginal and Torres Strait Islander 
peoples have been shaped by the historical and continued impact of co-
lonisation. Colonisation, and the subsequent genocide of Aboriginal and 
Torres Strait Islander peoples led to sustained and profound trauma 
over generations (Milroy et al., 2014). A stark example of the brutality of 
colonisation includes the forcible removal of Aboriginal and Torres Strait 
Islander children from their families and communities (Swan & Raphael, 
1997). The 1997 Bringing Them Home report revealed that “the pre-
dominant aims of Indigenous child removals was the absorption or as-
similation of the children into the wider, non-Indigenous, community 
so their unique values and ethnic identity would disappear” (Swan & 
Raphael, 1997). The nature of this trauma experienced by Aboriginal and 
Torres Strait Islander peoples can be discussed under three themes: 
(1) powerlessness and loss of control, (2) loss and disconnection, and 
(3) trauma and helplessness (Milroy et al., 2014). These concepts are key 
to understanding the challenges faced by colonised Aboriginal and Torres 
Strait Islander communities today. 

Powerlessness and Loss of Control 

Aboriginal and Torres Strait Islander peoples have experienced cumu-
lative forms of control imposed over their lives that have undermined their 
connection to land, elders as custodians of culture, community, kinship, 
and children (Milroy et al., 2014). By the middle of the 19th century, 
Aboriginal and Torres Strait Islander communities had been dispossessed 
of their land. They were living in reserves or non-Indigenous settlements, 
often dependent on government rations, and suffering from malnutrition 
and disease (Dudgeon, Wright, et al., 2014). Colonial control, including 
massacres, slave labour, incarceration, race-based legislation, and an 
“apartheid” system diminished the rights of Aboriginal and Torres Strait 
Islander peoples in all aspects of society (Reynolds, 1990). The sense of 
degradation and humiliation at being treated as less than human remains a 
source of distress for many families (Swan & Raphael, 1997). Indeed, 
feelings of powerlessness and a lack of control have been linked to poor 
health and life outcomes (Brunner & Marmot, 2003; Marmot, 2004). 

Loss and Disconnection 

Post-colonisation, Aboriginal and Torres Strait Islander peoples have 
experienced profound loss, including loss of life, land, culture, heritage, 
ancestry, identity, language, and children (Milroy et al., 2014). The forcible 
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removal of children from their families under government legislation 
(1900s–1970s) was the colonialist rule’s largest attempt to assimilate 
Aboriginal and Torres Strait Islander peoples into the White community 
and effectively wipe out Aboriginal and Torres Strait Islander peoples and 
cultures (Swan & Raphael, 1997). Implicit in this policy was the idea that 
there was nothing of value in Aboriginal and Torres Strait Islander cultures 
(Human Rights and Equal Opportunity Commission, 1997). The loss of 
kinship networks made it difficult for many people to return home and 
to re-establish links to culture, and the resulting disconnection and isola-
tion affected not only the removed children but also their families, and 
communities (Milroy et al., 2014). These policies had significant negative 
impacts on health and social and emotional wellbeing and continue to 
be experienced by successive generations (Menzies, 2019). 

Trauma and Helplessness 

Aboriginal and Torres Strait Islander peoples have experienced mul-
tiple atrocities and disproportionately high levels of trauma in numerous 
forms throughout colonial history (Menzies, 2019; Milroy et al., 2014;  
Swan & Raphael, 1997). They have also endured cultural and spiritual 
trauma experienced through denial and denigration of beliefs and prac-
tices, the mislabelling of behaviours and experiences, and the destruction 
and desecration of sacred sites, objects, and deceased persons (Menzies, 
2019; Milroy et al., 2014). The consequences of such trauma are complex 
and intergenerational. Central to the experiences of overwhelming and 
sustained trauma is the sense of complete helplessness combined with 
ongoing fear and distress (Milroy et al., 2014). Trauma can also nega-
tively impact a person’s ability to cope with future adverse events and 
circumstances, such as through disruptions to emotional self-regulation 
(Milroy et al., 2014). 

Social Determinants of Social and Emotional Wellbeing 

Social determinants of health are the economic and social conditions 
that influence individual and group differences in health status such as 
education, employment, and housing (World Health Organization, 2020). 
In Australia, the health of Aboriginal and Torres Strait Islander peoples 
is affected by a complex interplay of environmental factors, behaviours, 
and biological factors together with social and cultural contexts 
(Australian Indigenous HealthInfoNet, 2020). For example, social de-
terminants were found to explain more than one-third (34%) of the health 
gap between Aboriginal and Torres Strait Islander peoples and non- 
Indigenous Australians (Australian Institute of Health and Welfare, 
2018b). For example, Aboriginal and Torres Strait Islander peoples who 
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were most likely to report very good or excellent health in 2014–2015 
lived in the highest socioeconomic areas, were employed, had higher 
educational attainment, and felt safe at home (Australian Institute of 
Health and Welfare, 2018b). Further, Aboriginal and Torres Strait 
Islander peoples who were employed were less likely to smoke, less likely 
to use illicit substances, and more likely to have an adequate daily fruit 
intake than those who were unemployed (Australian Institute of Health 
and Welfare, 2018b). Social determinants of SEWB are influenced by 
demographics and exposure to life stressors. 

Demographics 

Social, political, and historical determinants of health and wellbeing 
account for disproportionate suffering in terms of mental health pro-
blems and mortality. Our understanding is currently characterised by 
the Australian Bureau of Statistics, and some demographic factors 
are summarised below. Importantly, we note that issues of data gov-
ernance and sovereignty mean that available data likely reflects White 
dominance and does not measure outcomes of value to Aboriginal and 
Torres Strait Islander peoples, such as the domain of SEWB. 

In 2016, the estimated Aboriginal and Torres Strait Islander popu-
lation was at 798,400 people and accounted for 3.3% of Australia’s total 
population (Australian Bureau of Statistics, 2019b). More than one- 
third of Aboriginal and Torres Strait Islander peoples lived in major 
cities while 7% and 12% lived in remote and very remote locations, 
respectively (Australian Bureau of Statistics, 2018b, 2019b). The pat-
tern of population distribution across the ages for Aboriginal and 
Torres Strait Islander peoples is predominantly young, with a median 
age of 20 in 2016 compared to 38 for non-Indigenous Australians 
(Australian Bureau of Statistics, 2018a; Australian Institute of Health 
and Welfare, 2019) (Figure 12.2). 

In 2018, the age-standardised mortality rate for Aboriginal and Torres 
Strait Islander peoples was 927 per 100,000, which is around 1.7 times 
higher than the non-Indigenous rate (Commonwealth of Australia, 2020). 
Between 2015 and 2017, life expectancy at birth was 71.6 years for 
Aboriginal and Torres Strait Islander males (8.6 fewer years than non- 
Indigenous males) and 75.6 for Aboriginal and Torres Strait Islander 
females (7.8 fewer years than non-Indigenous females (Commonwealth of 
Australia, 2020). 

This population pyramid reflects the ongoing impacts of colonisation. 
Colonisation has resulted in a severe lack of human capital to support 
families in Aboriginal and Torres Strait Islander communities. With there 
being more children than adults, the usual buffering for families through 
extended family members to assist parents and children is lacking 
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(Milroy, 2008). This results in children and young people having reduced 
access to older, experienced people available for care, protection, cultural 
guidance, general life skills, and education (Hammill, 2001; Telethon 
Kids Institute, 2005). 

Life Stressors 

Aboriginal and Torres Strait Islander peoples are exposed to greater 
levels of life stress than non-Indigenous Australians (Australian Bureau 
of Statistics, 2016). The 2014–2015 National Aboriginal and Torres Strait 
Islander Social Survey found that 68% of Aboriginal and Torres Strait 
Islander peoples aged 15 years and over experienced one or more per-
sonal stressors in the 12 months prior to the survey (Australian Bureau 
of Statistics, 2016). The most commonly experienced stressors were the 
death of a family member or close friend (28%), not being able to get 
a job (19%), and serious illness (12%) (Australian Bureau of Statistics, 
2016). The rates of experiencing life stressors are also high for Aboriginal 
and Torres Strait Islander children aged 4–14 years (67%) (Australian 
Bureau of Statistics, 2016). The most common stressors reported by 

Age group (years)

85 and over

80-84

75-79

70-74

65-69

60-64

55-59

50-54

45-49

40-44

35-39

30-34

25-29

20-24

15-19

10-14

5-9

0-4

15

Indigenous status
Indigenous
Non-Indigenous

10 5 5 10 150

Percent

Figure 12.2 Population pyramid of Indigenous and non-indigenous populations.    
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children were death of a family member and close friend (25%), problems 
keeping up at school (23%), and being scared or upset by an argument 
or someone’s behaviour (23%) (Australian Bureau of Statistics, 2016). 
Exposure to such life stress is a significant risk factor for developing 
mental health problems (Zubrick et al., 2014). 

Psychological Measures and Interventions Among Aboriginal 
and Torres Strait Islander Peoples 

Prevalence of Mental Health Problems 

We initially discuss mental health problems in this section from the 
paradigm of Western psychology, acknowledging that this does not fully 
represent Aboriginal and Torres Strait Islander views on health and 
wellbeing. Taking this into account, the data suggests that Aboriginal 
and Torres Strait Islander peoples reported significantly higher levels of 
psychological distress than non-Indigenous Australians. 

The 2018–2019 National Aboriginal and Torres Strait Islander Health 
Survey found that 31% of Aboriginal and Torres Strait Islander peoples 
aged 18 years and over reported high or very high levels of psychological 
distress in the 4 weeks prior to the survey. High levels of psychological 
distress were especially reported by Aboriginal and Torres Strait Islander 
adults who had been removed from their family and had relatives re-
moved (Australian Institute of Health and Welfare, 2015). Indeed, des-
cendants of the stolen generations were found to be 1.3 times more likely 
to report poor mental health than other Aboriginal and Torres Strait 
Islander peoples (Australian Institute of Health and Welfare, 2018a). 
Finally, rates of suicide among Aboriginal and Torres Strait Islander 
peoples were found to be at least two times higher than among non- 
Indigenous Australians (Australian Institute of Health and Welfare, 
2020). In 2017, suicide was the leading cause of death for Aboriginal and 
Torres Strait Islander peoples aged 15–34 years and for children aged 
5–17 years (Australian Bureau of Statistics, 2017, 2019a). 

Measures 

Psychology as a paradigm of science and as a clinical profession has 
had a significant impact on knowledge and perceptions about Aboriginal 
and Torres Strait Islander mental health (Dudgeon, Rickwood, et al., 
2014). Psychology in Australia has a history of domination over 
Aboriginal and Torres Strait Islander peoples, which is still evident today 
(Dudgeon & Walker, 2015). This has occurred through the imposition 
of Western psychology and understandings of mental illness which 
have informed assessment, diagnosis, and treatment of mental health 
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problems. The Western lens has largely ignored the knowledge and 
practices of Aboriginal and Torres Strait Islander peoples (Dudgeon & 
Walker, 2015). That is, the ethnocentric expertise of mainstream mental 
health practitioners and services has negated awareness of the unique 
needs of Aboriginal and Torres Strait Islander communities and the 
profound impact of colonisation. Indeed, Aboriginal and Torres Strait 
Islander peoples have experienced a long history of mistreatment by 
mainstream health and welfare services, and diagnoses of mental illness 
have been used to disempower and disadvantage those from marginalised 
groups (Dudgeon, Rickwood, et al., 2014). The historical experiences and 
ongoing trauma and distress, together with the fundamental differences 
in mental health constructs between Western and Aboriginal and Torres 
Strait Islander peoples, highlight the urgent need for culturally sensitive 
and appropriate assessment and testing tools (Adams et al., 2014). 

The emergence of Aboriginal and Torres Strait Islander mental health 
professionals has led to increased recognition and prioritisation of hol-
istic health and has promoted culturally informed approaches in psy-
chological research and practice. These changes in perceptions have been 
underpinned by an approach to empowerment and self-determination in 
the provision of mental health services for Aboriginal and Torres Strait 
Islander peoples (Dudgeon & Pickett, 2000). Such perception shifts can 
be seen in the Australian Psychological Society’s formal commitment to 
enabling the profession and discipline of psychology to acknowledge 
and support the SEWB of Aboriginal and Torres Strait Islander peoples, 
including the de-colonisation of psychology curriculums (Dudgeon, 
Rickwood, et al., 2014). The National Practice Standards for the Mental 
Health Workforce in Australia now require mental health practitioners 
working with Aboriginal and Torres Strait Islander clients to use cultu-
rally appropriate assessment instruments and techniques and to consider 
cultural issues that may impact upon the appropriateness of assessment, 
care, and treatment (Australian Government Department of Health, 
2013). However, despite these acknowledgements of the unique needs and 
values of Aboriginal and Torres Strait Islander peoples, there is a paucity 
of widely accepted, culturally appropriate, and scientifically validated 
mental health measurement tools. 

Psychological Diagnostic Tools 

Establishing culturally safe and acceptable diagnostic tools is vital to 
identifying psychiatric morbidity in Aboriginal and Torres Strait Islander 
peoples and providing appropriate mental health care (Toombs et al., 
2019). To date, various methods are employed to diagnose mental health 
problems in Aboriginal and Torres Strait Islander populations, including 
clinical assessment, self-report instruments, and diagnostic interviews 
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(Black et al., 2015). The variability in methods used is likely to contribute 
to inconsistencies in diagnoses and morbidity data (Black et al., 2015). 
Western assessment tools currently being used have several limitations 
when applied to Aboriginal and Torres Strait Islander peoples for mental 
health diagnosis. 

Firstly, it must be considered how mental health problems may 
be expressed through different symptomology in Aboriginal and Torres 
Strait Islander populations compared with non-Indigenous populations, 
for whom these assessments were developed. For example, anger has been 
shown as a unique indicator of depression for Aboriginal and Torres 
Strait Islander peoples (Thomas et al., 2010). In addition, in remote 
and tradition-oriented populations, paranormal experiences (visions and 
voices) are expected in grieving and traditional activities (Hunter, 2014). 
Sorcery is also commonly used to explain illness or death, especially if it is 
unanticipated (Hunter, 2014). Such occurrences can be difficult to dif-
ferentiate from psychosis for practitioners who do not have an under-
standing of Aboriginal and Torres Strait Islander culture (Hunter, 2014). 
Therefore, the reliability of psychological diagnoses among Aboriginal 
and Torres Strait Islander peoples relies heavily on the cultural capacity 
and opinions of clinicians (Adams et al., 2014; Dingwall & Cairney, 
2010). However, clinicians have reported low levels of confidence in 
using many of the existing tools with their Aboriginal and Torres Strait 
Islander clients (Adams et al., 2014). As a consequence, the nature and 
extent of mental health problems among Aboriginal and Torres Strait 
Islander peoples can remain unrecognized, undiagnosed, and untreated 
(Dingwall & Cairney, 2010). 

Finally, most research into appropriate diagnostic tools for Aboriginal 
and Torres Strait Islander peoples is based around determining the 
applicability of Western tools to this population. Predominantly, these 
tools are based on a Western medical model and on criteria from 
either the Diagnostic and Statistical Manual of Mental Disorders (5th ed.; 
DSM-5; American Psychiatric Association, 2013) or the International 
Classification of Diseases (ICD; Adams et al., 2014; Black et al., 2018). 
Such criteria focus on the individual’s level of functioning and on the 
labelling of mental health problems and ultimately ignore Aboriginal and 
Torres Strait Islander peoples’ holistic view of mental health as one 
part of SEWB (i.e., including the physical, social, emotional, and spiritual 
wellbeing of an individual and their community; Adams et al., 2014;  
Black et al., 2018; Social Health Reference Group, 2004). 

Psychological Screening Tools 

In contrast to diagnostic tools, numerous examples of screening tools 
have been designed to be used with Aboriginal and Torres Strait Islander 
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peoples (see Appendix A) (Black et al., 2018). However, there does not 
appear to be an agreed-upon standardised definition or procedure for 
cultural validation. This has led to varying degrees of participation 
of Aboriginal and Torres Strait Islander researchers, clinical experts, 
and community members in the development and testing of tools in the 
current literature. The Centre of Best Practice in Aboriginal and Torres 
Strait Islander Suicide Prevention define a tool as culturally validated 
when “development was led by or involved Aboriginal or Torres Strait 
Islander clinical or cultural experts in the study and the tool were vali-
dated for use with Aboriginal and Torres Strait Islander people” (Centre 
of Best Practice in Aboriginal and Torres Strait Islander Suicide 
Prevention, 2020). 

Outcome Measures 

Research on mental health outcome measures for Aboriginal and Torres 
Strait Islander peoples remains limited. One example is Trauer and Nagel 
(2012), who attempted to explore the feasibility and practicality of using 
a national outcome measure in a sample of Aboriginal and Torres Strait 
Islander adults in far Northern Queensland. This research applied the 
Health of the Nation Outcome Scales (HONOS; Trauer & Nagel, 2012), 
which collects information about a person’s mental health and social 
functioning. Guidelines were developed to encourage practitioners to as-
sess clients within their cultural contexts, involve informants to gain a more 
accurate view of the true extent of the consumer’s difficulties, and under-
stand the complex issues of Aboriginal and Torres Strait Islander identity, 
wellbeing, and mental health (Haswell-Elkins et al., 2007; Trauer & Nagel, 
2012). However, based on practitioner responses to the use of the scales, 
more than half of the 496 assessments completed (58%) did not include any 
of the recommended additional informants (Trauer & Nagel, 2012). 

Case Study 1: Aboriginal Community Controlled  
Health Services 

Aboriginal Community Controlled Health Services (ACCHS) have 
been established in Australia as primary health facilities that are both 
built and run by local Aboriginal and Torres Strait Islander communities. 
ACCHS strives to provide medical and mental health services that are 
responsive to, and respectful of, the needs of their Aboriginal and Torres 
Strait Islander clients. The psychological screening and assessment tools 
used by these services represent varying degrees of cultural validation, 
and this highlights the complexities involved in discerning between the 
need for measurement and service evaluation and the availability of 
culturally valid measures. 
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One challenge facing these services is the paucity of psychological 
tools which accurately capture the context and realities of Aboriginal and 
Torres Strait Islander peoples’ lives, their languages, and their experi-
ences and expressions of psychological wellbeing. In light of the over-
whelming burden of suicide among Aboriginal and Torres Strait Islander 
communities, it is vital that mental health workers and researchers un-
derstand and document the needs and challenges of Aboriginal and 
Torres Strait Islander peoples seeking support. 

Indeed, the use of psychological tools by ACCHS that have been 
specifically developed for use with Aboriginal and Torres Strait Islander 
peoples (e.g., the iBobbly self-help app1 and the Youth Social Emotional 
Wellbeing assessment2) represents a movement away from Western- 
developed psychological measures, which do not measure SEWB or ac-
count for the historical, social, and political contexts of colonisation 
and structural racism which continue to impact the lives of Aboriginal 
and Torres Strait Islander peoples today. Such culturally valid measures 
reject the universality of definitions of mental health and wellbeing of-
fered by Western psychology and focus on social and emotional wellbeing 
and strength-based models. However, few of these tools have been widely 
validated. 

Therefore, working with Aboriginal and Torres Strait Islander com-
munities to co-design culturally valid measures of mental health and 
wellbeing (i.e., SEWB) should be a major priority for mental health 
researchers and clinicians. 

A Way Forward for Psychological Assessments 

In summary, the quality of psychological tools currently being used 
with Aboriginal and Torres Strait Islander peoples depends heavily on 
the abilities and skills of the clinician and their ability to use these tools 
in a culturally responsive way (Dingwall & Cairney, 2010). Cultural 
responsiveness refers to health care services and professionals who 
are respectful of the health beliefs, health practices, cultures, and lin-
guistic needs of Aboriginal and Torres Strait Islander consumers and 
communities (Australian Health Ministers’ Advisory Council, 2016;  
Department of Health and Human Services, 2011). For mental health 
practitioners, this is the capacity to respond to the health care issues of 
Aboriginal and Torres Strait Islander communities (Department of 
Health and Human Services, 2011). It is a cyclical and ongoing process 
requiring the ability to identify and challenge one’s own cultural as-
sumptions, values, and beliefs while also recognising the importance of 
acknowledging the influence of culture, ethnicity, racism, and other 
contextual factors in the experiences of individuals and communities 
(Department of Health and Human Services, 2011; Walker et al., 2014). 
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To begin to develop cultural responsiveness, a necessary first step is a 
foundation of cultural awareness, which is defined as a basic under-
standing of Aboriginal and Torres Strait Islander histories, peoples, 
and cultures (Australian Health Ministers’ Advisory Council, 2016). 
Through cultural awareness and responsiveness, mental health services 
may become culturally safe (Australian Health Ministers’ Advisory 
Council, 2016). Cultural safety means that health consumers are safest 
when health professionals have considered power relations, cultural 
differences, and patients’ rights. The presence or absence of cultural 
safety is determined by the experiences of the health consumer and not 
by the caregiver (Australian Health Ministers’ Advisory Council, 2016). 
Without improvements in the cultural awareness and responsiveness 
of the mental health workforce and wider mental health system, the 
effectiveness of culturally validated tools will be undermined. 

Australian Indigenous Psychology Education Project 

The Australian Indigenous Psychology Education Project (AIPEP) was 
formed to develop frameworks, guidelines, and strategies to increase the 
capabilities of the psychology workforce and graduates to work appro-
priately and effectively with Aboriginal and Torres Strait Islander peoples 
(Dudgeon et al., 2016). The Workforce Capabilities Framework devel-
oped under this initiative establishes principles for the knowledge, skills, 
and values required of psychologists working with Aboriginal and Torres 
Strait Islander peoples, in line with the Psychology Board of Australia 
core capabilities. This framework was developed out of the concerns of 
practitioners who felt ill equipped to work with Aboriginal and Torres 
Strait Islander peoples, including how to engage, build, and maintain 
positive working relationships (Carey et al., 2017). The formation of 
AIPEP and the workforce framework is an example of decolonising 
the discipline of psychology to recognise Aboriginal and Torres Strait 
Islander cultural views, conceptual frameworks, and practices based on 
holistic concepts of health and wellbeing (Carey et al., 2017). 

Dance of Life (Helen Milroy) 

To assist practitioners in exploring Aboriginal and Torres Strait Islander 
values, experiences, and understandings in a systematic and culturally ap-
propriate way, a framework entitled the Dance of Life was developed by 
Helen Milroy (2006). This framework was based on a series of six paintings 
by Milroy, each depicting a dimension of health and wellbeing (physical, 
psychological, social, spiritual, and cultural). The last picture in the series 
depicts the bringing together of these dimensions to reflect the delicate 
balance of life within the universe (Milroy, 2006). The subsequent 
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framework outlines the physical, psychological, social, spiritual, and cul-
tural dimensions that must be considered when understanding Aboriginal 
mental health in assessments and treatment decisions (Adams et al., 2014;  
Milroy, 2006). Within this framework, each dimension is explained in terms 
of the historical context, the traditional and contemporary views as well as 
gaps in knowledge (Adams et al., 2014; Milroy, 2006). It is imperative 
to recognise that the incorporation of historical and cultural perspectives 
is essential to enhancing mental health practitioners’ skills to provide a 
meaningful and respectful cross-cultural exchange with their Aboriginal 
clients (Figure 12.3). 

Cultural Safety 

Providing a culturally safe environment is fundamental to the practice 
of cultural responsiveness. According to the Cultural Respect Framework 
2016–2026, cultural safety identifies that health consumers are safest 
when health professionals have considered power relations, cultural dif-
ferences, and patients’ rights. Cultural safety is not defined by the health 
professional but by the consumer’s experience of the care they are given 
and their ability to access services and to raise concerns (Australian 
Health Ministers’ Advisory Council, 2016). 

Figure 12.3 Dance of life.    

272 Helen Milroy et al. 



Involving Aboriginal and Torres Strait Islander mental health workers 
and Traditional Healers when providing mental health services is one 
example of cultural safety (Sheldon, 2010). Aboriginal and Torres Strait 
Islander peoples’ health and social and emotional wellbeing are bound 
to their collective rights, which include cultural practices, and the 
maintenance and application of traditional knowledge (Hunter et al., 
2012). The National Practice Standards for the Mental Health Workforce 
2013 specifies that mental health practitioners should work collabora-
tively with Aboriginal and Torres Strait Islander mental health workers 
and Traditional Healers (Australian Government Department of Health, 
2013). Currently, no national data is available on the use of cultural 
advisors or Traditional Healers in the psychological assessment process, 
and there is a lack of programs that combine traditional treatments with 
Western medical approaches to treat the wellbeing of the whole person 
(Dudgeon, Walker, et al., 2014). The practice standards state that such 
collaboration with Aboriginal and Torres Strait Islander mental health 
workers and traditional healers should be included “where appropriate” 
(Australian Government Department of Health, 2013). Such language 
indicates that collaboration is at the discretion of the practitioner and 
may result in inconsistent application of these practice standards. For 
example, evidence from the Mental Health Advocacy Service Inquiry into 
Services for Aboriginal and Torres Strait Islander People and Compliance 
with the Mental Health Act 2014 showed that only two of the 11 me-
tropolitan hospitals with authorised mental health wards in Perth, 
Western Australia, had Aboriginal mental health workers. It was also 
highlighted that in Western Australian hospitals Aboriginal mental 
health workers were generally not routinely available outside of business 
hours, and therefore many Aboriginal consumers receiving mental 
health assessments, examinations, and admissions may not able to access 
their full rights under the Mental Health Act (Mental Health Advocacy 
Service, 2020). If practitioners are not educated on how such colla-
boration looks in practicality or on the benefits of such a practice, this 
may create resistance to incorporating Aboriginal and Torres Strait 
Islander mental health workers into mainstream mental health services. 
Further research is needed to form an evidence base to help advocate 
for including Aboriginal and Torres Strait Islander mental health 
workers and traditional healers. 

Indeed, mental health practitioners need to employ new models and 
approaches to screen, diagnose, and provide care for Aboriginal and 
Torres Strait Islander clients outside of Western health models (Gee et al., 
2014). The development of such new models needs to be embedded 
within Aboriginal participatory action research, which prioritises genuine 
community collaboration and consultation designed to provide the 
community with control over the research processes and outcomes 

The Interface 273 



(Dudgeon et al., 2017). Such methodology has the potential to balance 
power differentials, which have long been present between researchers, 
mental health practitioners, and Aboriginal and Torres Strait Islander 
peoples, by ensuring the views and experiences of all participants are 
recognised and valued (Dudgeon et al., 2017). 

From the literature, it is evident that strength-based models based on 
Aboriginal and Torres Strait Islander SEWB in psychological tools 
are lacking. 

Case Study 2: AIMhi 

One attempt to fill this gap in practice is the Aboriginal and Islander 
Mental Health Initiative (AIMhi), which includes culturally adapted 
resources and training to support a client-centred and strengths-based 
approach to assessment and early intervention for Aboriginal and 
Torres Strait Islander peoples. One resource created by the initiative is 
the AIMhi Stay Strong care plan, which is a culturally appropriate 
approach to brief therapy that has been translated into an e-mental 
health resource. The AIMhi Stay Strong care plan is based on the stress 
vulnerability model, which posits that a person’s wellbeing is a result 
of resilience factors and risk factors which constantly interact (Mueser 
et al., 2002; Nagel et al., 2012). Therefore, the key message to clients is 
that there is a need to balance strengths and stressors to increase resi-
lience and reduce the risk to developing mental health problems 
(Mueser et al., 2002; Nagel et al., 2012). The AIMhi Stay Strong care 
plan has some key differences to other brief therapies; it is culturally 
adapted for Aboriginal and Torres Strait Islander peoples and presents 
a holistic model of mental health and wellbeing (Nagel & Dingwall, 
2014). The care plan also uses colourful pictures to support conversa-
tions about areas of stress and uses metaphors from daily life to 
promote engagement and understanding (Nagel & Dingwall, 2014). 

Central to the AIMhi Stay Strong care plan approach is the Grow 
Strong Tree, which represents to clients the balance of strengths and 
stressors. The Grow Strong Tree depicts four root systems and four 
leaves representing the SEWB domains of spiritual, physical, family and 
social and work, and mental and emotional (Nagel & Dingwall, 2014). 
Through collaboration between practitioners and clients, the Grow 
Strong Tree is used to guide discussions about social connections to 
family and friends that keep the client strong as well as identifying 
the client’s individual strengths, stressors, and goals under each of the 
four SEWB domains. The AIMhi approach to therapy emphasises that 
any mental health assessments must only be included after discussions of 
self-identified strengths, stressors, and goals for change have been com-
pleted. The initiative focuses on working from the client’s understandings 

274 Helen Milroy et al. 



of their concerns and what the client might want to do differently. By 
planning, supporting, and reinforcing healthy and rewarding behaviours, 
it is hoped to promote resilience, improve wellbeing, and increase self- 
efficacy for Aboriginal and Torres Strait Islander clients (Nagel & 
Dingwall, 2014) (Figure 12.4). 

Case Study 3: “Tom” 

This is a hypothetical case study and thus is not based on an actual 
person. “Tom” is a 16-year-old Aboriginal adolescent from a small re-
mote community who lives with his grandmother and siblings. Tom 
speaks three traditional languages, and English is his fourth language. 

Tom was exposed to domestic violence as a child and was sexually 
abused by an uncle when he was 8 years old. He was not sleeping well and 
had recently become aggressive towards his family. Tom had also been 
using marijuana quite heavily over recent months. His family noticed that 
he would sometimes talk to himself and that he spent a lot of time alone 
in his room. Once, he threatened to kill them if they didn’t leave him 
alone. His grandmother took him to the health centre, and he was in-
voluntarily admitted to an adolescent mental health inpatient unit in the 
nearest city for assessment for psychosis under the Mental Health Act. 

Figure 12.4 Grow strong tree.    
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In the ward, he was quiet and guarded, mostly staring at the floor. He 
did not speak much with the mental health staff and said that he wanted 
to go home. At times, Tom would punch the walls and burn his arms 
with a lighter, to the point where he needed medical care for his injuries. 
Tom said he did this to feel relief. He also reported hearing several 
voices, one of which was his deceased grandfather calling his name; the 
others he didn’t recognise. He said that the voices he didn’t recognise 
said nasty things about him and his family. He was worried he was 
going to be punished at night when he was asleep but couldn’t say what 
he had done wrong. 

Tom said he had not been feeling good for a few months and that he 
used the marijuana to try to feel better, but things appeared to get worse. 
He said he often thought about how he could end his life, and said that 
he didn’t really have much hope for the future. 

Aboriginal Community Controlled Health Services 

In this case study, it is important to recognise the cultural factors 
which can influence symptom formation and meaning. In cases like 
Tom’s, it is important for Aboriginal Community Controlled Health 
Services and mainstream mental health services to work in partnership 
to promote culturally safe mental health care. For example, Tom being 
able to speak to a mental health worker in any of the three languages he 
is more comfortable with than English would allow him to express his 
distress and needs and feel more confident that the service provider 
would understand him. Indeed, if mainstream mental health services 
employed more Aboriginal and Torres Strait Islander mental health 
workers, then the opportunity for Tom to speak in one of the three 
traditional languages would be more likely. Second, it is common for 
Aboriginal people to hear voices of their relatives when they are ex-
periencing distress, so Tom hearing his grandfather’s voice may not be 
a symptom of psychosis. However, the unknown voices that Tom is 
experiencing may be psychotic in nature and/or influenced by his heavy 
marijuana use. Tom’s fear of punishment from the unknown voices may 
also be real if he has broken traditional law. This can cause consider-
able distress, and he may not be able to speak about this issue outside 
of his cultural group. Aboriginal and Torres Strait Islander Mental 
health and SEWB workers would understand these cultural issues and 
would be essential in determining what is culturally appropriate for 
Tom’s care. Even if the phenomena Tom is experiencing are psychotic 
in nature, they may still have a cultural dimension that requires un-
derstanding from Tom’s personal cultural orientation (Parker & 
Milroy, 2003). A balance between psychopathology and cultural aspects 
is needed to ensure neither is overlooked in Tom’s treatment and 
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long-term management (Parker & Milroy, 2003). An Aboriginal mental 
health professional and/or Aboriginal Community Controlled Health 
Services will be able to consult with Tom’s treatment team at the in-
patient unit on these cultural aspects and engage with Elders in Tom’s 
local community. In this way, connecting Tom with Aboriginal mental 
health workers, Elders, traditional healers, and family members can 
help differentiate the cultural norm regarding symptoms and behaviour 
changes. Finally, an intervention based on an SEWB framework would 
not only focus on Tom’s symptoms but would also consider his 
strengths and help build his resilience. 

AIMhi 

The use of the culturally appropriate AIMhi Stay Strong care plan 
can help clinicians understand Tom’s current state of mind. Since 
English is Tom’s fourth language, the strong visual elements of the Stay 
Strong plan provide an alternative to paper-based Western diagnostic 
tools and can help to overcome issues of English literacy. In addition, 
with Tom’s traumatic developmental history, he may have difficulty 
expressing his strong emotions and may be “acting out” with the sub-
stance abuse in response to his trauma. The strength-based focus of the 
Stay Strong plan can help build Tom’s sense of mastery and his life 
skills and restore a sense of purpose and hope. Engaging Tom in con-
versation using the Grow Strong Tree about family and strengths can 
help identify networks for healing and what Tom perceives as strong 
in his life. The SEWB focus of the Grow Strong Tree relating to 
spiritual and cultural, physical, family, social, work, and mental and 
emotional aspects can also help Tom recognise what aspects of his life 
are taking away his strengths. Recognising factors contributing to and 
taking away from Tom’s SEWB can provide valuable information for 
additional SEWB-focused programs that can be incorporated into his 
care and facilitate ongoing engagement. 

Summary 

There is a complex interplay between cultural and psychological phe-
nomena that Western psychological tools do not adequately account for. 
Viewing Tom’s presentation through a Western clinical lens alone would 
not account for his hearing his grandfather’s voice or his worry around a 
broken rule. Further, as mentioned previously in this chapter, there are 
few diagnostic tools that are derived from the SEWB framework, and so 
interventions which do not take SEWB into account are less likely to 
build on Tom’s strengths and build his resilience in a culturally appro-
priate and safe way. Western-trained clinicians working with Aboriginal 
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and Torres Strait Islander peoples presenting with mental health issues 
need to understand the cultural behaviours and, individual responses to 
trauma as well as the prevailing burden of disadvantage and loss to avoid 
misdiagnosing and mislabelling. If an Aboriginal or Torres Strait Islander 
person seeks support from a mainstream service, then there should be 
a pathway for them to access Aboriginal and Torres Strait Islander 
mental health workers within the service as well as Aboriginal and Torres 
Strait Islander-run health and mental health services. This would enable 
Aboriginal and Torres Strait Islander consumers to be provided with 
culturally safe support and interventions. 

Reflection Questions 

• Thinking about your own education in mental health and psy-
chology, in which paradigm was this training based and would this 
approach be suitable for all your clients?  

• What tools do you use for assessment, and are these measurements 
valid for all clients you work with?  

• How can you work or practice in a more culturally safe way? 

Conclusion 

In this chapter, we have outlined the historical, social, and political 
contexts as well as the determinants of health and of social and emotional 
wellbeing among Aboriginal and Torres Strait Islander peoples. We 
discussed the current state of psychological screening, assessment, and 
outcome measures being used with Aboriginal and Torres Strait Islander 
peoples and highlighted the limitations that need to be considered when 
applying a Western lens of psychology and mental health to Aboriginal 
and Torres Strait Islander peoples. The historical and continued impacts 
of colonisation and the fundamental differences in mental health con-
structs reinforce the need for rigorously developed psychological mea-
sures and interventions that are culturally sensitive and appropriate. 
While positive advancements in the field of culturally validated psycho-
logical measures have been made, research on culturally valid psycholo-
gical assessment, screening, and outcome measures remains limited. 
Furthermore, the development of culturally validated measures should be 
only one component of a wider culturally responsive assessment, treat-
ment, and outcomes process. This highlights the need to improve cultural 
awareness and responsiveness among practitioners to support the effec-
tiveness of culturally validated tools and culturally safe mental health 
care for Aboriginal and Torres Strait Islander peoples. This needs to 
occur within a paradigm of Aboriginal and Torres Strait Islander holistic 
views of social and emotional wellbeing. 
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Notes  
1 Black Dog Institute, iBobbly [app], https://www.blackdoginstitute.org.au/ 

research/digital-dog/programs/ibobbly-app  
2 Royal Australian College of General Practitioners, National Guide to a 

Preventive Health Assessment for Aboriginal and Torres Strait Islander People 
(3rd ed.), appendix, 2018, https://www.racgp.org.au/clinical-resources/clinical- 
guidelines/key-racgp-guidelines/view-all-racgp-guidelines/national-guide/ 
chapter-4-the-health-of-young-people/appendix#app2 
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