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EMERGENCIES: OPERATIONAL GUIDELINES

Expansion and diversification of field MH (mental health) programs transformed the land-
scape of relief work and underlined the need in conceptual framework and evidenced-based
practices. Recognition of accomplishments offset by controversies surrounding understand-
ing MH needs in complex emergencies. Incorporation of recovery-oriented paradigms shifts
emphasis to community recovery, where the success of individual psychological recovery
largely determined by quality of community supports providing secure sense of self, sup-
portive relationships, empowerment, social inclusion, and meaning (SAMSHA, 2004). Pro-
posed model of Community-Based Psychological Recovery in Complex Emergencies aims
to facilitate the sustainable community-level impact by strengthening community supports
and recovery resources and by sensitizing community to the needs of vulnerable groups.
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Introduction

Over the past decade, many international aid agencies have come to realize the cru-
cial importance of mental health relief work in reducing mortality and morbidity. “What
do you do if there is enough food, but no one wants to eat?” Asked Kaz de Jong, mental
health advisor to Doctors without Borders (MSF). “Sometimes people are unable to
eat because they no longer want to live. They may have witnessed the killing of their
family” [8]. Mental health programs that initially started as an emergency response in
the aftermath of natural disaster and war quickly expanded to non-emergency settings,
such as support treatment of chronic diseases (HIV, TB), and advocacy for victims of
genocide, torture, and gender-based violence. Later, they also began educating health
providers on how to recognize severe depression, trauma, serious mental illness or
suicidal behavior in patients, and when to provide the appropriate supports and refer-
rals. The expansion of mental health programs in the field transformed the landscape
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of humanitarian work and highlighted the need in both conceptual frameworks and
evidenced-based practices. Further developments in community mental health shifted
the emphasis away from treatment, symptoms and functioning, to a recovery-oriented
paradigm where the recovery is understood as a self-directed process of reclaiming
meaning and purpose in life when an individual strives to reach full potential even
in the most difficult circumstances [7]. The recovery-oriented paradigm prioritizes
the significance of community supports that provide a secure sense of self, supportive
relationships, empowerment, social inclusion, and meaning [11].

Role of the community

The Community-Based Psychological Recovery in Complex Emergencies model
(CBPR) [2] is built on the assertion that a person can cope with almost anything if
there is adequate personal and community support. A functional and resilient com-
munity facilitates and supports the psychological recovery of its members and provides
support for those with special needs or in crisis. On the contrary, the incapacitated
and demoralized community compromises individual recovery, and creates ground for
violence and re-victimization.

The CBPR goal is to facilitate psychological recovery and create community-level
changes by re-building or restoring the cultural, social and psychological systems of
support that were rooted in the community but destroyed in a complex emergency. This
can be achieved by assisting the community in identifying, reclaiming, and mobilizing
psychological survivorship resources, including effective and self-directed problem
solving, and compassionate care for its members, especially those with physical and
mental disabilities. This model was first developed and implemented in Liberia in the
summer of 2011 as part of a Tiyatien Health project established to assist communities
with integrated health care in the aftermath of the C te d’Ivoire refugee crisis. There
it quickly became obvious that the community itself is in a unique position to address
massive mental health. The project was aimed at increasing psychological competencies
by engaging local community leaders, training health care providers and the community,
identifying the most appropriate format for mutual supports based on the community
and cultural traditions, and facilitation of sustainable support groups run by peers.

Mental health needs in complex emergencies

Complex emergencies are defined as situations of disrupted livelihoods and threats
to life produced by warfare, civil disturbance and large-scale movements of people, in
which any emergency response has to be conducted in a difficult political and security
environment [13]. A complex emergency challenges the community’s capacity to protect
and care; it destroys the social and psychological infrastructure and results in higher
mortality, population displacement, and infliction of individual and collective trauma.
The complex emergency evokes a sense of hopelessness and helplessness; it disempowers
the community and overwhelms its capacity to protect and care for its members. This
increases the members’ sense of vulnerability, which becomes a contributing factor to
further victimization, marginalization of victims, and perpetuation of violence.
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Mass trauma associated with complex emergency carries a systemic impact on the
individual, family, and community life. Most trauma reactions are not pathological
and are normally expected. The multitude of resultant psychological effects include:
mood and behavioral changes, severe sleep problems, anxiety, depression, flashbacks,
intrusive recollections, hyper vigilance, an increase in uncontrolled anger and violence,
and a surge of psychosomatic complaints which overwhelm primary care [9]. Severe
traumatization undermines help-seeking behavior and elicits hopelessness, helpless-
ness, self-neglect and non-adherence to essential medical treatment; which in turn
indirectly increases mortality and morbidity and contributes to substance abuse,
violence and suicides.

On the other hand, effective coping with trauma can advance personal growth and
enhance the ability to understand and help others. The mature community that col-
lectively survived and overcame traumatic event becomes more resilient, caring and
supportive to its members, and better equipped to handle future adversities.

Addressing mental health needs in relief work

Diversification of mental health programmatic modules revealed controversies in
understanding psychological trauma, and highlighted the question of whether trauma
reactions in complex emergencies are all pathological and require treatment, or if they
are predominantly normal, expected responses to life adversities that require no psy-
chological intervention. Another concern shared by many is that Western approaches
to conceptualization of trauma (including the whole notion of PTSD and depression,
its assessment and treatment) are being imposed upon different cultures with little
consideration to their appropriateness and the natural course of coping [12]. Sum-
merfield concluded that any external mental health interventions only serve those
who craft said interventions. In addition, the pathologizing of suffering and overuse
of psychotropic medications to treat normal stress can disempower and discourage
individuals from taking responsibility for their own recovery, and fosters dependence
on external assistance. De Jong & Kebler’s [9] outlined the psychosocial approach,
which proclaimed that psychological well-being can be achieved only when basic needs
are met and that psychological and social needs must be addressed concurrently. High
effectiveness have been demonstrated in integrated care models based on the idea of
integrating of mental health into the primary care system. There are many advantages
to this approach:

Many trauma survivors have medical conditions that must be addressed concur-
rently;

Primary care providers identify and make referrals for those with additional mental
health needs: somatic complaints are often the initial reason for seeking treatment;

Mental health service carries a stigma, but seeking physiological medical services
is more socially acceptable. Participation in standalone mental health programs may
expose survivors just by virtue of seeking treatment and can be unsafe.

The integrated model allows for focus on those with more severe impairment and
identification of “non-medical” sufferers, but also needs to be backed up by the devel-
opment of an aftercare and health care referral system in order to ensure sustainability.



92 I[TPOBJIEMBI IIOATOTOBKU CIIEIMATIMCTOB CUJIOBBIX CTPYKTYP

Community-based psychological recovery in complex emergency

The community-focused framework of psychological recovery aims at strengthening
community supports to achieve sustainable community-level impact.

Within this framework, the success of recovery is determined by quality of com-
munity support which becomes the salient protective factor mitigating social ills. As
such, the CBPR model prioritizes the importance of psychological recovery of the
community. An important part of this work is mobilization of community’s recovery
potential and sensitizing the community to special mental health needs of vulnerable
groups. The ultimate goal of this framework is to restore the community’s capacity
to independently support its members that was compromised by complex emergency.
This goal can be achieved by concurrently addressing multiple levels of communal
functioning, ranging from restoration and mobilization of pre-existing, traditional
and culture-bound supports, psycho-education, and restoration or development of
new life routines along with improving access to professional mental health services
for those in need.

The Community’s Recovery Potential is determined by psychological, social and
logistic resources, community strength and resilience. This includes past experience of
survivorship, problem solving tools and decision-making scripts, cultural healing and
helping traditions (e.g., funeral rituals, supporting someone who experienced loss or
was victimized), attitudes of key players in the community, and role models. Available
support systems such as a council of elders, spiritual leaders and traditional healers,
village or town forums, and similar resources also serve to solve collective problems and
improve the well- being of a community. Often the functional community has systems
in place to prevent victimization. In many traditional cultures, a battered woman can
seek protection from older men in the community. In remote villages in East Liberia
are expected to introduce newcomers to the community via the host family at the vil-
lage gathering, where the host family also assumes full responsibility and pays fine if
this person commits a crime [4, 6].

Complex emergencies accompanied by mass trauma carry the potential to interrupt
social routines and trigger negative group dynamics: scapegoating, mass victimization,
vigilantism, or perpetuating violent cycles. This can destroy the social and psycho-
logical fabric and structure of communal life and demoralize a dismantled community
that is no longer able to provide protection to its members. The complex emergency
or mass forced migration marginalizes the community and its members, weakens their
sense of social inclusion and increases personal vulnerabilities, making members more
susceptible to both victimization and becoming a victimizer. To counteract this and to
re-claim the communal safety, the refugees in the camps at times resort to vigilantism:
a group voluntarily takes charge of organizing self-defense and executing punishments.
While vigilantism sometimes creates illusion of order, it can become problematic if it
replaces legal structure and may result in additional victimization of voluntaristicly
designated “scapegoats” [1].

The well-functioning community, on the other hand, provides a sense of safety,
security, social inclusion, and psychological comfort for its members. Cultural and
social routines and traditions ensure smooth social functioning for the majority; they
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often include protocols for crisis interventions and the format for conflict resolution
(e.g., Palava — meaning organized talk or discussion — in West and East Africa). The
community prescribes behavioral norms and contains scripts for enforcing them: For
example, rape can result in expelling from the community not only the rapist, but also
the rapist’s family. In some instances, where physical survival depends on the commu-
nity, this becomes the equivalent of a death sentence for the whole family. This being
said, persons with disabilities are often still excluded from communal social life due
to stigma and prejudice [3].

Effectiveness indicators

The effectiveness indicators for this CBPR model are yet to be determined,
and this task boils down to how we identify a community that is functional and
able to cope with adverse life challenges. While there is no clear definition of what
constitutes a functional community, some parameters include the community’s self-
determination, support and referral system, conflict resolution and victim protection
protocol, and demonstrated compassion toward vulnerable and special need groups.
The functional community discourages violence, and enforces social norms; it offers
supports for routine life events such as illness, death, and loss of property or violence.
There is a respect of different cultures and subgroups: in North Caucasus, before the
first Chechen war, there were over 65 ethnicities sharing the same small piece of land.
According to one teacher from a small village in the region, the community identity
carried more importance than even ethnic identity, or was at least equal to it. Grow-
ing up together in such a multi-cultural environment, the children looked forward to
all the holy days - Christmas and Navruz just meant they would get double the treats
[5]. Another facet of positive change in the community is the increased competence
and knowledge about mental health and how a person with serious mental illness or
severe trauma can be supported when there is no access to medications or specialists.
The set of characteristics attributed to functional community are:

* Strong community identity;

¢ Mutual support;

* Respect for other cultures;

* Feelings of safety, support and protection within the community;

» Compassion for special need groups;

* Sharing social and logistic resources and knowledge;

 Conlflict resolution protocol;

* Valuing of self-reliance.

Guiding principles

The CBPR framework is based on the following postulates:

* Most of the traumatic reactions during the complex emergency are normal,
expected and do not need any treatment, interventions or even supports;

* Most of the traumatized individuals and communities possess enough strength,
flexibility and resilience to recover if they receive support;
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* Special needs groups, such as the disabled, elderly, children, those with severe
trauma reactions, or serious mental illnesses, may need additional supports;

* A community strives to achieve recovery, stabilization, and self-reliance. A small
change can have a systemic ripple impact and yield significant results;

* Every community has both formal and informal leaders who, in an emergency,
will step up, take charge of recovery and inspire and carry on values of kindness, com-
passion, sharing, caring and helping others;

* Refugees bring with them the psychological prototype of their community.
In a new place they tend to replicate the routines, traditions, social and psychological
connections which include the collective survivorship experience, but also include
myths and misconceptions;

 The sources of strength come from:

— past survival experience;

— community, social and cultural history, values and traditions;

— concern on the part of key community players for the well-being of the com-
munity;

— customs of self-reliance, mutual support, resource sharing, and trust;

* Any humanitarian aid (logistics, services, food, or medications) is temporary
and may discontinue at any time without much notice;

 Any helping intervention or aid carries the potential to impinge upon community
self-reliance by creating dependency on external sources.

Goals and Objectives

Goal: The Community-Based Psychological Recovery model of mental health as-
sistance in complex emergencies prioritizes the restoration, or re-building of the com-
munity’s capacity to support its members, and restoration or development of systems
of prevention, referral and aftercare.

This goal can be achieved by mobilizing the community’s own recovery potential
and is broken down into the following objectives:

* Research of the community’s past experiences of survivorship, identification of
historical and present culturally-bound, community, family and individual strengths
and coping skills, the hopes and the vision for the future;

 Strengthening the community’s role in recovery by promoting its ownership,
leadership, and responsibility for the well-being of its members;

» Active engagement in the recovery tasks through available support systems,
community leaders, local specialists, and cadres;

* When possible and beneficial, collaborating with government and public health
organizations, spiritual leaders, and traditional healers;

* Empowering, encouraging, and fostering compassion, care, and mutual support
in the community;

* De-stigmatizing people with mental health problems. This involves educating
the community and health care providers and challenging misconceptions (such as
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myths about their perceived dangerousness, contagiousness of epilepsy and blaming
people and their families for mental health problems);

* Increasing the psychological competencies in the community by training of lo-
cal cadres;

* Designing a program that includes a strategy and plan for program termination
to ensure the sustainability of the recovery process and reduce dependence and reli-
ance on NGOs.

The objective can be achieved through:

+ Concurrent multi-level psycho-education and skills-building to achieve practice
consistency across the system. Different training modules can be developed for:

— Officials and other community leaders;

— Specialists and para-specialists: teachers, nurses and other direct health care
and outreach workers;

— Supervisors and peer volunteers;

— Community members;

» Avaried training curriculum primarily focused on psychological recovery, com-
passionate trauma-informed care, and recognizing and supporting persons with severe
trauma or serious mental illness. The training should also be designed in a way that
allows trainees to challenge the misconceptions and prejudices and further disseminate
this knowledge to the public;

* Initial organizational support and promotion of grass-root initiatives contribut-
ing to the development of supportive community, such as:

— General support groups, that offer a forum for regular meetings to network,
discuss current issues, and share solutions, resources, and supports. In communi-
ties where such meetings have been traditionally employed to problem solve, the
additional value is the psycho-education geared toward self-help and inclusion
of persons with special needs and their family;

— Focused support groups for victims of gender-based violence, persons with
mental health issues, severe depression and trauma, and epilepsy, facilitated or co-
facilitated by trained peers. This also includes expressive arts groups for children;

— Intermediate care for those with greater mental health needs, such as indi-
vidual counseling, integrated primary health care, special programs, aftercare and
community outreach;

* Follow up. While there is an expectation of independent sustainably in the
functioning of support groups, the ongoing support, supervision and re-trainings for
the peer volunteers is very important;

 The availability of psychiatric care and medications for persons with severe
mental health issues, and awareness on the part of community members as to how and
when to refer. This is an essential component — when there is no feasible access to
psychiatric services, the community still needs be educated on the nature and causes
of mental illness, trained on how to support persons with serious mental illness and
their overwhelmed families, and how to manage immediate risks. It is also important
to unassumingly and realistically evaluate existing practices from the harm-reduction
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point of view: in the absence of antipsychotic medications, in some instances persons
with psychotic disorders have been kept physically restrained to prevent them from
wondering away and being raped or even killed.

Operational guidelines

Operational guidance determines the scope of services, and defines and prioritizes
tasks. It suggests the best practices and standards, bringing consistency in the ap-
proaches. In order to achieve community-level systemic sustainable recovery-oriented
changes, it is important to consider the following steps and modalities in the CBPR-
based program design:

» Examine pre-disaster community social and psychological functioning, their
strengths and shortfalls;

* Detect recreational activities effective for strengthening community identity
and cohesion. In many communities sports serve this function;

* Research the cultural and communal history of hardship and survivorship;

 Analyze traditional and presently functioning systems of support, both formal
and informal;

* Identify vulnerable groups in the community and assess community attitudes
toward them and the available supports;

¢ Identify key community players and leaders and map their social interactions
and hierarchy;

¢ Identify and train leaders and peers interested in volunteering and providing
support for vulnerable or victimized persons;

* Educate the community and service providers on the nature and effects of trauma,
depression, and mental illness, as well as their natural course, coping and recovery;

* Support them in promoting community mutual support, de-stigmatization, and
sensitization to the needs of the vulnerable groups i.e., persons with serious trauma,
mental illnesses and other disabilities.

Conclusion

In the community mental health, community-based and trauma-informed support
systems are one of the most important factors shaping psychological recovery. Psycho-
logical recovery is understood as the process of change through which individuals strive
to improve their own health and wellbeing, live a self-directed life, and achieve their
full potential. The community mitigates the success of individual recovery, to a great
extent. Complex emergencies target the very core of recovery potential, destabilizing or
destroying the community’s social and psychological infrastructure, in turn shattering
the routine of daily functioning. They overwhelm community resilience and coping
capacities and heighten systemic vulnerabilities, which has significant implications
for psychological and social recovery.

The community-based psychological recovery approach (CBPR) views an indi-
vidual’s trauma recovery as a sustainable process of changes within community support
systems that can enhance coping with current and future challenges. Exclusive focus on
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individual survivors without systemic and substantial changes in community supports
carries a high potential for re-traumatization as the de-humanization and stigmatization
of victims continues. The capacity building and self-sustainability of community-based
psychological supports are achieved by enforcing the role of the community, where the
community assumes ownership and accepts leadership in recovery. The CBPR model
facilitates, assists and enhances the community’s natural recovery process by offering
education, engagement, and empowerment, capacity building and ongoing support [10].
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E. Yepenanon

PECYPC COOBIIECTBA (MUKPOCOIIUYMA)
B JIEJIE [ICUXOJIOTUYECKOI'O BOCCTAHOBJIEHUS HACEJIEHU S
IIOCJIE YPE3BBIUAVTHBIX CUTYAITUIA

B cratbe paceMaTprBaeTcst posib MUKPOCOIIMYMA B IIPOLECCE HOEPKAHMS ICUXOJI0TMYECKOTO
6100y M KOHKPETHON JMUHOCTH, NMEPeKUBIICH 9KCTpeMalbHOEe UM KPU3UCHOE
coCcTosAHME. ABTOD aHAJM3UPYET DJEMEHTbl CTPYKTYPbl 00IIeCTBa, BIMAONIME Ha
[CUXOJIOTUYECKOE BOCCTAHOBJIEHUE [TOCJIE [ICUXOTPABM PA3JIMYHOTO BU/A, U KOHLIEHTPUPYET
ux B Mozesn (CBPR — the community-based psychological recovery approach), kormernrom
KOTOPOI SIBJISICTCSI TE3UC O TOM, YTO YETIOBEK MOJKET CIIPABUTBLCS IPAKTUYECKH C YEM YTOIHO,
€CJIM eCTh COOTBETCTBYIOIINE CPEACTBA MHANBU/YAIbHOMN 1 OOIIMHHOM TTO/IEPIKKH.

Knwouesnie cimoBa: COO6H.I€CTBO, TICUXNUYECKOE 310POBbHE, CIOKHBIE IIpeE}BbI‘IaIL/'IHbIe
CUTYyalu, ICUuxojorndyecrad pea6I/I]II/ITaHI/I${, MacCCOBbI€ TpaBMblI, BOCCTAaHOBUTEIbHBIN
TIOTEeHIMaJI COIInYyMa, KPpU3NUCHOE COCTOAHNE JINYHOCTU.

3a mocsieiHe MeCATUIETHST MHOTHE MEKyHAPOIHBIE AaT€HTCTBA M0 OKA3aHUIO
HOMOIIM TIPUIIIN K MTOHUMAHWIO Ba)KHOCTH TICHXUYECKOTO 3/10pOoBbsi. KosmaecTBo
Joiell ¢ MPpU3HAKAMU TICUXOJOTUYECKOTO U MCUXUYECKOTO HehIaromomrydns,
BBI3BAHHOTO PA3JMYHOTO PO/ YPE3BBIYANHBIMU U KPU3UCHBIMU CUTYAIUSIMHU,
HOCTOSIHHO yBesinunBaeTcst. ['yMaHUTapHBIN JaHAmadpT MEHIeTCs U BJIeYeT 3a co0oii
U3MeHEeHUE MO/XO/0B B OKa3aHMK IICUXOJIOTHYECKO TToMoIn HacereHno. OpHOI
13 COBPEMEHHDBIX TeH[IeHL[I/Iﬁ B 9TOM HpO6JIeMHOM I10JI€ ABJIAETCA IEPEXO0/] OT CUCTEMbL
TPAJMIIOHHOTO JieYeH st K pa3paboTKe U MCCIIe0BAHNIO MHBIX [IO/IXO/[OB, B TOM YHCJIE
OCHOBAHHBIX Ha OTITUMU3AIINHU PECYPCa COOOIIECTBA.

BoJIbIIMHCTBO TPABMATHYECKIX PEAKI[HI HE SIBJISIIOTCS TTaToI0rndeckuMu. O THAKO
MOCJIE/ICTBUST, KOTOPbIE OHU BJIEKYT 32 COOOH, MOTYT CUIbHO OCJIOKHSITH )KU3HD., ITO
[OBe/IEHYECKITE U3MEHEHUSI, CEPbE3HBIE TPOOJIEMBI CO CHOM, TPEBOKHOCTD, JIETIPECCHS,
TaJIIIOIMHAIINM, HaBA34YMBbIE€ BOCIIOMWHAHMA, CBer6I[I/ITeJIbHOCTI), YBEJIUYEHUE HE-
KOHTPOJINPYEMOTO THEBA M HACHJIVS, BCIIECK MICUXOCOMATUYECKUX Kal00 U, Kak
CJIEJICTBHE, POCT HADKOMAHWM, HACHJIKSI U CaMOYOUIICTB.

Mozenb CBPR (the community-based psychological recovery approach), konmern-
TOM KOTOPOH SIBJISIETCSI TE3HC O TOM, UTO YEJIOBEK MOKET CIIPABUTHCS TPAKTHIECKHU C YeM
YTOJIHO, €CJIH €CTh COOTBETCTBYIOIINE CPEICTBA MHANBUYAIBHOI U OOIMHHOI O/
JIEPIKKU, SIBJISIETCSI OJIHUM U3 AKTYAJIbHbIX IICUXOJOTHYECKUX MO/IXO/I0B, HATIPABJIEHHBIX
Ha pPellleHre BBIIIEYTOMSIHYTON TPOOJIEMBI.

Omna MOJKET CTaTh MO-HACTOSIIIEMY PaboUeil B CJIydae, eCiiu IICUXOJIOTaM YIACTCsI
noctTpouTh 3 (HEKTUBHBIE KAaHATIBI KOMMYHUKAIUU C TEM VJIH UHBIM COOOIIECTBOM,
YWIEHBI KOTOPOTO HYJKAAIOTCS B IIOMOIIHU cHenuaiuctoB. OmbITOM Takoil paboThl
pacroJiaratoT COTPYAHUKKM OpraHusaiuu «Bpauu 6e3 rpaHuIl», UX CUJIAMH TOT
npoekt ObL1 peanusoBal B JIubepun u Kor-x'VByape, nepekuBaBiiuM B pazHoe
BpeMsI CTUXHUiTHBIE Ge/ICTBUSI U TI106ATbHBIE COIUATBHO-TIOMUTHYECKNE KATAKIM3MBI.
B sTux CTpaHaXx 6I)IJII/I peajin3oBaHbl MEPOIIPUATHA, Hall€JICHHbIE Ha ITOBbIIICHME
[CUXOJOTHYECKON KOMITETEHTHOCTH HACEJEHUs] MyTEM BOBJIEYEHUSI MECTHOTO
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coo01iecTBa JnIepoB, 00yYeHUsT MEUITMHCKIX PaOOTHUKOB, BBISIBIEHUsT HanboJiee
noaxosero hopmara st OOIEHS U T. JI.

3pesbie coobIeCTBa, UMEIOIIKE MIPOILIbI MAaCCOBBIA TPaBMAaTUYECKUIl OIBIT,
colMaibHbie ¥ JOTUCTUYECKUE PECYPChl, YCTOHYNBBIE KYJIbTYPHbBIE TPaAUIIKU
(Harpumep, MOXOPOHHBIE PUTYAJIbI, TPAAMIIUKI FOPEBaHHKs ), KaK IPAaBUIIO0, HoJiee «yIpy-
r0», 9 HEKTUBHO XPaHAT CBOUX 4IeHOB. C OHOI CTOPOHBI, 3TO OUYEBHUIHO, a C IPYTOIA,
Ha CETOJIHsI B HAYYHOIT MJIOCKOCTH HET YeTKUX KpuTepreB a(hHeKTUBHOCTH TaHHOM MO-
JIEeJIH, TIOCKOJIBKY JI0 KOHIIA He OITPEIEJIEHO, 4TO jKe cOOO0I npeicTaBisieT (pyHKIMOHAb-
Hast 00ITHOCTD. B ¢BOIO 04epeib, riobaninsaliyst v TOBCEMECTHBIN MYJIbTUKYIbTYPAIN3M
YCIIOKHSIOT 9Ty 3ajady, cOuBast yctosBumecss GopMbl OBeAeHUs OOIIMHBI, Ha
KOTOPbIE MOKHO OTIEPETHCS TIPU aHAJIM3€ pecypca coo0IecTBa B Jiejie TICHXUIeCKOTO
BOCCTaHOBJIEHUST €T0 YJIEHOB.

OptHako moJieBast paboTa U MHOTOJIETHIE HaOJII0/IEH sI, IIPOBE/IEHHbIE B PA3JIMYHBIX
«TOPSYUX TOYKAX MUPA», HO3BOJISAIOT 0003HAYMTD AJITOPUTM AEHCTBUIA, HEOOXOAMMbIX
JUIST ONITUMU3AIMK pecypca coobiiectBa. [Ipeskje BCero aTo uaydeHue MmpoiLioro
OTIBITA BBIKMBAHUS OOIIMHBI, €€ UCTOPUS, ONOpa Ha JIMAEPOB, COTPYAHUYECTBO
C rOCY/IaPCTBEHHBIMHE 1 OOIIECTBEHHBIMI OPraHU3aIUsIMU B 00JIaCTH 3/[PABOOXPAHEHHS],
JYXOBHBIX JIMEPOB M HAPOAHBIX LEJIUTEIEH, TOOIPEHNE U BOCIUTAHIE COCTPaJAHMS,
3a00THl ¥ B3aMMHOMN TOJJIEPKKU B OOIIECTBE, MOBBINIEHNE TICUXOJOTUYECKON
KOMIIETEHI[MH, 0OydeHrne MecTHbIX KaapoB. OTAeJbHOTO aKIleHTa B 9TOM IepedHe
Tpebyer pazpaboTKa CIeNMaJbHON TPOrpaMMbl, KOTOPast BKJII0YaeT B cebst (haKTopbl
obecriedeHns yCTOHUMBOCTH IIPOIIECCa BOCCTAHOBJIEHUS U YMEHbIIIEHEe 3aBUCUMOCTH
OT TICUXO0JIOTOB-BOJIOHTEPOB U3 PAa3JIMYHBIX HEKOMMEPYECKUX OPTaHM3aIHil.

Takum o6paszoM, nHGpPacTPpyKTypa OOMIUHB MOKET CTaTh CUJIbHEHIINM
BOCCTaHOBUTEJLHBIM PECYPCOM [IJIsI KaK/[OTO KOHKPETHOTO Y€JI0BEKa, TOCTPA/IABIIETO
B TOU M1 MHOI upesBbiyaiinoii cutyanuu. Mogeas CBPR (the community-based psy-
chological recovery approach) 1mo3BoJisieT KOMILIEKCHO paccMaTPUBATh 3TH PECYPCHI;
[PUHIIIBI, 3aJI05KEHHbIE B HEH, YCUINBAIOT €CTECTBEHHBIN IIPOIECC BOCCTAHOBJIEHUS
OOTIMHBI TIOCPEICTBOM 00Pa30BaHMUsI €€ YJIEHOB, PACITUPEHHSI TIPAB U BO3MOKHOCTEN
Ha OCHOBE MOCTOSAHHOIN B3aMMHOM MOJIEPKKH.



