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The Center for Victims of Torture (CVT) carried out a mental health assessment in

the Tigray region of Ethiopia in January 2020. CVT surveyed a sample (N=601) that is
representative of the adult populations of Adi Harush and Mai Ayni refugee camps. The
goal was to understand the needs and perspectives of Eritrean refugees in order to
inform mental health and psychosocial support (MHPSS) service providers and other
stakeholders in designing interventions responsive to the needs of the population.

Key findings include refugees’ overall willingness to rely on their family, friends, and
community to deal with trauma or other mental health problems. Respondents reported
stress from ongoing difficulties related to life in the camp, desire to leave the camp,
worrying about people at home, grieving loses, and feeling hopeless about the future.
Some refugees reported struggling with frequent symptoms of psychological distress
or functional difficulties due to mental health problems. Nearly half of respondents said

they were survivors of torture. Despite these needs, most respondents had not received
MHPSS services in the camps.
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The Center for Victims of Torture (CVT) conducted a mental health needs assessment
with Eritrean refugees in the Tigray region of Ethiopia. Understanding the needs of individuals
and communities who have experienced war, organized violence, persecution, and human rights
abuses is fundamental to the success of mental health and psychosocial support interventions.
Refugees can face severe psychological effects from loss of loved ones, torture or other abuse, or
witnessing violence or atrocities.! Many refugees also experience negative effects of continuous
trauma and ongoing stressors or threats associated with forced migration. In this context, it can be
difficult to process or cope with grief over those who have died or ambiguous loss over those whose
whereabouts are unknown. These factors can impair refugees’ daily functioning, reducing their
ability to effectively meet the substantial challenges of living in the country of refuge, particularly in
humanitarian contexts.?

Not accounting for these needs can also diminish the success of non-MHPSS humanitarian
interventions, such as education and livelihood initiatives. Understanding and attending to the mental
health needs of survivors is a key part of restoring dignity in the wake of human rights abuses and
providing a form of justice for those who suffered harms. Unaddressed mental health needs can
also contribute to ongoing violence in communities and households and high rates of self-harm or
destructive activities. Addressing mental health needs can be a preventative mechanism to inhibit
future cycles of violence and promote more effective peacebuilding.

Globally, there is very little representative data about refugee mental health in humanitarian
contexts. Most research on the psychological impacts of conflict or other traumatic experiences for
African refugees is conducted with populations that have been resettled to a third country, and thus
does not reflect mental health needs in the contexts in which most refugees are located. Additionally,
in most analyses or needs assessments, claims about refugees’ mental health in humanitarian settings
are supported by evidence from help-seeking, non-representative populations. These data do not
reveal the full range of needs among the population, but rather only those who have self-selected
into services to address mental or physical health needs. The most vulnerable individuals are unlikely
to seek help, whether due to stigma or restricted ability to access services. Finally, many needs
assessments rely on data from key informants, community leaders, or other stakeholders who provide
perspectives on mental health needs based on their expert positions or depth of experience. However,
despite their knowledge about communities, these data cannot provide prevalence rates or allow
inferential or multivariate analyses. Taken together, these factors contribute to a substantial information
gap for service providers implementing mental health interventions in humanitarian settings.

CVT has conducted a series of representative surveys to inform its own programming, as well
as the MHPSS sector.® The 2020 survey in Adi Harush and Mai Ayni is a replication of a survey
conducted in the same camps in 2017, and this report will highlight key similarities and divergences

" Higson-Smith, C. 2014. “Complicated Grief in Help-Seeking Torture Survivors in Sub-Saharan African Contexts.” American Journal

of Orthopsychiatry 84(5):487-495; Nickerson, A., B.J. Liddell, F. Maccallum, Z. Steel, D. Silove, and R.A. Bryant. 2014. “Posttraumat-
ic Stress Disorder and Prolonged Grief in Refugees Exposed to Trauma and Loss.” BMC Psychiatry 14:106; Priebe, S., M. Bogic, R.
Ashcroft, T. Franciskovic, G.M. Galeazzi, A. Kucukalic, . . . D. Ajdukovic. 2010. “Experience of Human Rights Violations and Subsequent
Mental Disorders - A Study Following the War in the Balkans.” Social Science and Medicine 71(12):2170-2177.

2 Higson-Smith, C. 2013. “Counseling Torture Survivors in Contexts of Ongoing Threat: Narratives from Sub-Saharan Africa.” Peace
and Conflict: Journal of Peace Psychology 19(2):164-179; Li, S.S.Y., B.J. Liddell, and A. Nickerson. 2016. “The Relationship between
Post-Migration Stress and Psychological Disorders in Refugees and Asylum Seekers.” Current Psychiatry Reports 18(9):1-9; Miller, K.
E., and A. Rasmussen. 2010. “War Exposure, Daily Stressors, and Mental Health in Conflict and Post-Conflict Settings: Bridging the
Divide between Trauma-focused and Psychosocial Frameworks.” Social Science & Medicine 70 (1):7-16; Miller, K. E., and A. Rasmus-
sen. 2017. “The Mental Health of Civilians Displaced by Armed Conflict: An Ecological Model of Refugee Distress.” Epidemiology and
Psychiatric Sciences 26(2):129-138.

3 Reports of survey findings are available at https://www.cvt.org/resources/publications.
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between the two time-points.* Additionally, we have carried out similar surveys in Kalobeyei settlement
for South Sudanese and other refugees in Kakuma, Kenya in 2016, 2018, and 2020; in Bidi Bidi
settlement hosting South Sudanese refugees in western Uganda in 2019; and with South Sudanese
refugees in Nguenyyiel camp in Gambella, Ethiopia, in 2019. These surveys use social science methods
to collect representative data about mental health issues, needs, and resources in humanitarian
settings. With methodologies that are replicable and feasible, and using consistent questionnaires,
conducting surveys in different locations at different time points contributes to the construction of a
global dataset of refugee mental health. This allows comparative analyses of levels of trauma, stigma,
stressors, and symptoms between refugee camps or between people from the same country of origin
in different settings. Such analyses can help the humanitarian sector design and prioritize effective
responses, including advocating for resources and informing donors about emerging needs.

In the Shire area of northern Ethiopia provide refuge to asylum-seeking Eritreans. There are four
camps in this area (Shimelba, Hitsats, Mai Ayni, and Adi Harush), hosting about 87,000 refugees at the
time of this survey.® This survey was conducted in Mai Ayni and Adi Harush camps. Most arrivals report
fleeing a fear of persecution or military conscription, or are migrating due to general insecurity in their
country of origin. A very small proportion of the population intends to return to Eritrea, due to ongoing
insecurity. Refugees in Ethiopia face gender-based violence, human trafficking and smuggling,
inadequate educational infrastructure, delays and miscommunications in navigating bureaucratic
systems of registration and documentation, poor quality shelters, limited livelihood opportunities,
inadequate food assistance, and risks of violence and discrimination.’

In JuIy 2018, a peace deal was signed by the new Ethiopian Prime Minister Dr. Abiy Ahmed Ali
and Eritrean President Isaias Afwerki, ending the
two-decade frozen war between the two nations.
The subsequent opening of air and ground travel
between the two countries, as well as phone
connection, allowed many of the Eritrean refugees
in the camps to reconnect with loved ones at home.
This had previously been impossible, and had been
a source of significant distress for the refugees in
the camps. Tens of thousands of Eritreans (both
refugees and visitors) crossed the border in both
directions to reunite with family members. While
this was heralded as a positive political move, many
VR ol e refugees emphasized that without major changes in
Photo of tukul by L. Eloul policies and/or leadership within Eritrea, their home
country would remain an unsafe place. At the same time, improved international standing of Eritrea
led to lifting of UN sanctions, raising concerns that refugees’ resettlement applications may become
deprioritized. Refugees began to raise concerns about Eritrean government operatives crossing the
border and entering the camps to report on political dissidents and those who escaped the military.
Arrival of a large number of new Eritreans led to overcrowding of the camps and shortage of resources,

4 The 2017 report of survey findings in Adi Harush and Mai Ayni is available at: https://www.cvt.org/sites/default/files/attachments/u93/

downloads/Assessing_Refugee_Mental_Health_in_Ethiopia_letter_v1.pdf.
SUNHCR. 2019. “Tigray Regional State Ethiopia: 2019 Pledge Progress Report.” Available at: https:/reliefweb.int/sites/reliefweb.int/

files/resources/Tigray%20ETH%202019%20Pledge%20Progress%20Report.pdf.
61bid.
" UNHCR. 2019. “2019 Consolidated Participatory Assessment Report Ethiopia: Summary of Findings.” Available at: https://data2.unhcr.

org/en/documents/details/77182.
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as well as created tensions with the host community. Some refugees reported being mocked and
criticized by the new arrivals for remaining in the refugee camps for many years without being able
to work or having successfully migrated elsewhere. Others learned that their missing loved ones
actually had passed away, or that their estranged spouses had found new partners in their prolonged
absences. After a few months, the border was closed again, and new arrivals from Eritrea

started to be turned away as the Ethiopian authority began individual status determinations, halting
the previous policy of granting prima-facie refugee status. Moreover, during 2018 and 2019, issues
concerning the regional border between Tigray and Amhara led to tensions in the areas not far from
the refugee camps, increasing the concerns for potential instability within Ethiopia.

>
A

| %

a feaeg N O
/ s, i, I o
/ Sherara Nl & Guiomeleds Al P
/ Ad-Doera Dbdto ghfrom — ~. ERITREA Red Sea
"=/ shimelba “miicho “Adgmt 7 pyneit ~—
i Shire Endasage L e B ] Dol ~
Shimelba Sh- L N
RISt _ghirg ire \\ } \
Enda Abaguna Endabaguna Iﬂamhk' \.\
Mai-Aini_Embamadre P \\
! Tembien J “
Ak Harush M T / |
Mot ﬂw Mekelle - N

o %L o E%Awa -H-\‘\-‘.
- bt \\.

pani, N ,

B}

3 )
Gondar T sl )1 h(! 1,:’
Mamata > Yo~ §
i i e
BT P
L /
7
,'I ¥ i
v Weld A
s = ‘DJIBOUTI
: ETHIOPIA® i
Logiya '
- fahie Dar Aysaita { 0 UNHCR Sub Office

{ ) UNHCR Field Office
\ UNHCR Fieid Unit
i o Maintown
i {\ Refugescamp
: it Refupee transit centre.
B 4§ Refugeelocsion
¢ Lrban refugse location
= Infemational boundary
—— Undstermined boundary”
-—~ Region boundary

\ N Vanreas

UNHCR, November 2017

Conducted in January 2020, this survey occurred prior to substantial changes in the context
due to the COVID-19 pandemic and the armed conflict involving the Tigray People’s Liberation Front
(TPLF) and Ethiopian National Defense Force (ENDF). In March 2020, when COVID-19 was declared
a pandemic by the World Health Organization, humanitarian operations and many elements of social
life in the camps became restricted. Refugees faced new challenges to their psychological well-being,
including reduction in services offered, quarantines in overcrowded living spaces, and other additional
stressors. In April 2020, plans were announced to close Hitsats camp and relocate residents to Adi
Harush and Mai Ayni. This announcement likely affected Adi Harush and Mai Ayni residents’ mental
health, given the existing crowded conditions and supply shortages in these camps.?

In November 2020, armed conflict broke out between the ENDF and TPLF in Tigray.® Fighting

8Creta, Sara. 19 April 2020. “Ethiopia plans to close Eritrea refugee camp despite concerns.” Al Jazeera News. Available at: https://

www.aljazeera.com/news/2020/4/19/ethiopia-plans-to-close-eritrean-refugee-camp-despite-concerns; Ashly, Jaclynn. 17 August 2020.
“Eritrean refugees in Ethiopia resist camp closure amid COVID-19 fears.” The New Humanitarian. Available at: https://www.thenewhu-

manitarian.org/news-feature/2020/08/17/Ethiopia-Eritrea-refugee-camps-coronavirus.

9 Abbink, Jon. 25 January 2021. “The Tigray Conflict in Ethiopia: Post-War Ramifications and International Response.” International
Peace Institute Global Observatory. Available at: https://theglobalobservatory.ora/2021/01/tigray-conflict-ethiopia-ramifications-interna-
tional-response/.
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ensued, including reported massacres and other human rights violations of civilians in multiple
locations in the region, including, allegedly, at Hitsats and Shimelba camps. According to interviews
with refugees, aid officials, UN representatives, and diplomats, Eritrean troops engaging in the conflict
looted aid supplies and burned nearby crop fields and forested areas." Additionally, UNHCR has
received reports of Eritrean refugees in Tigray “being killed, abducted, or forcibly returned to Eritrea."?
During a UNHCR-led needs assessment in January 2021, teams found buildings and structures in Mai
Ayni and Adi Harush largely undamaged. However, refugees there reported that while they were “not
impacted directly from the fighting, they were threatened and harassed by various armed groups. ..
they continue to have safety concerns, reporting that armed gangs roam the camps at night stealing
and looting."™® The deteriorating security context and credible fears of being forcibly returned to Eritrea
represent significant additional stressors for refugees in Adi Harush and Mai Ayni. The mental health
effects of these contextual factors are not reflected in this survey; the results presented here likely
understate the prevalence of difficulties in daily life and mental health symptoms among refugees, and
may also understate the use of negative coping strategies. Additionally, the population in Adi Harush
and Mai Ayni may have shifted, with some residents likely fleeing elsewhere, and others arriving from
Hitsats and Shimelba camps. However, though mental health needs are likely greater than what

is represented here, this assessment is likely to reflect at least minimum needs for mental health
assistance among Eritrean refugees in Tigray.

CVT has been providing specialized trauma rehabilitation services since 2013 in Adi Harush
and Mai Ayni. CVT provides group and individual counseling to refugees experiencing a decrease in
functionality due to trauma-related symptoms. CVT also provides a range of less intensive MHPSS
services, including Problem Management Plus (PM+), psychoeducation, and community outreach.
CVT provides training for other agencies working with trauma survivors, as well as progressively builds
the professional skills of its own team of Ethiopian and Eritrean staff.

This assessment was conducted to inform CVT's ongoing programming, as well as that of
partner organizations and other stakeholders. The first round of the survey was administered in
2017, and this report highlights some areas of continuity and contrast between 2017 and 2020. This
comparison should not, however, be interpreted as an assessment of the impact of MHPSS services
in these camps. Because the surveys each drew independent samples, and the transient nature of the
population and significant contextual shifts since 2017, each survey represents a snapshot of mental
health needs at a particular point in time.

We conducted interviews with a sample of individuals (N=601 total) who are representative of
the adult populations of Adi Harush (N=311) and Mai Ayni (N=290) refugee camps as of January 2020.
The 2017 survey included 548 interviews, with 271 in Adi Harush and 277 in Mai Ayni. Comparable
sampling methodology was used in both 2017 and 2020.

Determining the overall population sizes of refugee camps can be challenging. At the time

1© UNHCR. 18 January 2021. “Ethiopians fleeing to Sudan receive Danish support.” Available at: https://www.unhcr.org/
neu/50129-ethiopians-fleeing-to-sudan-receive-danish-support; Latif Dahir, Abdi. 9 December 2020. “Fleeing Ethiopians
Tell of Ethnic Massacres in Tigray War.” The New York Times. Available at: https://www.nytimes.com/2020/12/09/world/

africa/ethiopia-tigray-sudan.html.

" Reuters staff. 14 January 2021 Major V|olat|ons of mternatlonal Iaw at Tlgray refugee camps: U.N.” Reuters. Available at: https://

UNCHR 25 March 2021. “Deep concern for thousands of Eritrean refugees ‘scattered’ in Ethiopia’s Tigray.” Available at: https://news.

un.org/en/story/2021/03/1088372.
2 Al Jazeera staff 11 December 2020. * Overwhelmlng reports of killings of Eritreans in Tigray: U.N.” AI Jazeera News. Available at:

3 UNHCR 19 January 2021. “UNHCR finds dire need in Eritrean refugee camps cut off in Tigray conflict.” Avallable at: https://www.
unhcr.org/en-us/news/briefing/2021/1/6006a31a4/unhcr-finds-dire-need-eritrean-refugee-camps-cut-tigray-conflict.html.
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the survey was conducted, the most recent official population data from UNHCR for Adi Harush and
Mai Ayni was published in January 2018 and October 2018, respectively. In preparation for the survey,
CVT received population figures from the Administration for Refugee and Returnee Affairs (ARRA)
that indicated 2,677 households and 13,282 people in Adi Harush,* and 3,207 households with 13,930
people in Mai Ayni. The ARRA figures are disaggregated by camp zone, but not by gender or age
group. Thus, the 2018 UNHCR data was used in conjunction with the ARRA data to estimate the adult
population™ of each camp. UNHCR figures' indicate that 60 percent of Adi Harush and 55 percent

of Mai Ayni residents are over 18; thus the adult-only population was estimated to be 7,969 and 7,662,
respectively. Our sample included about four percent of the adults in these camps and ten percent of the
households.

Due to the relatively contained geographic areas and known number of total dwellings, we used
a geographic interval method to sample dwellings for inclusion. We selected the intervals based on
estimations of exclusion rates, non-response rates, and anticipated productivity of our interview teams.
We used an interval of six dwellings in Adi Harush and seven in Mai Ayni; these intervals resulted in full
geographic coverage of both camps.

The survey's overall response rate was 52 percent. Our contact rate was 57 percent, due
primarily to dwellings we found empty. Our cooperation rate was 92 percent, with most eligible
respondents completing an interview. Our refusal rate was five percent for eligible respondents who
were available but chose not to participate.”

Dwelling Selection

The camps are each divided into zones, with varied sizes, demographic profiles, and spatial
arrangements. Zones are divided into blocks, then sub-blocks or communities. Finally, each dwelling
is numbered. Each team was assigned a starting point for the day.® We used Google maps to provide
aerial views of the camps and ensure no areas were excluded. At their assigned starting point, the
teams drew numbers to identify the first dwelling, selecting from the assigned sampling interval. After

4 One of the five zones of Adi Harush was missing a population figure in the data received from ARRA; CVT estimated the population
for the zone by multiplying the reported number of households for that zone by the average household size in that camp. Average
household size was estimated using the other four zones’ population data.

5 Although a large segment of the population is minors, they were excluded from this data collection, due to ethical restrictions on
research with minors, particularly highly vulnerable minors (largely, unaccompanied refugees) and highly sensitive topic areas (here,
mental health and trauma).

8 UNHCR. 31t January 2018. “Camp Profile Shire: Adi-Harush Refugee Camp”; UNHCR. 315t October 2018. “Camp Profile Shire: Mai-
Aini Refugee Camp.”

7 CVT uses response rate calculations recommended by the American Association for Public Opinion Research (AAPOR). The overall
response rate is the number of completed surveys (here, 601), which is then divided by the number of completed surveys plus the number
of potential survey respondents who we attempted to survey and who were eligible (over the age of 18 and meeting survey sampling
protocols for gender balance), but who did not complete a survey. Key reasons eligible potential respondents did not complete a survey
(here referred to as eligible non-interviews) include refusal to participate, the selected individual in the household not being available
during the data collection period (here referred to as non-contacts), or the selected individual not speaking a language in which the survey
was conducted and no interpreter available. In some cases, a selected household was attempted to be reached by enumerators, but no
residents appeared to be home and a lock was on the door. These cases are of unknown eligibility; it was unknown if the structure was
currently unoccupied (and thus not part of the sampling frame), or if the residents were just temporarily away from home. We used an
estimator (equal to the percentage of known eligible potential respondents out of known eligible potential respondents plus known ineligible
potential respondents) to estimate the percentage of these cases that would have been eligible (and thus are considered non-contacts).
The contact rate is the number of completed surveys plus the number of eligible non-interviews minus the number of non-contacts; divided
by the number of complete surveys plus the total number of eligible non-interviews. The cooperation rate is the number of completed
surveys divided by the number of completed surveys plus the number of refusals. See https://www.aapor.org/Education-Resources/For-
Researchers/Poll-Survey-FAQ/Response-Rates-An-Overview.aspx for more information.

8 Teams’ starting points were not randomized as they had been in the 2017 CVT survey. Instead, each team started the day at the
geographic point at which they left off the previous day. This choice was made because team leads reported difficulty in locating
themselves on the maps they were given, which were Google Earth images. They reported seeing many new households, some of
which constructed by refugees themselves, that made the camp layout less orderly and grid-like than it appeared on the satellite image.
This is likely due to recent influxes of Eritreans arriving in 2018 and 2019, leading to overcrowding in the camp. Having each team start
at the point they left off the previous day reduced the risk of having areas of the camp either skipped or surveyed more than once, but it
increased the likelihood of introducing non-random bias based on variation in survey implementation between each team of enumerators.
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the first successful interview, they proceeded according

to the six or seven dwelling interval. After an unsuccessful
interview attempt at a selected dwelling, for any reason, the
team moved to the adjacent dwelling.

Individual Selection

All interviewers with odd identification numbers
did their first interview on the first day with a man; those
with even numbers started with a woman. Through the
end of the survey, each enumerator continued to alternate
respondent gender.”® If a selected dwelling had no adult
residents of the required gender, they moved to the next
dwelling. Teams drew numbers to select the participant from
all eligible respondents (all adult residents of the required
gender who live in the household). Identified individuals
participated in a consent process and decided if they would
like to participate. There was no replacement of a selected
individual. If they were not home, reasonable attempts were
made to return and complete the interview.

There were several exclusion criteria. Minors were not
included, as mentioned above. Some dwellings are group
care for unaccompanied minors; although there are adult
caretakers in group care, we excluded them as well, as most
do not live full time in the dwelling. There are also facilities _ 5 :
in each camp that admit mentally ill individuals, which " Adi Harush satellite photo
were not included in the sampling. We also excluded some
halls (communal spaces that can house 25 to 50 people) for newly arrived refugees. Typically, halls
are temporary arrangements until housing is available and assigned; however, due to recent influxes
of new arrivals in 2018 and 2019, both camps experienced overcrowding. Enumerators reported
residents of some halls had lived there for a year or longer. In some cases, halls were set up to provide
semi-permanent housing to residents, with walls used to separate households. Halls with distinct
households and distinct exterior doors for each household were included in the survey; each exterior
door was treated as one household. However, halls that did not have distinct household delineations were
excluded.

If a selected individual was a former CVT client, the staff member who did their assessments
or facilitated their rehabilitation group was not allowed to conduct the interview; we assigned another
interviewer or replaced the interview. Similarly, interviewers could not interview their family or close
friends; other interviewers were assigned.

Weighting

The combined sample included a total of 601 interviews,?® with equal proportions of men and
women. Respondents’ ages ranged from 18 to 70 years old, with an average of 30 years old. The sample

' This procedure differs slightly from CVT’s 2017 survey, in which gender alteration was maintained only through the end of the day;

at the start of the next survey day, interviewers with odd survey numbers would again start with a man and those with even numbers
would start with a woman. There is a gender imbalance in the camp populations, so we adjust for this imbalance with weighting the
data. See section on Weighting.

20 Enumerators conducted a total of 618 interviews, but there were quality concerns about one interviewer’s completed surveys from the
first three days of data collection. As a result, the 13 surveys conducted by this enumerator on the first three days (all in Mai Ayni) were
dropped entirely from the analysis. On subsequent survey days, the enumerator’s surveys were directly observed and supervised by a
survey coordinator.
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deviates slightly from the population age distribution. Our samples in both camps included fewer young
adults, especially young men, than present in the population,? which fits the expectation that this segment
of the population is least likely to be at home during the daytime when we conducted the interviews.
Additionally, our sample includes more people over the age of 60 than present in the population data
available.?? The sample also deviates substantially from the estimated camp gender distribution. This was
also expected. Our individual selection in our sampling methodology involved alternating selection of men
and women respondents. Although available gender-disaggregated data on camp populations included
more men than women,® we used this methodology to ensure that women were adequately included in the
samples, and to prevent over-inclusion of men speaking as representatives of their households. We created
a weight to adjust the survey demographic proportions on age and gender for each camp to match the
population proportions. All descriptive analyses are conducted with weighted data, to adjust the samples to
match population characteristics.?*

We conducted fieldwork with three teams of interviewers in each of the two camps. Interviewers
conducted an average of three to six interviews in a day, and data collection was completed in about five
full days from January 21 to 28, 2020. T EE—————

Each team had four to five interviewers and one
supervisor, and each camp also had a coordination
team to provide research, clinical, and logistic support.
All interviewers and supervisors were Tigrigna
speakers. All team members were CVT staff, with
varying levels of exposure to mental health concepts,
but with a minimum of two weeks of intensive training
from CVT.% Research and methodological planning
and implementation was provided by headquarters-
based research and program management staff and
two Ethiopia-based monitoring and evaluation officers.
Clinical support was provided by psychotherapists
currently based in Ethiopia.

There were advantages to working with staff to conduct the survey. Their exposure to mental health
concepts aided in accuracy of the explanations of these ideas to respondents. Their training as counselors
led to a demeanor conducive to building rapport and providing support if respondents experienced
negative reactions to any of the questions. On the other hand, we needed to carefully clarify the distinction
between service provision or clinical assessment and doing data collection. When staff participate in
community outreach, it is to spread a message about mental health or to identify and screen new potential

Photo of CVT staff by E. Kiflom

21 Of the adult population (using 2018 UNHCR demographic distribution with the population figures provided by ARRA in January 2020),
60.0 and 54.5 percent are aged 18 to 24 in Adi Harush and Mai Ayni, respectively. Our samples included 38.3 and 34.0 percent of
respondents in this age range in Adi Harush and Mai Ayni.

22 The 2018 UNHCR population figures, which were used for demographic distribution estimates, indicate 0 percent women over 60 in
Mai Ayni and O percent adults over 60, of any gender, in Adi Harush. However, CVT’s sample does include men and women over 60

in both camps. It is possible that this discrepancy exists because the demographic data was more than one year old at the time the
survey was conducted, or perhaps that figures of less than 1% were rounded down to 0 in UNHCR’s publication. Rather than weighting
survey responses from women over 60 in Mai Ayni and men and women over 60 in Adi Harush to zero, these responses were simply
unweighted, so as not to exclude the perspective of older adults entirely.

2 The adult population (using 2018 UNHCR demographic distribution with the population figures provided by ARRA in January 2020)
includes 38.3 and 45.5 percent women in Adi Harush and Mai Ayni, respectively.

2 Except for on age and gender, the variables used in the creation of the weight. The age and gender distributions reported in
Demographic Characteristics below are the distributions observed in the sample itself, without the weight applied to adjust to population
characteristics.

2 The supervisors were all national Ethiopian staff, with masters degrees completed or in progress. The interviewers were either Ethio-
pian national staff or Eritrean refugee staff who reside in the camps.
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clients for CVT services. In the case of conducting the survey, however, interviewers needed to be neutral,
not engaging in psychoeducation, but providing an open space for respondents to express what they
personally think about mental health issues. Similarly, conducting an interview is distinct from providing
services. Interviewers received training and ongoing supervision on these issues.

We provided two days of training for the full team, including presenting and discussing: the
survey goals; all items on the questionnaire; crisis management and referral protocol; psychological first
aid; sampling strategy and procedures; mapping the camps; and team coordination. The supervisors
also received an additional half day training to discuss sampling methodology in greater depth, team
management, and geographic strategy.

The questionnaire provides a brief assessment of mental health perspectives and needs.
Symptoms of mental health-related distress are often expressed physically and socially as well as in
classical psychological concepts. Therefore, this survey and report use a holistic and interdisciplinary
conceptualization of mental health. Mental health includes emotional, psychological, and social well-
being. A diverse range of factors are intertwined with and can affect mental health, including how the
body responds to or affects thoughts and feelings.

The content was modeled after CVT's previous surveys, including the 2017 iteration in Tigray.
The questionnaire integrated feedback from CVT's clinical advisors, research team, and local
stakeholder agencies and groups. The questionnaire collects data on attitudes about mental health,
difficulties in daily life, mental health related problems or symptom areas, coping strategies, household
mental health problems, torture, access to services, and demographics. Almost all items were close-
ended questions, with opportunities to specify an “other” response.

The questionnaire was completed in person in individual interviews, in or around respondents’
homes. About two-thirds (69 percent) of interviews were completed electronically with tablets; the
other 31 percent were completed on paper.?® The questionnaire was bilingual, with both Tigrigna and
English, although tablet-based survey questionnaires appeared only in Tigrigna. Translation was
completed over a multi-week period, with teams of translators completing first round translations,
blind back translations, and consultations to resolve points of misunderstanding or disagreement,
particularly on key mental health terms and concepts. Most interviews (99 percent) were conducted in
Tigrigna, with a small minority (1 percent) done in Saho or Amharic.

Enumerators explained to respondents that some questions were sensitive and they may
wish to be alone for the conversation. The enumerator made attempts to find a private space for the
interview. Some respondents (about 22 percent) preferred or allowed their family members or others
to be present during the interview. The informed consent process included introducing CVT, explaining
the purpose of the questionnaire, clarifying how the respondent was selected, and emphasizing
that the purpose was only to collect information, not to provide any service. Before consenting, the
participant was told that some of the questions may be upsetting or stressful, that their information
would be kept private, that their participation was voluntary, and that they could stop at any time. The
participants’ names were not recorded.

Knowledge and Attitudes

The first eleven items are general statements about mental health and trauma. Respondents
reported if they strongly agree, agree, disagree, or strongly disagree with each. The questions address

% Tablets were generally used by enumerators who felt most comfortable with electronic data collection; all enumerators who completed
interviews with tablets received specific training on using them. Most (64 percent) of enumerators used tablets for almost all of their
interviews, 28 percent of enumerators used almost exclusively paper, and 8 percent used a combination of methods.
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definitions of mental health, stigma, and coping strategies.?” This scale displays moderate internal
reliability (o.=.471).

The interviews began with these general questions to build rapport, rather than to immediately
inquire about the respondent’s personal experiences. It is also important to understand how the
respondent conceptualizes “mental health” in order to aid in interpreting their responses throughout
the rest of the questionnaire. In order to not lead respondents to a negative connotation of mental
illness or disability, it was essential to accurately translate and train on the meaning of “mental health.”
CVT's research and clinical team worked closely with enumerators to ensure correct translations and
understandings of key concepts were used consistently.

Difficulties in Daily Life

The second section includes questions about problems the respondent may be facing, ranging
from meeting basic needs (such as “getting food, shelter, or clothing”), dealing with migration-related
issues (such as “worries about people back at home"), to more trauma-related problems (such as
“violence, threats, or conflict in the community” or “grief from the loss of loved ones"). This section
is modeled after the Post-Migration Living Difficulties (PMLD) measure.?® Respondents ranked
twelve potential problems on a four-point scale from “no problem at all” to a “very serious problem,’
with a visualization of cups to aid in response.?® This scale displays high internal reliability ( c.=.821).
Respondents were given the opportunity to list any other major stressor that was not included in the
list. After completing the list, respondents were asked which one item causes the most stress in their
lives currently.

Symptom Areas

The third set of questions asks respondents to report frequency of mental health-related
symptoms. This is an essential section to provide baseline data on mental health needs and estimate
prevalence rates of mental health problems among the population. This section asks respondents to
rank how often they have been bothered by ten symptoms in the past two weeks, again using a visual
aid for response categories, ranging from “not at all” to “often.” The ten questions assess psychological
symptoms most commonly associated with post-traumatic stress and depression.*® These items
generate a robust mean symptom score, without overwhelming respondents with this difficult section;
this scale displays high internal reliability (a0 =.858).

These items were selected for a range of reasons. The content of the specific items was
selected based on other brief screening tools, particularly the Self-Reporting Questionnaire (SRQ-

8)%" and the Patient Health Questionnaire (PHQ-9).32 The wording of the items is from CVT's client
assessments used across its international programs, with similar refugee populations, allowing
comparability of symptom levels among the Eritrean refugee population with help-seeking refugee
populations in several other contexts. Several items are from the Hopkins Symptom Checklist (HSCL-

27 Several of the questions are closely adapted from knowledge and attitude questions on CVT'’s client assessment forms, allowing
comparability with CVT clients.

% See: Aragona, M., D. Pucci, M. Mazzetti, and S. Geraci. 2012. “Post-Migration Living Difficulties as a Significant Risk Factor for PTSD
in Immigrants: A Primary Care Study.” Italian Journal of Public Health 9(3).

2 See: Miller, K., P. Omidian, A.S. Quraishy, N. Quraishy, M.N. Nasiry, S. Nasiry ... A.A. Yaqubi. 2006. “The Afghan Symptom Checklist:
A Culturally Grounded Approach to Mental Health Assessment in a Conflict Zone.” American Journal of Orthopsychiatry 96(4):423-433.
30 A factor analyses suggests a one factor solution, offering further support for combining these variables into a scale.

3! This is a shortened version of a 20-item screening and diagnostic tool that has been validated in post-conflict

settings. See: Scholte, W.F., F. Verduin, A. van Lammeren, T. Rutayisire, and A. Kamperman. 2011. “Psychometric

Properties and Longitudinal Validation of the Self-Reporting Questionnaire (SRQ-20) in a Rwandan Community

Setting: A Validation Study.” BMC Medical Research Methodology 11(116).

%2 See Sweetland, A.C., B.S. Belkin, and H. Verdeli. 2014. “Measuring Depression and Anxiety in Sub-Saharan Africa.” Depress Anxiety
31(3):223-232. The authors conclude these screening tools are generally appropriate in African contexts, but minor problems in
translation, structure, and connotations should be addressed to improve cross-cultural relevance. Because these items have been used
extensively by CVT in diverse programs throughout Africa, we have provided these locally-specific and necessary adaptations.
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25) and the Posttraumatic Stress Diagnostic Scale (PDS), widely used measures of depression and
PTSD symptoms, respectively, and found to be valid and reliable with a wide range of populations.
Among CVT's help-seeking clients, the individual symptom items included on the survey questionnaire
are moderately to highly correlated with overall mean scores on the full HSCL-25 depression sub-scale
and the PDS symptom scale.

There are two holistic ratings which provide additional indicators of severity of symptoms.
Respondents are asked if mental health problems interfere with their functioning and to rate their
mental health overall. These questions are used clinically to evaluate the short-term needs of an
individual.

Finally, respondents were asked three questions on somatic symptoms or physical health:
if they feel physical health problems cause functional difficulties; if they experience chronic pain (if
so, rating their pain on a 0 to 10 scale); and if they have ever had seizures (defined as “uncontrolled
convulsions in your body that you can't remember”).

The symptom series includes a question on suicidal thoughts. Many psychological measures
administered in the context of providing care to a client phrase the question on suicidality as “thoughts
of ending your life." To modify this question to be more appropriate for a drop-in survey where services
are not being delivered to the individual, we rephrased to “thoughts it would be better to not be alive!”
This adjustment to a more passive voice can result in greater willingness for survey respondents to
report these types of thoughts in a survey setting, particularly in a context in which suicide is highly
stigmatized religiously and culturally. Enumerators received training on a follow up protocol to be used
if respondents reported suicidal thoughts (see Psychological Support, below).

Coping Strategies

The next section of the questionnaire asks respondents whether or not they do particular
activities to cope with feeling sad, anxious, or overwhelmed. They are asked about ten activities, some
generally healthy (such as “connecting with family or friends"”), others generally unhealthy (such as
“use alcohol to help you forget” or “sleep or stay in bed"”). They are also given the option to specify
any other strategy they use. These questions can guide program design toward healthy coping
mechanisms that already may be resonant or common among the population.

Household Mental Health

The fifth section asks whether or not any of the respondents’ household members experience
mental health problems that cause trouble with their daily functioning. If so, they are asked for the age
and gender of those people. Three follow up questions, drawn from the WHO-UNHCR Assessment
Schedule of Serious Symptoms in Humanitarian Settings-Household Interview (WASSS-H),*® assess
inactivity, low functioning, and fits, convulsions, or seizures due to psychological distress. The goal
of this section is to provide additional data to extrapolate about mental health needs within the
population, particularly in aiding assessment of minors’ mental health needs.

Torture

We included three questions about torture. This section is near the end of the questionnaire,
after rapport has been established, and comes after a signaling question about the sensitive topic.
We include a basic definition of torture: “Torture is severe physical or psychological suffering caused
on purpose by someone in authority.” The questionnaire does not ask any details about the torture;
therefore, these items are respondents’ self-reports of torture. We asked three yes or no questions: if
the respondent had been tortured; if anyone in their family or household had been tortured; and if they

3 See, for example: Llosa, A.E., M. Van Ommeren, K. Kolappa, Z. Ghantous, R. Souza, P. Bastin, ...R.F. Grais. 2017. “A Two-Phase
Approach for the Identification of Refugees with Priority Need for Mental Health Care in Lebanon: A Validation Study.” BMC Psychiatry
17:28.
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believe many people in the community had been tortured.
Access to Services

This section asks about services that are available and assesses respondents’ ability to
or interest in access of services. Structured as a series of skip patterns and follow up questions,
respondents are asked if they know of any mental health or psychosocial support (MHPSS) services
available, if they have ever received such services, from which agency they received services, or why
they have not received services. This information is valuable in mapping the sector and establishing
the existing interest in services. We also ask about other types of services received in the past month,
where respondents receive information about services, and if they can walk to a health center and a
protection desk. Finally, we ask if they had heard of CVT prior to the survey.

Demographics

Finally, the questionnaire includes demographic information: age, languages spoken, household
size, number of children, marital status, home country, level of education, religion, family separation,
and time in the current community. We also recorded some information not asked of the respondent:
duration of interview, respondent gender, location of interview, language of interview, date, enumerator
and supervisor, follow-up support required, and whether or not the respondent was alone during the
interview.

Data Entry and Cleaning

The first round of data cleaning was done during data collection. Supervisors reviewed
completed forms to identify problems with administration, and coordinators noted patterns of errors
in administration and discussed with supervisors and enumerators. Supervisors and coordinators
observed some interviews and discussed improvements with enumerators. Paper forms were entered
electronically into an encrypted platform by monitoring and evaluation staff. The research team
cleaned and analyzed data using SPSS.

Throughout this survey, CVT provided mental health support to both respondents and staff.
Often, similar data collection methodologies have an orientation of extracting data from respondents,
while adhering to the ethical requirements for protection of human subjects in research. However, as
a mental health service provider, CVT advocates a more rigorous ethical standard and commitment to
participants’ well-being throughout the process.

In the consent process, enumerators explained that some questions may be stressful or remind
the respondent of difficult experiences, noting that the enumerator would check in about how the
respondent was feeling after the survey. In general, enumerators were trained to administer the survey
from beginning to end before asking specifically if respondents were experiencing distress due to the
questions they had been asked. The exception to this was if the enumerator observed or heard from a
respondent that they were experiencing significant distress throughout the interview.

We had several follow up options for respondents experiencing some degree of distress,
explained below. These options were listed on the last page of the questionnaire; after completing the
guestionnaire, the enumerator indicated any response that had been required.

Referrals

In training the interview teams, we reinforced that the survey was not designed as outreach or
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Follow-up Protocol Response Options

to screen for CVT beneficiaries.

" Referral:
However, for respondents
o Respondent was given information about exhibiting particularly severe or
available services immediate needs, we established
referral protocols to connect them
O Respondent needs to be connected with with appropriate service providersl
referral partner - Medical including referring them to

appropriate partner organizations
(for medical, protection, or
psychiatric needs) or referring them

o Respondent needs to be connected with
referral partner - Protection

o Respondent needs to be connected with to CVT's rehabilitation services
referral partner - Psychiatric (for mental health needs). When
enumerators referred respondents
o Respondent should be referred for CVT to CVT, staff made plans to follow
services - Mental health up with these people and screen

them for criteria to begin CVT
services. We also had an option to
provide information about available

o Respondent should be connected with referral
partner - Other

] PFA: Respondent experienced some distress and services to respondents, without
required in-person PFA delivered during survey per making a direct referral. Nearly half
CVT training of enumerator of respondents (48 percent) were

given information about available

1 Emergency response: Respondent is in extreme services. A smaller proportion of
distress and requires immediate intervention respondents were provided with

referrals: 10 percent of respondents
were referred to CVT for mental
health needs, two percent of
respondents were referred to a
medical partner, one percent were
referred to a psychiatric partner,
and less than one percent were

referred to a protection partner. Additionally, six percent of respondents were referred for other needs.

Trained enumerators will provide PFA and notify their
supervisor and/or the CVT focal person to come to the
household immediately.

1 Nothing required: Respondent did not require follow
up for psychological distress

Psychological First Aid (PFA)

Enumerators and supervisors received training in Psychological First Aid (PFA) to equip them to
provide brief emotional support to respondents, as needed, while conducting the survey. PFA is widely
accepted by disaster experts as an evidenced-based approach to decreasing emotional and physical
responses experienced by those exposed to trauma.®*

The training covered an abbreviated PFA, which would allow enumerators to observe any signs
of respondents’ emotional activation, offer some immediate practical support and calming, and make
appropriate judgements about when to refer to the clinical teams that were on standby to provide
additional comprehensive support. The abbreviated version of PFA that we provided focused on PFA
action principles, taking into consideration enumerators prior MHPSS training as well as the very
short training time, to quickly equip enumerators to respond and assist in a humane, supportive, and
practical way to any respondent experiencing heightened stress during or at the end of the survey.

Respondents who became emotionally distressed during the survey and received PFA
comprised about 14 percent of those surveyed. If PFA alone was not sufficient, the respondent was

34 Ruzek, J. |., et al. 2007. “Psychological First Aid.” Journal of Mental Health Counseling 29 (1): 17—49.
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also referred to a team lead, who conducted brief supportive counseling and taught coping skills. The
respondent was also assessed on need for referral to mental health services.

Emergency Response

Experienced staff psychotherapists or counselors were available to each interview team
to provide immediate support to respondents experiencing severe distress. In those cases, the
enumerator was directed to notify their supervisor or a clinical lead, who assigned a clinician to visit
the household immediately. Three percent of those surveyed required an emergency response.

Suicidality Protocol

Enumerators were also trained on a short suicidality screening procedure for respondents who
reported suicidal thoughts. The indicator to use the protocol was if the respondents directly stated that
they were suicidal or answered “often,’ “sometimes,’ or “rarely” to the survey question that asked if they
had “thoughts it would be better to not be alive” in the past two weeks. Enumerators would then ask
directly if respondent has thoughts of killing themselves and if they have a plan. With that information,
the enumerator would consult with the standby clinical team who would assess the level of risk and
make appropriate intervention and/or referral. There were 79 respondents who reported having suicidal
thoughts “rarely,’ and 59 respondents who reported having them “sometimes” or “often” in the past two
weeks. Respondents who answered “sometimes” or “often” to this question were referred to a team lead,
who administered a structured series of follow-up questions. If the respondent was assessed to be in

imminent danger, they received PFA and an urgent referral to existing emergency mental health services.

The survey sample was roughly balanced by camp and by gender: 52 percent of interviews
were conducted in Adi Harush and 48 percent in Mai Ayni; within each camp, 50 percent of
respondents were women and 50 percent men (this was due to the sampling approach, and the
gender proportion was adjusted by weighting the data, as noted above). Respondents in Mai Ayni
were slightly older, on average (mean = 31), than those in Adi Harush (mean = 29). The vast majority of
respondents (99 percent) were from Eritrea, although a few respondents (1 percent) said that Ethiopia
was their home country. Almost all respondents spoke Tigrigna; a small minority spoke Amharic, Saho,
and/or English.
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Key Characteristics of Survey Respondents:
Adi Harush Mai Ayni Combined

Sample size (N) 31 290 601
Women (valid %) 50 50 50
Age
Mean* 29 31 30
Range 18-70 18-70 18-70
Home country (valid %)
Eritrea 99 99 99
Ethiopia 1 1 1
Languages spoken (valid %, not mutually exclusive categories)
Tigrigna 99 98 99
Ambharic 3 7 5
Saho 3 5 4
English 4 3 4
Other languages? 1 1 1
Household size (not including respondent)
Mean 4.2 3.9 4.
Range 0-1 0-12 0-12
Completed levels of education (valid %)
No education 38 32 35
Primary 61 67 64
Secondary 23 28 26
Technical 1 1 1
University 2 3 2
Years in current camp
Range 0 - 10 years 0 - 12 years 0 - 12 years
Mean* 2.6 years 3.7 years 3.1 years
One year or less (valid %) 39 33 36
: Dif'fere)nces between camps are statistically significant on two-tailed chi-square or independent sample t-tests
p <.05).

Respondents reported moderate household sizes, with a mean of just over four people in
addition to the respondent. Respondents in Mai Ayni had more education, on average, than those in
Adi Harush. In Mai Ayni, 67 percent of respondents had at least a primary education; the figure was 61
percent for Adi Harush. The amount of time respondents had lived in the camp varied widely: some
respondents had arrived less than a month previously, while others had been there ten years or longer.
The standard deviation of reported time in camp was just over three years. However, the average time
since arrival was shorter for Adi Harush (2.6 years) than in Mai Ayni (3.7 years). The difference was
statistically significant (p <.07).%

3 All data presented here are weighted, except gender and age, the variables used to create the weights.

% Other languages reported included Afar and Blen.

% The demographic profile of respondents in 2020 was largely similar to CVT’s 2017 survey. The mean age in 2020 was slightly older
than 2017 (30 years and 28 years, respectively).
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Respondents had generally positive attitudes about mental health. They were most likely
to agree with positive statements, and were more likely to disagree with negative, stigmatizing
statements. Respondents also strongly believed that many people in the community were struggling
with mental health issues. Respondents strongly felt that they could rely on family, friends, and the
community to help cope with mental health challenges, including through talking about traumatic
events.

Knowledge & Attitudes about Mental Health:

Mean Scores by Camp
"Do you agree or disagree with the following statements?"

It is good to talk to my family or friends
about my mental health.*

To deal with trauma, it helps to think or
talk about what happened.

A lot of people in this community are
struggling with mental health issues.*

| feel | can depend on my community to
help me cope with on-going challenges,
stress, or worries.

| use healthy strategies to cope with
negative thoughts or feelings.

"Mental health" can be positive. It means
psychological well-being.*

| understand what the words "mental
health" mean.

"Mental health" is negative. It really only
means psychological illnesses or
problems.*

Mental health problems are shameful or a
sign of weakness or failure.”

People with mental health problems are
all crazy.

Mental health problems are a result of
witchcraft, black magic, or curses.

3.36 |

3.21 |

3.24 |

3.11 |

3.10 |

295 |

I
3.03 |

2.70 |

2.06 |

1.93 |

1.87 |

OAdi Harush
(N=278-309)

BMai Ayni (N=268-
288)

3

Mean response

* Differences between camps are statistically 1=strongly disagree / 4=strongly agree

significant at 0.05-level.

There were some statistically significant differences in knowledge and attitudes between the
two camps. Most notably, respondents from Mai Ayni were, on average, more likely than those of
Adi Harush to agree both that mental health can be positive and that mental health is only negative
- suggesting, perhaps, greater polarization of attitudes in Mai Ayni. Mai Ayni residents were also
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significantly more likely to agree that mental health problems are shameful or a sign of weakness or
failure; 44 percent of Mai Ayni respondents “agreed” or “strongly agreed” with this, compared to 25
percent of Adi Harush respondents. This difference is also related to how long respondents have been
in the camp; those who agree that mental health problems are shameful have been in the camp for a
mean of 3.7 years, while those who disagree with this highly stigmatizing statement have been in the
camp for a mean of 2.8 years.

The figure below disaggregates respondents who agree or strongly agree with each statement,
combining respondents from both camps. A strong majority agreed with the positive statements: that
it is good to talk to their family or friends about their mental health; that it is helpful to deal with trauma
by talking about what has happened; that they can depend on their community to help them cope; that
they use healthy coping strategies; that they know what “mental health” means; and that mental health
can be positive. While there was less widespread endorsement of negative statements, 34 percent of
respondents agreed that mental health problems are shameful and 21 percent agreed that people with
mental health problems are “crazy.’

Knowledge & Attitudes about Mental Health:

Respondents who "Agree" or "Strongly Agree"
"Do you agree or disagree with the following statements?"”

It is good to talk to my family or friends about my
mental health.

54 93

To deal with trauma, it helps to think or talk about
what happened.

58 89

| feel | can depend on my community to help me

cope with on-going challenges, stress, or worries. it 88

| use healthy strategies to cope with negative

thoughts or feelings. 63 87

| understand what the words "mental health"

mean. o7 86

A lot of people in this community are struggling

with mental health issues. 50 86

"Mental health" can be positive. It means

psychological well-being. B 83

"Mental health" is negative. It really only means

psychological illnesses or problems. . 69

Mental health problems are shameful or a sign of

weakness or failure. o 3¢

1 I
16 21 OAgree

Mental health problems are a result of witchcraft,
black magic, or curses.

i | O Strongly agree
People with mental health problems are all crazy. 16 21
1

0 20 40 60 80 100
Percent of respondents

Compared to CVT's 2017 survey, respondents in 2020 generally had greater knowledge and
more positive attitudes about mental health.* As the figure below shows, 2020 respondents were
significantly more likely to agree with all of the positive statements about mental health knowledge

% The item about mental health problems resulting from witchcraft, black magic, or curses was not asked in 2017.
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and attitudes (p<.05). Differences between 2017 and 2020 respondents on two of the negative
statements, that mental health problems are shameful and that people with mental health problems
are crazy, were not statistically significant.

Knowledge & Attitudes about Mental Health:

Mean Scores by Survey Year
"Do you agree or disagree with the following statements?"

It is good to talk to my family or friends

|
about my mental health.* 3.12 |

y I |
3.01 |

To deal with trauma, it helps to think or
talk about what happened.

A lot of people in this community are

struggling with mental health issues.* 2.95 |

| feel | can depend on my community to
help me cope with on-going challenges, 2.85 |
stress, or worries. |

| know and use healthy strategies to

cope with negative thoughts or feelings. 2.90 |

"Mental health" can be positive. It means

psychological well-being.* 2.88 |

| understand what the words "mental

health" mean. 2.89 |

"Mental health" is negative. It really only
means psychological illnesses or 2.44 |
problems.* |

Mental health problems are shameful or

a sign of weakness or failure.* 2.24 |

People with mental health problems are

all crazy. 1.95 | 02017 (N=536-548)

| 32020 (N=546-597)

Mental health problems are a result of |
witchcraft, black magic, or curses.

1.00 2.00 3.00 4.00

Mean response
* Differences between years are statistically 1=strongly disagree / 4=strongly agree
significant at 0.05-level.
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The problems most frequently reported by respondents in their daily lives were: trying to leave
the camp, worries about people back at home, and grief from the loss of loved ones. Residents of
Mai Ayni, in general, rated most problems as being more severe than residents of Adi Harush; they
reported significantly more difficulty with trying to leave the camp, worries about people back at home,
adjusting to life in the camp, getting education or a job, and not knowing where family or friends are.
Residents of Mai Ayni have, on average, been in the camp for about one year longer than those in Adi
Harush. The average level of ongoing stressors (averaging over the twelve stressors included on the
survey) was significantly correlated with the length of time the respondent had lived in the camp; a
higher reported level of ongoing stressors was associated with a longer time in the camp (r =.77, p
<.07). The conditions and characteristics of the camp itself may contribute to residents’ stress. For
example, CVT teams working in the camps report a perception among refugees that those in Mai
Ayni are less likely to be resettled than those in Adi Harush. Also, Mai Ayni is located further from the
Ethiopian town of Mai Tsebri than is Adi Harush, potentially making it harder for Mai Ayni residents to
go into town and buy necessities or access services that may be unavailable in the camp or to start
businesses that may attract clientele from Mai Tsebri.

Current Problems:

Mean Scores by Camp
"How difficult is each of these things in your life right now?"
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significant at 0.05-level.
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Across both camps, around three-quarters of respondents said worries about people back
at home and grief from loss of loved ones were a “problem” or “very serious problem” for them,
suggesting a strong need for mental health support. Additionally, trying to leave the camp and
adjusting to life in the camp were problems or very serious problems for 76 and 68 percent of
respondents respectively, indicating that life in the camp is stressful for many and may contribute to
mental health issues. It was more common for respondents to say that emotional concerns related
to worry, grief, and hopelessness were problems in their life than it was for respondents to report
problems with basic necessities like food, shelter, and livelihood - although these were still considered
problems by more than half of respondents. Domestic violence was least frequently reported as a
problem, but still over one-quarter of respondents said this was a problem or very serious problem for
them (under-reporting of this problem is expected due to normalization of intimate partner violence
and stigma about reporting).

Current Problems:
Respondents who Select "Problem” or "Very

Serious Problem"
"How difficult is each of these things in your life right now?"

1 | | | [
Trying to leave the camp 22 | | 76
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Adjusting to life in the camp 37 | | 68
Hopelessness or uncertainty about the future 18 | | 67
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Getting food, shelter, clothing 34 | 60
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After reporting to what extent each issue is a problem in their life currently, respondents selected
just one problem that is causing them the most stress. The most common response in both camps by a
large margin was hopelessness or uncertainty about the future. While hopelessness was not reported
as a problem for about a third of respondents, for those who did say it was a problem for them, it was
what many considered most stressful or challenging. Feelings of hopelessness, powerlessness, or lack
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of agency are common responses to chronic stress and traumatic experiences, and thus may reflect the
accumulation of other stressors experienced by respondents. Other problems considered most stressful
included worries about people back at home, not having social support, and grief.

Most Significant Stressors
"Which of [the full list of potential problems] causes you the most
stress right now?"
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Compared to 2017, it was more common in 2020 for most of these issues to be reported
as problems in respondents’ lives. Notably, trying to leave the camp was reported as a problem
much more frequently in 2020 than it was three years earlier (p <.07). Grief from loss of loved ones,
hopelessness or uncertainty about the future, adjusting to life in the camp, not and having social
support were also more frequently reported as problems, compared to 2017 (p <.05). Violence, threats,
or conflicts in the community were perceived as problems more frequently (p <.07), as were problems
with accessing livelihoods and basic necessities. These changes in the frequency of reported problems
may be related to significant socio-political developments in Eritrea, Ethiopia, and internationally in
2018 and 2019. Following the 2018 peace agreement between Eritrea and Ethiopia, the border between
the two countries was opened, leading to an influx of newly arrived Eritrean refugees in the Tigray
camps. This resulted in camp overcrowding and occasional conflicts among residents and between
refugees and host communities. The peace agreement raised expectations of political change and
openness in Eritrea, but little changed domestically and the border was subsequently closed. Because
of reestablishment of regular telecommunications between Eritrea and Ethiopia, many refugees were
able to speak to family members and friends at home after long periods of not hearing from them, and
some may have learned that loved ones had died. Additionally, political tensions rose between the
Tigray region and the Ethiopian federal government fueling concerns that there may be armed conflict
near the camp areas. Economically, inflation may have increased financial stress for camp residents.
Finally, global political shifts reduced opportunities (or perceived opportunities) for refugees to migrate
elsewhere or to be resettled in a third country.
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Current Problems:

Mean Scores by Survey Year
"How difficult is each of these things in your life right now?"
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significant at 0.05-level.

Respondents were asked how frequently they experienced ten symptoms in the past two weeks.
These symptoms are indicators of depression and can also indicate post-traumatic stress. The most
commonly reported symptoms were loss of interest and enjoyment, difficulty sleeping, and difficulty
concentrating. Every symptom was reported more frequently, on average, by residents of Mai Ayni
than those of Adi Harush; in seven of the ten symptoms, the difference was statistically significant. This
difference is not unexpected given that average symptom levels (averaging over the ten symptoms
included on the survey) are significantly correlated with the average level of ongoing problems or
stressors; a higher reported level of ongoing stressors was associated with higher reported symptoms
(r=.56,p <.01).
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Symptom Areas:

Mean Scores by Camp
"How often have these problems bothered you in the past two
weeks?"
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In the past two weeks, 40 percent of respondents sometimes or often had trouble sleeping,
and difficulty engagement in things they used to enjoy and in concentrating thoughts were similarly
common. Suicidal thoughts were reported by 8 percent of respondents sometimes or often in the past
two weeks; 8 percent reported they “rarely” had had such thoughts in that period.



Symptom Areas:

Respondents who Select "Sometimes" or "Often”
"How offen have these problems bothered you in the past two
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Although individuals may experience mental health symptoms related to past traumatic events
or ongoing stress, often these are moderate enough that people are able to draw upon their existing
internal and external coping resources to maintain functionality in daily life. However, nearly one-
third of respondents said that mental health problems sometimes or often cause trouble with daily
functioning in the past two weeks; 12 percent said mental health problems “often” cause trouble with
functioning for them, 19 percent said “sometimes,’ 25 percent “rarely,’ and 45 percent “not at all.’ This
helps to identify the proportion of refugees who may potentially derive strong benefits from mental
health support to help develop new strategies and resources to cope with challenges in their lives.

Among all respondents, 37 percent ranked their mental health as good or very good, 48 percent
as fair, and 15 percent as poor or very poor. However, there were statistically significant differences
between camps, with Mai Ayni residents less likely to rate their mental health highly, aligning with the
greater frequency of their reported symptoms. In Mai Ayni, 15 percent of respondents said their mental
health was poor or very poor, while 30 percent said it was good or very good; in Adi Harush, 16 percent
said their mental health was poor or very poor, with 42 percent saying their mental health was good or
very good.
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Overall Mental Health by Camp*

"How would you rate your mental health overall?"
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*Differences between camps are statistically significant at 0.05-level.

Among all respondents, 31 percent reported chronic pain. Chronic pain can be directly linked
to mental health issues as well, as trauma has powerful effects on both the mind and the body.
Mental health symptoms can be expressed physically, and can exacerbate physical pain; physical
problems like chronic pain also can have negative effects on mental health and well-being. Reported
physical health or medical problems were significantly related to average mental health symptoms:
the more frequently health problems were reported to interfere with daily functioning, the higher the
respondent’s average mental health symptom levels (7, =.54, p <.07).

Chronic Pain by Camp

"Do you experience ongoing or chronic pain in

your body?"
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Differences between camps are not statistically significant.

Respondents of the 2017 and 2020 surveys did not report significantly different symptom levels,
with a few exceptions. Respondents in 2020 more frequently experienced feeling less interest in things
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they used to enjoy, feeling low in energy, and having difficulty doing work compared to those in 2017
(p <.05).>° Additionally, as the figure below shows, there were significant differences in respondents’
self-rated overall mental health (p <.05). In particular, 2020 respondents were most likely to say
their mental health was “fair” - this was true for nearly half of respondents. In 2017, there was greater
variation of in self-ratings of overall mental health.

Overall Mental Health by Survey Year*

"How would you rate your mental health overall?"
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* Differences between years are statistically significant at 0.05-level.

Respondents reported a range of coping strategies that they use to deal with difficult emotions,
such as feeling sad, anxious, or overwhelmed. The vast majority (87 percent) reported that they turn
to spiritual support to cope. A strong majority also said they rely on social support, connecting with
family or friends to talk about their feelings or struggles, and over two-thirds cope with challenges
more indirectly by turning to social activities or entertainment. When asked about seeking help from
some sort of professional or traditional healer, around half of respondents each said that they seek
help from medical doctors or clinics, counselors or therapists, or traditional healers or elders.

Our list included a few generally unhealthy coping strategies, which were reported
comparatively less often. Some respondents reported avoidance strategies (not seeing anyone,
staying in bed) to help cope with difficult emotions. These unhealthy coping strategies were reported
significantly more commonly in Mai Ayni. Furthermore, Mai Ayni residents were significantly less likely
to use some healthy coping strategies, such as doing physical activities, or seeing a doctor, therapist or
counselor, or consulting traditional healers.

3% On the scale of one to four, where one is “not at all” and four is “often,” these three symptoms were experienced by 2020
respondents, on average, at levels of 2.23, 2.10, and 1.89, compared to 2.12, 2.01, and 1.72 for 2017 respondents, respectively.
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Coping Strategies by Camp
"On a day where you felt very sad, anxious, or overwhelmed,
what did you do to help yourself deal with those emotions?"
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Compared to 2017 respondents, 2020 respondents were less likely to report some healthy
coping strategies, and also less likely to use one unhealthy coping strategy. In 2017, 16 percent of
survey respondents said they use alcohol to cope, compared to 8 percent in 2020. The difference
was statistically significant (p <.07). However, 2020 respondents were also less likely rely on spiritual
activities (93 percent in 2020 vs. 87 percent in 2017), see a medical doctor (64 vs. 49 percent), or see a
counselor or therapist (60 vs. 48 percent). These differences were statistically significant (p <.05).”

40 The item about consulting with traditional healers, elders, or spirit mediums was not asked in 2017.
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Coping Strategies by Survey Year
"On a day where you felt very sad, anxious, or overwhelmed,
what did you do to help yourself deal with those emotions?"
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Among all respondents, 17 percent reported that they had household members with mental
health problems that interfere with their daily functioning.”* Given that 30 percent of respondents
reported that mental health problems sometimes or often interfere with their own daily functioning,
this figure is somewhat lower than expected. There may be an unwillingness to stigmatize family
members, or limited ability to recognize mental health problems in others. Reported rates of household
mental health problems were not significantly different between 2020 and 2017 survey respondents.

41 Reported rates of household mental health problems were not significantly different between 2020 and 2017 survey respondents.
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Household Functioning by Camp

"Do you you feel anyone in your household has mental
health problems that cause trouble with daily

functioning?"
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After being offered a simple, brief definition of torture,** 46 percent of respondents reported
that they had been tortured. Furthermore, 37 percent of respondents reported that someone in their
family or in their household had been tortured. When asked whether they thought many people in their
community had been tortured, 80 percent of respondents said yes. Differences between reporting
by camp were only statistically significant (p <.05) for family or household members, with this figure
significantly higher in Mai Ayni than Adi Harush. Because torture often results in very particular
negative consequences for mental and physical health, a specialized interdisciplinary rehabilitation
program is recommended to address these rates of reported torture.

42 See the Questionnaire at the end of the report. The definition provided was: “Torture is severe physical or psychological suffering
caused on purpose by someone in authority.” Respondents were asked whether they were willing to talk about torture; approximately
9% of respondents did not consent to be asked these questions.

32



Torture Reported by Camp
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Both primary and secondary torture were significantly more likely to be reported by 2020 survey
respondents compared to 2017 respondents (p <.05). In 2017, 40 percent of respondents reported

being tortured, and 27 percent reported that someone in their family or household was a survivor of
torture.

Access to Services

Over half of respondents (57 percent) were aware of MHPSS services available in the camps.
However, there were significant differences in awareness by camp; 64 percent of Mai Ayni respondents
and half of Adi Harush respondents reported knowing about MHPSS services. This may reflect that
Mai Ayni residents had, on average, lived in the camp longer than those of Adi Harush. Among those
who reported that they knew of services, 37 percent of respondents had accessed MHPSS services
(24 percent of all respondents).
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Knowledge and Receipt of
MHPSS Services by Camp
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Among respondents that said they had received MHPSS services, the majority said they had
gotten them from CVT - this was the case for 80 percent of those who reported receiving services in Adi
Harush and 60 percent in Mai Ayni. The next most frequently reported provider of MHPSS services was
ARRA, with 32 percent of recipients in Adi Harush and 39 percent in Mai Ayni. In Mai Ayni, a sizeable
minority of respondents said they had gotten services from other providers not listed on the survey
questionnaire; the majority of these “other” respondents said they had gotten services from UNHCR,
which to CVT'’s knowledge does not directly provide MHPSS services.

34



MHPSS Provider Agencies
by Camp
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Respondents who knew about MHPSS services available but had not accessed them were
asked why they had not done so. Most respondents said that either they did not want or need MHPSS
services (42 percent of those who had heard of but not accessed MHPSS services), or that such
services were for people worse off than they were (24 percent). About 7 percent said that they had
tried but were unable to get MHPSS services. Minor differences between camps were not statistically
significant.

Finally, respondents were asked about whether they had heard of CVT.#3Overall, 68 percent
of respondents said yes. Those who had heard of CVT had, on average, lived in the camp for much
longer than those who had not heard of CVT, with an average of 51 months for those who had heard
compared to 19 months for those who had not (p <0.07). However, residents who had heard of CVT
were not necessarily aware that CVT provided MHPSS services, particularly for residents of Adi
Harush: while 66 percent of respondents from that camp said they had heard of CVT, only 49 percent
had reported knowing about MHPSS services available to them. These results suggest that, while
there is a high overall level of awareness of CVT in each camp, greater outreach and psychoeducation
about the nature of MHPSS services may still be needed.

4 Respondents were asked whether they had heard of “The Center for Victims of Trauma, the Center for Victims of Torture, or CVT,” in
order to include CVT’s former and current official names, as well as the frequently used acronym.
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Awareness of CVT by Camp
"Have you heard of the Center for Victims of
Torture (CVT) before today?" (N=602)
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In comparison to 2017 respondents, 2020 respondents were no more likely to be aware of
MHPSS services available in the camps: in both years, about 57 percent of respondents knew of
MHPSS services. Additionally, in both years, 68 percent of respondents had heard of CVT. However,
2017 respondents who knew of MHPSS services were more likely to have accessed them (p <.05);

53 percent of those who knew of services in 2017 had accessed them, compared to just 37 percent

in 2020. This may be due to the influx of new arrivals in 2018 and 2019, which may have resulted in
reduced access to services. Results for MHPSS service provider agencies for those who had received
services were not significantly different by survey year, but 2017 respondents were slightly more likely
to have received services from JRS and less likely to have received them from DRC compared to 2020
respondents (p <.05).

CVT conducted a MHPSS needs assessment using probability-based methodology to survey
a sample designed to be representative of the adult resident populations of Mai Ayni and Adi Harush
camps in January 2020 (N=601).

Since that time, there have been significant global, regional, and local contextual changes,
which are likely to have had effects on the demographic profile of displaced persons in these two
camps (as well as the surrounding local area) and on the MHPSS-related problems or needs of this
population. Results of this survey should be interpreted as representative of the perspectives and
needs of the population in January 2020; additional surveys or other needs assessment methodologies
are necessary to understand how perspectives and needs may have changed throughout 2020.

This survey is a replication of a similar survey conducted by CVT in 2017. These cross-sectional
surveys provide insights into how needs may have shifted in that time period. The data presented in
this report are also disaggregated to show results from Mai Ayni and Adi Harush separately. While
observed differences between years and between camps are suggestive, additional analyses would be
needed to understand the nature, extent, and explanations of the differences.
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Key findings from CVT’s 2020 survey include:

It is feasible to conduct an ethical and rigorous representative survey of refugees’ mental health needs
in a humanitarian context.

e To do so, however, requires resources and expertise in project implementation, psychological
support, and research design and implementation.

e ltis particularly essential to provide robust mental health support to both survey teams and
survey respondents, when collecting data about sensitive topics with vulnerable populations.
About 14 percent of respondents required support through Psychological First Aid (PFA)
and three percent required an emergency response from an experienced psychotherapist or
counselor to cope with distress or safety concerns.

There are not significant demographic differences between Adi Harush and Mai Ayni or between the
2017 and 2020 survey.

e Most respondents have a primary education or less, and about one-third reported that they had
no formal education.

e Respondents live in moderately sized households, with about four other people.

e There is significant variation in how long respondents have been in these camps, ranging
from new arrivals to those who have been in Adi Harush or Mai Ayni for 12 years. On average,
respondents reported that they have been in their current camp for about three years, but over
a third have arrived in the past year.

Camp residents reported many positive perceptions about mental health, but there was some
evidence of persistent stigma among segments of the population.

e Positive attitudes about mental health were more prevalent than negative perspectives, but a
minority of respondents agreed with statements that may contribute to stigma about mental
health, saying that mental health problems are shameful or a sign of failure (34 percent) or that
people with mental health problems are all crazy (21 percent).

e Most respondents expressed willingness and ability to rely on sources of family or community
support to deal with mental health problems, with 93 percent agreeing that it is good to talk to
their family or friends about their mental health and 88 percent feeling that they can depend on
their community to help cope with stress and worries.

Refugees in Mai Ayni and Adi Harush report stress from ongoing problems associated with forced
displacement.

e Respondents frequently reported problems dealing with life in refuge, with 76 percent reporting
that trying to leave the camp is a problem in their lives currently and 68 percent saying it is a
problem for them to adjust to life in the camp.

e Respondents struggled to cope with loss and worry, with many reporting problems from
worrying about people back at home (75 percent), from grief (72 percent), and from
hopelessness about the future (67 percent). The latter was most often named as the most
significant stressor in respondents’ lives.

e Respondents reported problems with daily living significantly more frequently than survey
respondents in 2017, with particular increased frequency of problems with trying to leave the

37



camp, with violence or conflicts in the community, and with getting education or jobs.

Mai Ayni respondents reported significantly more frequent daily problems or stressors than Adi
Harush respondents.

Many respondents reported moderate mental health symptoms or functional difficulties, with
substantial variation in the reported frequency of symptoms.

Many respondents did not report struggling with mental health symptoms in the past two
weeks. A substantial minority, however, experienced frequent symptoms and difficulty
functioning. For example, 40 percent reported sometimes or often having sleep problems, 31
percent said mental health problems sometimes or often interfered with their functioning, and
64 percent said their mental health was fair, poor, or very poor.

Eight percent of respondents reported sometimes or often having suicidal thoughts in the past
two weeks.

Nearly a third of respondents (31 percent) reported experiencing chronic pain.

Mai Ayni respondents reported significantly more frequent symptoms than Adi Harush
respondents.

A minority (17 percent) of respondents said that someone in their household had mental health
problems that interfere with their daily functioning.

There are a range of coping strategies that refugees are using to deal with mental health symptoms
or problems.

Most respondents use spiritual activities (87 percent) and social support (80 percent) to cope
with difficult emotions.

Some respondents reported coping with difficult emotions through avoiding social interaction
(42 percent), staying bed (31 percent), or using alcohol (8 percent).

Survivors of torture often need intensive trauma rehabilitation services to address negative effects of
their experiences.

Nearly half (46 percent) of survey respondents said that they had been tortured

Over one-third (37 percent) reported that a member of their family or household was a survivor
of torture.

Awareness and utilization of MHPSS services in Adi Harush and Mai Ayni is relatively widespread.

Over half (57 percent) of respondents were aware of MHPSS services, but 43 percent had not
heard of any MHPSS services available in the camps.

About 24 percent of respondents reported receiving MHPSS services; of these, the largest
majority had received services from CVT.

There was self-selection into receiving MHPSS services. About 15 percent of respondents had
heard about MHPSS services but did not access them because they felt they were for people
who had more serious problems than they did.
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Full Questionnaire

The questionnaire is on the remaining pages of this report. Please contact CVT with requests to utilize
this questionnaire.

www.cvt.org | © 2021 The Center for Victims of Torture
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CVT Mental Health Assessment Questionnaire, p.1

Date/ont : Interview/ ga-aviit #:

Interviewer name / 9> a-avcht+ HIC AA: Supervisor name /1 A-TCAGHC:

Welcome Script & Consent/ 52 a7 Lh? IRTHI° KhFT AFI°O17

Good morning/afternoon/evening. | am working with an international organization called the Center for Victims of
Torture (CVT). We provide services to people who have experienced trauma or have been forced to leave their homes.
Trauma means mental, emotional, or physical distress caused by a bad experience or event. We provide mental health
services in Adi Harush and Mai Ayni. We are doing an assessment to learn about mental health in this area. We want to
understand the needs and opinions of people who live here.

havg, H484,ch/h/hevg PaAN/h/haeg hPAH/TL AT TTRTA 180T 6% (A1) POHNZA GATPARL Thd AP HACA:: N1-RhTP&E OPL /00T
H1&§ G2 LOT 1376 Heh($<7 NIPA @7 Nl G&9° Alh@A, TAOZ HH104% A0F A0 A0 P71 AT TACH:: T2 AT AAIPE 9PN TI0NT NATh

TP TAIE DL GRAP HAOZH RhIPLPE (1IP0I P DL RNAR AFL hes: Al G%-ch§T17 “1L-927F7 G RAI°C TOS AT 702 AH. 4044 710C HAS
AL RO HAe T8 RAIPE TOS AT TPEAT AR AOH AN B4 A0t LALHFIPT AAORIPT NTCHA 7N AG::

We used a statistical procedure to randomly select households in your area, and that is why | am here. | would like to ask
someone in your household a few questions about their experiences and their opinions about mental health. The
questions will only take about 20-30 minutes. These responses will be put together with all other responses and

analyzed. We will not collect or record any names at all.

ANFOENP A0G-Ch FmeIPT AG VIR0 T MO~ AOH DAL TrI° a22%5T (H, ON2eT £ AP A(H. PR A HAT:: AIH. H Hie WD A1 NHOO 58
RAIPC TOG TaPNCAIPT AANEI® HPPANT HEOAT cht 3 DT @dok:: hP9° ot (1 20-30 £.9LP Téch LONG:: AP aoANIT PO NAAT
aodAJ T AATAN AMTLCT NPFTES AG:: T G0 NFRI° AR TTPICT DL AR TIPHNT AG::

I would like to randomly pick someone from your household. Please help me list all adult (18+) [men / women]

household members.
00 ALe- LFRI° V20T WD AN horCR Léoti: ANH. AL - HAD- AQAT hrded® AdA. O.L:ap (18+) (,?.‘E-?\'}(‘l'?‘?‘/'f‘ﬂb'?‘?‘) HO'r TRIPHIN
NANETNIC Al

Use numbers to randomly select a household member for inclusion. Switch between men and women — if you interviewed
a woman in the last household, you must interview a man in this household. After an interviewee is identified, review any
information from above, as necessary.

HAVPIP AV (L8001 7 HAD- AONAT (17 28(17 H1TPLE. 14 PIP: : bl T°20 Lk 21T P Y 100702 PLEC- AT HhNE A 5.6 TPDEAH

NECc-07/ 7 34 4 HVCA . PA- P71 78CH AP I8CH A1 HA TP 18- T 56 23 DG-104FL PA-TPh71 TIC: : Lhd ,PA-
Bt WL 9%0 &N G 7 AL AX AL F A1 A0, Hie A(14,7 A A G::

Your participation is completely optional and voluntary. You can choose not to answer any question if you don’t want to.
You can stop the survey at any time. This is not a test and there are no right or wrong answers. | am only interested in
learning what you really feel or think. For the questions you do answer, | would be grateful if you could answer as openly
as you can.

TR/, vtk NP b NOATETTE [NLALTT I°0 a2k AT14-R.7 AR A1 C HELA R/ AT T P aPAA. HRIPY hitarcy
LhAA A%:: Al WD A% At &G0 E Mm@ hrt-e T RAN A tAlE 416 AAHR DT hd @20% 3,0 HOYA a9, PAT i AT SAPTL
M0 A7FL hPHheroh @L kb 116 1CAZ TIPFAT Téch Af:: 1RI° FUNT° o)A, §&AI° chf T MH AN QAR hI>FTikRA
haoqer7 .2A, ::

The goal of these questions is to improve services provided here, but your participation will not directly benefit you or

your family in any way.
O GRHI® chPJT AH, 0 F THOYA +OA T, NI 7900 H AR T1C 17 S0 +ate 1D 817 0718, 7 1907 0hg e HPPI°
YA T
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CVT Mental Health Assessment Questionnaire, p.2

Some of the questions may remind you of things that cause stress for you. If any question makes you feel upset, just let
me know. At the end, we can take a few minutes to see how you’re feeling.

WPIP & hQ Pt TR APML THINGAN T16F PSANTE NHATRCH & AR AP9P:: W78 hC WD b HhCP APFTRL T hl4L AT/ TL:: A
av@4x 3 havg, h9PHharon hiCA. AG::

Are you willing to participate? 7hitate €25 41/ O Yes/nw O No/xeéa

Thank you so much for agreeing! Your perspectives will be very helpful to us. | look forward to our conversation!
OAHTATIT0 R/, 017! G/ AePA RS 719G (1MN09Y, hDIH, A% WADT:: ThTHELA/TRI0AN £&0::

Don’t read the questions below. Complete before beginning the interview.
PPIP A it HAD- Pt ACA PV : $LT7 1fIP PN TOf7 FPICCHIP AdhBC ALA NI TPALPIP: :

Time started: AM / PM/ $£91, dt+6/ L:éhé P16

HTEavl i OYF

Location of interview: O Adi Harush O Mai Ayni O Other:

PA-a0h T 0L 03 G8.-hs0l T18-9L1, NALA:

Zone/u7: Block/teh: Community/1ch0Z0: House number/m &&¢:

Gender of respondent: O Man/+as¢ O Woman/a e

e avA\(, OYN. 23

Language of interview: O Tigrinya/+ecs 0 Amharic/ag°hcs O English/a #1045 0 Saho/awr

PA-aoihtt HEINLA BT8R
O Other: haxt:
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CVT Mental Health Assessment Questionnaire, p.3

First, | will read some statements about mental health that you might agree with or disagree with. Please tell me if you

strongly disagree, disagree, agree, or strongly agree.
av@ao( - (1HHN KATPC TOT FNT10aPHe9° @, HENTFNT70aP009° FRAA AANT NTNAN AP:: WANLTNI® AHP ALNTT69907F ALNT10T107:
L0710770 @2, AHP 20970710 Aed® &7151::

Use thumbs up and down to illustrate the options.
AFIP aPTYLZ S FIThAC AROT P40 2 2 chd? Tnpav-

Strongly Disagree Agree
Disagree AR0T0710% 20716770 SZroneg
. gree
Do you agree or disagree? AL LY O N )
um um
T0o1990 8.0/ T 0L0 heT0T19107? (2 thumbs |  down) up) > thambs o)
down) 1 AR 1 421007
2 K251 Wt B 2460, 2 4241670 2400,
1.1a I understand what the words “mental health” mean.
T 98 "ARICC TOS” AR TINT PO BCLAYLE
Write response: 7P\l &4
IF AGREE OR STRONGLY AGREE: - -
: FAhe o
NECHE FATIDTID D8 KT A998 T Field code, select one option: 4,6 £A\.€ h€ 7 AL aP77LR, I°LE
1.1b O NEGATIVE: unstable, crazy, problems, shame
’ : i AN FR:- HRCTRIO-R IRV h Gt
Please give me a short description of mental health. O NEUTRAL: overall psychological state of being
dD .. *
AL A G AR G B T PG WP §L WI-AAIPEP Nt TOS
O POSITIVE: well-being, coping skills
AOSP:- X+ b1t OTICS TAPCHT had T
O Other / not clearly related to mental health
NAA/ N7%C 9PN AATPC TOT HEA T
“Mental health” can be positive. It means psychological well-
1.2 being; it is important for everyone.
| 762 AAIPC P0G ADTFR WHO-T R ThA:: A, TINT Q- AAIPGR
PO 907 Thete A1 AR::
“Mental health” is negative. It really only means
13 psychological illnesses or problems.
’ "AhIPLP TOG” AP A% NI-AAICE-P hTII° DL A19° Té-L TINT
hPi:
To deal with trauma, it helps to think or talk about what
1.4 happened.
’ G 01 KATPE Or\éT 19X PCE NHOO A7 hIPHIMavh J°hANT
FOHEAT Rch®IH Af::
Mental health problems are shameful or a sign of weakness
15 | of failure.
G2 AhIPC TOSG A1°1T Hh§ 47 PAhIT & NaPTT O-&btT AE9°::
It is good to talk to my family or friends about my mental
1.6 | health.
HAA S0 G0 hhI°C TOG 2 TANST P17 PPHEA KOP hf::

CVT - Do not cite, distribute, or use without permission. Contact sqolden@cvt.org for more information.



mailto:sgolden@cvt.org

CVT Mental Health Assessment Questionnaire, p.4

Do you agree or disagree?
01971970 2.0/ . @20 K& TN917107?

Strongly

Disagree
KHP ARNTI07707

(2 thumbs
down)
2 ARt Tt

Disagree
KLNT107107

(1 thumb

down)
1 48101
7t

Agree
L0710770

(1 thumb

up)
1 AR
2400,

Strongly
Agree
K1P 20770770

(2 thumbs up)
2 4241070 7400.

1.7

| use healthy strategies to cope with negative thoughts or
feelings about what has happened to me.

NHOA Ak HAMaPy, 3716 HAD-L, Ak F P HAOT DL A9°%, I 19°ZPC
PO TN T ATPI° hP::

1.8

People with mental health problems are all crazy.
S8 KRAIPC TG A19° HAPI® AOT heded® oAt ALgP::

1.9

| feel | can depend on my community to help me cope with

on-going challenges, stress, or worries.
PR 21797 2P? APet T WA DAL A T1h02008 HIPZha

ne'r L0ar0y;;

1.10

Mental health problems are a result of witchcraft, black
magic, or curses

071971 ARIPCR TOT T8 MIRALTAL-(NIOL §8 CT7 Ddh I T
AP gP::

1.11

A lot of people in this community are struggling with mental
health issues.
bt AQF A T9ch0Z00 5L ARIPC TOS vt LadR had;;
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CVT Mental Health Assessment Questionnaire, p.5

Next, | want to ask you about things that might be problems in your life right now.

PN MME, AN LOTh 8191 DT NHOO HRAR 14T hvth £2A, Af::

You can use this picture of cups to help you. The more full cups mean that something causes you a lot of problems.
Please tell me how difficult each of these things is in your life right now, ranging from no problem to a very serious

problem.
AH. 2 (Lhué AN, ThahdlHh b Pearie FRAN A TE 02 (ch (LG (FHch 8797F Heh&dAN G018 A19° Ade TINT ART AHIP T14-T MME, A LOTh 72058
HAhA hOL&-E FPRTI° 7140E Nk 979° A19° G AHS HIGhA &19° 19PN 20

No problem Minor problem Problem Very serious problem
A19° PA7 TaHe a19° AN WhGA A19°

=AY

Very
N
How difficult is this in your life right now? probTem Minor | serious
robiem
hH W) LOF0 /R Al E, A% P94 N3RS ML | atall | problem | Ty, BB
Fadi Wy TA L AN WHEA

a19°

Getting food, shelter, or clothing

9oL H @@ h47 °Chll

Getting education or a job (generating income)

TIPUCE @L (é-ch FPCh-( (AP J°I°TBLD-)

Iliness, poor physical health, or disability

ATIPILTHI° KNAE 705 OL Ahd PT84

Not having friends, family, or neighbors who can support you
hehath Hhad Ao TkE 0 0L 10T HEIPYAD-

Adjusting to or dealing with life in the camp (including missing
2.5 | home and lifestyle)

POHOCEL DR PPRAL G- P°%ANCG (THH ML A10-N2- A PP 74-P)
Worries about people back at home

APiet AHOO AN %4 HA@. AT

Trying to leave the camp (for resettlement, moving home, etc.)
T900C 79°8G P°EF 7 (50 hAKL Y1C T9REL: T PPPLC OHT)
Domestic violence, threats, or conflicts in your household
HOL,AR Gov&T (1t @R Al 1 HANC 187t

Violence, threats, or conflicts in the community

Gavg:i PP (Cl-ch DL Al T1hNZ-0 Hie Rt

Not knowing where my family or friends are right now

0128 ML KOCTT2 ANG NIPHAD. HEIPFAME

Grief from the loss of loved ones

h) AhdA@-PI° A0+ PART HIP& HhHY

Hopelessness or uncertainty about the future

0% HEIPVAD- @R 1HHA aPRA, CIART HRIPN7

2.1

2.2

2.3

2.4

2.6

2.7

2.8

2.9

2.10

2.11

2.12
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CVT Mental Health Assessment Questionnaire, p.6

You told me that some of the things | just mentioned are problems for you.
N0 AL h8 HNPANPI® 11lt hL hGhI° 21970 PRI 11.chy AR/ T

Review which items they said were very serious problems.
AFIP KHEI° WOk 87777 HOALIP 7idT .€79Ph LUMAI =

2.13 Which ONE of the things | mentioned causes you the most stress right now?
NAHG® AT HnPahedh 16T 8 AH, (B AHE APm. HATLAN APTL AR?

Don’t read options. Select only one.
HPIP KOFLR A ACA HINIP A iz 2 h€ Prch TR

O Food, shelter, or clothing
av9)(\,F H O nAY
O Education or job
FIPUCT @ Oé-éh
O lliness, health, or disability
ATt TOG DL A PTEA
O Not having support
7TH HEIPVAD-
O Adjusting to life in the camp
9°0 G0¢ T1900C AT
O Worries about people back at home
NHOA A G2 PLI° THG HAD. AT APhet
O Trying to leave the camp
T9%0NC 198G IO T7
O Domestic violence
HOL2P, Gavg:
O Violence in the community
Gavg At “1ch04-00
O Not knowing where my family or friends are
01862 MC, KOCTHL KNG hIPHAD. HRIPEAT
O Grief
A7
O Hopelessness
T4 P°ELH

2.14 Is there something else that | haven’t mentioned that causes you the most stress right now?
nAA HREh-AN B, AHE AP h1NZAN P70 HRO-7 1IC Ade &2

O Yes (Specify) a0 (IAK):
O No/ hgéA
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| would like to ask how often you have certain mental health problems or symptoms.
78092 HARA 011 AAT°E-T G2 TOT 8171 @Lh% PPAhIT NIPHAD-TrI° hohtheg® @4 ok::

You can use the cups again. The more full cups mean that you have a problem more regularly.
B, h@<7 11 T b pbao FRAN A TrI0:: ARI° (LG IF 1MOT, aPA AT TINT Ak 079° 90, AATIP TINT AQ::

How much have these symptoms bothered you during the past two weeks: not at all, rarely, sometimes, or often?
WP AN T Al HhAd hdt AapqT N7LLTL HAhA AZALIPIPANI° AAD<? PA ATEiAMTIALHAL AHI DL av(Hihth °IH 87

Not at all Rarely Sometimes Often
PA ot acht: h&hg “H

JU WY

How much have these symptoms bothered you in the

past two weeks? Notat All | Rarely | Sometimes | Often
AHI® AN A HAAL hdT Aap<F apG/ W28 ATLCPAN/h, | FAAYE | Ak | A&h&ad | #9A,

12C9°?

Difficulty falling asleep or staying asleep?

31 L£20 PPROL 0L 1ch PPN

Crying easily?

3.2 NMHMPI®? HEMPI®? 9°-NNL.?

Feeling less interest in things that you used to enjoy?

3.3 P&, B QU A0 HOAH Wi 18T S0 PPPTA?

Having difficulty concentrating or focusing on your thoughts?

34 Al AL T1C §L LY MLLT) Al hAOHh PPHC HRIPTIAA?

Difficulty doing domestic work or income-generating activities?

3:5 S8 M Oé~ch Al PPNérch DL Al APt G0 HIPZ b T4 3T Al PP0dech TPXDIO?

Feelings of worthlessness?

3.6 Pp hI°HRAIAN @ G2 01T (o t?

Thoughts it would be better to not be alive?
HEI°T0C &hL 0 HAA Athan0d+?
3.7

If sometimes or often, follow protocol to discuss further.
4L AL T DG PIN. A2 LANIP ILLYE FNTHCALIP v Al-Ch Tt

Feeling low in energy, slowed down?

3.8 AL, G PP PPHMI N AT T?

Having your body react to things that remind you of a traumatic event
3.9 (like upset stomach or dizziness)? a9°0¢-2€ §99° THHATI¢-AN 114-F Ahath
(ng° &0 hA0 OL 8L PAN)HOA 0L AL PPV

Watching everything around you or feeling “extra alert” or “on guard”
3.10 | much of the time? A1 hANH THChO: h&he 114 T8 Phtdd
0L" T ch C 1Ph I 04" DL NG "Rl AAP" GL 9°NT (1979 H?
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How much have these symptoms bothered you in the past
Not at All Rarely Sometimes Often

two weeks? PA hHE A H@hE I #90,
AHE® FPANIF Al HehAL hak Ao0T 99 hLe KTLeh/h. 1842

Do you feel mental health problems (like stress, depression, or

anxiety) cause trouble with your daily functioning?
00T 7Pe S TG o7 AP HINGAN 24 h9° 6P.: Brb 0L

Bt Nk AAIPEE T8 TOT 0171 AAD-7 & A thO?

3.11a

3.12 How would you rate your mental health overall: very poor, poor, fair, good, or very good?
ARIPG-P POGH (Nchd A Navg, FavHG: 1M, vt ihchet i Lch 760 PINNHTT, H(+P?
O Very poor O Poor O Fair O Good O Very good
ANO6T, Feht Fet TRHAL o NG, B+

3.13 Do you feel physical health or medical problems cause trouble with your daily functioning (in the past two weeks)?
Al HhAd DA AgP-Gt A 00T D 04T HOT19v-A KhAR @8 AMhIPTE L TOT 0197F 12C9° & AN FAhN?
O Not at all O Rarely O Sometimes O Often
N&6-9° At h & AL av(\Hehthe °IH

3.14a Do you experience on-going or chronic pain in your body?
P90, HD ©L &G FH Al AhATh PoParh hje &2

O Yes/ hm O No /4244

IF YES: 3.14b: On a scale from 0 to 10, where 0 is no pain at all and 10 is the worst possible pain, how much pain

have you felt overall in the past week?
AO WTLMC DR 0 hafl 10 ANl Hie 20127 0 9°79° $7H S0ALT AT T 10 hG AHS WIFA 27 NTEH DL hdd Al HhA$-

hovt (oeGt M0 7885 F7H 0 L.0-h FNA?

3.15 Have you ever had uncontrolled convulsions in your body that you can’t remember (seizures)?
WFHhC? hFSRACT HE T AAA T8 PPO-4P7/I°1FCHCT T2T6E AN/, L4AT &2

O Yes/hm O No/agéA
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On a day where you felt very sad, anxious, or overwhelmed, what did you do to help yourself deal with those emotions?
27, 7Pt LR AHT A1 HOaPGhg° avG -k D179° NI°% T TIPRAL [ TI°RPC W18 T1014:?

| will read a list of things you might do, and you can tell me if you do them or you don’t them.
AN 109 NHOA AN AL AL 11T NTNAN AT TINEICT AP FETNTE HOTINCIT A rH TN htiolds AR

On a day where you felt very sad, anxious, or overwhelmed,

what did you do to help yourself deal with those emotions?
A7, bt L. AhH? A0l HAorGhg® avgi\t: £ 1-f9° (929 T
TPRAL [ IPPXPC W18 T10C?

Discuss your feelings with your family or friends
e th P (&N 0L avhi-th JPHCLA

Do social or entertainment activities

Th0SP DL aPHGNY, 1743 P0ech

Sleep or stay in bed

L20 P(Hh DL Al it D%

Do physical activities

KNAR 7PE.IT PO lch

Go to the hospital or clinic to see a doctor

SO POTHA @2 hath heh &hC 9°Che

Pray, meditate, or do other spiritual activities

00t IPN0CE AATPSP tarhm DR Mkt a2 AR 1 Té. ST PPHD-FC
Use alcohol or another substance to help you forget
KRADAR eoir+ @@ hAA 00 4-Ch 19°T FI° ThFCHE P87

Try to avoid seeing or talking to anyone
o0 AT Thitd-Tl @2 htHE4A HEIPLAL

Talk to a trained counselor, therapist, or other professional

THAAMY 92976 168 hTh? 0% PP ML NAA 0% PP I°HLA/TPhd-A

Consult with traditional healers, elders, or spirit mediums

9°0 8 QYA AN@I°IGN8F DL av7.AP A0t PIPIC

Other: (Prompt: Is there anything else you do to help yourself deal with your emotions?)
4.11 | BAA: (h9H, (1A: (975,710 29448 HchTih At hd.A 71C T Ade £?)

Yes/a® | No/hg44

4.1

4.2

4.3

4.4

4.5

4.6

4.7

4.8

4.9

4.10
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5.1 Do you feel that anyone in your household has mental health problems that cause trouble with their daily
functioning? A TR OATR 774 IE ThenGT@<7 AP HINLN TR G2 ARICC TOT 0719° HAP A Ade & AAh Fh007?

O Yes/hw =]
O No/agéa
—> 5.2 If yes: How many people?
AO Krthe: 0788 a0+?
Please tell me the age & gender of person1:  Age/ogav:
NANLTN T2t A 6807 2577 & hFi1141? O Male/t+0o3e
O Female /&8
Please tell me the age & gender of person 2:  Age/agoav:
RN Gt A1 0RaPT P77 & D142 O Male /+N92e
O Female /a8
Please tell me the age & gender of person 3:  Age/ogoav:
NN T2t A 6807 P37 & WF19141? O Male /+N%3e
J O Female /&M1&
During the last two weeks, was anyone in your household so
distressed, disturbed, or upset that he or she: Yes | No 'k‘i‘lr\‘,vt
Kl HchAZ. AT 490<7 &) THH/Trg® NFOPGEHNIOCAT: DL, O ReEA T oarhy
NPk
5.3 Was completely inactive or almost completely inactive?
| avteh 190 (ch SHLH/H @R BCD LHH/M 185/ &2
5.4 Was unable to carry out essential activities for daily living?
) 190D G- HAD-T A180. Aé-ch/TTéA RACAh A2 hANT/ALhAANTY
55 Was acting in a strange way or having fits, convulsions, or seizures?
: &2 MOL ACKR @R 7780 JPRMBTILNT Gavg 9°oI0CE DR, Y780 G2 PSP
FOR CHILDREN HOUSEHOLD MEMBERS ONLY: 7$A0- A0AT 08¢ HT'k Péch
56 If you have young children between 7 and 12 years in your household, have they...

Had nightmares at least three times in the last week?
Al 02 & TrI° ATANF SO ATTHERYALIPTEIP.... Al HhAd G927 A7 TR0 Thévt “IH HAhA G2
I°UEC 019° A IMI°PI° & LLNT?

FOR ADOLESCENT AND ADULT HOUSEHOLD MEMBERS ONLY:
79087 A&7 AOAT 08¢ T Téch

5.7 | If you have adolescents or other adults in your household, have they...
Avoided contact with others during the last week?

Al QLT A0 h OL NAAT G0Lt: ATHIASP...

Al HhAd. Aae<7 o0 ndAT 0T P°CHRN & L@+ ALAeI° & TP

FOR ADOLESCENT AND ADULT HOUSEHOLD MEMBERS ONLY:
O0LTLAI® AOA. 12 TH T 790217 A& hT AOANT 08¢ T Téch

5.8 | If you have adolescents or other adults in your household, have they...
Used substances (such as alcohol or cigarettes) in the last week?

Al QLT A0 h OL Akt G0t ATHIASP...

Al HhAd. Q27 08 $CAT & +mbav-g° ¢ T?
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As | told you, I'm from an organization that focuses on helping torture survivors. Torture is severe physical or
psychological suffering caused on purpose by someone in authority. | have three questions about torture. Is it okay for
me to ask these questions?

NIOTHIICTTEIP? 79180 A%, ATH Al 270 ALY 0l HACA Fhd AP 9PLh:: €% TIAT NG AO-A T ANAR OL AT-AhIPS-P TIVNLE

ATETIO7 b AL A0 AATAT HAe T A HOCE 12N A%z (HOA ¢S, NIPANT QAT dePd T AA@-L:: AHT® P T Wbt i/ T
£Toovh & e N-7?

O Yes/aw —
O No/ag4a
—> 6.1 Have you ever been tortured?
NG9, ML LAMT &7
O Yes/a® O No/ 424d

6.2 Has anyone in your family or household been tortured (not including yourself)?
Al AL Trg° L, TR 0 169 HOLE (Al LUA &2 (70N hehd(T)

O Yes/ ho O Not to my knowledge/MHch ALLATT?

6.3 Do you think that many people in this community have been tortured?
AH, TR0 @A, O 6% HOLEIP A0 AAD+ & hhh FhON?

O Yes/a® O No/ 424
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The next section is about services that are available to people in this community right now.
Wt HPZA N4 ANH. hE, APT 1H, AOH, “1h0Z-0N HAe UHIL HOO HAD- Q=g HIANT Af::

7.1a Do you KnOW anywhere you can receive mental health or psychosocial support services in Adi Harush / Mai Ayni?
G0 KA 170G @RI Ni1-AhaP<C BT TIhNEET? NI 0T ATH D RNA A RAN HTT 0F A0 99 A&0/778 327 TEAT/m. &2

O Yes
A@
O No
agdd  L—>7.1b [f yes: Have you ever received mental health or psychosocial support services here?

AN AO APFNR'R: - AHIP G0 RATPC TOG ML N1-AAT°HD~7F TIh(D<7 W20 d+T SN AT/ aw &7

O Yes
hD
O No
YA
—> 7.1c If yes: From which organization? Don’t read options. Select all that
apply.
a0, AD WrFTRR:- N GL TNA? AFRIP AT7L871 ALAHINNIP A, G-
TN, HAD-? HHAN 9748 :
o CVT/A.a..k
0 DRC/4..AC.AO.
0 JRS/ E.AC.AN
0 IRC/AL.AC.AL
0 MSF/&9%°.a0. 5%
\7 0 ARRA/A.¢-
O Other: Qd\A:-

7.1d If no: Why not? Don’t read options. Select all that apply.
a0, A4 ATTRR R -AAIPTFL? A PI° K994 AT TN A heted® HTPIONogP
JoLR::
o I've never needed or wanted these services
1HI® AN O F T WILAT® LAt @h% o710 (162.9° AL 7 :
0 They are too far away
AaPG Cehd HOA ARI::
o I'm afraid of what my neighbors or relatives would think or say
200 0L AHTILE Wi hIPHANN L NIOHHLN: £4.Cch AP::
O | tried to get services, but they didn’t select me
QAN T9°COA 4ok 194 T1C 17 aPCag AG AT
O | decided not to get mental health services because they were not giving me anything
(material support)
G KRhTPP TOT NN THRIPC DT AP AATPTFL (L P79° 11C huks AAHZNAN (T04FP +TH)
0 Those services are for people who are more ill or worse off than me
AP AN (eI TP TRHEIP Hohavar- @2, nOL THOA A0 AP9°

O Other: Yd\A:
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7.2 What other kind of help have you received from NGOs or other service providers in the past month?
Don’t read options. Select all that apply. 411 #AA% APCh b1l HEaP3T0F @3 FhAT DL BAAT TAI0T DY ThAT A2 L 38574
A7 A AN TP WED-3 HWEAA bt 9°%48.::

U

U

Financial/cash

&SR/ TN

Food

av9)(],

Shelter or clothing

aHAN, DL D87

Resettlement/family tracing

4o1av o Ch/I°CRHA (1 &¢-

Education support/scholarships

QL TIPUCE ATH/19 G & TIPUCT 0L
Legal/registration

chD2/9°H10
Livelihood/vocational/income-generatin
avi0-(1(° HaPh L {1/ 9°P [ A-tT -9OIO B M-
Medical

hh9°qe

Other:

hAk:

7.3 How do you get information about available services here? Don’t read options. Select all that apply.
A1, 60 HAD- TN I T H(18,7 VAL L AANN? 179 47949 T ACA NI : H By htodP 9oL+

0

0

From outreach or awareness raising events by NGOs

NHRAP NI L At il HANG TIhNLNAR °Nch DL T7HO §L I°O0L FTeIT

From radio or other mass media programs or announcements
Nl &-20 @R NAKT G &1 hé 2RO DL P PAMT
From my family or friends

Nl A&e-L @R avhH-+L,

From schools, churches, or other social institutions

Nl (bt FPVCTEIT hCOTLTE DL NART T1ch(16-R ThAT
From UNHCR, ARRA, or RCC

N A78 LA TIRTILIACTAG OL +ONAE AL T
Referral from NGO

6440 0l HRAav NI Fhd

Other:

hALA

7.4als it possible for you to walk to a health center?

1 G2 TOT TIRHA NAICH hThe & ThAA &7
O Yes / h O No/ 4244

IF NO: 7.4b: Why not?
KR4 W 7T HR'r: ANIPTFL2?

7.5a Is it possible for you to walk to a protection desk?

G G2 O-chOFH(TEENT?) hEA. AAICH NS FRAA &2

O Yes / h@o O No/ 4g4A

IF NO: 7.5b: Why not?
AL4A ATTFTR'R: NAIPTSL?
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7.6a Have you ever heard of the Center for Victims of Trauma or the Center for Victims of Torture (CVT) before today?
P&, fheavdpt: NHOA TINAA 18LF NI1-ARIPSP WL OL TINTA 89T A€ (AL0AE) ATLR/ T FLAT /. &2
O Yes
hO _Q 7.6b If yes: How did you know about CVT? A7&hC A® he'r:- Nihere 1O Ak A 7h?
O No Don’t read options. Select all that apply. 77978, 7PANF 7 Ae1 211 haes® 7PAL h D7 1A 5748
AL44 o | heard others in the community talking about it/A-0t 99h02-0-0 hAAT A0t HOOA hHZO: 4910
o | went to a community event or outreach by CVT/A0E AN HINE §& TIh0E-00 PPNRh/FA0P NLL 184
0 One of my family or friends received services from CVT/Ah8 h1 G2 (18:¢-8 AOA @L avhH G2 AT A1 10T

A (N T2
o | received counseling services from CVT/a A0k §& 9PRCT 1047 AN LTL0 184

o Other: Ak 7

\ 4

Finally, I have a few basic questions about you.
Al aP@8HF: HONT HTHOAE POl P hf I AAD-L::

8.1 What is your home country? +o-44 71Ch ANg £¢?
O Eritrea/&CFe-
O Other: /adA:

8.2 How long have you been in your current camp? &l %4.-hé0/ 712-92%7 N7L.L HAhA R1m'A?

Years/gav 7+ Months/aPcCh

8.3 What languages do you speak and understand comfortably? Select all that apply.
A28 LI%IT FHLAE W%k ADF AP TCSAT? P00, WD HH AA 9748

o Tigrinya/+Cs o Arabic/a05
o Saho/aw o Tigre/te1d

o Amharic/a?°AhCs O Other: hak
o English/A790HT o Other: Nk

8.4 How old are you? If respondent is unsure, assist them in making the best estimate possible.
BLal W3LL CR? At PPAf, DAL (TRT A2Eh( HEhy h2EHRAA HONAR 3 HTIVF HTH::

years/%avi

8.5 What levels of education have you completed? Select all that apply.
h2Le LTIt AT DA TP A, hBw- i AAN I8
o No education / less than finished primary/F9°uCt: e0N7/A7 /vt POAF P £48 HDL A
O Primary/a0h @ 845
o Secondary/hAhe £48

o Technical/+hih®
0 Post-secondary, university, graduate school/£hé NS L2587 SLACALT &hi-9°LF
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8.6 What is your religion? Select only one.

YIS N/ AL We? AL Pch IPLE

If the respondent is Muslim, do NOT ask specifically about sect. Check the appropriate box ONLY if the respondent
specifically mentions their sect; otherwise, select “Not able to determine.”

A2CHC TPAN, DY, 720097 her/§ (1100 AP h9A ANAIPG TP T 590 (166 ALThi1:: 7PAM. DY A178.C 41P5L h¥A ANAIPT P T 597
AP INARICP Th A1 7 HhAT A29.9 PPANT T0C :: ADFHERCE 77 “hGAT ACTHANY WA T°AhT U :

Muslim: a2-AA.9° O Pentecostal or born again
O Sunni % FrEhirtd @ 49° @)L+
O Shi’a ta O Christian — other or no denomination
O Other hai hCOTE7 - hdh @2 TOARL HeAA
O Not able to determine O Jewish ALU-&
henr A81+FAN? O Indigenous, traditional, or folk religion hQNeL/10CT AIPSP
O Orthodox Christian AC-#&ht hCht£7 oL QYA 727157
O Sabian a7 O No religion 727157 hAN
O Catholic -#Lh O Other: haA

O Protestant or Anglican TCEO0 7 @2 K907

8.7 How many people live in your household right now, not counting yourself?
TOAT AT SACH Al hE, APT N7LL HA A AT A AL 40T/ L1014 AAD-?

people/ a0t

8.8 How many children do you have?
h728 $A0- hHADT
children / #&0-

8.9 Are you separated from your family now?
A8 Nl AL ¢ FEANT 4R HAR?
O Yes /ho®
O No /4244
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Post-Survey Support Protocol/ £:hé a°&5dT: avdhil, TCTPA/aOd-Ch

[l Referral: éd.¢&\

[] Respondent was given information about available services
av{\(1, @Y(L NHOO HAD~ X1\t (6T TPLNP
[J Respondent needs to be connected with referral partner — MEDICAL
A OY(L °0 T8 Sd.lrdh ARG ANAT hrtchdl AAP- hhIPGE
[J Respondent needs to be connected with referral partner — PROTECTION
aoA(, OY(L, PN L Gé.l-d\ aPECE: KA rtchdhH AAP-O-ch 01T/ TCENY
[] Respondent needs to be connected with referral partner — PSYCHIATRIC
a1, OY(L, PN TL Sl aPACAT ANAT hrbchehH AAP- -G §€ AAIPC hh9°q
[J Respondent should be referred for CVT services — MENTAL HEALTH
g, @702 758 A0t AT S4.C NNYA AAP: :hATPC-P TOT
[J Respondent should be connected with referral partner — OTHER
aop\(, @702 158 AT AT 44.C WY AAP-hAA
[J PFA: Respondent experienced some distress and required in-person PFA delivered during survey per CVT
training of enumerator
GL avBavCH N1-AATPGR Lk PN @Y HHDAT Tt HAP AVt PG G avBavCH A1-hhIPeP L&kt AT SR
L0 AAmS At A0S HARA Hoe A1 1AhA 2OY::
[] Emergency response: Respondent is in extreme distress and requires immediate intervention
Notify supervisor / clinical support to get CVT staff to come to household immediately
8 V&K H7H: 7P\ (1, @Y1, Al ht:C G281 LChM hIPA @3 T 471 LA,
2WTCHCHE T 56 N 1AATCLP ATH 29°ChA1 §E AL AhtS P77 1 7 29706/ 29704 fi
[J Nothing required: Respondent did not require follow up for psychological distress
9o KReLAT: aPA(, DY(L, T°WI° GL N1-hATPC-P B rb T HIND<T TN AeLATT ::

Time finished: AM / PM

HEOLhN (% T LT, P16/ &hd PT6

NOTES: avHhc

Was the respondent alone during this interview? O Yes/ho O No/ag4A

AN AP7 PA Phtt it aPAN O 08T & 1£4?

Interviewer signature: $A-aoivit HIC A 4,697
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