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Abstract

Through the description of two examples of psycho-
logical interventions in humanitarian emergencies,
this article aims to problematize the work of the
psychologist in those situations. The concepts of
“humanitarianism” and “emergency” are discussed
based on two interventions made in Haiti and in the
Democratic Republic of Congo. In both countries
the mental health interventions happened inside
a humanitarian organization and the objective of
those interventions was to offer psychosocial sup-
port to the population of concern through a national
mental health team. Cultural specificities, as well
as theoretical and methodological challenges to
the work of the psychologist in those situations are
presented, especially those related to moral issues,
to gender-based conflicts and to the insertion of the
psychological work in a context where there is very
little institutional support. Considerations related
to theories and techniques of the area are presented,
emphasizing the importance of interpreting the
contents of the discourses taking into account the
culture from where each person comes.

Keywords: Emergency Relief; Psychology; Psycho-
logical Aspects; Democratic Republic of Congo;
Haiti.
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Resumo

Por meio da descricdo de dois exemplos de inter-
vencdes de saude mental em emergéncias humani-
tarias, esta reflexdo visa problematizar o trabalho
do psicélogo nestas situacdes. Os conceitos de
“humanitario” e de “emergéncia” sdo discutidos a
luz dos trabalhos realizados na Reptblica Demo-
cratica do Congo e no Haiti. Em ambos os paises, as
intervencdes de satide mental se deram por meio de
uma organizacdo humanitéria internacional e nos
dois casos, o objetivo era oferecer apoio psicoldgico
a populacdo em conjunto com uma equipe nacional
formada por profissionais de diferentes areas. Em
ambos os casos, as especificidades culturais, assim
como os desafios teéricos e metodolégicos da acéo
do psicologo sdo apresentados, notadamente as
questdes morais, de género e de inscricdo do traba-
lho psicolégico em contextos de grande caréncia de
redes e de seguridade social. Por fim, séo apresen-
tadas consideracgdes a respeito de algumas teorias
e técnicas ja descritas para este tipo de atuacéo
psicolégica, enfatizando-se aimportancia da escuta
e da ressignificacdo dentro do contexto cultural de
cada sujeito.

Palavras-chave: Socorro de urgéncia; Psicologia;
Aspectos psicolégicos; Reptblica Democratica do
Congo; Haiti.
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Introduction

Psychological work in humanitarian emergencies
is becoming more frequent in Brazil and in other
countries. In Brazil, it is possible to take the 1°. Semi-
nario Nacional da Psicologia das Emergéncias e dos
Desastres (First National Seminar on the Psychology
of Emergencies and Disasters), which was held in
2006, or the different workshops organized by the
Regional and National Psychology Councils in 2010
and 2011, as examples of the growing interest in the
theme. It is also possible to check the increasing
number of psychological groups (volunteers, univer-
sities, NGOs and others) that are offering themselves
(for free or through payment) to work in catastrophe
situations, such as the mudslides in the mountains
of Rio de Janeiro in January 2011.

To Fassin and Rechtman (2009), ‘trauma’ (direc-
tly related to war and catastrophes, making it be
strongly linked to humanitarian interventions) has
become a major signifier of contemporary times.
It is connected, according to the authors, with the
current compassion and humanitarian reasoning
and moral, creating new politics of reparation, tes-
timony and proof. It is possible to see, in the history
of trauma, as the authors propose, a shift from what
was, at the times of the First World War, a matter of
doubt and discredit to those suffering trauma, to a
current context where trauma is “...] an experience
that excites sympathy and merits compensation”
(Fassin and Rechtman, 2009, p. 5).

Nevertheless, it is difficult to specify when the
concept of “humanitarianism” was born. It is possi-
ble to describe the rise and the consequent develop-
ment of the so-called humanitarian organizations.
The Swiss Henri Dunnant, after the Napoleon wars
and the famous battle of Solferino, is accounted
one of the most important actors in this story with
his efforts around the creation of the International
Committee of the Red Cross- ICRC (Forsythe, 2005;
Fassin and Rechtman, 2009). It is since the end of
the 19™ century that the very idea of something
being considered “humanitarian” in spite of other
interventions starts to be discussed by different
authors, in the sense that any intervention is human
if it is made by humans; therefore, why have some
acquired this definition - “humanitarian” -, but not



others? (Benevides and Passos, 2005) To what extent
this concept can be used is a matter of great debate
and disagreement, and also of great importance
in the current Social Sciences, as stated by Fassin
(2010) in his book about the rise of humanitarian re-
asoning: it is important to understand how this new
language is imposed nowadays and how it seems to
be better instrumented to produce political results;
in addition, in what ways it is preferred to speak
about humanitarian actions in order to legitimize
international actions, such as ‘preventive wars’ and
switches in political power.

Another point added in this history of humanita-
rian interventions by Fassin and Rechtman (20009)
is what the authors call a “second era of humanita-
rianism” (p. 192), which consists in a shift from the
strategies of negotiation, protection and attempts
to have access to victims, as humanitarianism was
in the beginning. In this second era of humanitaria-
nism, the major international NGOs are also obliged
by themselves to bear witness to what is happening
to the people they are trying to take care of, moving
ahead of the criticism the ICRC, for example, has
received due to its silence during the I World War
and the Nazi concentration camps.

The times of Henri Dunnant are apparently long
gone. The humanitarian interventions, whether the
name is appropriate or not, are becoming more and
more common in catastrophes, conflicts and lack of
access situations, and have been used for different
objectives during the last years (Harrell-Bond, 2002;
Fassin and Rechtman, 2009).

In spite of that growth and the important ques-
tioning of the uses of the term “humanitarian” and
even of the concept of “trauma” to validate what can
be seen as political (or biopolitical, as Fassin and Re-
chtman would call) intentions, some characteristics
can still define what is being considered as “huma-
nitarian work” by international organizations: vo-
lunteerism (meaning: a strong willingness to help),
contexts where there is lack of access to health care
(due to shortage of staff and/or of infrastructure),
the possibility of intervening in those situations
(Bouchet-Saulnier, 2000), the independence of po-
litical and financial powers, and the possibility to
bear witness to probable disrespects of humanrights
(Ferreira, 2004; Fassin and Rechtman, 2009).

On the other hand, “emergency” is understood
here as an unplanned, sudden event, that results in
important consequences to those that suffered this
event (IASC, 2010). An HIV/AIDS project is described
here as an “emergency”, together with a post-earth-
quake intervention: in some contexts, untreated,
badly financed, chronic diseases are emergencies,
since those persons are in terrible need of the de-
livery of quality health care. The division between
“emergency” and “urgency”, even if is important for
the health sciences, will not be discussed here, and
the two terms will be used as synonyms.

In this context, this article aims to problematize
the work of the psychologist in emergency situations
through the description of examples of this work,
taking into account this broader context of debate
and growth of “humanitarian” interventions and
the associated growth in interest in “emergency”
relief.

The argumentation is based on two work expe-
riences through an international non-governmental
organization in the years of 2009 and 2010: an HIV-
Aids program in the Democratic Republic of Congo
and the post-earthquake emergency response in
Haiti. The type of intervention that is mentioned in
this article is a psychological work in humanitarian
situations, as defined above, that has been gaining
more and more space in the last decades (Baubet et
al., 2003; Fassin and Rechtman, 2009) as an indis-
pensable part of the broader health interventions
made by international organizations. The challenges
that it brings to the science of psychology and to the
very concept of what it is to do a humanitarian work
are still to be discussed. Another important point in
the debate is the very idea of a psychological inter-
vention, considering the growth and the processes
that are related to humanitarian interventions, as
stated above.

The above-mentioned organization focuses on
health and emergencies, either natural or man-
made catastrophes and situations where there is
an important lack of health care. The psychological
interventions happen inside broader health care
projects, be it hospitals, mobile clinics, outpatient
structures or vaccination campaigns, and are always
in line with the main objectives of the project.
One intervention may have a health component as

Saude Soc. Sdo Paulo, v.20, n.3, p.811-820, 2011 813



well as sanitation and logistical ones, such as the
building of new health structures, or the building
of latrines, or distribution of non-food items, as
well as delivery of medical consultations, surgery
and rehabilitation. The projects have a pre-defined
period of time. They are evaluated every year, and
their objectives reviewed if that is the case. The
organization is present for a certain period of time
and aims to, whenever possible, build local partner-
shipsin order to assure a continuation of the health
care delivered.

This leads to the fact that, in this organization,
the main psychological interventions currently
consist of training and supervision of local psycho-
logical teams, in order to strengthen the scope of
action within local communities (due to language
and cultural aspects) and to increase the possibility
of continuation of a project after the organization
leaves the country. As a foreigner or expatriate
psychologist, the work will happen with a national
team and the contact with patients and beneficiaries
will be through their accounts, except when there is
a situation that the team cannot handle or in which
the team asks for help. The organization of their
work, their logic of intervention and the discussion
of cases are the most important aspects of the two
experiences that will be presented here.

In order to debate those psychological interven-
tions in the Democratic Republic of Congo and in
Haiti, different references are used. Nevertheless,
the debates are based on an effort to interchange the
clinical psychological work with the cultural aspects
of the persons who have received care.

In both contexts, the interventions were carried
out inside broader health care projects, as explained
above, in what can be called a “humanitarian” and
an “emergency” context: the descriptions are about
individual or familiar therapeutic projects, from
which derive the methodological proposals and
reflections. In both cases, the psychological inter-
ventions had two main objectives: to reinforce the
national teams’ capacity to deal with the emotional
suffering demands of the patients (or staff) and to
increase the projects’ capacity to deal with psycho-
logical demands of patients and staff. Therefore, one
of the important points of the analysis will derive
from the following question: what is the cultural bias
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and the cultural codes that are playing a role in this
intervention set-up?

The non-governmental organization through
which this work was carried out has its own way
of collecting data from patients and consultations.
This method consists in an Excel database where
the mental health team should encode information
related to the consultations made, a report (weekly
or monthly) that should be written by the team on
the main outcomes and other important registers
of activities, such as trainings and supervisions,
discussion of specific cases and reorganization of
the mental health service. Therefore, the results
and specific cases presented here in this article
were collected on site by the author, through the
method used by the NGO and through the author’s
own notes.

DR Congo: humanitarian
psychological work in the country
where the king has never been

DR Congo was colonized by Belgium during the 19™
century in one of the most violent and destructive
processes of Africa (Hochschild, 1999). Despite the
importance of the colony, the king who started it,
Leopold II, never visited the reason of so much of
his richness.

In this 7o-million-people country, with1.2to1.5%
of HIV prevalence (PNMLS, 2008), and a strong femi-
nization and ruralization of the epidemic, the needs
are as enormous and diverse as its land.

Working with people living with HIV/Aids in DRC
as a psychologist has brought a very interesting ex-
perience concerning how to deal with prejudice and
the need of counseling and testing as many people
as possible. Here it is important to reinforce that,
in this situation, the work of the foreign psycholo-
gist was mainly with the national teams, and not
directly with the patients. This has several reasons:
language and communication difficulties, cultural
comprehension difficulties and interest in training
and improving the skills of the national team, which
will stay in the country and can reproduce their work
in other sites if possible.

This intervention was based on the counseling



perspective. The strategy of “counseling” is a very
common one when dealing with chronic diseases
such as HIV/Aids and tuberculosis, and has its base
on three pillars: emotional support, educational su-
pport and information sharing (WHO, 2003; Souza
et al., 2008). This means that the HIV counseling
has a non-coherent approach in some way: it gives
rules of behavior (how to take the medication, how
to have sexual relationships, how to become preg-
nant, etc.) but it proposes to hear the person in a
non-judgmental way (Souza et al., 2008).

In this project in Kinshasa, the capital of DR
Congo, the psychological national team consisted
of seven nurses trained in counseling skills and
one patient that had been hired as a “peer counse-
lor”, who was also trained in counseling skills and
had the same tasks as the others. Their activity
was inscribed in the daily path of the patients in
the health structure and could also be activated on
demand, that is, if either the nurses or the patient
himself felt it would be good to talk to a counselor,
they could also ask for them.

In a 20-bed hospital and a cohort of about 2300
patients, the main work of the seven counselors was
to deal with the different steps of the treatment of
patients. One of the most challenging situations
was when a woman living with the virus would get
pregnant and her husband, who was not aware of
her serological status, would normally need to be
informed that something was going on since she
would have to follow special care during her preg-
nancy, the birth and the feeding of the baby in the
first 6 months.

The counseling staff, worried that this husband
would leave his wife after finding out she had the
virus, managed to invite the husband and the wife
at the same time to do the test; so, the woman would
take it for the second time, pretending it was the
first. The idea behind it was that, if he found out at
the same time as her that she was HIV positive, he
would be less likely to be upset since the counselor
would be there and would help to explain to him
what that meant.

Although the team agreed that this strategy was
very strange, it was the only one they could think
about to avoid the common “divorces of the HIV” that
they had experienced. By discussing that strategy

in more detail, one other important element came
to light: it was one of the counselors, who was HIV
positive herself, who had pushed months before for
that strategy, since she herself had been thrown
on the street when her husband’s family found out
she had the virus. It was only after five or six years
living on the streets of Kinshasa that she found tre-
atment for her and, little by little, started to work as
a volunteer until she got the job as a counselor and
“peer support” staff.

This situation expressed a confrontation betwe-
en a certain kind of “truth”- since the team was lying
to those women’s husbands in order to avoid worse
consequences - and a cultural solution to a cultural
problem. It also brings an important challenge to a
foreigner psychologist, who may look at it and di-
rectly label that strategy as a “lie”, not considering
the cultural context in which it was created. Never-
theless, since the team was also not comfortable
with that solution, it was decided to adapt it to two
other proposals: an intervention in the community
to explain to men the importance of the HIV/Aids tes-
ting and the consequences of discovering yourself
with Aids, and the proposal that all women coming
to be tested could come again with their husbands
if they wanted to.

In one of his works, Nathan (1988) describes
a similar situation with Maghrebian couples that
looked for artificial insemination in France: a prac-
tice condemned by culture, which also condemned
not having children. But why, and how, would those
people look for medical help? To him, medicine was
considered by those persons as a mixture of fear and
respect, just like the domain of the sacred things,
and that permitted its inscription in their way of
dealing with the fertility problem. The works of Na-
than are considered by some, including Fassin and
Rechtman (2009), as another form of colonialism,
since they try to explain all the differences of foreig-
ners (be them immigrants, as in this study of 1988,
or locals from developing countries) as being related
to culture, probably excluding or justifying some
intolerable inequalities as being a cultural aspect.
Although this criticism is pertinent to a large part
of what is called ‘ethnopsychiatry’ (a psychiatric
field developed strongly by Georges Devereux, Tobie
Nathan and successors), it is important to notice

Saude Soc. Sdo Paulo, v.20, n.3, p.811-820, 2011 815



that research using that perspective also brought to
psychology and psychiatry a contrast with anthro-
pology and sociology.

For this group of Congolese participating in the
project, having and raising children seemed to be an
identity for women. HIV/Aids, in this sense, brought
a very strong difficulty in the fulfillment of this
task, since women would then need to take special
(meaning: non-expected, abnormal) care of themsel-
ves, their sexual intercourse and their babies if they
wanted to become pregnant. Not understanding the
strong relation that exists between expressing to
their husbands their HIV status and the cultural pla-
ce of women in that society would render impossible
the task of helping them to continue living.

Port-au-Prince: post-emergency
relief in the country where night
starts after mid-day

Are catastrophes natural? Or made by God? Or just
a matter of chance? The most recognizable mark of
a catastrophe can be defined as its incertitude and
unexpectedness.

In a post-earthquake context, those questions
arise all the time from visitors to citizens, from
children to adults, patients to health staff. On the
12" of January 2010 a strong earthquake hit Haiti,
the poorest country in America, and left about 230
thousand people killed and more than one million
unsheltered.

As the psychological intervention carried out
by the same specific international humanitarian
organization focused on the staff and the patients
who were hospitalized during the days that followed
the event, the amount of people that referred that
God was the only helper they had was enormous.
Some Haitians mentioned that God caused the ear-
thquake to kill persons who had sinned; for others,
it was after the survival that God appeared to be
important.

In this case, the national team had to be hired
in a hurry: this hospital became a project for the
international organization just two days after the
earthquake, and had only one Haitian psychiatrist
to work with the demands of patients, that increased
exponentially in the days following the event. For
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this reason, a new team was hired and consisted of
two Haitian psychologists and two Haitian social
workers, who were first divided by wards (there were
two wards, a maternity and a traumatology one) and
then by group of interest: staff or patients. First, the
focus was on the staff and the most urgent patients
and families, and after a few weeks it was possible
to follow up all patients that were hospitalized
when the work with the staff had diminished. The
objectives of the mental health intervention were
to increase the project’s capacity to deal with the
emotional suffering of patients and staff, related or
not to the earthquake, and to organize the psycho-
logical service in the logic of the hospital’s health
treatment.

From all the life stories that it was possible to
get in contact with, the one of Florence (names
were changed), 13 years old, was one of the deepest.
Fourteen members of her family were killed on 12™ of
January 2010, and only she and her father survived.
She had an injury on her right leg, due to the fall of
her house over her, and on her left hand. Together
with her, other teenagers were also hospitalized in
this 100-bed hospital that became a traumatology
center after the event and that worked with its full
capacity during the following month.

The strategy decided by the team of two Haitian
psychologists and two Haitian social workers was
to discuss with her father how the bad news of the
death of her family members would be given to her
and, at the same time, to try to establish some chan-
nels of communication between her and the other
teenagers of the hospital since her injuries required
a long and hard hospitalization.

Together with this first situation of mourning,
the father had to deal with another unexpected event,
as well as the team: Florence had to amputate one
finger from her injured hand due to an infection a
few weeks after the quake, and this was only decided
when she was already unconscious for the cleaning
of her wounds in the surgical room. He was called
by the doctors to give his agreement and, when she
woke up from surgery, he asked the mental health
team if he could tell her that the finger would grow
up again, since he was very uncomfortable with the
role of bearing this other bad news.

With that situation, it was possible to discuss



with him the importance he would give to telling the
truth, as difficult as it might be, and with as much
care as it was possible. Again, the importance of
telling the truth had to be seen in his culture. Even if
this intervention, like in DR Congo, was made by the
national, Haitian, team, it was an occidental version
of truth that was being discussed: a child must not
be lied to, no matter the situation. This father was
worried of all the other “truths” he had not told his
daughter, such as the number of members of their
family that had died, the real feelings he had for
her mother, who had abandoned them, the fear he
had himself of starting their lives again, and the
fear that she would be criticized by others due to
her handicap. By discussing these concepts of truth
and lies, the national team managed to help him
think about the reasons and consequences of his
decision, and help him to decide where he wanted
to put more effort on.

For the father, the balance between the fear
of her being rejected by their community due to a
handicap had to be balanced with the fear of losing
the love of the only family member he had left, if
she discovered the news by herself or someone else
other than him.

This girl had also started to contact other teena-
gers, through a group of teenagers one of the social
workers developed at the back of the hospital, out
under the sun. He managed to teach them how to
use the wheelchairs and crutches, and invited them
every day at the same time to come and play, talk,
sing, and, through this, talk about difficult subjects,
such as amputation, loss of family members, tired-
ness of hospitalization, fear of the surgical ward.
The group quickly started to meet even in extra
hours, when the teenagers managed to find one
another and enough wheelchairs to move around
the hospital.

As for the religious explanations that had been
found for what the country and themselves were
going through, the group strategy and the willing-
ness to play and talk about teenager interests were
also other forms of elaborating and dealing with the
suffering in this micro-sphere of the hospital that
was found in this situation. Curiously enough, the
screams of pain were mainly religious, especially
from women: “Jesus” was the most common one.

In Haiti, night does not seem to frighten those
few patients: even if Haitian politeness says that
one should greet “good evening” after mid-day, even
with the sun as high as possible and the light very
strong, for those Haitians the strength of life and the
capacity to deal with the unexpected and the horror
seem to be beyond limits for the vast majorities of
those that were met - what would be the other choi-
ce? To consider this population as ‘traumatized’,
as sick of ‘post-traumatic stress’, as ‘in need’ of a
strong psychic treatment, taking away their history
of survival (even if, it is easy to see, there were not
somany choices), may mean removing an important
part of their identity and resources. There definitely
lies the challenge to the psychologist: to what extent
should social problems be “analyzed” as personal
problems and how far shall we go in this discussion
if the easiest and quickest thing to do may be giving
psychological treatment?

A Few Methodological Questions
for Psychological Intervention in
Emergencies

There are innumerable questions that arise from any
intervention, and it is not different when this action
takes placein avery complex and needy context and
also abroad, out of the psychologist’s own language
and culture. One could argue that the very existence
of an intervention can be questioned, since it risks
replacing a (non) existing responsibility of the au-
thorities to take care of the citizens. The challenges
that the psychological work faces are, above all,
based on its own need: how can support be given
to someone that has lost everything and has many
difficulties in finding social support? How can “sup-
port” be defined? Is it medication, religion, therapy,
money, political change, or all these? Or none?
Many possibilities of answer have been discus-
sed for this problem in the history of psychology and
humanitarianism. They are presented below in three
summarized groups: focus on treatment of diseases,
focus on social and anthropological aspects, and
focus on the clinical and psychological aspects of
the person or small group of persons. Despite this
division, that is only didactic, it is fundamental
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to highlight that the psychologist can work, and
does work, with any of those three approaches in a
humanitarian intervention. What is normally seen
is a combination of the three, with more emphasis
on one or the other.

The focus on the treatment of diseases has a
good example in the creation of the concept of Post
Traumatic Stress Disorder (Young, 1997) by Ameri-
can psychiatrists after the Vietnam War. With that
approach, the mental health team will look for signs
and symptoms of this pathology in the patients, and
treat the few ones that can be put in that category
(Cloitre, 2009). The risk that this approach brings
(Pedersen, 2007) is mainly the possibility of “patho-
logizing” a normal and expected reaction to a loss,
grief, mourning or to a collective despair situation
(Di Loreto, 1997). The value, though, is that the very
few ones that really have a dysfunctional and non-
elaborative reaction can be supported (Hustache,
20009).

The social and anthropological focus is very well
described in the concept of “social suffering” as
found in the work of Veena Das (2007) and Arthur
Kleinman (1997). Suffering comes from a congre-
gation of elements, such as health, society, justice,
well-being and politics, which are materialized in the
bodies and languages of the subjects. Therefore, an
intervention is made in that congregation of factors,
and has a special focus on the political and social
aspects that are related to the very cause of the su-
ffering. The risk of this approach, in humanitarian
interventions, is the magnitude of each element:
there are lacks and problems in so many aspects that
the broader focus it brings may get lost. The added
value, if compared to the medical approach, is clearly
the addition of other elements of analysis and com-
prehension of the problem: instead of dealing with
consequences, there is the possibility of working on
the agents of this nameless suffering.

The focus on the clinical and psychological as-
pects of the person or small group of persons has
many different expressions, depending on how much
it is linked with a medical comprehension or with
a social/ anthropological comprehension of human
suffering. It can be purely a psychotherapy proposal,
such as individual support sessions, group sessions,

818 Saide Soc. Sdo Paulo, v.20, n.3, p.811-820, 2011

relaxation sessions, or a social-psychological propo-
sal, such as therapy combined with interventions
in the environment, in the logic of the health care
service, or in the community. The psychological
approach, in a humanitarian intervention, is no
different from an intervention in a crisis or trauma
situation in more stable contexts (a context where
there are health and social institutions functioning,
and where people have a minimum of quality of
life and dignity) - it does have a much larger scale
but should be based on the same reflections about
elaboration and cultural adaptation (Knobloch,
1998a,1998b).

That means: the psychologist can also be the one
to ensure that the basic needs are being provided,
such as shelter, food, information on the situation,
some “normalization” of life, in order to promote
possibilities of dealing with the suffering.

If human beings are built in relationship, with
reciprocity, the rupture that trauma brings to life
has to be restored by relationship. The importance
of bringing back, by talking, the heritage, the story,
the culture of the persons, is paramount for a suc-
cessful intervention.

The added value of this approach is the possibi-
lity of giving special attention to how each person
lives and experiences the situation, and developing
an adapted intervention project to each one. The
challenges it brings are many: for example, choosing
a focus, be it a person, a group of persons or a situ-
ation when the entire support network is affected,
destroyed or is non-existing.

The two interventions presented above are based
on individual or small group support strategies.
They are also clearly identified with a health pers-
pective, rather than a disease treatment focus. This
means that there was an attempt to find the main
strengths and possibilities of persons, in their cul-
ture, in their support strategies and with the impact
of the “global” culture - how they could deal with the
social problems they had. The focus was not placed
on the roots of those problems - why do houses fall
more in Haiti than in Chile? Why is HIV/Aids infec-
tion affecting more and more poor and rural-based
women all over the world? -, even if it is mandatory
that, for any likely intervention, it is necessary to



comprehend and try to understand the stories of
collective suffering and inequalities that are behind
the individuals, as well as to be attentive to acute
cases that can arise.

Final Comments

The role of the psychologist in humanitarian emer-
gencies is strongly evident. In spite of that, the
methodology of work, and the theory behind it, are
in constant challenge due to the complexity of the
context and the size of the task.

The two short experiences presented in this
article are examples of concrete cases that can be
faced in those interventions, and are not to be taken
as a guide to action.

Brazil, nowadays, wants to develop its expertise
in this matter of psychosocial interventions in cri-
ses and disasters and has actually already started
to do it. If that will be an opportunity to debate me-
thodologies and the production of them in society,
or another misuse of a concept - as was said before,
are humanitarian emergencies, for the psychologist
and for human suffering, that different from other
forms of suffering? It is still to be seen.
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