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Existing Trauma-Informed Models and the 5Rs Framework
1. Repatriation
2. Resettlement
3. Reintegration
4. Rehabilitation

We introduce the 5Rs framework as a trauma-informed method for working
with individuals who are disengaging from violent extremism.
As discussed in a companion article on page 8 (Moving away
from ‘Trauma’ towards ‘Trauma and...’), trauma exposure and
its possible mental health and psychosocial consequences has
become a major focus in violent extremism and prevention
programs and practices. Although many questions about
trauma’s possible roles remain unanswered, and trauma is
one of many interacting factors that can increase the risk
of engagement in violent extremism, practitioners and
policymakers acknowledge the importance of addressing trauma
and its consequences as a critical part of preventing engagement
in violent extremism.
These concerns have become even more pressing in the context
of the COVID-19 pandemic, which has been associated with
increased adversity, stress, alcohol use, domestic violence, social
isolation, mental health symptoms, and gun purchasing in many
communities in the United States and globally.
Addressing trauma and its consequences is relevant for
primary, secondary, and tertiary prevention approaches to
violent extremism.
1.

Primary prevention involves population-level interventions
to diminish risks and strengthen protective factors
concerning involvement in violent extremism.

2.

Secondary prevention involves stopping those individuals
at high risk from becoming involved in violent extremism.

3.

Tertiary prevention involves rehabilitating those who have
already become involved.

This raises a key question: how can practitioners draw upon
or modify existing trauma-informed approaches in the work of
preventing violent extremism?
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Trauma is one of many
interacting factors
that can increase the
risk of engagement in
violent extremism.
According to SAMSHA, a trauma-informed approach seeks
to: “Realise the widespread impact of trauma and understand
paths for recovery; Recognise the signs and symptoms of trauma
in patients, families, and staff; Integrate knowledge about
trauma into policies, procedures, and practices; and Actively
avoid re-traumatisation.” The National Child Traumatic Stress
Network (NCTSN) has done much to develop, disseminate,
and train practitioners and service systems in trauma-informed
approaches for children.
We recently held a workshop with leading trauma experts
affiliated with the NCTSN to identify existing resources which
could be deployed when working with individuals who are
exiting violent extremist groups, including their children. We
focused primarily on tertiary prevention for women and children
returning from formerly ISIS-controlled territories, often referred
to as R&R (for rehabilitation and reintegration). Based upon our
research, we have expanded this framework to include 5Rs:
We identified several key trauma-focused approaches which
correspond to each of the 5Rs.

5. Resilience

Repatriation
The first R is repatriation which is enabling the return of persons to their
country of origin or new country (in the case of children born outside).
Bringing them out of refugee camps where there have been military
attacks will diminish their further exposure to trauma, deprivation, and
extremist groups, and give them the opportunity to begin recovery.

Resettlement
The second R, resettlement, refers to meeting their immediate needs
once repatriated.
In the first months of arrival, mothers and children may be
experiencing emotional distress related to moving and prior trauma
exposure. They can be helped by Psychological First Aid, especially when
delivered by a local community member. Methods of stress reduction,

such as grounding and deep breathing, can be especially helpful in
managing emotional dysregulation. The goals are to maximise their
coping strategies and connect them to existing supports.
Additionally, many mothers and children face situations where
their husband/father is presumed dead (but no body has been
found) or where the father is in prison. These situations can
be understood as different types of ambiguous losses based on
the theory that some losses are not total but are partial, either
psychologically or physically, and which can increase the likelihood
of prolonged grief if left unaddressed.
To respond effectively, practitioners should familiarise themselves
with ambiguous loss theory and assess and screen children and
mothers for diverse types of loss experiences, including prolonged
grief disorder. If present, prolonged grief can be addressed through
Trauma and Grief Component Therapy, which would likely be
addressed in subsequent 5R phases.
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Reintegration
The third R refers to reintegration, defined as facilitating re-entry
or entry into family, community, and society. This can be a stressful
experience for mothers and children, which can be accompanied by
anxiety, fear, worry, guilt, and memories. During reintegration, it
is recommended to go beyond Psychological First Aid and apply the
more expansive and intensive Skills for Psychological Recovery. This
evidence-informed intervention can help adult and child survivors
gain skills to manage distress and cope with post-disaster stress and
adversity. It, for example, focuses on building problem-solving skills,
managing reactions, and rebuilding healthy social connections.

Rehabilitation
The fourth R refers to rehabilitation, which is helping persons to
grow and change so they can heal from the potential impacts of
having experienced violence, displacement, violations of human
rights and other trauma and continue to lead a life free of crime
(given that most have not been involved in any criminal activities).
Using psychotherapy to teach critical thinking skills and to promote
cognitive flexibility can help reduce the tendency to fall back on
rigid thinking regarding black and white approaches, grievances, or
demonisation of particular groups of people or ways of living, which
is often driven by fear, grief, humiliation, exclusion, discrimination,
and insecurity associated with prior trauma exposure. Specific trauma
models can be applied, including Cognitive Processing Therapy for
women and Trauma Systems Therapy for children.

Resilience
The fifth R refers to resilience, which is the ability to navigate
challenges and maintain a healthy, socially integrated, and crimefree life in the face of adversity. Resilience can consist of protective
individual, family and community level attributes that enable
individuals to achieve positive outcomes despite setbacks and
stressors. In the context of R&R it is important to note that successful
non-violent integration into society is a key outcome.
Resilience incorporates cultivating future orientation and a sense
of self not narrowly defined by past trauma exposure. Resilient
outcomes can be facilitated by leveraging and strengthening
resources within an individual’s environment that are important for
wellbeing. Thus, family-based models, including Multiple-Family
Groups, can be used to strengthen key family relationships and family
processes such as parenting or family beliefs and communication
with the goal of improving overall family functioning.
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Existing multiple family group interventions have been found
to strengthen family relationships, enhance social support and
decrease common mental disorders and behaviour problems in
children and adults. This presents an opportunity to draw on
this evidence base to strengthen families impacted by violent
extremism. Resilience can also be built through Peer Service
Models, which bring together individuals with similar life
histories to deliver and receive support. The shared experience
between peers is associated with reductions in stigma about
mental health services, enhanced social support, and adherence
to services.
For women and children impacted by violent extremism, this can
involve implementing Peer Navigator Programs to assist women
and children in accessing the care they need, training peers
with shared life history to deliver evidence-based mental health
services, and adapting existing peer support models to meet their
needs, culture, and context.

NEXT STEPS AND KEY CONSIDERATIONS
Some areas of trauma-informed practices will need
modifications in order to address the manners in which
trauma processes can interact with violence prevention. In the
tertiary prevention space, we have found challenges involving
the incarceration of husbands/fathers, which is a type of
ambiguous loss.
Another common issue in the tertiary and secondary prevention
spaces is multiple co-occurring traumas from different life
periods (both before, during and after their violent extremist
experience). Additionally, all intervention strategies should be
tailored to the local socio-cultural context.
Aside from tertiary prevention, trauma-informed practices can
apply in primary and secondary prevention. In the primary
prevention realm, an all too common experience is persons
who have been exposed to domestic violence, bullying, social
exclusion, or discrimination themselves. Those who do not
get the support or treatment they need are left on their own,
searching for meaning, community, and purpose.
Recruiters of terrorist organisations or others purveying hate
are skilled at identifying those vulnerable due to traumatic or
adverse experiences and offering them a means of empowerment
through joining the movement and taking violent action. In
far too many cases, recruiters are the only ones who offer such
support, not parents, teachers, or healthcare workers.
There is a pressing need to find ways to facilitate access to
trauma-informed approaches for those not likely to seek
traditional mental health services. For those who have started
to get involved with violent extremism but not yet committed a

For those who have
started to get involved
with violent extremism
but not yet committed a
crime, trauma-informed
approaches can be one
component of wraparound services utilised
to offer an exit ramp.
crime, trauma-informed approaches can be one component of
wrap-around services utilised to offer an exit ramp.
Many mental health and other frontline health practitioners
approach working in the space of violent extremism prevention
with apprehension. One common fear is that they do not have
the knowledge and skills to be helpful. Our hope is that more
practitioners will realise they can draw upon their toolkit
of trauma-informed practices to work in this new space of
prevention of violent extremism. In this article, we have
described several examples of trauma-informed practices which
build on the broader conceptualisation of trauma described in
our other article (p. 8).
We also believe the time has come for the topics of violent
extremism prevention, violence prevention more generally,
and the related field of risk assessment/management to
be introduced into the training and continuing education
curriculums for mental health professionals. This could help
to build these skills among mental health professionals and
increase the number of those who could engage in violence
prevention activities, where they are desperately needed.
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