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Introduction

War affects children and caregivers not only through direct exposure to
bombardment, displacement, injury, bereavement and deprivation but also
by reshaping the emotional and relational systems that ordinarily protect
children and sustain family life. Armed conflict disrupts routines, impairs
caregiving, fragments social support, narrows developmental opportunities
and alters the everyday environment in which children learn trust, security
and emotional regulation. Research on children affected by armed conflict has
consistently shown that psychological outcomes are shaped not only by expo-
sure to organised violence, but also by the wider social ecology surrounding
the child, especially caregivers, family functioning and community support
systems (Betancourt & Khan, 2008; Biirgin et al., 2022).

Accordingly, healing in war-affected settings cannot be defined narrowly
as the treatment of PTSD, depression, anxiety or grief in isolated individuals.
War damages family life as a system: it undermines parental emotional avail-
ability, intensifies relational strain, destabilises family roles, disrupts attach-
ment and restricts the conditions under which children can develop safely.
A meaningful recovery framework must therefore move beyond symptom
reduction and address the restoration of family functioning itself, including
safety, caregiving stability, non-violent relationships, routine, developmental
opportunity and the possibility of shared life beyond survival (Betancourt &
Khan, 2008; World Health Organization, 2025a, 2025b).

A further argument advanced here is that, in Gaza, war should not be under-
stood only as repeated exposure to violent events, but as a prolonged ecol-
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ogy of siege in which recovery is repeatedly interrupted. Under such condi-
tions, war-related harm may acquire an intergenerational character, not only
because one generation remembers war, but because multiple generations are
socialised into chronic uncertainty, restricted movement, fragmented family
life, blocked educational and professional futures and diminished oppor-
tunities for play, travel, leisure, study, treatment and family reunion. This
interpretation is consistent with evidence showing that children’s prolonged
exposure to war-related toxic stress in the Middle East carries serious devel-
opmental and mental health consequences and that these effects are shaped
by caregiving, social ecology and repeated exposure rather than by single
events alone (Biirgin et al., 2022; El-Khodary & Samara, 2019a, 2020; Procter,
2024; Samara, Hammuda, et al., 2020).

A central argument of this chapter is that psychosocial recovery in war-
affected families depends on two inseparable processes. The first is the pre-
vention and reduction of family violence, including harsh discipline, coercive
control, emotional intimidation, inter-parental aggression and child maltreat-
ment. The second is the restoration of positive shared family life, including
play, leisure, recreation, cultural participation, safe mobility and meaningful
shared experiences through which family members can reconnect outside the
script of fear. These should not be treated as separate policy fields. A family
in which fear remains normalised within the home cannot recover well; yet a
family that receives only crisis stabilisation without any return of shared posi-
tive life, may remain trapped in emergency functioning (Catani, 2009; Catani
et al., 2008; Jepson et al. 2019; Lehto et al., 2009; Miyakawa & Oguchi, 2022;
Saile et al., 2014; Sriskandarajah et al., 2015).

This broader view is also supported by children’s rights and humanitar-
ian frameworks. Article 31 of the Convention on the Rights of the Child rec-
ognises children’s rights to rest, leisure, play, recreation and participation in
cultural life, while UNICEF’s humanitarian child protection guidance places
psychosocial support and protection at the centre of emergency response
rather than treating them as optional additions (UNICEF, 2019a, 2026b). The
implication is that the restoration of play, safe movement, shared experience
and meaningful family time should be understood as part of psychosocial
recovery itself rather than a luxury postponed until after “real” recovery has
occurred.

This shift is theoretically important because it moves recovery from a
narrow clinical endpoint to a broader developmental and relational pro-
cess. This broader conception matters because, in protracted war settings
such as Gaza, healing involves more than reducing PTSD or distress. It also
requires restoring the conditions for caregiving, developmental exploration
and shared family life under chronic blockade, displacement and cumulative
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trauma (Aqtam, 2025; El-Khodary & Samara, 2019a, 2020, 2022; Procter, 2024;
Samara, Hammuda, et al., 2020; World Health Organization, 2025a, 2025b).

The chapter develops a conceptual and applied account of healing that
moves from survival to restoration. It first clarifies what restoration means
in war-affected family systems. It then examines why family violence pre-
vention must be central to psychosocial recovery, before outlining a multi-
layered family-centred intervention system involving parenting support,
schools, community organisations, non-specialist providers and long-term
monitoring. A later section develops the tourism, leisure, and restorative-
mobility dimension with particular reference to Gaza. The chapter concludes
by presenting the proposed Siege-Intergenerational Restoration and Mobility
(SIRM) model, which integrates psychological repair, parenting reintegration,
family violence prevention, developmental reopening, ecological rebuilding
and restorative mobility within a single recovery framework.

From survival to restoration

In acute war and displacement settings, survival dominates humanitarian
action. Families need food, water, shelter, medicine and physical protection.
Yet survival alone does not restore family life. A child may survive bombard-
ment and still remain embedded in chronic fear, unstable caregiving, harsh
discipline, educational disruption, emotional disconnection and the absence
of ordinary developmental opportunities. A caregiver may survive physically
while remaining psychologically overwhelmed, grieving, emotionally una-
vailable, ashamed or highly reactive. For this reason, restoration is not merely
a secondary stage after safety has been achieved. It is part of what meaningful
safety requires, because families cannot recover well if they remain trapped in
purely emergency forms of life (United Nations Office for the Coordination of
Humanitarian Affairs (OCHA), 2026b; WHO Eastern Mediterranean Regional
Office, 2026; World Health Organization, 2025a, 2025b).

This distinction can be sharpened further. In protracted conflict settings,
survival and restoration should not be treated as sequential phases, as though
families first survive and only later begin to heal. In Gaza, repeated escala-
tions, blockade, displacement, institutional collapse and mobility restrictions
mean that families are often required to attempt restoration under continu-
ing threat. The practical implication is that psychosocial recovery must be
embedded within humanitarian response itself rather than postponed until
a fully stable post-war period emerges. This aligns with WHO's position that
support in emergencies must be layered, scalable and embedded within dis-
rupted daily life rather than reserved only for specialist treatment at a later
stage (World Health Organization, 2015, 2025a, 2025b).
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Restoration can be understood across five interrelated domains. The first is
psychological restoration, which includes trauma processing, grief support,
reduction of distress and restoration of emotional regulation. The second is
relational restoration, involving attachment repair, trust-building, commu-
nication, emotional attunement and reduction of family violence. The third
is developmental restoration, involving access to education, play, peer rela-
tions and age-appropriate opportunities for exploration and competence.
The fourth is ecological restoration, involving the rebuilding or replacement
of wider systems that support families, such as clinics, schools, community
spaces, and social support networks. The fifth is experiential restoration,
meaning the reintroduction of positive shared experiences through play, out-
ings, visits, community events, contact with nature, cultural participation,
and, where possible, restorative forms of family mobility. This layered under-
standing is consistent with multilevel and social-ecological approaches to
children affected by war and forced displacement (Betancourt & Khan, 2008;
Biirgin et al., 2022).

Experiential restoration and restorative mobility are important because war
compresses family life into survival roles. Safe, meaningful and chosen shared
experiences, including play, outings, visits, cultural participation and contact
with wider social worlds, can help widen life again beyond fear and loss and
support children’s developmental recovery (Jepson et al., 2019; Lehto et al.,
2009; Miyakawa & Oguchi, 2022; Office of the High Commissioner for Human
Rights, 1989; OCHA, 2026a, 2026b; World Health Organization, 2025a).

The Gaza Strip as a context of cumulative trauma
and deprived family mobility

The Gaza Strip offers a particularly important case through which to under-
stand family restoration because it concentrates several mutually reinforcing
forms of harm: repeated military violence, blockade, prolonged movement
restrictions, infrastructural devastation, family separation and cumulative
trauma. OCHA explicitly states that restrictions on the movement of people
and goods to and from Gaza have undermined living conditions for years,
that many restrictions intensified after the 2007 blockade and that they inten-
sified again after October 2023 (OCHA, 2016, 2022, 2026a). This is not merely
background context; it is part of the causal architecture through which family
life is destabilised and recovery is repeatedly obstructed.

WHO emergency reporting likewise situates Gaza within a severe and pro-
longed health emergency. The EMRO emergency situation reports document
repeated damage to health facilities, massive strain on the health system,
interruptions to medical evacuation, and the fragility of attempts at ceasefire
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or humanitarian access. These reports also highlight that the crisis is not over
even in periods labelled as “ceasefire,” as continued casualties, displacement,
and disruption persist. The cumulative effect is that families are forced to live
in a state of chronic emergency, where recovery is repeatedly interrupted by
renewed danger, scarcity, or forced movement (WHO Eastern Mediterranean
Regional Office, 2026). This matters because it shifts the discussion away from
a simple event-response model of trauma toward a model in which harm is
continually reproduced by the wider ecology of siege.

Recent literature on Gaza’'s mental health burden reinforces this picture.
Current research describes severe psychosocial distress, pervasive trauma
and grief, and an urgent need for scalable interventions, while also indicat-
ing that children’s lives are shaped not simply by discrete war events but
by prolonged exposure to toxic stress and developmental disruption. Taha
et al. (2024) described a severe mental health crisis among children in Gaza
and called for urgent action. Aqtam (2025) reviewed the mental health and
psychosocial impact of the war in Gaza, highlighting pervasive trauma, grief
and the urgent need for scalable psychosocial interventions. UNICEF has also
emphasised the destruction of childhood in Gaza and the need for psychoso-
cial support that addresses fear, instability and interrupted futures (UNICEF,
2025, 2026b). These sources suggest that children in Gaza are not simply “war-
exposed”; they are growing up in an environment where the developmental
conditions of childhood have been systematically constricted. Research further
shows that cumulative exposure to violence is associated with mental health
and behavioural difficulties among Palestinian children and adolescents, that
exposure and PTSD are socially patterned, and that structured school-based
intervention remains possible even in heavily affected settings (El-Khodary &
Samara, 2019a, 2019b, 2020, 2022; El-Khodary et al., 2020; Samara, Hammuda,
et al., 2020)

Taken together, these studies help shift the discussion from an event-based
model of trauma to a cumulative, ecological, and intervention-relevant model
of war-affected child development. This context is especially relevant to the
theme of tourism, leisure, and family life because Gaza is not only a site of
organised violence, but also a site of profound mobility deprivation. In many
societies, family well-being is supported by the possibility of getting away
from daily stress through local outings, visiting relatives, going to the seaside
or countryside, joining communal events, taking school trips or travelling for
leisure, worship, or reunion. These experiences do not merely entertain. They
provide families with opportunities for bonding, emotional decompression,
role flexibility and the making of positive memories (Jepson et al., 2019; Lehto
et al.,, 2009). In Gaza, however, movement has long been heavily restricted
and, in wartime, becomes even more dangerous, humiliating and coercive.



74 Tourism and Family Violence

Families move to flee bombardment, search for food or seek shelter. They do
not move freely to restore themselves. This replaces restorative mobility with
survival mobility. That distinction is important because it shows that mobility
in Gaza is not merely restricted in a logistical sense; it is transformed in psy-
chological and relational meaning.

An intergenerational perspective is essential here. In Gaza, some older
adults have lived through displacement linked to 1948, occupation after 1967,
the First Intifada, the Second Intifada, repeated wars, long-term blockade, and
the most recent devastation since October 2023. Adults who were once chil-
dren under earlier periods of violence are now parents or grandparents. As
a result, siege is not experienced by one age group at one historical moment;
it is lived across overlapping generations, each inheriting not only memories
of danger but altered expectations about movement, education, aspiration,
family reunion and the future itself. In such settings, intergenerational harm
is transmitted not only through recollection, but through parental distress,
altered parenting, chronic anticipatory fear, repeated disruption of routines
and the normalisation of constrained horizons (Aqtam, 2025; Sangalang &
Vang, 2017; Tarabay & Golm, 2024). This suggests that the effects of siege are
not confined to immediate symptoms, but also reshape the temporal horizon
within which families imagine what life can be.

The deprivation of tourism and family mobility in Gaza should therefore
be understood as part of the psychosocial architecture of suffering. Fami-
lies are not merely losing vacations in a narrow consumer sense. They are
losing access to respite, recreation, visits, outings, festivals, exploration and
temporary relief from chronic stress. For children, this means loss of positive
developmental experiences linked to play, movement, curiosity, and positive
memory. For caregivers, it means loss of one avenue through which family
strain and emotional overload might otherwise be moderated. The inability to
‘get away’ is not trivial in war. It is one of the ways in which war narrows life
until survival displaces almost every other dimension of living and weakens
the conditions under which recovery might otherwise begin.

Family violence prevention as a core part of
recovery

Family violence prevention must therefore be central to any serious frame-
work for healing war-affected families. Conflict is often discussed as though
violence exists only outside the home, yet evidence shows that war trauma can
intensify violence within family systems. Catani (2009) reviewed the relation-
ship between war trauma and family violence and argued that organised vio-
lence and violence in the home are closely linked. Catani et al. (2008) found in
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Sri Lanka that family violence, war, and natural disaster exposure combined to
influence children’s mental health. Saile et al. (2014) documented war-related
contributions to family violence against children in Northern Uganda, while
Sriskandarajah et al. (2015) identified predictors of violence against children
in Tamil families in northern Sri Lanka. Together, these studies suggest that
organised violence and family violence may accumulate rather than operate
independently, becoming part of the same ecology of harm.

The mechanisms are increasingly clear. Chronic fear, grief, humiliation,
overcrowding, displacement, hunger, unemployment and loss of social status
increase caregiver strain and reduce emotional regulation within the house-
hold. Trauma-related irritability, hyperarousal, emotional numbing, shame,
helplessness and dysphoria may intensify harsh discipline, coercive control,
inter-parental aggression or emotional withdrawal. Children may therefore
be exposed to organised violence outside the home and encounter fear repro-
duced inside it. In such cases, the family is both a protective system and a site
through which war continues to be lived in everyday relational life.

This account is also consistent with Christie et al. (2019), whose systematic
review shows that parental post-traumatic stress can alter parenting quality
and child relational experience, thereby reinforcing the need to treat caregiver
trauma and family violence prevention as part of the same recovery ecology.

The relevance of this argument is reinforced by evidence from Palestinian
contexts showing that war exposure, emotional dysregulation, and caregiv-
ing processes are closely interconnected. El-Khodary and Samara (2019a)
found that trait emotional intelligence, prosocial behaviour, parental support,
and parental psychological control were significantly associated with PTSD
and depression following exposure to war-traumatic events. This is theoreti-
cally important because it suggests that children’s outcomes are shaped not
only by what they have experienced externally, but also by the relational and
emotional environment in which those experiences are processed. In practice,
this means that family violence prevention cannot be treated as peripheral to
trauma recovery; it is one of the mechanisms through which trauma is either
amplified or interrupted within the family system (Samara, Hammuda, et al.,
2020).

This is especially important because children’s recovery depends not only
on what happens outside the home, but on whether the home remains emo-
tionally bearable and relationally safe. A child cannot meaningfully recover
from war trauma if the home remains frightening, coercive, or unpredictable.
Likewise, caregivers cannot be expected to regain emotionally available par-
enting without support for their own trauma, grief, shame and stress regu-
lation. Family violence prevention must therefore be embedded within psy-
chosocial response through screening, psychoeducation about non-violent
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caregiving, support for caregiver regulation, referral pathways and interven-
tions that address the emotional climate of the family. UNICEF’s child pro-
tection in humanitarian action framework explicitly states that emergencies
heighten risks of violence, exploitation, abuse, neglect, and separation and
that child protection must be embedded in humanitarian action rather than
treated as an afterthought (UNICEF, 2026b).

A further implication is that psychosocial recovery and family violence pre-
vention should not be institutionally separated, because that division repro-
duces a false distinction between symptom treatment and relational safety.
If mental health services focus only on symptoms while protection services
focus only on acute safety, families may fall through the gap between them.
By contrast, integrated models can address trauma, caregiving, protection
and family functioning together, providing the foundation for the multi-lay-
ered family-centred intervention system outlined in the next section.

A multi-layered family-centred intervention system

Because war affects families across multiple levels, recovery must also be
multi-layered. No single clinic, therapy model or sector can carry the entire
burden in contexts where needs are massive, infrastructure is damaged and
access is repeatedly interrupted. A family-centred psychosocial system there-
fore needs to operate simultaneously across counselling centres and clinics,
schools and educational settings, and social or community organisations. This
is consistent with social-ecological and needs-oriented approaches to war-
affected children, which emphasise that recovery depends on linked supports
across family, school, community, and service systems (Betancourt & Khan,
2008; Biirgin et al., 2022; Jordans et al., 2016; World Health Organization, 2015,
2025a, 2025b).

A family-sensitive intervention logic is especially important in protracted
conflict because children rarely recover in isolation from their caregiving
context. Effective intervention therefore requires not only symptom-focused
treatment, but relational repair, parenting support, caregiver regulation, and
the strengthening of the wider caregiving ecology. These three settings should
be understood not as isolated service points but as interacting components of
a wider family restoration system. Counselling services reduce symptoms,
assess risk, and support grief work. Schools restore routine, peer contact,
observation, cognitive engagement, and future orientation.

Community organisations rebuild belonging, social support, practical resil-
ience, and cultural continuity. Together, they support not only the treatment
of disorder, but the reconstruction of a family’s emotional, developmental,
social, and cultural world. This broader intervention logic is also supported
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by evidence syntheses showing that MHPSS programmes in humanitarian
settings are most effective when they are context-sensitive, embedded and
connected to everyday social environments rather than narrowly clinical in
design (Arega, 2023; Bangpan et al., 2024; Jordans et al., 2016).

Counselling centres and clinics: psychological repair within the
family context

Within a multi-layered family-centred intervention system, specialist and
semi-specialist clinical care remains essential for children and caregivers with
severe trauma symptoms, complicated grief, depression, anxiety, dissociation,
substantial behavioural disturbance or marked impairment. Narrative Expo-
sure Therapy has been widely used in war-affected and refugee populations
because it helps organise fragmented traumatic memories into a coherent
autobiographical narrative. Dixius and Mohler (2021) concluded that NET is
feasible and promising for children and adolescents in war settings. KIDNET
and related narrative exposure approaches illustrate how structured trauma-
focused intervention can remain clinically meaningful in highly disrupted
conflict settings, although they should be understood as one component of a
broader care system rather than stand-alone solutions (Dixius & Mohler, 2021;
Fazel et al., 2020; Jordans et al., 2016; Neuner et al., 2008).

Yet clinical work in war settings should not be purely individualistic. Even
when a child is the identified patient, assessment should include caregiv-
ing stability, family bereavement, family violence risk, displacement stressors
and caregiver mental health. Biirgin et al. (2022) emphasise multilevel, needs-
oriented, and trauma-informed support for war-affected children, which sup-
ports assessment beyond the individual child and into the caregiving ecology.
In practice, this means understanding the family context in which symptoms
occur. Engaging caregivers in treatment can improve co-regulation, strengthen
attachment repair and reduce harmful misreadings of trauma-related behav-
iours. A child’s aggression, regression, sleep disturbance or withdrawal may
otherwise be interpreted by an exhausted caregiver as stubbornness rather
than as trauma. This broader approach is also consistent with evidence show-
ing that parenting and caregiver functioning help shape how war exposure
affects children’s adjustment, and that parental post-traumatic stress can alter
parenting quality and child relational experience (Betancourt & Khan, 2008;
Christie et al., 2019; Eltanamly et al., 2021).

Clinical care should therefore aim at both symptom reduction and relational
de-escalation. If therapy occurs in a home environment that remains frighten-
ing or coercive, gains may be limited. Helping caregivers regulate grief, fear,
shame and anger may reduce frightening interactions and create conditions in
which children’s therapy can be more effective. Clinics and counselling cen-
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tres should therefore be understood not only as sites of individual symptom
treatment, but also as settings for relational assessment, caregiver support,
risk identification and referral into wider family and community systems
of care (Betancourt & Khan, 2008; Biirgin et al., 2022; Jordans et al., 2016).
The mhGAP Humanitarian Intervention Guide remains especially relevant
because it was designed for crisis settings where scalable, adaptable care
is needed beyond conventional specialist models and where specialist and
non-specialist care must often be linked rather than separated (World Health
Organization, 2015). In this sense, the function of counselling centres and clin-
ics in war settings is not only to treat disorder, but to help create the psycho-
logical and relational conditions under which family recovery becomes more
possible.

Parenting reintegration

Parenting is one of the central mechanisms through which children either
regain safety or continue to live in dysregulation. Under bombardment,
displacement, hunger, uncertainty and repeated grief, caregivers are still
expected to soothe, structure, protect, guide and emotionally contain their
children. Yet war-related stress often undermines those capacities. Eltanamly
et al. (2021) showed that parenting helps explain part of the relationship
between war exposure and child adjustment and described how and why par-
enting changes under war conditions. El-Khani et al. (2016) likewise identified
danger, instability, inconsistency and caregiver guilt as major pressures on
parenting in refugee and displacement contexts. This is theoretically impor-
tant because it shows that parenting is not simply another variable affected by
war, but one of the main pathways through which war-related stress is either
transmitted to children or buffered within family life (Betancourt & Khan,
2008; Samara, Hammuda, et al., 2020).

Parenting reintegration therefore, requires more than advice on discipline.
It involves helping caregivers recover enough emotional regulation, confi-
dence and support to resume nurturing and containing roles. This includes
psychoeducation about trauma responses, support for grief and stress reg-
ulation, non-violent discipline, restoration of routines where possible and
repair of emotional ruptures. Parenting support groups can reduce isolation
and normalise distress. Family-based therapy can improve communication
and co-regulation. Low-literacy or highly practical parenting resources may
be crucial in displaced populations. Material support also matters: caregiv-
ers struggling to secure food, warmth, medicine or safe sleep may find it
extremely difficult to sustain emotional patience and responsiveness. Parent-
ing reintegration is therefore both psychological and material. It is also rela-
tional and ecological, because caregiving improves not only through insight
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or advice, but through reductions in stress load, greater practical stability and
stronger support around the family (Betancourt & Khan, 2008; El-Khani et al.,
2016; UNICEEF, 2022).

Parenting repair also occurs through shared positive family experiences.
Parents and children reconnect not only through trauma-focused discussion
but through safe, ordinary activities such as play, meals, storytelling, visits,
rituals and time outdoors, which can help restore emotional connection and a
more ordinary family life. In war settings, even small forms of shared activity
may help re-establish emotional connection and support the wider restora-
tion of safer, more ordinary family life (Jepson et al., 2019; Lehto et al., 2009;
Miyakawa & Oguchi, 2022; UNICEF, 2026b).

Schools as stabilising and restorative environments

Schools often provide one of the few semi-structured environments still
available to children in conflict-affected settings. Even where formal school-
ing is disrupted, educational settings can restore routine, peer contact, adult
oversight and a sense that time continues beyond crisis. School-based psy-
chosocial support may include group interventions, psychoeducation, arts
and narrative activities, trauma-sensitive pedagogy, and teacher training in
recognising trauma responses. These functions matter not only for distress
reduction but also for rebuilding developmental continuity, because armed
conflict strips children of predictability, social participation, and future orien-
tation (Bangpan et al., 2024; Biirgin et al., 2022; El-Khodary & Samara, 2019b).

This is particularly important in Gaza because school-based responses may
be among the few scalable platforms capable of reaching large numbers of
war-affected children. El-Khodary and Samara (2019b) found that a school-
based intervention was effective in reducing PTSD symptoms after war-
related trauma, supporting the argument that schools are not merely educa-
tional institutions but potential sites of psychological stabilisation, relational
repair and developmental reopening. This is especially valuable where spe-
cialist services are scarce, disrupted or inaccessible (Ataullahjan et al., 2020;
Samara, Hammuda, et al., 2020).

The importance of school ecology is further underscored by Samara et al.
(2020), whose work on refugee children in the UK showed that psychosocial
wellbeing is shaped not only by prior adversity, but also by peer relations,
bullying, belonging, and school-based social experience. Although the UK
context differs from Gaza, the theoretical implication is transferable: educa-
tional environments matter not only for academic continuity, but for protec-
tion, adjustment, and relational recovery.

Schools can also function as spaces of re-humanisation by restoring routine,
connectedness, hope, expression and belonging. School-based intervention,
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peer contact, outings, arts, play, sport, storytelling and contact with nature
can provide small but meaningful forms of developmental continuity and
relief, even when broader tourism is impossible (Allen & Boyle, 2018; Frasco
et al., 2025; Hamilton et al., 2016; Jepson et al., 2019; Moody-Pugh et al., 2025;
Morison et al., 2022; Nijhof et al., 2018; Rose et al., 2019; Tillmann et al., 2018;
Tol et al., 2014). Article 31 of the Convention on the Rights of the Child rein-
forces the view that play, recreation, leisure and cultural participation are cen-
tral to children’s development, not peripheral luxuries (Glos, 2025; Office of
the High Commissioner for Human Rights, 1989).

Social and community organisations: rebuilding belonging
and shared life

War fractures not only households but also the wider social networks that
sustain family life. Community organisations can therefore play a major role
in recovery by providing psychosocial support, parenting groups, family
activities, youth programmes, legal assistance, material aid and culturally
grounded care. UNICEF’s child protection and community-based MHPSS
guidance emphasises the importance of community-level and systems-level
responses for children exposed to violence, displacement and separation,
while broader humanitarian MHPSS reviews likewise support multi-layered,
community-embedded approaches rather than relying only on individual
clinical intervention (Arega, 2023; Jordans et al., 2016; UNICEF, 2019a, 2019b).

Community organisations are especially valuable because they can help
restore positive collective life, not only coordinate emergency response. Story-
telling circles, memorial practices, religious gatherings, community meals,
children’s activities, family days and locally organised cultural events can
help families reconnect for reasons other than immediate survival. Jepson
et al. (2019) found that local community festivals and events can facilitate
familial bonding, belonging, memorable shared experiences and quality-of-
life benefits. In war or post-war settings, such community-based activities
may therefore become locally adapted forms of restorative leisure, especially
where formal tourism is inaccessible or politically constrained.

The aim is not to commercialise recovery, but to strengthen connectedness
beyond fear by creating shared, meaningful, identity-affirming experiences
that interrupt the dominance of trauma and allow relationship-building
in a different emotional register. This broader emphasis on connectedness,
belonging and collective participation is also consistent with wider literature
showing that social connectedness and local community belonging are associ-
ated with better mental health and wellbeing for children, adolescents, and
families (Blum et al., 2022; Hamilton et al., 2016).



5: Healing and restoring war-affected families 81

Tourism, leisure, and restorative mobility in war
and in Gaza

Tourism, leisure and restorative mobility matter because shared move-
ment and leisure can support family bonding, communication, stress regula-
tion and positive memory-making. In war settings, however, these ordinary
forms of family life are disrupted, and their loss should be understood not as
a superficial lifestyle issue but as the erosion of an everyday relational con-
text that supports psychosocial recovery (Ataullahjan et al., 2020; Bangpan
et al.,, 2024; Jepson et al., 2019; Lehto et al.,, 2009; Miyakawa & Oguchi, 2022;
UNICEF, 2026b; World Health Organization, 2025a, 2025b).

In Gaza, long-standing movement restrictions and the intensified con-
straints following October 2023 mean that mobility is predominantly coercive
rather than chosen: families move to flee attack, search for aid or reach shelter,
not to rest, reconnect or experience shared pleasure (UNICEF, 2026a; OCHA,
2022, 2026a, 2026b, 2026c; World Health Organization, 2026).

Restorative mobility can be understood as safe, meaningful and chosen
movement that helps children and caregivers reconnect with one another,
with community life and with experiences beyond immediate survival,
including visits, school trips, cultural and religious gatherings, time in nature
and movement for education or care (Hermosilla et al., 2019; Jepson et al.,
2019; UNICEF, 2026b).

This has practical implications for intervention. In acute conflict, it may be
ethically difficult to discuss tourism in conventional market terms. A more
defensible focus is the restoration of safe and dignified forms of family-
supportive mobility and recreation: local supervised outings where feasible,
structured family days, temporary learning and play spaces, school excur-
sions, child-friendly spaces, cultural events and protected routes for medical
and educational movement. Evidence syntheses suggest that mental health
and psychosocial support for children in humanitarian settings must be care-
fully tailored to context and that child-friendly spaces can provide at least
modest protective and psychosocial benefits for younger children when well
designed. OCHA'’s reporting on Gaza, including temporary learning spaces
and the distribution of recreational and early-childhood kits, also indicates
that recreation and developmental continuity are already being treated
in practice as part of humanitarian response rather than as optional extras
(Bangpan et al., 2024; Hermosilla et al., 2019; OCHA, 2026b).

There is also a specifically developmental reason to take this seriously in
Gaza. Recent research suggests that war has distorted children’s play, pushed
it toward violent and survival themes and reduced ordinary opportunities for
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childhood activity (Aqtam, 2025; Bdier et al., 2025; Taha et al., 2024). Seen in
this light, safe play, leisure, and restorative mobility are not decorative addi-
tions to recovery. They are part of preserving developmental continuity, rela-
tional repair, and hope in a setting where blockade and war have narrowed
everyday life to survival.

Resilience, non-specialist providers, and long-
term recovery

Resilience in war-affected families should not be reduced to stoicism or
treated as a fixed individual trait. Research on children affected by armed
conflict instead emphasises protective processes located within the child’s
social ecology, including attachment relationships, caregiver well-being,
family resources and wider social support networks. In this sense, resilience is
better understood as a dynamic process than as a rare quality possessed only
by exceptional children (Betancourt & Khan, 2008; Masten & Barnes, 2018).

An important extension of this argument is that resilience may be strength-
ened not only by reducing harm, but also by restoring positive shared experi-
ence. A child who attends a family-centred community event, joins a school
excursion, visits relatives, spends time outdoors with a caregiver or partici-
pates in a culturally meaningful family activity may be engaging in resilience-
building in ways that complement formal therapy. Shared positive experi-
ences, including family-centred community activities and safe routine, may
strengthen resilience by supporting bonding, communication and parental
wellbeing, even when formal leisure travel is impossible (Lehto et al., 2009;
Miyakawa & Oguchi, 2022).

Because specialist mental health professionals are often scarce in protracted
emergencies, non-specialist provision and task-sharing are central to scal-
able care. WHO’s mhGAP Humanitarian Intervention Guide was specifically
developed to provide first-line management recommendations for non-spe-
cialist health-care providers in humanitarian emergencies where access to
specialists is limited. Research on supervision in humanitarian MHPSS fur-
ther shows that regular, supportive supervision is important both for inter-
vention quality and for protecting staff well-being, especially in low-resource
or high-stress settings (Perera et al., 2021; World Health Organization, 2015).

Technology should also be recognised as part of the recovery infrastructure,
especially where movement is restricted or services are disrupted. Evidence
from conflict-affected settings indicates that eHealth and tele-mental-health
can help extend care across geographic and access barriers, although feasi-
bility depends heavily on communications infrastructure, privacy and suit-
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ability for particular patient groups. In addition, WHO's guided Step-by-Step
intervention for displaced Syrians in Lebanon showed that digitally delivered
support with non-specialist helpers reduced depression and improved func-
tioning, anxiety, post-traumatic stress and well-being among participants
who had adequate digital access. At the same time, WHO reports that, in the
occupied Palestinian territory in 2026, displacement, damaged infrastruc-
ture, and access restrictions continue to undermine care, underscoring that
although technology can extend support, reduce isolation, broaden the reach
of specialist and non-specialist services, sustain educational and scholarly
connections, and help maintain family and professional ties across borders,
it cannot substitute for safety, functioning systems or freedom of movement
(Bowsher et al., 2021; Cuijpers et al., 2022; Ibragimov et al., 2022; World Health
Organization, 2026).

Long-term recovery also requires monitoring and sustained investment.
Longitudinal evidence from post-conflict Sierra Leone shows that caregiver
and child mental health remain linked over time and that family acceptance
and community stigma matter for outcomes. Recent evidence syntheses also
show that, although the MHPSS evidence base in humanitarian settings is
growing, findings across modalities remain mixed and strongly shaped by
context. This suggests that evaluation in war-affected families should look
beyond short-term symptom change to include caregiving quality, family
functioning, developmental opportunity and social reintegration, rather than
relying on symptom reduction alone (Bangpan et al., 2024; Betancourt &
Khan, 2008; World Health Organization, 2025a, 2025b).

A proposed Siege-Intergenerational Restoration
and Mobility (SIRM) model

A more theoretically precise way to integrate the chapter’s argument is
through a proposed Siege-Intergenerational Restoration and Mobility (SIRM)
model. The model begins from the premise that, in protracted war settings
such as Gaza, harm is generated not only through direct exposure to trau-
matic events but also through a recursive ecology of siege-related disruption.
Repeated bombardment, blockade, displacement, institutional breakdown,
material deprivation and severe movement restrictions interact to generate
chronic toxic stress, destabilise caregiving, compress family roles into sur-
vival functions, disrupt education and play and narrow children’s develop-
mental environments and future horizons (Ataullahjan et al., 2020; Betancourt
& Khan, 2008; Procter, 2024; Samara, Hammuda, et al., 2020; World Health
Organization, 2025a, 2025b).
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Within the SIRM model, intergenerational harm is transmitted through at
least five linked pathways. First, war and siege affect parents and caregivers
through grief, fear, traumatic stress, depression, exhaustion and hopeless-
ness, all of which can reduce emotional availability and regulatory capacity
(Agtam, 2025; Ataullahjan et al., 2020; Betancourt & Khan, 2008; El-Khodary
& Samara, 2019a, 2020; Procter, 2024). Second, these pressures may alter par-
enting and family interaction through harshness, inconsistency, emotional
withdrawal, reduced attunement and greater risk of conflict within already
overburdened households; more broadly, parenting quality and warmth are
known to shape how strongly war exposure affects children’s mental health
and functioning (Hazer & Gredebéack, 2023; SIPRIL, 2022). Third, repeated
interruption to schooling, play, peer relations and routine constrains develop-
mental opportunity, and removes key protective environments that ordinar-
ily support psychosocial adjustment (Bdier et al., 2025; Bessell & O’Sullivan,
2026; Glos, 2025). Fourth, blocked mobility limits access not only to safety, but
also to family reunion, health care, education, cultural life and professional
participation, thereby converting movement from a developmental and rela-
tional resource into a field of restriction and coercion (Procter, 2024; OCHA,
2026a). Fifth, prolonged siege may contract what families can realistically
imagine for the future, normalising interruption, enclosure, uncertainty and
suspended life trajectories across generations (Aqtam, 2025; World Health
Organization, 2026).

The SIRM model therefore proposes that recovery requires coordinated
restoration across five linked domains. The first is psychological restoration,
including trauma care, emotional regulation, grief support and mental health
and psychosocial support. The second is relational restoration, including par-
enting reintegration, caregiver support and prevention of family violence.
The third is developmental restoration, through the reopening of education,
play, peer life and age-appropriate exploration. The fourth is ecological res-
toration, through rebuilding the institutions and social protections on which
family functioning depends, including schools, clinics, community organisa-
tions and child-protection systems. The fifth is mobility and connection res-
toration, including safe local movement, family visits, cultural participation,
educational and medical travel and opportunities for positive shared family
experience. This emphasis is consistent with humanitarian child-protection
and mental-health frameworks, which stress that children’s recovery depends
not only on symptom reduction but also on safe relationships, supportive
systems and restored everyday environments (UNICEF, 2026b; World Health
Organization, 2025a, 2025b).
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Siege—Intergenerational Restoration and Mobility (SIRM) Model
A theoretical model of how protracted siege produces intergenevational family harm and how recovery can be rebuilt
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Figure 5.1: The Siege-Intergenerational Restoration and Mobility (SIRM) model.

The model proposes that protracted siege generates intergenerational family harm
through structural violence, blockade, displacement, and institutional breakdown.
These forces operate through chronic toxic stress, caregiving strain, relational destabi-
lisation, developmental disruption and blocked mobility. Recovery is conceptualised
as coordinated restoration across psychological, relational, developmental, ecological

and mobility domains.
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The value of the SIRM model is that it explicitly brings together bodies of
scholarship that are often treated separately: parenting and family violence,
child development, humanitarian child protection, family leisure and mobil-
ity restriction. In doing so, it foregrounds a point that is often insufficiently
theorised in conflict research: families recover when the wider conditions of
ordinary family life begin to reopen (Ataullahjan et al., 2020; Betancourt &
Khan, 2008; Lehto et al., 2009; Miyakawa & Oguchi, 2022; Samara, Hammuda,
et al., 2020; UNICEF, 2026b; World Health Organization, 2025b). Relative to
the earlier SDFD framework, which explains how war and siege generate
family disintegration, the SIRM model shifts the emphasis from pathways of
harm to coordinated pathways of restoration.

Practical implications for policy and intervention

Several practical implications follow from this integrated account of healing
and restoration. First, psychosocial support in war settings should be fam-
ily-centred, cross-sectoral and scalable. Recovery infrastructures should link
health, education, child protection, social welfare and community organisa-
tions, while also equipping non-specialist providers such as teachers, social
workers, community health workers, religious leaders, lay facilitators and
NGO staff to contribute through psychological first aid, psychoeducation,
supportive listening, case identification, referral, parenting support and safe
child and family spaces (Bangpan et al., 2024; El-Khodary & Samara, 2019b;
Hermosilla et al., 2019; UNICEF, 2018, 2019a, 2022, 2024a, 2024b; World
Health Organization, 2015). Family violence prevention should therefore be
built into humanitarian mental health, child protection, education and social
protection responses, and shared routines, safe play, peer contact and family-
supportive community activities should be treated as part of recovery archi-
tecture rather than optional extras (Backhaus et al., 2025; Bhatt, 2017; Jordans
et al., 2016). Digital and hybrid systems can extend support where services
are fragmented, but they should be understood as extensions of care rather
than substitutes for safety, functioning institutions or freedom of movement
(Bowsher et al., 2021; Humayun et al., 2025; Ibragimov et al., 2022).

Second, long-term recovery strategies should monitor more than symp-
tom change alone. The current evidence base suggests that some MHPSS
approaches can help in humanitarian settings, but effects vary by modality
and context, and important outcomes are often under-measured (Bangpan
et al., 2024). This strengthens the case for evaluating whether caregiving sta-
bility, family functioning, exposure to violence, developmental access, edu-
cational re-engagement and opportunities for shared positive life are actu-
ally returning over time. In Gaza specifically, recovery planning should also
address mobility justice and reconnection pathways. WHO’s 2026 appeal
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states that displacement, damaged infrastructure and access restrictions con-
tinue to undermine care in the occupied Palestinian territory, UNICEF reports
that more than 1 million children require psychosocial support and hundreds
of thousands need access to education and OCHA documents that restrictions
have disrupted medical evacuations, returns from abroad, and humanitarian
movement coordination (UNICEF, 2026a; OCHA, 2026b, 2026¢; World Health
Organization, 2026). Taken together, these sources support a broader policy
view in which recovery must include protected routes and practical mecha-
nisms for medical care, education, family reunification and professional con-
nection, rather than treating mobility as a peripheral issue.

Third, donors, universities, international organisations and community
institutions should invest in sustained, ring-fenced recovery infrastructures
rather than short emergency cycles alone. This includes support for caregiver
and parenting programmes, community-based family support, school-linked
MHPSS, training and supervision for non-specialists, remote and hybrid
supervision where appropriate, and opportunities for educational and schol-
arly continuity for Gazan students, academics and professionals. It includes
scholarship pathways, research fellowships, visiting or remote scholar
schemes, protected academic partnerships and carefully designed opportuni-
ties for humanitarian, educational, clinical, cultural and collaborative engage-
ment with Gaza when safe and feasible (UNICEF, 2026a, 2026b; OCHA, 2026a,
2026b, 2026¢; World Health Organization, 2026).

Most importantly, practitioners and policymakers should recognise that
healing war-affected families requires rebuilding the conditions under which
families can experience connection rather than only crisis management. Emer-
gency stabilisation is indispensable, but by itself it does not restore ordinary
family life. Recovery becomes more plausible when children and caregivers
can again learn, play, move, meet others, access support and imagine a future
beyond immediate survival. Across the humanitarian MHPSS, child protec-
tion, parenting, education, and conflict-health literatures, the consistent mes-
sage is that recovery also requires restoration of the relational, developmen-
tal, and social conditions that make family life liveable again (Bangpan et al.,
2024; UNICEEF, 2022, 2024b; World Health Organization, 2025a, 2025b).

Conclusion

Healing war-affected families requires more than helping them endure suf-
fering. It requires rebuilding the conditions under which family life can once
again become protective: safety, trust, caregiving stability, non-violent rela-
tionships, play, routine, cultural continuity, meaningful time together and
access to supportive community structures. This is consistent with work on
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children affected by armed conflict, which shows that recovery depends not
only on reducing exposure to harm but also on restoring the protective pro-
cesses embedded in children’s social ecologies, including caregiving relation-
ships, family support and wider community systems (Ataullahjan et al., 2020;
Betancourt & Khan, 2008; UNICEF, 2026a, 2026b; World Health Organization,
2025b).

Family violence prevention is central because children are unlikely to recover
fully in homes that remain frightening or unstable. In protracted siege settings
such as Gaza, recovery requires more than symptom reduction. It requires
interrupting cycles of toxic stress, fractured caregiving, blocked development
and restricted movement so that parents can reconnect with their children,
children can play and learn, violence within the home is reduced, schools and
communities can reopen developmental possibility and families can move,
reunite, heal and imagine a future together (Ataullahjan et al., 2020; Betan-
court & Khan, 2008; Samara, Hammuda, et al., 2020; UNICEF, 2024a, 2026a,
2026b; OCHA, 2026a; World Health Organization, 2025a, 2025b, 2026).

As a proposed integrative framework, the SIRM model makes this argu-
ment explicit by suggesting that psychosocial recovery in siege contexts is
simultaneously psychological, relational, developmental, ecological, and
mobility-based. Its main contribution is to show that family recovery should
be understood not simply as the reduction of symptoms, but as the gradual
restoration of the relational, institutional, and movement conditions that
allow family life to become protective again.
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