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Many migrants experience traumatisation when leaving their countries and moving
to a new location. This is particularly true for refugees. However, different factors
including discrimination and social exclusion can traumatise all migrants, including
those who have a secure legal status. This book focuses on these various ways in
which refugees and migrants can be traumatised, describes the epidemiology of
post-traumatic stress disorders among refugees and migrants, discusses challenges
in cross-cultural diagnosis and communication and elucidates the role of stigmatisa-
tion on the one hand and resilience on the other, which impact on the ability of refu-
gees to cope with the challenges of migration and social exclusion. A special focus
is given to gender issues and challenges of specific settings and experiences such as
torture and incarceration. Finally, specific treatment issues are discussed and include
a description of the relevance of cultural competence, the need to orient towards
resilience and coping capacities of migrants and to integrate such approaches in best
practice models for traumatised refugees.

Altogether, this book gives an excellent overview over the epidemiology and
relevance of the topic, shows ways how to diagnose trauma in different cultural
and social settings and discusses best practice approaches for treating traumatised
migrants. This topic is highly relevant given the increasing number of racist
attacks on refugees, but also in view of the changing landscape of legal require-
ments and border policies in Europe and other parts of the world. Meryam
Schouler-Ocak, the head of the outpatient unit of the Department of Psychiatry
and Psychotherapy of the Charité, St. Hedwig Hospital, Berlin, managed to bring
together an excellent group of experts in epidemiology, diagnosis and treatment of
trauma among refugees and other migrants. The book includes views and voices
from Turkey and Israel, Canada, Sweden, Denmark, the Netherlands, Germany
and Spain and thus spans northern and southern, eastern and western regions of
Europe and its neighbouring regions and links them with a global perspective.
European societies dedicated to humanitarian ideals have to respond to the ques-
tion how to adequately deal with the weakest members of society. Traumatised
refugees and other migrants are among these subjects, which deserve special
attention and care. May this book help to provide them with the best available
support!

Berlin, Germany Andreas Heinz
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Meryam Schouler-Ocak

According to the United Nations High Commissioner for Refugees (UNHCR), a
global total of 15.4 million refugees sought asylum in 2012 (UNHCR 2013). From
a global perspective, 48.9 % of all asylum applications were made within the
European Union (Eurostat 2014), the majority of these in Germany, France, Sweden,
the UK and Italy (UNHCR 2014). Whether in crisis areas in their native countries,
during the journey of migration itself or on arrival in their host countries, most of
these people have had experiences which may result not only in adjustment disor-
ders, but also in chronic psychiatric disorders such as anxiety, depression and
somatoform disorders (Lindert et al. 2009; Hansson et al. 2012).

Wirtgen (2009) reports that the majority of refugees and asylum seekers are in a
very poor physical and mental condition when they arrive in the host country
(Wirtgen 2009). Various studies point out that the rate of post-traumatic stress dis-
order (PTSD) is around ten times higher among refugees and asylum seekers than
among the general population of the host country (Fazel et al. 2005; Crumlish and
O’Rourke 2010). Statistics on PTSD are very high, with studies reporting an inci-
dence of anything between 3 and 86 %. Commonly mentioned causes are escape
from crisis areas, physical and sexual violence, torture, loss of family members and
persecution. One meta-analysis described the rate of mental illness as being twice
as high among refugees and asylum seekers compared to those who migrated for
economic reasons (40 % vs. 21 %) (Lindert et al. 2009).

Moreover, various authors (Laban et al. 2004; Porter and Haslam 2005; Hallas
et al. 2007) report that the prevalence of mental disorders and physical health prob-
lems increases in proportion to the length of the asylum procedure, while their qual-
ity of life and satisfaction decrease accordingly (Laban et al. 2004, 2005, 2007,
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2008). It would appear that their resources are not activated; this process is charac-
terised by a lack of access to healthcare, the low quality of life in the institutions
which receive them, perceived discrimination and stigmatisation, and the absence of
permission to work, hindering both the acquisition of financial resources and the
basic structuring of everyday life. The related financial worries have a heavy impact
on the overall situation (Laban et al. 2004; Noh et al. 1999).

Studies report on the multiple and highly complex stressors with which refugees
are often faced and which are at risk of having a lasting impact on their mental
health (Bhugra et al. 2014). These might be experiences of traumatisation before,
during and after the actual journey of migration. If they succeed in leaving the crisis
area, this journey is often a long and tortuous one on which they may be exposed to
other traumatic events. When they finally arrive in the host country that they may
have long been yearning for, they usually have to deal with sharing cramped accom-
modation, often with very poor sanitary facilities, next door to strangers from other
cultures and unable to make themselves understand (Wirtgen 2009). A lack of future
perspectives exacerbates the situation.

Access to the healthcare system varies greatly between countries. In Germany,
the current Law on Benefits for Asylum Seekers only enables medical treatment for
acute symptoms or life-threatening cases (Wirtgen 2009). The pressure and stress
that refugees and asylum seekers are exposed to in the host country have the effect
of complicating or delaying recovery (Porter and Haslam 2005; Silove et al. 1997;
Momartin et al. 2006). Although numerous studies have shown that precisely this
difficulty in gaining access to healthcare contributes to further deterioration in gen-
eral health and especially in mental disorders among refugees and asylum seekers
(Laban et al. 2004, 2005, 2007, 2008; Bhui et al. 2006; Gerritsen et al. 2006), no
uniform solution has been found so far.

In addition, in most countries, especially in psychiatric care for refugees and
asylum seekers, linguistic and culture-related factors that have a significant influ-
ence on diagnosis and treatment also form significant barriers to entry (Tribe 2002;
Priebe et al. 2013; Penka 2013; Heinz and Kluge 2011). Other barriers to access
constitute discrimination motivated by racism, with adverse effects on physical
health (Pascoe and Smart Richman 2009; Williams and Neighbors 2001) and espe-
cially mental health (van Dijk et al. 2010; Igel et al. 2010; Pascoe and Smart
Richman 2009).

Indeed, in a study conducted in Germany, Igel et al. (2010) demonstrated that
43.4 % of immigrants were frequently exposed to experiences of discrimination,
regardless of their specific country of origin. At the same time, in the group of
migrants originating from the former states of the Soviet Union, the researchers
found a relationship between these experiences of discrimination and mental health
(Igel et al. 2010).

Lederbogen et al. (2011) report that stigma and social exclusion also affect the
recovery process and social participation itself, including in the healthcare system
(Lederbogen et al. 2011). Other major barriers to access include cultural misunder-
standings (Heinz and Kluge 2011; Penka 2013; Penka et al. 2012), different expec-
tations and explanatory models (Heinz and Kluge 2011; Penka et al. 2008; Kleinman
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1980) and diagnostic blurriness arising in the course of using psychiatric instru-
ments and during verbal communication (Heinz and Kluge 2011; Penka 2013;
Penka et al. 2012; Haasen et al. 1999).

As a consequence of these barriers, refugees and asylum seekers are likely only
to be offered an appointment with a general medical practitioner, even if they have
mental health problems (Fenta et al. 2007), meaning that they often only reach cru-
cial professional treatment after much delay (Laban et al. 2004, 2005, 2007, 2008).
Laban et al. report that this is also commonly caused by a lack of knowledge within
the medical institutions, not only about culture-specific variations in the presenta-
tion of symptoms, but also about the basic symptoms of common mental disorders
(‘health literacy’) such as depression or post-traumatic stress disorder (Laban et al.
2004, 2005, 2007, 2008). The authors also report that refugees and asylum seekers
are very unlikely to have access to social networks and therefore to the kind of
social support that could help them to overcome the barriers to accessing mental
health services.

Bhugra et al. (2014) emphasise that refugees and asylum seekers constitute one
of the highest-risk groups in terms of developing mental disorders and are one of the
most vulnerable groups in society. Although the worldwide numbers of refugees
and asylum seekers show an upward trend and, as already mentioned, the proportion
of traumatised people with a serious mental disorder is very high, the available
healthcare systems are not prepared for this specialised group of traumatised
migrants.

There are still significant access barriers and those working in the healthcare
systems are on the whole inadequately trained and are unqualified to diagnose and
treat traumatised refugees and asylum seekers. Both the WPA (Bhugra et al. 2011)
and the EPA (Bhugra et al. 2014) have published guidelines for the treatment of
mentally ill migrants, including refugees and asylum seekers.

The precarious situation which many of the afflicted find themselves in means
that it is even more important to bring refugees and asylum seekers under the spot-
light of diagnostic and therapeutic attention (Schouler-Ocak et al. 2015). This is
exactly what this book is for. The title Trauma and Migration refers here primarily
to people who were exposed to a traumatic event before, during or after migration,
and refugees and asylum seekers are focussed on in particular.

The book gives an overview on how traumatised migrants are dealt with in vari-
ous different contexts. Authors from various countries, namely, Germany, the
Netherlands, Denmark, Spain, Sweden, Turkey, Israel and Canada have contributed
to the book. In addition to epidemiological data and conceptual considerations, the
focus is on diagnostic and therapeutic approaches to the treatment of refugees and
asylum seekers.

The first group of topics presents an introduction to the subject, illustrating its
relevance in today’s psychiatry and psychotherapy; an emphasis is laid on the
necessity to rethink healthcare for traumatised migrants and ensure the provision
of additional resources for the care and treatment of refugees and asylum seekers.
In his chapter Rethinking Trauma as a Global Challenge, Duncan Pedersen
focusses on our current concept of trauma and raises questions pertaining to this.
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Marion C. Aichberger offers an overview in her article The Epidemiology of Post-
Traumatic Stress Disorder — a focus on refugee and immigrant populations. Sofie
Baarnhielm and Mike Mosko report on Cross-cultural Communication with
Traumatised Immigrants, while Levent Kiiey’s chapter, Trauma and Migration: the
Role of Stigma, elaborates on the importance of stigma in this context. Antonio
Ventriglio and Dinesh Bhugra emphasise the relevance of Trauma, Migration and
Resilience.

In the section on diagnostic features, Ibrahim Ozkan and Maria Belz’s contribu-
tion on Clinical Diagnosis of Traumatised Immigrants and Ferdinand Haenel’s
Special problems in the assessment of psychological sequelae of torture and incar-
ceration. Inci User’s chapter illuminates the relationship between Gender and
Trauma. In their contribution Forced Migration to Israel: Exposure to Trauma,
Mental Health and Acculturation, Ido Lurie and Ora Nakash offer an insight into
the treatment of migrants who emigrated involuntarily to Israel. In the section on
Therapeutic Aspects, Adil Qureshi, Irene Falgas, Khalid Ghali and Francisco
Collazos focus on the subject of Cultural Competence in Trauma, while Meryam
Schouler-Ocak introduces a special method of therapy for traumatised migrants in
her chapter on Intercultural Trauma-Centered Psychotherapy and the Application
of the EMDR Method. Cornelis J. Laban presents features of Resilience-oriented
Treatment of Traumatized Asylum seekers and Refugees, followed by Johanna
Winkler with her report on Traumatised Immigrants in an Outpatient Clinic and
Ljiljana Joksimovic, Monika Schréder and Eva van Keuk with their contribution on
Psychotherapy with Immigrants and Refugees from Crisis Zones. Finally, Marianne
C. Kastrup and Klement Dymi finish the book with their manuscript on a Therapy
Model for Traumatised Refugees in Denmark.

The authors bear responsibility for their own chapters.

It is my hope that this book will help bring the subjects of trauma and migration,
traumatised migrants and in particular refugees and asylum seekers increasingly to
our attention and that this very vulnerable group will be treated with due sensitivity.
The book contains not only scientific contributions, but also contributions from
practice, particularly examples of ‘good clinical practice’. It also recounts specific
features in the diagnosis and treatment of traumatised migrants in the hope that it
can be of assistance in therapeutic work with this group of the population.
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Duncan Pedersen

Introduction

Trauma is a term originally applied to physical injuries and some of its immediate
effects. The first mention of the term ‘traumatic’ was recorded in the Oxford English
Dictionary edition of 1656, in which trauma is defined as ‘... pertaining to wounds or
the cure of wounds’. It is since the late 1800s that ‘trauma’ has come to refer to a range
of psychological impacts of the experience or threat of violence, injury and loss.

Events that are considered potentially traumatic include a wide range of inten-
tional and non-intentional acts of violence such as violent personal assault, rape,
physical or sexual abuse, severe automobile accidents, natural or biotechnological
disasters, being kidnapped or taken hostage, being diagnosed with a life-threatening
illness, exposed to military combat or terrorist attacks, torture, incarceration as pris-
oner of war or seclusion in a concentration camp, among others. The term ‘trauma’
(referred to as psychological or ‘mental’) is highlighted as a common denominator
for all these dissimilar events, with much overlapping in between events, although
it is clear that each one has its own languages of affliction, so-called idioms of dis-
tress, in addition to different attributions of causality, and specific features and
meanings associated with certain effects and outcomes.

Traumatic events vary widely in terms of the nature of the threat or injury, its
frequency and duration, its personal significance (which may change over time), the
relationship of the victim to the perpetrator (in the case of interpersonal violence or
abuse) and the broader collective meaning and social response. What constitutes a
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‘trauma’ then is not entirely dependent on the nature of the event but also on the
personal meaning assigned and the social interpretation of the event, including
responses of the affected person, their family and community, as well as the society
at large.

Over the last two decades, the language of violence, terror and dislocation has
often been conflated with the discourse of trauma. In Western popular and profes-
sional discourses, ‘trauma’ has undergone a true metamorphosis and has become a
dominant category to explain not only the origins or cause of other health-related
problems but also the consequence of exposure to violence. It is especially after the
9/11 events in the USA that trauma has become an emblematic category that is
invasive in everyday life and has reached epidemic proportions: the media, the lay
public and the medical professions, the sports and the arts are all claiming the uni-
versality of trauma as a unique and unavoidable outcome of exposure to violence. In
this context, trauma has almost become synonymous with post-traumatic stress dis-
order in both popular and scientific thought.

The Genealogy of Trauma as a Mental Injury

The first allusion to a ‘mental wound’ makes its appearance in the late eighteenth
century, when John Erichsen, a British surgeon, first referred to the notion of ‘trauma’
as a mental injury in his book On Railway and Other Injuries of the Nervous System,
published in 1866 (Young 1995).! It was then that Erichsen, who was in charge of
assessing cases of train accidents requesting compensation, described that powerful
blows or ‘shocks’, or simple shaking and jarring of railroad shocks and derailments,
would result either as visible lesions (in the post-mortem) or, in some damage, invis-
ible to the naked eye, produced by the nervous shock or bruising of the spinal cord,
which he called the railway spine syndrome. The main symptoms were pallor, faint,
tremor and palpitations, unmotivated crying and insomnia, among others, which —
according to Erichsen — occurred as a state of ‘natural perturbation of the mind’ after
an accident or derailment. The nervous system injury was explained by an analogy
comparing the spinal lesions with the scattering effects of a magnetic charge of a
magnet when hit by a mallet or hammer blow.

It is attributed to J-M. Charcot the earliest psychological account of the ‘railway
spine’, when he classified these cases under the category of ‘hysteria’. By the early
twentieth century and the years after World War I, Sigmund Freud turned his atten-
tion to trauma as the origin of hysterical attacks, which later were described as
‘traumatic neurosis’. Moving away from the neurological explanations of his prede-
cessors, Freud attributed hysterical symptoms as the result of memories of child-
hood traumatic experiences, the so-called traumatic memory. These were the
forerunners of what was later described during World War I as ‘war neurosis’ or

'The initial part of this section is largely based on the works of Allan Young, in his book The
Harmony of Illusions: Inventing Post-traumatic Stress Disorder. Princeton: Princeton University
Press, 1995.
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‘shell shock’ among the soldiers of the British army, characterised by symptoms
such as numbness, anaesthesia, pain hypersensitivity, palpitations, muscle twitching
and paralysis and gastrointestinal symptoms, among others. This set of polymorphic
signs and symptoms was most often attributed to the dreadful conditions of warfare
in the trenches and exposure to explosives in the front lines. It is interesting to note
that the explanation of shell shock was in many ways similar to the railway spine
syndrome, in that exposure to shock waves produced by the proximity to an explo-
sion would cause concussions and vascular disorders in the nervous system, causing
damage to the histological structures of the brain and microscopic spinal cord
injuries.

Over the years, researchers were influenced by historical events representing
massive trauma (i.e. the trenches of World War I, the genocide perpetrated by the
Nazi doctors in World War II, the survivors of Hiroshima, the Korean War and
returning Vietnam veterans), where different approaches were used in an attempt to
build a conceptual framework for trauma studies.

During World War II, the Allied troops, including a large number of American
soldiers who were exposed to combat, developed a variety of symptoms that were
classified under the general rubric of shell shock. Many of these cases were described
as clinical syndromes and labelled as ‘conversion states’, ‘somatic regressions’ or
‘psychosomatic disorders’ and therefore treated with a wide range of therapies
(e.g. abreactive therapy, induced sleep drugs, electroshocks, psychotherapy and
occupational therapy were some of the most used). To this list, it was among the
veterans of the wars in Korea and then Vietnam, between 1965 and 1969, where the
first cases of ‘post-traumatic syndromes’ were described. In 1980, post-traumatic
stress disorder (PTSD) appeared in the Diagnostic and Statistical Manual of Mental
Disorders (DSM), the official publication of the American Psychiatry Association.
A few years after, the so-called Gulf syndrome would be the label transiently applied
to the PTSD symptom cluster experienced among veterans of the Gulf War.

The medical model of trauma that prevailed at that time was largely generated
and enacted by military doctors and psychiatrists, holding a particular vision of the
phenomenon, limiting their attention to the veterans or ‘victims’ among the military
population and interpreting their symptoms and reactions as abnormal or psycho-
pathological problems in response to exposure to traumatic events, which were then
subject to the appropriate diagnosis and treatment in order to reassign them promptly
to the battlefront and/or reintegrate them into the civil society and the workforce.

In the early 1990s, an important shift occurred by which trauma was no longer a
category restrained to the military, but it was extended to civilian populations.
Therapeutic interventions followed the same path, changing their focus from the
military into civilians, targeting entire ‘war-traumatised communities’, a shift that
was later followed by the rise of the ‘therapeutic state’ in the post-war period (Moon
2009), as discussed below. War atrocities, lethal violence and its consequences were
from now on framed through the ‘morally neutral’ sciences of memory and psychol-
ogy (Hacking 1996; Summerfield 2004).

In short, the explanatory model to explain the outcomes of exposure to traumatic
events was gradually medicalised, as part of secularisation of life, while psychology
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displaced religion as a source of explanation to life adversities. The ‘psychological
man’ emerged and replaced the nineteenth-century ‘economic man’ and its prede-
cessors: the ‘religious man’ as a pre-Enlightenment figure of Judeo-Christian heri-
tage and the ‘political man’ at the centre of public life in classical antiquity (Rieff
1966; Moon 2009).

Itis now generally accepted that victims react to the experience of trauma accord-
ing to the meaning that this represents for them, and therefore not all reactions
should be regarded as necessarily pathological or abnormal. In fact, it can be argued
that many of the reactions to trauma are ‘normal’ and represent a rather healthy
response, from which defence mechanisms evolve and healing processes are con-
structed. This new frame has implications for the research agenda of trauma and
stress, where the focus of analysis has shifted from the ‘victims’ to ‘survivors’ and
the occurrence of trauma has been transferred from the battleground to the public
space.

In summary, the social, political and cultural realities structure the context in
which trauma is experienced and influence individual and collective reactions at
various levels: the perception, interpretation and subjective meaning of traumatic
events, the modes of expressing distress and explaining adversities, the coping
responses and adaptation and, finally, the help-seeking patterns and treatment
responses. The important concept to retain here is that society and culture assign
significance and attach meanings to the traumatic event, which can give to and make
sense of the traumatic experience, so that in turn it could somehow mitigate, reduce
or even amplify its impact.

Trauma and PTSD

From an evolutionary perspective, human beings have long lived under the threat of
violence, injury and death throughout their existence as a group, to the extent that
we might expect reactions, responses and mechanisms have evolved to help us adapt
to threats that fail to destroy us. The most common response to mild or moderate
levels of trauma is an acute distress reaction rapidly followed by recovery. We are
biologically primed to learn to be fearful and avoidant of potentially life-threatening
situations. When threats are more severe, sustained and inescapable, other mecha-
nisms come into play such as dissociation or cognitive process of blocking out or
compartmentalising memory and experience (Konner 2007).

Although trauma can aggravate any psychiatric condition, certain disorders are
presumed to have a direct causal link to trauma exposure. When confronting a trau-
matic event, some individuals will have more severe or incapacitating acute symp-
toms of short duration, while some will go on to have chronic distress and long-term
disability. Others may do well initially but manifest significant symptoms at a later
time. These pathological outcomes reflect both individual and social vulnerabilities.
Among the problems specifically linked to trauma are grief and other normal forms
of reactive distress, depressive and anxiety disorders and post-traumatic stress dis-
order (PTSD).
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Trauma exposure may result in a variety of short- and long-term adaptive and
pathological responses. Common responses during or immediately after the trau-
matic event include intense autonomic arousal associated with fear, agitated behav-
iour or ‘freezing’ and dissociative symptoms, with an altered sense of time speeding
up or slowing down, and feelings of derealisation and depersonalisation, until
extinction (Bouton and Waddell 2007).

PTSD is one of the few psychiatric constructs having an explicit causal mecha-
nism built into its diagnostic criteria: exposure to an unexpected or unpredictable
event that involves possible serious injury or death to oneself or others leads to
appraisal of the event as threatening and so leads to intense fear, helplessness, hor-
ror and other negative emotions (i.e. shame, guilt, anger). These effects in turn influ-
ence memory and other cognitive-emotional-sensory processing of the event such
that it leaves lasting traces in brain and behaviour. A major component of the PTSD
syndrome is subserved by a conditioned emotional response of ‘fear’. Reminders of
the context where threat originally occurred evoke anxiety, and this is managed by
cognitive and behavioural efforts to avoid such contextual cues, resulting in emo-
tional numbing and withdrawal (Kirmayer et al. 2007).

Fear conditioning can be long-lasting, but in the ordinary course of events,
repeated exposure to the same cues without any fearsome outcome eventually
results in a decrease in conditioned fear, hyperarousal and avoidance behaviour — a
process called ‘extinction’. It is now known that extinction involves a type of learn-
ing distinct from fear conditioning, involving different neural pathways. In fact, the
original conditioned fear is not erased or replaced but simply suppressed by extinc-
tion learning.

The two types of learning have different characteristics; fear conditioning is
quicker and generalises more easily than extinction learning. As a result, a small
change in environmental cues can reinstate the originally learned fear. This helps to
account for the phenomenon of triggering or reactivation of symptoms in patients
with PTSD (Barad and Cain 2007).

These biological mechanisms are important for understanding the causes, course
and chronicity of PTSD, the dynamics of triggering and re-experiencing and the
effectiveness of exposure therapy as a treatment, but PTSD involves additional cog-
nitive and behavioural responses mediated by forms of learning and memory, as
well as processes of recall and narrative elaboration that are regulated by the per-
sonal meaning of the traumatic events. Both recollection and narration also involve
social process so that traumatic outcomes reflect the culturally sanctioned occasions
for remembering, accumulating and forgetting.

The Diagnostic and Statistics Manual of Mental Disorders, in its 4th edition
(DSM-1V), introduced the diagnosis criteria for acute stress disorder (ASD), limit-
ing its occurrence within the first 4 weeks of trauma exposure. ASD is similar to
PTSD but with prominent dissociative symptoms. A severe ASD response is a pre-
dictor of longer-term distress, including PTSD (APA 1994).

DSM-IV-TR classifies PTSD as an anxiety disorder that is characterised by the
‘... reexperiencing of an extremely traumatic event accompanied by symptoms of
increased arousal and by avoidance of stimuli associated with the trauma’
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(APA 2000). According to the DSM 4th edition, the essential features of PTSD are
the development of specific symptoms following exposure to an event that involved
actual or threatened death, or serious injury, to which the person responded with
‘intense fear, helplessness or horror’.

In addition to the stressor criterion A, PTSD includes three additional criteria
classified in main symptom clusters: (criterion B) intrusive recollection (intrusive
thoughts, distressing dreams, reliving or dissociative ‘flashbacks’, psychological
distress and physiological reactivity when exposed to reminders), (criterion C)
avoidance/numbing (efforts to avoid thoughts, feelings, conversations or activities
associated with the stressor, difficulty remembering the traumatic event, social
withdrawal and emotional numbing) and (criterion D) hyperarousal (sleep prob-
lems, irritability or angry outbursts, concentration problems, hypervigilance and an
exaggerated startle response). The diagnostic criteria for PTSD in the International
Classification of Diseases (ICD-10) are similar, but the latter does not include
numbing and does not require functional impairment; these differences are likely to
result in higher prevalence rates for PTSD when using ICD-10 criteria.

The wording of PTSD used in the DSM-IV (APA 1994) implies a causal rela-
tionship between the traumatic triggering event (criterion A) and the symptom clus-
ters that follow. In other words, the symptoms that comprise the syndrome are
connected by a simple logic: criterion A causes B, and criterion B causes C, and
probably D (arousal). In other words, a traumatic event can lead to painful memo-
ries, and the individual adapts to recurrent memories and excitement through behav-
ioural avoidance and numbing (Young and Breslau in print). This causation path
(A-B-C) is most frequently cited in the stories of survivors, as well as in descrip-
tions made by outside observers or clinicians (Shalev 2007).

The DSM, 5th edition (DSM-5) (APA 2013), has undergone a few modifications
over the previous version. The changes in the diagnostic criteria for PTSD are rela-
tively minor but may have an impact in the calculation of prevalence rates and cur-
rent diagnostic procedures. The cumulative effects of the changes introduced remain
to date unclear, and the new DSM-5 has been criticised for both reliability and
validity, as well as potential legal implications (Zoellner et al. 2013). Changes can
be summarised as follows: (1) PTSD has been shifted from ‘anxiety disorder’ to a
new category of ‘trauma and stressor-related disorders’; (2) the traumatic event (cri-
terion A) has been redefined and as such may create ambiguities and additional
problems of interpretation; and (3) the symptom clusters have been changed, with
the addition of more symptoms — negative beliefs/expectations, distorted blame,
persistent negative emotions, reckless or self-destructive behaviour and the creation
of a dissociative subtype.

These changes have resulted in a lower inter-rater agreement yet, according to
the DSM-5 field trials, it has retained very good reliability (Kappa = 0.67) (Regier
et al. 2013).

DSM-5 revised the parameters of criterion Al, whereby indirect exposure is
defined more specifically as ‘learning that the traumatic event occurred to a close
family member or close friend’ in which the ‘actual or threatened death must have
been violent or accidental’ (APA 2013). The definition of traumatic event has been
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expanded to include ‘experience or extreme exposure to aversive details of the trau-
matic event’ such as first responders involved in the collection of human remains
and police officers exposed repeatedly to details of child abuse. It has further
excluded the category of ‘virtual trauma’ in previous DSM versions, such as wit-
nessing traumatic events through electronic media (TV, video games, movies, pic-
tures, etc.).

However, these changes in the definition of traumatic stressor leave gaps and do
not remove the ambiguities of previous versions. The so-called bracket creep of
criterion A remains open to misinterpretation and malingering with expanding the
definition of what constitutes a traumatic stressor beyond its intended boundaries
(McNally 2009). The addition of ‘new’ symptoms (from 17 to 20) may introduce
new sources of heterogeneity of PTSD and increase the risk of PTSD over diagno-
sis, as the number of possible combinations of symptoms rises significantly and
differential diagnosis becomes more difficult.

According to Allen Frances, former Chair of the DSM-IV, all the DSM-5 changes
loosen diagnosis and threaten to turn our current diagnostic inflation into a diagnos-
tic hyperinflation (except for autism). Psychiatric diagnosis has become too impor-
tant in selecting treatments, determining eligibility for benefits and services,
allocating resources, guiding legal judgments and influencing personal expectations
to be left in the hands of a few experts endorsing a system of classification of dubi-
ous validity. New diagnoses in psychiatry, whether based on the DSM, the ICD or
any classificatory system, are possibly more dangerous than new drugs because
ultimately they influence whether or not millions of people are diagnosed and placed
on psychotropic drugs, often prescribed by primary health-care workers after brief
and simplified clinical assessment. Before their introduction, new diagnoses deserve
the same level of attention to safety that is devoted to new drugs (Frances 2012).

Although the trauma construct appears to be homogeneous, in fact it has been
described in many different ways over the past three decades. The ever-growing and
inclusive definition of trauma has made problematic the objective evaluation of their
existence, and caution should be exercised when attempting to measure the con-
struct ‘trauma’ in different contexts, especially those that can be called non-Western
societies.

Today, some authors challenge the presumption that PTSD is actually homoge-
neous with respect to the A-B-C pathway discussed above. In fact, PTSD is an
heterogeneous disorder that is often incorrectly perceived as being homogeneous in
its manifestations and universal in its distribution, resulting in symptoms described
as the same, regardless of culture or historical period of observation (Bracken and
Thomas 2001; Young 1995).

It is now well established that symptom clusters constituting PTSD have grown
and vanished in importance across time. As shown above, the DSM-5 changed cri-
terion A, eliminating criterion A2, while qualifying symptoms were increased from
17 to 20. These variations in symptom clusters and their frequency distribution
reflect advances of medical theories as much as new knowledge and changes in the
clinical assessment, medical diagnosis and treatment practices. Interestingly, crite-
rion A, the traumatic event creating the distressful memory, has been questioned
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with regard to its utility and demarcation but remained so far untouched in the recent
versions of the DSM.

To explain the heterogeneity of the phenomenon, an argument often invoked is
the encoding and recovery of memory. The first refers to multiple types of logical
memory associated with post-traumatic stress. Distressing memories, generating
unease and anxiety, are inherently considered malleable representations. The
retrieval of memory (also called reconsolidation) is a process in which the memory
traces of a traumatic experience again rebuild and recalibrate and possibly become
reclassified or outlined.

Recent research in neurosciences suggests that the malleability of memory and
the process of reconsolidation are products of evolutionary biology. The process of
retrieval or memory reconsolidation seems to be a means to improve the body’s abil-
ity to respond to new or unforeseen emergencies, rather than a means of providing
faithful copies of the past. This is a complex but promising field of research in PTSD,
which may lead to more effective and culturally appropriate therapeutic interven-
tions aimed to interfere or block the reconsolidation process (Brunet et al. 2011).

Turning to the epidemiology of PTSD, about 15-20 % of people exposed to
traumatic events have symptoms and impairment lasting for several days or weeks
(Breslau 1998). Epidemiological studies in the general population show that the
psychological trauma does not occur in all those who have experienced traumatic
events but appears in a fraction of the exposed, and the traumatic event itself does
not sufficiently explain why post-traumatic stress disorder develops or persists (or
dies) with the passage of time (Yehuda 1998).

It is recognised that combat exposure usually explains less than 25 % of the vari-
ance in PTSD symptoms and often even much less (Miller and Rasmussen 2010).
Moreover, the prevalence of PTSD in the general population has been estimated as
low, which may be explained by differences in the sensitivity of the instruments
used to measure the presence of PTSD but may also reflect the presence of other
‘hidden’ factors involved in its pathogenesis (Shalev and Yehuda 1998). In short, it
may be concluded that the traumatic event itself is a necessary but not sufficient
cause to explain the occurrence of PTSD.

Risk factors for PTSD may be divided into two main categories: (1) those rele-
vant to the traumatic event (i.e. severity and duration of the type of trauma) and (2)
those relating to the person who experiences the event (i.e. gender, income, educa-
tional level, previous traumatic experiences, child sexual abuse, etc.). Studies have
found that higher rates of PTSD symptoms are associated with the degree of direct
violence of the war and exposure to a larger number of traumatic experiences
(Scholte et al. 2004). This feature is called dose-response, and it is argued that
people could develop PTSD regardless of other risk factors once the trauma load
reaches a certain threshold (Neuner et al. 2004).

Empirical studies among war-affected populations have shown that repeated
exposure to trauma is cumulative and makes a person more vulnerable to develop-
ing PTSD (Kolassa et al. 2010). Similarly, researchers have found the cumulative
effect of traumatic events on PTSD symptoms and frequency in different popula-
tions (Marshall et al. 2005; Cardozo et al. 2000; Eytan et al. 2004). That is, they
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found a linear decrease in the mental health and social functioning proportional to
the increase in traumatic events.

Moreover, post-traumatic reactions persisted beyond such as the presence of the
stressor and the passage of time. While the intensity of the initial traumatic reaction
tends to decrease in the days, weeks or months after exposure, reduction of symp-
toms takes a different rate depending on the nature of the traumatic event.

Re-examining the Impact of Organised Violence, Armed
Conflict and War on Population Health

There is a growing body of evidence suggesting that the short- and long-term con-
sequences of organised violence, endemic conflict and war on civilian populations
are more complex than initially thought. In the strict sense, the impact of a war can-
not be solely examined by the sheer number of casualties, the numbers of refugees
and forcibly displaced populations or the material losses and breakdown of social
services resulting from it. There are significant effects expressed in the lingering,
additional burden of disease, disability and death, as well as other less evident but
more pervasive ecological, social and economic consequences, such as family dis-
integration and attrition of social support networks, environmental degradation, dis-
location of food production systems, disruption of the local economies and exodus
of the workforce, all of which have profound implications in the health and well-
being of survivors (Pedersen and Kienzler 2008).

Evidences from studies conducted in the aftermath of World War II and, more
recently, in central Asia (i.e. Iraq, Afghanistan) and some countries of the African
and Latin American and Caribbean regions have consistently shown that exposure
to multiple physiological stressors — including famine-induced malnutrition —
occurring in utero or early infancy, may lead to chronic diseases later in life, ranging
from osteoporosis to cardiovascular disease and diabetes (Markowitz 1955; Toole
and Waldman 1997; Gluckman and Hanson 2005).

Sharp declines of childhood growth and stunting have been shown in many
European countries during World War II. For example, a study by Bruntland et al.
(1980) conducted in Oslo, Norway, revealed a significant but transient decline in
height of school children in the mid-1940s, as a direct consequence of food short-
ages and adversities experienced during the German occupation. In Guatemala,
high stunting rates were reported among Mayan and Ladino children during a period
where extreme violence and massacres were inflicted in the civilian population
along with increased levels of poverty, ethnic conflict, nutritional deprivation and
rising social inequalities (Bogin and Keep 1999).

In short, as exposure to environmental stressors is stratified along socioeconomic
levels and birth weight is proven to predict developmental outcomes, prenatal expo-
sure to acute environmental stressors such as protracted conflict and war may also
have not only short- but also long-term effects, thus contributing to the intergenera-
tional reproduction of inequality with poor health outcomes for both mothers and
children.
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Another spill-over effect of armed conflict and war is the apparent increase of
interpersonal violence, armed assaults, homicides and other drug-related crimes in
the post-war. The ‘dirty wars’ (see below the section on contemporary wars) often
result in a breakdown of the state, creating territories controlled by local warlords
who provide safe haven for the illegal production and trade of drugs. It is estimated
that some 95 % of the hard drug primary production, mainly opium and coca, is
concentrated in countries undergoing conflict and civil war (i.e. Afghanistan) or in
post-conflict scenarios (i.e. Colombia, Peru) (Collier et al. 2009). The drug trade, in
turn, has worldwide rippling effects and creates multiple niches of endemic lethal
violence with significant negative repercussions in population health.

More recently, researchers have begun to explore how trauma is both a marker
and product of social inequality and exclusion. Studies on narratives of distress have
emphasised the taxonomies of stress, pain and suffering but have not sufficiently
contributed to our understanding of the many interrelations between poverty and
exposure to violence as health determinants. This is so, despite the recognition that
the effects of war cannot be separated from those of other forces such as structural
violence and social injustice, unemployment, falling commodity prices, unbridled
environmental exploitation and landlessness. Moreover, a wealth of data is available
showing that imposed structural adjustment packages most often result in slashed
budgets for health, education and social welfare on which the poorest are most
dependent on. The neoliberal economic model may undermine the social fabric no
less effectively than armed conflicts and wars (Stuckler and Basu 2013; Labonte
etal. 2011).

Structural violence is embedded in ‘ubiquitous social structures, normalized by
stable institutions and regular experience’ (Gilligan 1997) and as such may be unin-
tentional yet closely related to intentional forms of violence (i.e. interpersonal)
(Blau and Blau 1982). The effects of income inequality on violence and criminality
have been given some empirical support. A multi-country study by Wolf et al.
(2014) concluded that income inequality, as measured by the Gini coefficient, is
associated with certain violent outcomes and found a correlation between alcohol
consumption with self-reported assault rates in all 169 countries of their study.
Wilkinson and Pickett (2006, 2009) have also shown evidence in 23 high-income
countries where homicide rates are associated with income inequality as measured
by the Gini index (Pickett et al. 2005; Wilkinson and Pickett 2009).

In short, when trying to explain poor health outcomes (i.e. disease occurrence,
distress, trauma-related disorders and social suffering) in relation to collective vio-
lence and contemporary wars, the issues of poverty and social inequalities cannot be
ignored, as they are the most important co-determinants.

It is within this context a few questions may be raised regarding the impact of
exposure to massive traumatic events in population health. How is organised vio-
lence linked to poor health outcomes at the individual and at the community levels?
Are post-traumatic stress disorder (PTSD) and other trauma-related disorders a
unique, universal and unavoidable outcome of exposure to violence? What about
the role of other forces at play such as resilience, coping skills and social cohesion
and the density and quality of social support networks? What is the role of other
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social ills, such as racism and extreme nationalism, alongside poverty and inequali-
ties, in determining the health and disease equation? What is the social production
of collective and individual suffering? These are some of the crucial questions shap-
ing the global mental health research agenda in the current times.

As we have seen above, the implications of contemporary wars in the collective
health status and well-being of affected populations, at home or in exile, go well
beyond the loss of life and destruction of physical infrastructure: the devastation of
the social and cultural fabric, the people’s history and life trajectories, their identity
and value systems (which are in many ways vital for their survival) are under threat
to fade away or disappear. The instilled terror, social polarisation and forced milita-
risation of daily life (Martin-Bar6é 1994) lead to significant changes both in the
lifestyle and quality of life of civilian populations that are difficult to measure and
attribute significance in terms of well-being, life expectancy or resulting morbidity
and burden of illness. On the other hand, the collective responses in confronting
extreme violence and death represent a range of critical mechanisms for restoration
and survival, which should not be underestimated.

The literature focussing on long-term effects of war and atrocities has attempted
to establish direct linkages between the original experience of trauma and persis-
tence of certain symptoms in some individuals, at times for as long as 50 years,
interpreted as anxiety, depression, alcohol and drug abuse and chronic
PTSD. However, we should be more cautious in making false attributions and draw-
ing erroneous conclusions while ignoring the presence of confounding variables in
the chain of events leading to poor mental health outcomes or emotional states
accompanied by vivid and painful memories of the past (Summerfield 1999). In
phenomenological terms, these emotional states are not necessarily psychopatho-
logical but rather illustrate aspects of normal cognitive functioning and fall within
the range of normal responses to adversity (Bracken and Petty 1998).

The Global Impact of War and Violence

There is growing consensus that crime and lethal violence in their various manifes-
tations are emerging public health problems, closely related to certain social char-
acteristics, including poverty and social inequalities. Across time, the societies with
higher levels of intentional violence are also those mostly poor, with high inequali-
ties in the distribution of wealth, less educated, more intolerant to racial differences,
living under autocratic regimes and less likely to engage in commerce and trade.
Conversely, the more peaceful societies also tend to be richer and more equalitarian,
living under more democratic governments, healthier and better educated, more
respectful of their women and more likely to engage in trade and nonviolent
exchanges (Pinker 2011).

Lethal and intentional violence in particular has become one of the leading
causes of death worldwide for men aged 15-44 years (Krug et al. 2002). Of the total
number of global injury-related deaths, about two thirds are of non-intentional ori-
gin (e.g. traffic accidents), while one third are due to intentional violence, including
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Table 2.1 Estimated global (intentional) violent-related deaths (WHO 2000)

World distribution and type of lethal event | Number Rate per 100,000 | Percentage %
Low- and middle-income countries 1,510,000 32.1 91.1
High-income countries 149,000 14.4 8.9
Homicide 520,000 8.8 31.3

Suicide 815,000 14.5 49.1

War related 310,000 5.2 18.6

Total 1,659,000 28.8 100.0

Source: WHO Burden of Disease project for 2000, Version 1

suicides, homicides and organised violence (i.e. terrorism, wars and armed conflict,
genocide and ethnic cleansing) (WHO 2000; Murray et al. 2002) (see Table 2.1).

Both the frequency and the numbers of people killed by intentional violence
(homicides and organised violence) have shown a tendency to decline over the last
half-century, especially after the 1990s, while the proportion of survivors has risen
significantly (Pedersen and Kienzler 2008; Center for Research on the Epidemiology
of Disasters 2009). This means that compared to the previous years, today there are
many more survivors who may have been exposed to and affected psychologically
by traumatic events resulting in poor mental health outcomes (Desjarlais et al.
1995).

Today, the overall homicide rate estimated by the WHO for the entire world hov-
ers around 8.8 x 100,000 per year (Krug et al. 2002), a figure that compares favour-
ably with the triple-digit values for pre-state societies and the double-digit values
for medieval Europe (Pinker 2011). Of the estimated global (intentional) violent-
related deaths, homicides represent almost one third (31.3 %), while suicides reach
almost half (49.1 %) of all deaths (see Table 2.2).

According to Pinker (2011), as one becomes aware of the global and historical
decline in lethal and intentional violence, the world begins to look much different:
the past seems less innocent and innocuous and the present less sinister and omi-
nous. Thus, instead of asking what are the causes and why is there so much violence
and wars in the world today, we might start asking what are the foundations for a
durable peace as well as why is there much peace and goodwill around us (Pinker
2011).

People day-to-day perceptions of the global levels of violence are usually dis-
connected from the actual proportions and real prevalence. But this does not mean
to say that we should be at ease with the steady violence decline per se, but we
should remain engaged in trying to explain why the decline has occurred and com-
mit ourselves to reduce even further the still unacceptably high current levels of
lethal violence among certain population segments, low-income countries and
regions, to the lowest possible levels, if not to their total eradication (Pinker 2011).

This approach would hopefully lead us into a different and more fruitful direc-
tion. Our most serious contemporary problems — including mental health — should
be seen as an intricate part of globalisation and the global crisis: global warming,
resource depletion, ecosystem degradation, poverty and social inequalities,
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Table 2.2 Estimated global homicide and suicide rates (per 100,000) by age group and sex
(WHO 2000)

Homicide rates Suicide rates
Age group (years) Males Females Males Females
04 5.8 4.8 0 0
5-14 2.1 2.0 1.7 2.0
15-29 19.4 44 15.6 12.2
3044 18.7 43 21.5 124
45-59 14.8 4.5 28.4 12.6
60+ 13.0 4.5 449 22.1
Total (age standardised) 13.6 4.0 18.9 10.6

Source: WHO Burden of Disease project for 2000, Version 1

violence, conflict and war are the fundamental problems inherent in the basic cul-
tural patterns of our now global-scale civilisation.

If we limit this review of violence, conflict and wars to the last two centuries
only, wars with a long-lasting — so-called transformational — effect on the course of
world history, leading to important changes in the global order, represent an esti-
mated total of 42 years of conflicts, with a conservative estimate of about 95 million
deaths, including both combatants and civilians (Smil 2008). Another estimate
shows that since the end of World War 11, a total of 240 armed conflicts have been
active in 151 locations throughout the world (Harbom and Wallensteen 2009).
While the number of interstate wars has been declining since the early 1990s, the
number of intrastate wars, most often fought between ethnic groups or loosely con-
nected networks, most often challenging poor and underdeveloped states or even
powerful nation-states, has increased both in frequency and in levels of organised
violence, inflicted atrocities and psychological warfare. According to Holsti (1996),
the classical and persistent Clausewitzian conception of war ‘as the continuation of
politics by other means’ which was predominant in Europe for almost three centu-
ries (1648—1945) bears little relevance to the analysis of today’s contemporary wars.

The emergence of the so-called low-intensity wars,? which are at once ‘a war of
resistance and a campaign to politicize the masses whose loyalty and enthusiasm
must sustain a post-war regime’ (Holsti 1996), represents the prevailing forms of
armed conflict today. In these contemporary wars, the target is not the territory but
the local population, mostly the poor, often including those who have an added
symbolic value (e.g. local leaders, priests, health workers, local civil authorities and
teachers) (Pedersen 2002). Social conflicts are however persistent and in some cases
escalating, where the lives of ethnic groups and indigenous peoples are increasingly
under threat as they attempt to defend their land and possessions from incursions by
insurgent groups and the military, mining and timber companies, drug traffickers

2Low-intensity warfare has been defined as a ‘total war at the grass roots level’, where the local
population and not the territory is the target for psychological warfare, terrorisation and other
traumatic experiences.
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and drug enforcement operations, corrupted government officials and disruptive
development projects (Pedersen 1999).

Contemporary Wars and the Emergence of New Forms of Warfare

Contemporary wars and changes in war strategic targets and warfare styles and
technologies, such as aerial bombing and unmanned aerial vehicles (UAV), known
as ‘drones’, have led to a significant increase in the number of civilian casualties,
now making up approximately 90 % of all war-related deaths (Pedersen and Kienzler
2008).% The global impact in numbers of accumulated civilian deaths is thus consid-
erable. Psychological warfare is a devastatingly effective central feature in these
contemporary wars, where terror is infused and atrocities are committed, including
massacres and mass executions, desecration of corpses, disappearances, torture and
gang rape are the norm (Summerfield 1995, 1998; Pedersen 2002).

These new forms of warfare and their devastating consequences can be observed
across all regions of the world. In Africa, the style of warfare has shifted dramati-
cally in recent years. Emerging rebel movements are mushrooming, and the conti-
nent is now plagued by countless small-scale ‘dirty wars’ with no front lines, no
battlefields and no distinctions between combatants and civilians. Many of the
recruits are children and young adolescents who are engaged in a vicious circle of
gang rape, pillage and crime, leaving behind a trail of mutilation and murder,
trauma, deaths, despair and suffering (Reno 2012).

The Arab league countries also have a distinct experience of revolt and rebellion
against authoritarian regimes and a recent history of violent military repression,
with a high death toll among civilians engaged in massive demonstrations and
exposed to different forms of organised violence. The siege and bombardment of
cities and the use of heavy artillery and aerial bombing, chemical weapons and other
abusive and repressive measures, including harassment, jail, torture, suicide bomb-
ings and summary executions, are common occurrence in countries such as Syria,
Libya, Yemen, Egypt and the occupied Palestinian territories, among others, result-
ing in large numbers of civilians killed and wounded, yet the total number of fatali-
ties remains unknown. According to recent UNHCR estimates, the number of
refugees from the Syrian long-standing civil war is now over 2.5 million peoples,
which is one of the highest numbers of refugees in the region’s recorded history.

In South and Central Asia, apart from the two major wars being fought in Iraq
and Afghanistan which are responsible for thousands of lives lost and millions of
displaced populations and refugees, numerous protracted ethnic conflicts have
erupted and continue to engulf the region in organised violence, resulting in high
death tolls, particularly among civilians and enrolled militias, resulting in massive
population internal displacements and increasing numbers of refugees. Prime exam-
ples of these are the ongoing ethnic conflicts in the Kashmir region between India

3In recent war scenarios, such as in the former Yugoslavia and Somalia, about nine out of every ten
people injured or killed were civilians.
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and Pakistan, Tibet in southern China, Bhutan, Nepal and Sri Lanka. In the case of
Nepal, there were more than 10,000 people killed and an estimated 100,000 suf-
fered torture (CVICT 2008), rape and other form of physical and psychological
abuse. Sri Lanka has been shaken by a long-standing ethnic conflict between the Sri
Lankan Sinhalese majority government forces and the Liberation Tigers of Tamil
Eelam (LTTE) which divided the country in a brutal conflict and war that lasted well
over two decades (1983-2009). The conflict ended with more than 300,000 Tamils
held hostage in the northeastern part of the island, in what became for a few months
one of the largest concentration camps in recorded history, where systematic viola-
tions of human rights were enforced by government forces.

In the Latin American region, there are many recent examples of ethnic conflicts
and internal wars resulting in high death tolls, particularly among indigenous peo-
ples: the almost four decades of violent conflict and massive killing of more than
200,000 civilians, mostly of Mayan origins in Guatemala; the extrajudicial execu-
tions of Miskito Indians in Nicaragua; the murder of Tzotzils in Chiapas, Mexico,
and Yanomami Indians along the border between Venezuela and Brazil; and the
annihilation and disappearance of 70,000 civilians, mostly Quechua-speaking peas-
ants in the Peruvian highlands, undertaken by Shining Path guerrillas and the mili-
tary repression (Pedersen et al. 2003), are some of the exemplary cases in point.

Refugees and Internally Displaced Populations (IDPs)

Despite a decreasing trend of armed conflict and wars and the mounting number of
civilian war casualties, the post-cold era is characterised for growing and significant
global flows of refugees and internally displaced persons (IDPs). For example, the
UNHCR Global Trends Report (2011) shows that globally there were 43.7 million
forcibly displaced people at the end of 2010. The global number of people affected
by conflict-induced international displacement increased from 24.4 to 26 million,
and available information suggests that a total of 67 million people had been forcibly
displaced at the end of 2007. The number of IDPs keeps growing — mostly because
the ongoing Syrian civil war now responsible for over 2.5 million refugees — and has
been more recently estimated at 54 million worldwide, where about 30 million were
displaced as a result of armed conflict and war and another 24 million by natural
disasters. In addition, while often not considered as being displaced per se, it is esti-
mated that there are some 12 million stateless people worldwide (UNHCR 2011).
Although demographic information on displaced populations is not always available
for all countries, the available data by sex indicates that women represent about half
(47 %) of most populations falling under UNHCR’s responsibility.

Furthermore, around one third of all refugees are residing in countries in the Asia
and Pacific region, with 80 % of them being Afghans. The Middle East and North
Africa regions are host to more than a quarter of all refugees, primarily from Iraq
and Syria, while Africa and Europe hosted, respectively, 20 and 14 % of the world’s
refugees. The Americas region had the smallest share of refugees (9 %), with
Colombians constituting the largest number for this region (UNHCR 2009).
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Whether internally or cross-nationally, the majority of refugees are clearly made
up of women, children and the elderly. They are often subject to various forms of
social exclusion, exploitation, rape and sexual abuse and are exposed to political
violence and torture. The conditions found in sheltered zones, in larger cities or
across the border in neighbouring countries are not necessarily better than the ones
left behind. The lack of sanitation, food and water shortages, loss of family and
social support networks, crowding and overall deprivation experienced in refugee
camps impose additional health risks and increased mortality and morbidity and
inflict further distress and suffering among survivors. Outbreaks of cholera, dysen-
tery, tuberculosis, acute respiratory infections and other viral diseases, such as mea-
sles, are common occurrence in most refugee camps. Pregnancy, sexually transmitted
diseases and AIDS are also on the increase among refugee women and young ado-
lescents who have experienced sexual abuse. According to UNICEF (1996), in
Rwanda virtually every adolescent girl who had survived the genocide of 1994 was
subsequently raped. Rape and commercial sex is also widespread in refugee camps,
often resulting in unsafe abortions and the spread of sexually transmitted diseases,
including AIDS. The displaced are usually deprived from social, material and emo-
tional support systems, which may make them more fragile and vulnerable to envi-
ronmental adversities and social distress.

Humanitarian Interventions Aimed at Civilian Populations
in War-Torn Countries and Conflict Zones

To close this chapter, we would like to discuss briefly the nature and content of
humanitarian interventions being used in civilian populations in the aftermath of
organised violence, armed conflict and war-related adversities.

The aftermath of contemporary wars is partly characterised by the overall reor-
dering of post-conflict post-war politics and the emergence of what has been called
a ‘therapeutic moral order’, which is largely driven by the false premise that not
only combatants but entire civilian populations exposed to the adversities of endemic
violence and armed conflict are traumatised and would require therapeutic manage-
ment of one kind or the other (Moon 2009). That is, in the post-conflict and post-
disaster operations, psychiatric teams or trauma counsellors are often mobilised
under the assumption that trauma-related disorders will necessarily affect most if
not all of the exposed.

At the same time, it is acknowledged that states recently emerging from armed
conflict or under endemic and protracted organised violence have inadequate mental
health resources due to a lack of funding, reduced health budgets and a shortage and
inequitable distribution of mental health professionals (Allden et al. 2009; Al-Obaidi
etal. 2010). In order to ameliorate this situation, the funding and delivery of human-
itarian assistance is increasingly organised by bilateral aid, as well as international
and local NGOs, and most current therapeutic interventions are exported from
Western countries and adopted by the recipients from to war-torn societies world-
wide with little adaptation if any.
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While various forms of mental health intervention may have a role to play in
post-conflict or post-disaster recovery, the medicalisation of psychosocial interven-
tion programmes in terms of PTSD and related constructs often leads to the uncriti-
cal application of symptom check lists and provision of ‘trauma counselling’
(Dwyer and Santikarma 2007). This approach reflects our limited understanding of
the relationships among the range of possible health outcomes after exposure to
catastrophic and traumatic events (Young 1995, 2000). Moreover, at a clinical level,
we know little of who should (or should not) receive individual intervention and still
less about how and why it may work in some cases and not in others. Most ongoing
efforts and humanitarian interventions carried out by government agencies and
NGOs have not been assessed in terms of health outcomes and overall impact in the
quality of life and well-being of local communities and potential beneficiaries.

There is now a wide repertoire of therapies to deal with trauma-related disorders
ranging from cognitive-behavioural therapy (prolonged exposure therapy) to medi-
tative techniques derived from Eastern traditions aimed at relieving suffering
through spiritual development to the use of psychopharmacological agents, such as
antidepressants or medications that interfere with fear conditioning or beta-blockers
interfering with consolidation of traumatic memory. At present, the effectiveness of
these therapies, both psychosocial and pharmacological, in diverse populations,
remains uncertain. For many patients exposed to massive trauma, the complete
remission of symptoms may be an unattainable treatment goal (Marshall et al.
1998). While it is possible that aspects of PTSD might be prevented or treated by
medication and exposure therapy, in the case of long-standing violence and endur-
ing social disruption, such focussed interventions are bound to have limited impact.

Practitioners and scholars in the field of humanitarian assistance largely agree
that despite the plethora of available treatment options, there remains an absence of
a solid evidence base for most mental health and psychosocial support interventions
(Allden et al. 2009). A similar claim was raised by the Institute of Medicine IOM),
who in 2008 published a report with a systematic review of the scientific evidence
on treatment modalities for PTSD. The report states that for all drug classes and
specific drugs reviewed in each of the classes, the evidence is inadequate to deter-
mine efficacy in the treatment of PTSD among war veterans. With regard to psycho-
therapies, the committee states that only for exposure therapies is there sufficient
evidence to conclude its efficacy in the treatment of PTSD (IOM 2008).

There is a long-standing controversy among researchers, health professionals
and health planners involved in post-conflict/post-disaster interventions about the
relevance and cross-cultural applicability of conventional psychiatric constructs of
trauma, particularly PTSD. While international experts and organisations have
argued that there is growing consensus regarding traumatic events and stressors
resulting in universally recognisable patterns, including diagnosable medical condi-
tions of acute stress disorder and chronic PTSD, that are amenable to Western stan-
dard treatments (Mollica et al. 2004; van Ommeren et al. 2005), the critique from
health and social scientists working within affected communities suggests that trau-
matic events have far broader, more varied and complex meanings and effects than
are recognised by conventional psychiatric nosology or practice (Kirmayer 1996;
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Bracken and Petty 1998). These effects, in turn, evoke a wide range of culturally
specific adaptive strategies that are still poorly understood.

Among the most important implications of the emergence of a therapeutic
moral order is that for collective interventions to be meaningful, they should
reflect a macro perspective that recognises not only the direct consequences of
war and natural disasters but also the transnational impacts of globalisation and
growing social inequalities on the mental health of survivors. We remain con-
vinced that it is equally important to address both local and national health-care
issues within the global context and, at the same time, pay attention to how these
multiple macro-level forces play out locally, in the lives of individuals, families
and communities.

Thus, we would argue that in order to provide meaningful psychosocial assis-
tance to individuals and communities in need, including IDPs and refugees, inter-
ventionists have to learn more about mental health problems and psychosocial
stressors that community members identify as most important, as well as about the
impact of other forms of violence such as structural violence, institutionalised rac-
ism, gender-based discrimination and so on may have on mental health. To live up
to the complexities involved, community interventions should combine both
emic and etic approaches by taking existing healing strategies, initiatives and pro-
grammes into consideration ‘in a participatory, empowering and ownership manner’
(Aro et al. 2008).

Concluding Remarks

In this chapter, it has been argued that in order to rethink and re-examine the notion
of trauma as a global challenge and its related intervention strategies, three key
issues have to be taken into consideration: First, it is crucial to examine the effects
of intentional violence and wars not only in terms of the immediate stressful events
and economic and political hardships that are their inevitable precursors but also for
making the link between these and the broad social structures in which they origi-
nate (Gibson 1989; Pedersen 2010). Second, there is a need to document non-
Western patterns of trauma-related conditions such as local idioms of distress and
other adaptive and strategic responses to trauma on the individual and the collective
level. And finally, it is crucial to assess the circumstances in which medical or
humanitarian interventions help or hinder long-term recovery from traumatic expe-
riences such as torture and war atrocities and related adversities (Pedersen 2010).

Moreover, it has to be kept in mind that mental disorders such as PTSD are not
monolithic biomedical categories, but heterogeneous entities that are subject to
interpretation in that they are differently understood across diverse cultural and
social settings. Mental disorders may be seen as only one facet of suffering and do
not account for other forms of distress that are related to a combination of traumatic
events and stressful life experiences. Local idioms of distress attest to that and the
ways individuals, families and entire communities explain adversity and develop
coping strategies and ways of healing (Pedersen et al. 2010).
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Based on this understanding, multiple pathways can be seen through which social
inequalities, discrimination and violence may translate into poor mental health out-
comes. While psychosocial pathways seem to be most important, there is growing
evidence of the physiological channels though which stressful negative environmen-
tal changes can affect endocrine and immunological processes (Dressler et al. 2005;
Wilkinson 1996). This makes apparent that it is important to integrate both psycho-
social and biological approaches in order to better understand the causality of the
pathways (Bolton 2010; Dohrenwend 2000), that is, the complex relations and inter-
dependencies, and the various ways in which these interactions influence the distress
and disease occurrence, illness experience and well-being of individuals, families
and communities (Buitrago and Cuellar 2004; Martin-Baro 1994).

We may conclude that it is through the development of critical frames of analysis
and transdisciplinary approaches, that we will eventually gain better understanding
of how distress, mental illness and social suffering are transformed into nosographic
categories and eventually absorbed in the realm of the psychiatric domain of prac-
tices. We also acknowledged how the medico-psychiatric science and medical tech-
nologies have been used both in the medicalisation of the ‘problem’ and as a form
of social control often in detriment of local, endogenous resources.

Finally, it remains essential to move beyond critical thinking and promote inno-
vation and a greater heterogeneity of models, theories and concepts as a counter-
weight to the increasing homogenisation of medical and psychiatric scientific
knowledge and practice. The critical perspectives presented here in examining dis-
tress and social suffering, trauma and PTSD may also be of relevance to a broad
range of disease conditions, thus cutting across all areas pertaining to the global
mental health and well-being of populations (Pedersen and Kienzler 2015).
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Marion C. Aichberger

Background

Post-traumatic stress disorder (PTSD) has been added to the official psychiatric
classification systems only in the early 1980s. The diagnosis was first introduced
under its current name in the Diagnostic and Statistical Manual of the American
Psychiatric Association DSM-III and under the same name only in the International
Classification of Diseases ICD-10 (Turnbull 1998). Before the introduction of
PTSD in DSM-III, ICD-9 only included the diagnoses ‘acute reaction to stress’ and
‘adjustment reaction’, which were viewed as being associated with exceptional
physical or mental stress, e.g. battle and natural disaster (Turnbull 1998). Some
aspects of its definition and the associated traumatic events have changed since the
diagnosis was incorporated into DSM and ICD (Breslau 2009; Keane et al. 2006;
Turnbull 1998), thus affecting prevalence and incidence estimates over the decades
(Keane et al. 20006).

The syndrome’s first revised definition in DSM-III-R regarded the traumatic
events to be extraordinary stressors that were beyond normal human experience
(American Psychiatric Association 1980). Later DSM-IV only required the trau-
matic event to be ‘...a confrontation/threat of death, serious injury or a threat to the
physical integrity of self and others...” which creates °...intense fear, helplessness,
or horrors...” (Breslau 2009). DSM-V now defines the traumatic event to be a ...
exposure to real or threatened death, injury, or sexual violence...” (American
Psychiatric Association 2013). In ICD-10 the traumatic situation has to be ‘...of
exceptionally threatening or catastrophic nature “...” likely to cause pervasive dis-
tress in almost anyone...” (World Health Organization 1992). ICD does include a
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time criterion relating to the maximum time that may have passed since the trau-
matic event and the onset of symptoms (6 months).

Prevalence of PTSD and Traumatic Events

These changes in definition over time and between the classification systems have
to be kept in mind when comparing prevalence rates of PTSD. The exposure to
potentially traumatizing events and situations in the general population has been
shown to exceed the number of persons who then develop a PTSD by far (Breslau
2009; Brewin et al. 2000; Keane et al. 2006). Kessler et al. (1995) examined 5,877
persons aged 15-54 years in the United States for the National Comorbidity Survey,
a survey in the US general population which aimed to depict the overall prevalence
of mental disorders in the community (Kessler et al. 1995). The lifetime prevalence
rate for PTSD was 7.8 % for both genders, with 10.4 % higher in women than in
men, where the rate was 5.0 %. In the follow-up survey, the National Comorbidity
Survey Replication, Kessler et al. (2005) found a lifetime prevalence for PTSD of
6.8 % (Kessler et al. 2005). The highest lifetime prevalence Kessler et al. (2005)
reported in the age-group 45-59 years with 9.2 % and the age-group 30-44 years
with 8.2 %. In the Detroit area survey, a representative survey of 2,181 persons in
the metropolitan area of Detroit, the risk of PTSD was highest when related to
assaultive violence, with a rate of 35.7 % in women and 6.0 % in men, while the rate
associated with any trauma was 13.0 % in women and 6.2 % in men (Breslau 2009).
Criminal victimization, such as assault or rape, in women has been found to be
associated with higher lifetime prevalence of PTSD with 26 % versus 12 % among
those who did not experience these kinds of traumatic events (Keane et al. 2006).

Prevalence of PTSD in Refugee Populations

The experiences prior and during migration may put refugees and asylum seekers
under particular risk for the deterioration of mental health. So have studies sug-
gested that refugees show elevated rates of anxiety and depressive disorders (Lindert
et al. 2009). Fazel et al. (2005) performed a comprehensive review of psychiatric
surveys which examined psychiatric disorders prevalence in refugee populations
between 1966 and 2002 (Fazel et al. 2005). The authors included a total of 20 sur-
veys with 6,743 persons from seven countries, including refugees from Southeast
Asia, former Yugoslavia, the Middle East and Central America. The overall PTSD
prevalence was 9 % (99 % Confidence Interval: 8—10 %). Fazel et al. found a great
heterogeneity in the reported PTSD prevalences which could partly be explained by
ethnicity, age, host country, duration of displacement, sample size, method of diag-
nosis and sampling and interview language. The authors further identified five stud-
ies on PTSD in children and adolescents, including data from 260 children from
Bosnia, Central America, Iran, Rwanda and Kurdistan resettled in Canada, the
United States and Sweden. The pooled prevalence rate of PTSD for refugee children
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in these studies was 11.0 % (99 % CI 7.0-17.0 %). Another systematic review
focused on mental health in refugees, conducted by Steel et al. (2009), identified
145 surveys reporting estimates of PTSD prevalence in refugees and further exam-
ined the influence of torture on the these rates (Steel et al. 2009). The review
included surveys published between 1980 and May 2009 of studies including popu-
lations aged 18 years and older, which had a minimum sample size of n=50. Thus,
a total of n=64,332 persons were included in the meta-analysis on PTSD conducted
by Steel et al. The PTSD prevalence rates ranged from 0 % to 99 %; the overall
weighted PTSD prevalence across all surveys was 30.6 % (95 % CI 26.3-35.2 %).
The prevalence of torture, which was reported by a subset of 84 surveys, was esti-
mated to be 21.0 % (95 % CI 17.0-26.0 %). A meta-regression of factors associated
with PTSD prevalence showed that experiences of torture explained the greatest
intersurvey variance with 23.6 %. Surveys with a high rate of reported history of
torture were associated with an odds ratio of 4.03 (95 % CI 2.31-7.04) for PTSD
compared to surveys with a low rate (>40.0 % vs. <20.0 %). Surveys conducted
within an ongoing conflict found a higher PTSD prevalence than those conducted in
subsequent years (39.9 % vs. 2.3 years, 22.1 %; 3-5 years, 27.0 %; >5 years,
22.3 %). The countries/regions of origin with the highest PTSD prevalence were
Africa (including 16 African nations; 33.5 %, 95%CI 14.2-60.7 %), Kosovo
(31.6 %, 95 % CI 11.9-61.3 %) and Cambodia (30.3 %, 95 % CI 10.6-61.3 %). The
lowest prevalence was found in one study of n=2,422 persons in Vietnam with
10.0 %. High rates of PTSD have also been found in refugee populations exposed to
political violence, such as, e.g. Armenian refugees from Azerbaijan who were
exposed to the pogrom in Sumgait, Azerbaijan, in 1988 (Goenjian et al. 1994).

Refugees who had to flee from countries and regions in war or civil unrest, con-
ditions which increase the likelihood of being exposed to potentially traumatizing
situations, may show increased mental distress and some may also have a history of
PTSD. Lopes Cardozo et al. (2000) found in a study on the psychiatric morbidity of
the Albanian population related to the Kosovo war in 1999 that the rate of PTSD
was 17.1 % (95 % CI 13.2-21.0 %) while the overall psychiatric morbidity was
much higher with an estimated prevalence of 43.0 % (Lopes Cardozo et al. 2000).
Some studies also suggest that overall asylum seekers (and refugees) display higher
levels of PTSD than immigrants (Lindert et al. 2009; Silove et al. 1997). Yet, in
particular studies focusing on the PTSD prevalence in immigrant populations with-
out a history of displacement have been conducted to a lesser extent.

Risk Factors Associated with PTSD

As has been mentioned above, the findings on prevalence rates of PTSD are quite
heterogeneous and may also vary within the same population over time. Risk factors
for PTSD may be more consistent over time and population group studied. Among
the factors most frequently found to be associated with increased risk for PTSD is
having a psychiatric history prior to the trauma (Breslau 2009; Brewin et al. 2000;
Lopes Cardozo et al. 2000). A meta-analysis by Brewin et al. (2000) also found
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childhood abuse and a family history of psychiatric disorders to be consistently
associated with PTSD risk (Brewin et al. 2000). The study further found low socio-
economic status, low level of education, low intelligence, life stress, lack of social
support, trauma severity, adverse childhood and previous trauma to be consistently
but to a differing degree related to an increased risk for PTSD. While protective
effects of higher levels of intelligence have also been shown in a large prospective
study in a cohort of adolescents independent of social and educational status, no
explanatory model has yet been established (Breslau 2009).

While many risk factors will be independent of the fact if a person belongs to a
specific population, such as immigrant groups or military personnel, a few risk fac-
tors may be more commonly found in certain populations. So have, to some extent,
studies on risk factors for PTSD in military samples and in civilian samples found
different risk profiles for PTSD (Brewin et al. 2000). Among these more group-
specific factors, torture probably is one of the most widely discussed factors and has
been shown to be related to an increased rate of PTSD in refugee populations as
mentioned above (Steel et al. 2009). A meta-analysis by Porter and Haslam (2005)
examined the impact of predisplacement and postdisplacement factors on overall
mental health (Porter and Haslam 2005). While the study does not specifically dif-
ferentiate between studies focused on PTSD and other mental disorders, the factors
examined may to some degree also play a role for the development of PTSD in refu-
gee populations. Among the predisplacement characteristics, region of origin,
higher levels of education, higher age, higher socioeconomic status, being from a
rural area and, to a lesser extent, female gender were associated with lower levels of
mental health. The factors showing lower levels of mental health after flight and
displacement were low levels of economic opportunity (work permit, access to
employment, retaining socioeconomic status), living in institutional or temporary
private accommodations, being internally displaced, being repatriated and coming
from a region with an ongoing conflict.

Despite of the great variability in study findings on rates and risks for PTSD in
general, PTSD has to be considered as a possible diagnosis in refugees and asylum
seekers with suspected psychiatric symptoms, since these populations are particu-
larly vulnerable groups which are more commonly and often repeatedly exposed to
life’s adversities preflight, while on flight and even after resettlement in another
country, or when internally displaced in a stable part of the home country.
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Sofie Baarnhielm and Mike Mosko

Introduction

Culture affects communication of trauma, coping, help-seeking, and expectations of
treatment. Expressions of symptoms of post-traumatic stress may vary according to
cultural and contextual factors. Culture affects how people make sense of post-
traumatic distress. In this chapter, we discuss cross-cultural communication in clini-
cal settings with patients having an immigrant and refugee background as well as
symptoms of post-traumatic stress. Cultural aspects of communication related to
language, idioms of distress, discourse systems, help-seeking, and identification of
signs of trauma and assessment and treatment will be considered. Barriers to com-
munication and support for overcoming barriers in cross-cultural communication
will be discussed. Consideration will also be given to how to create a trustful rela-
tionship and therapeutic alliance. Theoretical aspects will be presented together
with a case illustrating communication and interaction with health care.

Traumatic experiences can lead to the development of post-traumatic stress disor-
der (PTSD) but also to major depression and several other psychiatric disorders, such
as specific phobias, disorder of extreme stress not otherwise specified (DESNOS),
personality disorders, and panic disorders (Foa et al. 2000). Depression is common,
especially after personal loss (Silove 2007). The prevalence of post-traumatic stress
symptoms varies among refugees. In a systematic review of surveys about
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post-traumatic stress disorders in general refugee populations in western countries,
Fazel et al. (2005) found 9 % diagnosed with PTSD, 5 % with depression, and evi-
dence of much psychiatric comorbidity. Refugees who have had severe exposure to
violence often have chronic pain or other somatic syndromes (Kirmayer et al. 2011).
PTSD is associated with ill-defined or medically unexplained somatic syndromes,
such as dizziness, tinnitus, and somatoform syndromes, and several medical condi-
tions such as cardiovascular, respiratory, musculoskeletal, neurological, gastrointesti-
nal, endocrine, pain, sleep problems, and immune-mediated disorders (Gupta 2013).

Refugees often do not have experience of just one single trauma, but of multiple
traumas, and hardship related to premigration and migration experiences, and addi-
tional acculturation difficulties in the new host society. Most people experiencing
trauma recover in socially safe situations. Also, a majority of those having acute
stress reactions or PTSD improve, but for some the symptoms may remain for a
long time (Pottie et al. 2011). To identify patients in need of help, it is important to
recognise that signs of post-traumatic stress can vary and be combined with psychi-
atric and somatic comorbidity. For immigrants and refugees living in exile, this can
be of special concern as people in their new context might have poor knowledge
about harsh conditions in their countries of origin and on migration routes.

It is often the case that immigrants and refugees, especially newly settled, have poor
knowledge about how the health-care system works, what help they can obtain, and
how to communicate their suffering and need for help and support in an understandable
way in the new context. It is therefore necessary for health and mental health services
and professionals to be sensitive to cultural and contextual aspects of communication.

Cross-Cultural Communication

The term cross-cultural communication refers to situations of communication
between two persons of different cultural backgrounds. Most clinical encounters are
in a sense cross-cultural as a layperson’s perspective on health and illness often dif-
fers from the medical understanding. In the literature, the concepts of intercultural
communication are more commonly used than cross-cultural communication. Ting-
Toomey (1999/2001) relates intercultural to communicating meaning. One person
tries to convey meaning and the other tries to interpret it. Both verbal and nonverbal
information are important for conveying meaning. When conveying and interpret-
ing are confirmed, a shared meaning is constructed. Also, culture, age gender, and
social reference group may all contribute to diversity in styles of communication.

Cross-cultural communication often includes trying to penetrate the immediate
surface of words in order to understand the meaning of the other. The anthropologist
Ulf Hannerz (1992) discusses communication in culturally complex versus small-
scale societies in terms of communication in social situations of greater or smaller
cultural asymmetry. He compares communication in situations of small asymmetry
with the tip of an iceberg. What is explicitly communicated can be largely tacit as
much is known and already shared. In situations of greater asymmetry, more needs
to be explained and contextualised in order to attain a shared understanding.
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Hannerz argues for taking the perspective of the other in order to create a shared
meaning. This view is also emphasised by Scollon and Wong Scollon (2001) who
define successful communication as based on sharing as much as possible the
assumptions we make about what each other means. They state, “When we are com-
municating with people who are very different from us, it is very difficult to know
how to draw inferences about what they mean, and so it is impossible to depend on
shared knowledge and background for confidence in our interpretations’ (p. 22).

When health professionals encounter patients with an immigrant and refugee
background, much often needs to be asked and explained. What is under the tip of
the iceberg needs to be visualised and verbalised. The clinician may only have
scanty knowledge of the patient’s context and social background leaving much to
be discussed and explained. Vice versa, the patient might have poor knowledge
about how the mental health-care system works and what sort of help is available.
Trust and confidence are central to good-quality cross-cultural communication. A
trustful relation in which the patient and the clinician want to convey and under-
stand the meaning of the other is the basis for overcoming communication
barriers.

Language

Language is central to clinical communication and affects patients’ experience and
expression of distress. Language provides both possibilities for expression and lim-
its for communication. It is hard to communicate what we lack words for. With
language, we can approach and distance ourselves from memories and experiences.
Words and phrases do not just have cognitive meaning but also emotional and sym-
bolic meanings (Westermeyer 1990). Language has also a dialogical character, and
the meaning of words and concepts are partly influenced by interaction (Bot and
Wadensjo 2004).

Cross-cultural communication often involves communication in a second lan-
guage, translations, and working with interpreters. Westermeyer and Janca (1997)
suggest that symptoms are subjectively experiences that are often not easily trans-
lated into numerous languages. They exemplify this with words for sadness, anger,
anxiety, pain, boredom, weakness, and fatigue that may require more lengthy expla-
nations. The capacity for using a second language may deteriorate due to age, stress,
illness, and crisis.

For example, in psychotherapy as a verbal treatment approach, language can also
be overrated in cases. If, for instance, a patient with a recurrent depressive disorder
(current episode severe without psychotic symptoms) seeks for help in an inpatient
mental health-care setting and speaks a different language than the professionals, it
happened that the institutions refused to treat the patient with the argument that ‘due
to the communication barriers he is not able to take part in the [fundamental treat-
ment component] group therapy’. As a consequence, the patient was refused in
different institutions until one offered a treatment focussing in the nonverbal treat-
ment components in terms of building up activities and daily structure.
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Health Literacy

Health literacy is regarded as the ‘degree to which individuals have the capacity to
obtain, process, and understand basic health information and services needed to
make appropriate health decisions’ (National Institute of Health 2000, p. iv).
Patients with a lower literacy level can have problems reading prescriptions or fol-
lowing medical recommendations. Lower health literacy can lead to poorer knowl-
edge of the patient’s disease and worse clinical outcomes (Rothman et al. 2004).
There are specific vulnerable groups that have higher proportions of limited health
literacy than the general population in Europe. This includes older people, members
of ethnic minorities and recent immigrants, people with lower levels of education
and/or low proficiency in the national language, and those who depend on public
transfer payments (WHO Regional Office for Europe 2013).

Idioms of Distress

People may use different ‘idioms of distress’ for communicating suffering. The
concept, idiom of distress, was coined by Mark Nichter (1981). He defines it as a
socially and culturally resonant means of experiencing and expressing distress
in local worlds (Nichter 2010). Idioms of distress may convey signals and informa-
tion about past traumatic events, memories, and present stressors. The concept of
cultural idioms of distress was introduced in the American psychiatric Diagnostic
and Statistical Manual of Mental Disorders, DSM-5, in 2013. There it refers to lin-
guistic terms, phrases, or ways of talking about suffering among individuals of a
cultural group using shared concepts of pathology and ways of expressing, com-
municating, or naming essential aspects of distress.

In cross-cultural communication, it may be useful to be sensitive to patients’ use
of different idioms of distress when communicating experiences of trauma and
sequel of trauma. DSM-5 emphasises that idioms of distress may influence expres-
sion of distress of PTSD and comorbid disorders. Examples of this are given, e.g.
that panic attacks may be prominent in PTSD among Cambodian and Latin
American patients due to the association of traumatic exposure with panic-like
‘khyal’ (Cambodians) attacks (wind-related panic attacks including symptoms of
panic attacks and other symptoms) and ‘ataque de nervios’ (Latin Americans char-
acterised by symptoms of intense emotional upset and panic attacks).

In an overview of trauma survivors, Hinton and Lewis-Fernandez (2010) discuss
the clinical utility of the concept of idioms of distress. They suggest that idioms of
distress may influence the personal meaning of trauma-related disorder, shape the
course of the disorder, determine the pattern of help-seeking and self-treatment, but
also help clinicians understand the patient’s view of distress. Rasmussen et al.
(2011) studied refugees from Darfur and identified the trauma-related idioms of
distress, ‘hozun’ and ‘majnun’. These concepts shared symptoms with both PTSD
and depression but were not identical.
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Studying social representation of trauma among Palestinians in the Gaza Strip,
Afana et al. (2010) identified three types of concepts communicating post-traumatic
distress: the concept ‘sadma’ referring to trauma as a sudden blow with immediate
impact, ‘faji’ah’ meaning tragedy, and ‘musiba’ referring to calamity. The authors
describe the meaning of the concepts in terms of how they function in communicat-
ing the meaning of suffering to others, the context of suffering, and how to mobilise
social support.

Various somatic symptoms, for example, headache, pain, and sleeping problems,
are common triggers for seeking care for post-traumatic stress. Kirmayer and Young
(1998) suggest that somatic symptoms may be a culturally salient idiom of distress.
Not only PTSD, but also depression and other mental disorders and illnesses, and
conditions of distress can be expressed by culturally patterned idioms of distress.
Depression is a major post-traumatic response, especially after loss. Migration often
includes several and important losses for immigrants and refugees. In a Dutch study
of depressive disorders among female Turkish immigrant patients, depression was
characterised by a wide range of somatic complaints with anxiety and agitation
(Borra 2011). DSM-5 (2013) points out that there are substantial differences in
expressions of major depressive disorders. At the same time, it is emphasised that
there is no simple linkage between cultures and symptoms and that clinicians should
be aware that in most cultures most cases go unrecognised.

Communicative Style and Discourse Systems

Groups of people can have different cognitive styles and ways of communicating.
Analysing intercultural communication, Scollon and Wong Scollon (2001) use the
concept of discourse systems. They suggest that discourse systems might differ
according to culture, as well as also being related to other factors such as age, gen-
eration, gender, and professional affiliation. The concept of discourse system refers
to groups having a kind of self-contained system of communication with a shared
language or jargon. Scollon and Wong Scollon characterise discourse systems
according to the following: (1) ideology, (2) socialisation, (3) forms of discourse,
and (4) face systems.

Ideology refers to holding a common ideological position and recognising a set
of extra-discourse features defending the group. Socialisation is accomplished espe-
cially through the preferred form of discourse. Forms of discourse are performing
models for identification and in- and out-group markers. Views about hierarchies
and about who is the correct person to talk with might differ between discourse
systems. People are members of many different discourse systems simultaneously.
Differences in communicative style, and discourse system, between patient and cli-
nician may lead to misunderstandings and prejudice evaluation. Differences can
also be a way to manifest group belonging and identity.

With regard to trauma, different discourse systems can be manifested in, for
example, different views about when to talk about trauma and who to talk about it



44 S. Baarnhielm and M. Mésko

with, or even whether or not it should be talked about. In clinical situations, a shared
communicative style and discourse system can become a fast track for an in-group
communication and relation. In-group communication can, for example, include
situations of encountering patients with one’s own social and cultural background.
For the in-group member, small signals can convey information about communicat-
ing likelihood of traumatic experiences. On the other hand, in-group communica-
tion may entail a risk of false understandings and of a shared unformulated
agreement to avoid sensitive areas.

Culture, Trauma, Emotional Reactions

Communication is both a cognitive and an emotional process in which both patients’
and clinicians’ emotional reactions affect communication. The clinician’s encounter
with immigrant and refugee patients with a different cultural background may touch
deep unconscious feelings. Comas-Diaz and Jacobsen (1991) use the concept of
ethnocultural transference in discussing how culture and ethnicity may be played
out in emotional responses. Transference refers to the patient’s emotional reactions
and countertransference to the clinician’s emotional reactions in psychodynamic
psychotherapy. The concepts have relevance also outside psychotherapy and show
how easy it is to involve one’s own stereotypes about the other in communication.
Stereotypes can play an important role in the manifestations of transference and
countertransference.

Comas-Diaz and Jacobsen exemplify reactions of ethnocultural transference, for
example, how ethnicity and culture can be denied to the extent of obscuring and
avoiding any issues related to culture and ethnicity. Mistrust, suspicion, and hostil-
ity may be reactions to unacknowledged ethnocultural differences. Denial of ethno-
cultural differences may lead to countertransference reactions of thinking that one
is above the cultural or political influence of the society. They also describe the
opposite reaction of turning into a clinical anthropologist overly curious about the
patient’s ethnocultural background.

The encounter with patients who have experienced severe trauma can also evoke
strong feelings affecting interpersonal communication. Clinicians may experience,
for example, countertransference feelings such as despair and hopelessness but also
feelings such as mistrust and denial. If the feelings are not identified by the clini-
cian, they may easily be played out in actions. For example, feelings of despair can
lead to avoiding listening to the patient and hopelessness to not trying to help the
person, as no way of helping seems possible. Mistrust and denial may lead to not
taking seriously information given by the patient.

David Kinzie (1994) discusses countertransference from his experience of treat-
ing Southeast Asian refugees. Although Kinzie refers to psychotherapeutic treat-
ment, this has relevance also for other clinical encounters. Kinzie addresses a broad
range of possible reactions and emotions such as sadness and depression. He sug-
gests that these reactions may spring from both empathy and a realisation that what
happened to the refugees could have happened to anyone. From his experience,
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anger and irritability to an unknown perpetrator can last for a long time after a
patient has left and spill over into other activities and the private life of the therapist.
As a frequent side effect for therapists working with traumatised refugees, Kinzie
points to the risk of finding it difficult to work with non-traumatised patients, whose
problems may appear trivial. In cross-cultural communication with traumatised
patients, identifying one’s own reactions and feelings may be a way to understand
and improve the communication with the patient.

Cross-Cultural Communication Barriers

There are often several barriers facing immigrants and refugees when communicat-
ing post-traumatic distress to health professionals. Patients usually do not spontane-
ously talk about experiences of trauma, not even to health professionals (Westermeyer
and Wahmenholm 1989; Norstrom 2004). Health professionals seldom ask patients
with an immigrant and refugee background about previous trauma and signs of
post-traumatic stress (Al-Saffar et al. 2004; Shannon 2012). Lack of trust in the
health-care system can be a barrier for communication. Patients with a refugee
background can even have experiences of health care being a part of a repressive
state and of health professionals participating in torture. The lack of communication
about trauma means that there is a risk that experiences of severe trauma and signs
of post-traumatic stress are not identified.

A study of patients at a psychiatric outpatient clinic in an exposed suburban area
in Stockholm with many immigrant and refugee patients showed that patients who
had their trauma sufficiently addressed had a better self-related outcome with fewer
symptoms of PTSD, were less depressed, and had greater confidence in staff com-
pared to those who had trauma insufficiently addressed (Al-Saffar et al. 2004). The
study found that being an ethnic Swede was related to having trauma sufficiently
addressed while the opposite was true for immigrant groups. This study points to
the importance of asking about trauma.

People can make sense of distress in many different ways. How individuals make
sense of post-traumatic stress symptoms influences communication of distress and
help-seeking. The distressed person might not connect post-traumatic symptoms
such as flashbacks, nightmares, and concentration difficulties with previous trau-
matic experiences. Symptoms can be seen, for example, as signs of going mad and
losing one’s mind and be interpreted as stigmatising signs of severe mental illness.
This type of meaning making can restrict an open communication about distress and
experiences with friends and family members as well as health providers.

Another potential communication barrier is that patients and laypersons often do
not have the knowledge that experience of trauma can have an impact on their
health. Primary care is often the first contact with health care. In an American pri-
mary care study, the refugees’ perspective on communication barriers regarding
trauma was explored (Shannon et al. 2012). It was found that the refugees hesitated
to initiate a conversation about trauma due to cultural norms requiring deference to
the doctor’s authority and that the patients lacked knowledge about how trauma
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affected health. From the patients’ perspective, two key communication barriers
were identified. One was that the doctors did not raise the topic. Another barrier was
that the patients had a sense that a discussion of personal experiences and related
health problems was not appropriate for a primary care visit. However, most of the
refugees wanted to learn more about the impact of trauma on their health and dis-
cuss this with their doctors.

Bridging Barriers in Cross-Cultural Communication

There are several ways for overcoming barriers in cross-cultural communication
within health and mental health care. Some relate to add additional competence into
the health-care system by working with interpreters, culture brokers, cultural medi-
ators, and health advisors and collaborating with local community organisations.
These examples of innovative work may facilitate understanding, trust, and com-
munication between the professional and the patient. For immigrants and refugees
seeking care, knowledge about how the health-care system functions and confi-
dence in it can be important components for establishing a trustful cross-cultural
communication with individual professionals.

For clinicians, next to self-reflection and supervision, literature, travelling, and
personal experiences of socialising in other social and cultural milieus can contrib-
ute with new knowledge and perspectives that facilitate interpretation of meaning in
cross-cultural communication. Approaches that bridge perspectives and facilitate
cross-cultural communication for patients can contribute to a sense of coherence
between their own frames of meaning and medical perspectives.

The Narrative

Giving time to, and showing interest in, the patient’s illness narrative can facilitate
cross-cultural communication and understanding. Social science research has
stressed the value of narratives for communicating distress in a meaningful way. In
the book ‘The Illness Narratives’, Kleinman (1988) emphasised how the patient’s
story is central to clinical work and for understanding the particular patient.
Kleinman’s work has been followed by extensive research on how narratives can
contribute to communicative meaning and contextualised information in clinical
care. Through the illness narrative, the patient can communicate information about
distress from her or his own perspective.

The narrative captures central aspects of the patient’s illness experience and
social context and serves as a forum for presenting, discussing, and negotiating ill-
ness and how we relate to it (Hydén 1997). Good (1997) argues that narratives are
central to the understanding of the experience of illness and that the narrative can
locate suffering in history and help to place events in a meaningful order in time. For
clinicians, patients’ narratives may facilitate the formulation of concrete and con-
textualised probing questions that are a link to both the patients’ experiences and
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their understanding. Questions linked to the patient’s context are easier to under-
stand than abstract questions (Scarpinati Rosso and Bdédrnhielm 2012). Abstract and
decontextualised questions work when there is an underlying shared understanding
of meaning (Bédédrnhielm and Scarpinati Rosso 2009). Contextual information is of
particular importance to clinical communication with patients in cross-cultural situ-
ations where clinicians can have poor understanding of the patient’s milieu.

The usefulness of patients’ narratives for communication of post-traumatic dis-
tress was shown in a study of psychiatric diagnosing where the ethnographic
approach of the Outline for a Cultural Formulation in DSM-IV was utilised. The
patient’s narratives facilitated identifying traumatic events and post-traumatic
symptoms (Biérnhielm et al. 2014). While narratives can contribute to communi-
cating meaning in cross-cultural situations, there are limitations for understanding.
Kirmayer (2003) draws attention to the importance of a shared world of assump-
tions and values for understanding a patient’s narrative. The clinician’s response to
trauma is influenced by how the world is imagined. Kirmayer also suggests that
refugee patients’ narratives of trauma may involve life circumstances outside the
experience and imagination of the clinician.

Interpreters

When patient and clinician do not have a shared language, it is essential to have the
support of an interpreter, if possible, a qualified interpreter with specialist training
in mental health-care interpreting. Westermeyer (1990) differentiates between
translating and interpreting; translating refers to the ability to exchange words from
one language to another while retaining the same meaning. He sees interpreting as
a more subtle skill which includes transmission of emotional and symbolic mean-
ing. The quality of communication with an interpreter depends upon the capacity
and training of the interpreter but also on the skills of the clinician as well as how
well the patient is familiar with the situation of working with an interpreter.

As clinicians, we need to learn how to ask translatable questions. Wadensjo
(1987) points out that an interpreter has to record the meaning of what is said and
that this is facilitated by the clinicians not using too long phrases. When the clini-
cian uses long phrases, it becomes difficult for the interpreter to remember, and
there is a risk that only a summary is transmitted and communicated. Bradford and
Munoz (1993) formulate some key points for psychotherapy and interpretation and
stress the importance of interpreting in the first person, with the ‘I’ pronoun. This is
important also in other clinical situations as talking about the patient in a third per-
son can be both confusing and create a distance.

It is important for the patient that he or she understands the role of the interpreter
and how the interpreter works. Especially, in the first clinical contact, it is important
that the patient is informed about how communication works with the support of an
interpreter and that the interpreter is bound by rules of confidentiality. For clini-
cians, it is important to learn to ask translatable questions. Discussing the need for
culturally sensitive diagnostic procedures among Moroccan patients, Zandi et al.
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(2008) argue that it is of value to formulate questions using concrete words (e.g. sad,
tired, happy) and avoiding abstractions as much as possible (e.g. depression, shame,
guilt). Abstract questions can have an unclear meaning.

Cultural Brokers

Cultural brokers, and other forms of cultural mediators, are helpful for bridging
gaps of meaning. They function as a resource in helping interpret the cultural mean-
ing of illness and healing, and this transcends linguistic interpretation (Miklavcic
and LeBlanc 2014). Information from cultural brokers about cultural milieus, tradi-
tions, and meaning of communication can broaden the clinician’s framework of
knowledge for interpreting a patient’s communication. Exactly how cultural brokers
or mediators work varies between different settings.

A community-based model with health advisors or health communicators has been
implemented in some parts of Sweden (Bidrnhielm et al. 2013). The health advisors
meet groups of newly arrived refugees and immigrants and discuss health promotion
and how the complex Swedish health-care system works. These issues are discussed
in a dialogue form, in the mother tongues of the refugees and immigrants, in local
municipalities. The health advisors meet the groups several times and address differ-
ent topics: acculturative stress, post-traumatic stress, and where and how to obtain
help, among others. This type of health promotion work makes it easier for laypersons
to recognise post-traumatic symptoms and to know where and how to get help and
how to communicate with health-care professionals in an understandable way.

Self-Reflection and Supervision

A self-reflexive stance is a basic element to improve quality of cross-cultural com-
munication. A reflexive stance, or reflexivity, means trying to see oneself through
the eyes of the other and is a method used in anthropology (Hylland Eriksen 2004).
In situations of cross-cultural clinical communication, self-reflection over one’s
own communicative style, ways of using language, and reactions of countertransfer-
ence can be helpful in getting an idea of the perspective of the patient. Professional
supervision and peer consulting can be helpful in identifying one’s own reactions
and contribute to improve quality of communication. Also specific continuing edu-
cation may trigger self-reflection.

Assessment and the Cultural Formulation Interview

For overcoming barriers in cross-cultural communication in assessment situations,
the Cultural Formulation Interview (CFI) in DSM-5 is a new and helpful tool. With
a 16-question interview based on the Outline for a Cultural Formulation in DSM-5,
the CFI supports a narrative, person-centred communication in psychiatric assess-
ment. This includes exploring the meaning of the other and an interest for idioms of
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distress, resilience factors, and expectations of help. The CFI includes open ques-
tions and is intended to be used with all patients in the initial assessment. For a
further exploration, there are an interview directed towards informants’ family
members and 12 supplementary modules for a deeper exploration of different areas.
Some of the modules have been developed for specific groups (e.g. immigrants and
refugees, older adults) and topics (e.g. cultural identity; spirituality, religion, and
moral traditions; coping and help-seeking). The module on immigrants and refu-
gees includes questions about hardship, violence, and loss.

Adeponle et al. (2012) studied the impact of systematic use of the cultural for-
mulation on patients, referred to a cultural consultation service, with a psychosis
diagnosis in Canada. Misdiagnosis of psychotic patients occurred with patients
from all ethnocultural groups, especially recently settled immigrants. Overdiagnosis
of psychotic disorders was frequent. After using the CFIL, 49 % of the patients with
an intake diagnosis of psychotic disorder were re-diagnosed as nonpsychotic, and
PTSD was among the common disorders diagnosed after the CF interview. Twenty
percent of those who had a change from intake diagnosis of psychotic disorder were
re-diagnosed as having PTSD.

Diagnostic Categories and Sense of Coherence

The concept of sense of coherence (SOC) may have relevance to how patients can
make meaning out of the clinical cross-cultural communication in assessment situ-
ations. The SOC concept was developed by Antonovsky (1988) in order to under-
stand how people successfully cope with stress. SOC includes three core components:
comprehensibility, manageability, and meaningfulness. Comprehensibility refers to
the extent to which one perceives the stimuli confronting one to make cognitive
sense. Manageability refers to the extent to which one perceives that the resources
at one’s disposal are adequate to meet the demands. Meaningfulness refers to the
extent to which one feels that life makes sense emotionally.

For patients, some form of coherence between psychiatric diagnostic evaluations
and own perspective may contribute to an improved sense of coherence regarding
illness understanding (B#ddrnhielm 2004). A meaningful communication about
medical information, for example, conveying psychiatric diagnostic categories of
post-traumatic stress and suggestions for treatment, is facilitated by knowledge
about the patient’s perspective on illness and meanings given to post-traumatic
symptoms. In a review about PTSD, Johnson and Thompson (2008) emphasise the
importance of paying attention to patients’ expressions of disorder and distress, the
meaning they ascribe to post-traumatic symptoms and experiences, rather than
focussing on diagnostic categories.

Building Trust and a Therapeutic Alliance

Trust and a therapeutic alliance between patient and clinician are central to the qual-
ity of cross-cultural communication. Trust can be created in many ways, in the
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individual encounter as well as on a community level with information about health
issues and how the health-care system works. For establishing a therapeutic alli-
ance, Nussbaum (2013) addresses the importance of active listening in conveying
respect for a patient and his or her concerns. He also emphasises that how questions
are posed can contribute to establishing a therapeutic alliance and that expressing
concern about a patient’s well-being is essential.

Trust and a therapeutic alliance can be especially important in cases of sexual
violence. In cross-cultural communication about trauma, clinicians have to ask about
trauma but also have to be sensitive to when and how the patient wants to talk about
it. The clinician has to respect the limits of what the patient wants to say and if he or
she is prepared to talk openly about trauma, as this can be affected by cultural norms
and traditions. Discussing resilience-oriented therapy with asylum seekers, Laban
et al. (2009) stress the importance of the quality of the alliance and that patients feel
that therapy is embedded in coherent, reliable, and predictable interactions.

Case, Soran

Some aspects of cross-cultural clinical communication will be illustrated with the
case of Soran. Soran’s contact with health care and some glimpses from verbal com-
munication with health professionals in the small town of Marlunda will be pre-
sented and discussed. Soran is a 43-year-old man living in Sweden and is originally
from Iraq.

Soran telephones the primary care clinic and asks for an appointment. He wants
help with fatigue, pain, and sleeping problems. He has not been in contact with the
primary care clinic before. Soran speaks fairly good Swedish and does not ask for
an interpreter.

At the primary care clinic, Soran meets a general practitioner (GP). The clinical
consultation starts with the GP asking about Soran’s health problems. Soran
responds:

I have headaches, I have problems with sleeping, and I have pain in my left side. 1
have back pain and something is pressing on my neck. When it is cold outside, it
gets worse. I wake up in the night and cannot go back to sleep.

Soran continues to talk about long-lasting sleeping problems that make him very
tired. The GP asks about what help Soran has sought earlier.

Soran: I have been in contact with a private Arabic-speaking doctor working here
in Marlunda. He told me to call you here. He said that you could help me.

GP: Did you have any contact with a doctor in Iraq before you came here?

Soran: No, it was not possible; the war was going on. I got sleeping pills from my
friends and relatives. Sometimes the pills made me very tired even during the
day. But they were very good sleeping pills; they made me sleep at night. [ would
like to have good pills like those.
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The GP asks Soran more about the condition of his health when he lived in Iraq.
Soran talks about sleeping problems, self-medication, and lack of medical care. The
GP gets the impression that Soran has lived under quite stressful conditions in Iraq
and wants to know more about this.

GP: Have you talked about this with your Arabic-speaking doctor?
Soran: No, I have not. He knows how it is in Iraq. I did not need to tell him.

While carrying out a physical exam, Soran asks the GP for some good sleeping
pills. The GP becomes irritated and suspicious. Perhaps Soran is addicted to benzo-
diazepines and has just come for more drugs. Or has he just come for a medical
certificate so he can stay away from his studies or work? The GP finds it meaning-
less to continue with a further examination and consultation without an interpreter.

GP: I think it is better if you come back when we have an Arabic interpreter here.
Soran: I do not want to have an Arabic interpreter. I can speak Swedish.

GP: The interpreter can help us when we do not understand each other.

Soran: I do not speak very good Arabic.

Soran explains that he does speak Arabic but does not understand it completely.
Soran’s mother tongue is Kurdish. The GP arranges for a new appointment with a
Kurdish interpreter.

Soran returns 2 weeks later to the primary care clinic. The GP he met the first
time is now on vacation, and Soran meets a female resident physician in family
medicine. A male Kurdish interpreter is present. The resident asks Soran about his
health problems. Her short questions about Soran’s problems lead to a long discus-
sion between the interpreter and Soran. The resident interrupts and asks if there is
any problem with her questions.

Soran says in Swedish that he does not understand the interpreter. The interpreter
explains that he speaks Kurdish with a Kurmanji dialect and Soran with a Sorani
dialect. The interpreter understands Soran but Soran has difficulties understanding
the interpreter. The interpreter says that it is important that they ask for a Kurdish-
speaking interpreter who speaks the Sorani dialect.

A week later, Soran comes back to the primary clinic. He meets the resident physi-
cian and a male interpreter speaking the Sorani Kurdish dialect. The interpreter pres-
ents himself and explains that he is going to interpret everything that is said. He also
informs the patient that everything said will be treated with confidentiality. Soran’s
problems have not improved, and the resident physician makes a comprehensive anam-
nesis about his symptoms as well as carrying out a physical examination. With the
support of the interpreter, Soran understands her instructions and collaborates well.

The resident asks Soran to tell her about his background in Iraq and why he
migrated. Soran narrates his life in Iraq and why he fled. He comes from the north-
ern Kurdish part of Iraq. As a teenager, together with two cousins, he left his family
and went up to the mountains and joined the Kurdish guerrilla; he became a pesh-
merga. He lived there for some years and participated in several armed conflicts
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with the Iraqi military. It was during this period that his sleeping problems and
nightmares started. He obtained medication from his friends to help him sleep.
Sometimes the medication made him so tired that he slept also during the day. After
some years as a peshmerga, Soran was captured by the Iraqi military and impris-
oned. After 18 months, he managed to escape with the help of some relatives.

The resident physician listens to Soran’s narrative and asks what happened in the
Iraqi prison. Soran looks at the resident and asks ‘Do you really want me to tell
you?’ ‘Yes’ says the resident. Soran tells her how he was treated in prison. He was
badly beaten and tortured in order to give information about the guerrillas and where
they stored their weapons. Today he has recurrent nightmares about these interroga-
tions, the torture, and also his own participation in the fighting. Certain situations,
like bright light in a room, when he sees the police, or certain sounds, make him feel
as if he is in the Iraqi prison again. He avoids public places as there is a risk of see-
ing the police. He also avoids political discussions with other Iraqi refugees as he
then feels as if he is being interrogated and threatened.

The resident physician asks Soran how he managed to escape from the prison
and Iraq. Soran responds ‘I walked to Turkey, but I do not want to talk more about
that, it is too hard for me’.

The resident respects what Soran says and does not ask any more questions about
his journey through Turkey to Sweden. The resident continues to ask about symp-
toms of PTSD and depression.

In this case, communication between the patient Soran and the health-care profes-
sionals started with a discussion about somatic symptoms, fatigue, pain, and in particu-
lar sleeping problems. Initially, it was unclear whether Soran was sufficiently proficient
in Swedish or if he needed an interpreter. The resident physician started a communica-
tion without checking if the interpreter and Soran spoke the same language and without
informing and acclimatising Soran regarding how to work with an interpreter. The
GP’s decision to end the consultation and give Soran a new appointment could have
been affected by countertransference feelings of irritation and mistrust.

When Soran was given space and time and someone showed interest in his story,
he gave information that shed new light on his nightmares, pain, and problems.
However, he was also very clear about how much he wanted to communicate in the
present situation. His illness narratives made it easier for the resident physician to
formulate probing questions that contributed to clarifying that Soran suffered from
PTSD. He previously had periods of depression with high alcohol consumption.
When the resident physician discussed treatment, Soran said that he often thought
about his own participation in armed conflicts and what he had done to others.

Summary of Key Points for a Successful Intercultural
Communication with Traumatised Immigrants
In interaction with the patient

» Listen actively to the patient and his or her concerns.
* Show your concern about the patient’s well-being.
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» If possible, be generous with the use of qualified interpreters (in Sweden, inter-
preters are usually free of charge in health care).

* Ask about previous trauma and post-traumatic symptoms.

* Be sensitive to what, when, and if the patient wants to talk about trauma.

* Try to share as much as possible with the patient assumptions about what each of
you mean.

* Pay attention to patients’ expressions of distress and meanings ascribed to post-
traumatic symptoms and experiences.

In interaction with one’s own thoughts and emotions

* Be aware that working with this target group requires more time for communica-
tion and arrangement.

* Find space and time to reflect about communication irritations.

* Try to find words or expressions to communicate with yourself the emotional
challenges of working with this vulnerable patient group.
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Levent Kuey

Migration has been a collective experience for humankind throughout history. There
has almost never been a society which has not experienced migration in some form
or the other, and currently no such society exists. Some societies have sent many
immigrants abroad, some have received or hosted, and still others have been in tran-
sit along paths of migration; almost all have experienced migration, though to vary-
ing degrees and in varying forms. Humankind does in fact owe its current existence
to a combination of migration and evolution.

Migration is thus a universal and historical fact. One could list a vast variety of
historical samples: migration of early human beings out of Africa; migration of
European peoples to the east coast of North America in the nineteenth century;
further migration of many of them to the west of North America; migration of peo-
ple from South America and Central America and Mexico via the US border to the
north; migration of workforces from southern and eastern European countries to
northern and western European countries in the twentieth century; migration of war
refugees during and after world wars; migrations of post-colonial and post-cold war
periods; migration of highly educated professionals from developing countries to
more developed countries (the so-called brain drain or gain); and recent migration
of refugees and asylum seekers from conflict areas, especially from Africa and the
Middle East, to more stable and developed countries.

Although these events have their own historical, socio-economic and political
reasons and dynamics, migration is used as an umbrella term to signify a wide vari-
ety of facts and processes including ‘forced migration’, ‘voluntary migration’,
‘migration of the work force’, ‘economic migration’ and so on. Furthermore, the
groups of people taking part in migration are also defined under similar umbrella
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terms (e.g. immigrants, refugees, asylum seekers, guest workers, etc.). On the other
hand, it should be kept in mind that groups of people referred to under such umbrella
terms, while sharing some commonalities, also show some distinctive features.

In general, migration is defined as the geographical movement of people from
one place to another, but every instance of migration needs to be assessed in its
singularity. Such an approach helps to discuss certain special aspects of migration,
such as where the demarcation line between voluntary migration and forced
migration should be drawn or what the legal and health conditions of refugees and
asylum seekers are in different parts of the world at different times and how
these could be improved. In fact, the definition and features of migration and the
related phenomenon are not consistent in every geographical and historical context
(Bartram et al. 2014).

Since there is no ‘one uniform migration’, reviewing its impact on mental health
by taking it as an independent variable and examining its effects on the people who
had migrated or hosted the immigrants would be misleading. This ‘geographical
move’ involves a complex web of cultural, economic, social, psychological and
political reasons, motives and implications, including the ones relevant to the men-
tal well-being and mental ill health of the peoples involved. Immigrants do not all
prepare in the same way and their reasons for migration are varied. The process of
migration and subsequent cultural and social adjustments also play key roles in the
mental health of the individual. Clinicians must take these ranging factors into
account when assessing and planning unique intervention strategies aimed at the
individual in his or her social context.

These mental health implications and traumatic consequences of migration,
especially on refugees and asylum seekers, are the subject matter of the other chap-
ters of this book; this chapter, meanwhile, focuses more on the traumatising effects
of stigma and discrimination.

The Issue of ‘the Other’

In order to understand the traumatising effect of stigma and discrimination on immi-
grants, the issue of ‘the Other’ should be briefly reviewed from a historical and con-
ceptual perspective. Different human social groupings are commonly seen as ‘others’
by members of other groups. Mercier (2013), philosopher and novelist, captured it
precisely as follows: ‘Others are really others. Others’. We human beings need to set
up social networks with our fellows for existence and survival, which inevitably sets
the basis for social groupings and, in turn, generates the categorisation of ‘in-groups’
and ‘out-groups’, ‘me’ and ‘others’ or ‘us’ and ‘them’.

To obtain an overview of the roots of the issue of ‘the Other’, some of the works
by scientists of the humanities were reviewed (see, e.g. Senel 1982, 2003, 2014; Ilin
and Segal 1942; Leakey 1994; Engels [1884] 2010; Hirs 2010; Mayor 2012).
Historically, during the hunter-gatherer period of humanity, the main categorisation
which was used as a crucial tool for survival was the distinction between ‘harmful/
poisonous (food)’ and ‘edible/nutritious (food)’. Any obstacle in reaching
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necessary aliments was to be removed or killed including the other human beings or
animals. These ‘others’, however, were not categorically conceptualised as ‘the
Other’; they were merely obstacles to be eliminated in order to ensure survival. The
establishment of such categorisations (i.e. ‘in-groups’ vs. ‘out-groups’, ‘me’ vs.
‘others’ or ‘us’ vs. ‘them’) has their roots in the historical period in which people
were shifting from the hunter-gatherer lifestyle to the period of the first settlements.
The first settlements developed near to the big rivers. The Nile, Yellow River,
Euphrates-Tigris (i.e. Mesopotamia) and Amazon, with their continuous flow of
water, provided the preconditions for the earliest agricultural production. The first
horticultural and agricultural societies were formed, and farming offered the inhab-
itants of these first settlements more sustainable means of nutrition such as wheat,
corn and rice. Furthermore, shelters and housing, mainly made of mud and agricul-
tural leftovers such as straw, became the living area; these new homes were obvi-
ously more protective than caves had been and were to form protection against the
attacks of others. These processes also forced people to create more elaborate social
groupings and organisations in these first cities. Gobekli Tepe, in southeastern
Turkey, has been shown to be a good example of such a process in modern day
(Benedict 1980). This development, in turn, gave way to more clearly defined social
strata and the division of labour into categories such as social leaders, priests and
workforces. The emerging social classes and hierarchy set the basis for sharing the
surplus value and production as well as fulfilling people’s spiritual needs, especially
in face of overwhelming natural changes and disasters. These social organisations
were established through cooperation, collaboration and solidarity among the mem-
bers of the ‘in-groups’. Moreover, they were an effective means of defending the
group against ‘out-groups’. These modes of production and sharing were also
reflected in their corresponding modes of thinking and mindsets. Conceptual cate-
gories of ‘members of my city’ or ‘my citizens’ or ‘my civilisation’ and ‘members
of other cities’ or ‘non-citizens’ or ‘other civilisations’ or ‘foreigners’ had become
a paradigmatic fact of the human condition. The zeitgeist of the city states had
developed, and conceptualisations of ‘us/friends’ vs. ‘them/enemies’ had emerged
and been established along with the formation of city states and city walls.

The conflicts of interest between members of ‘in-groups’ were solved through
the use of inner regulations based on shared goals, ideals, values and rules, while
conflicts with ‘out-groups’ were solved either by armed confrontations and wars or
negotiations and treaties. Not only socio-economical life itself but also the psycho-
logical mindsets and mental structure of humanity gave birth to the categorisation
of ‘us’ vs. ‘others’; hence, such categorisation has also been the source of discrimi-
nation and stigmatisation in the centuries that followed. This is a reality of human
history/existence which cannot be ignored and should not be seen from a romantic
idealistic perspective, but rather from a realistic humanistic perspective.

Accordingly, the crucial question is not whether the categorisations of ‘us’ vs.
‘others’ exist, but rather how and by whom these categorisations are determined. In
any given society, the ‘social power relations’ determine the stratification of ‘us’ vs.
‘them’ groupings. This stratification works both for intergroup relations and for
intragroup relations. Whether a group is to be designated as ‘the Other’ and labelled
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with prejudice and discrimination will depend heavily on the zeitgeist of the current
dominant social power.

Throughout history, the zeitgeist of any social power has evolved alongside
socio-economic changes. In the era of empires, the social power was in the hands
of a dynasty which also owned the armed forces and land in the name of ‘the
holy’. The majority acknowledged the existence of minorities, a sort of ‘parallel
existence’, unless these minorities or ‘others’ expressed a will to take over the
power. Discrimination against marginalised people, for example, people with
mental illness or so-called witches, was an unquestioned exercise like all the other
discrimination in the name of ‘the holy and the king’. Moreover, other empires or
their immigrants, named barbarians, were considered to be real threats, i.e. ‘the
Other’.

In the era of nation states, the social power seems to be in the hands of the state,
run by the ‘elected or selected powers’. Nation states, independent of their sociopo-
litical administrative regimes, relied heavily on the motto of ‘one nation, one flag,
one language’; in some cases, ‘one religion and/or one leader’ is also added to this
motto. The zeitgeist of the current dominant ‘social power’ and the majority in gen-
eral do not acknowledge the existence of minorities. Minorities are either extermi-
nated or assimilated. They are defined and discriminated as ‘the Others’, people
who have different ethnic origins, belong to other cultures and talk other languages
(as their mother tongue). ‘The Other’ is discriminated against in the name of national
identity and uniformity. The borders of these states are strictly controlled, and bor-
der crossing is regulated by national regulations and international treaties. Travelling
documents and working and residence permits are also strictly controlled by national
authorities. Other than tourists, anyone geographically moving from one national
state to another, either legally or illegally, becomes an immigrant, refugee or asylum
seeker and is open to discrimination.

Although some sociologists consider the current historical period as the “post-
national’ era (Soysal 1994), immigration and refugee policies are mainly controlled
by national states and to some extent by international organisations founded through
treaties signed by these national authorities. According to the zeitgeist of the current
times, ‘us’ denotes productive human resources while ‘the Other’ is anyone outside
of this group, such as the disabled. Of course, humanity has also developed policies
and taken humanistic steps against such discrimination. The human rights of vari-
ous minorities, including disabled and disadvantaged groups, immigrants, refugees
and asylum seekers are protected by many international laws and treaties (see some
of the relevant United Nations documents listed at the end of ‘References’), at least
de jure, if not de facto.

Here, as far as the focus of our discussion is concerned, it is important to add that
each era had inherited ‘the Other’ of the preceding era. Hence, in today’s societies,
all the historical ‘Others’ could be and frequently are designated as ‘the Other’. This
explains, why in various parts of the world, many people are still discriminated on
the basis of their ‘in-group’ features, i.e. on the basis of race, nation, ethnicity, reli-
gion, sex, sexual orientation, gender identity, skin colour, health condition or abili-
ties and mostly socio-economic class and inequalities.
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Prejudice and discrimination based on such designations have been causing dev-
astating trauma due to personal cruelty and mass violence and consequently human
suffering on a vast scale in almost all societies. Human history is full of violent acts
which are examples of specific discrimination of people with migration back-
grounds. Today, the challenge seems to be to confront all the discriminative prac-
tices which have built up over the course of human history and have been inherited
by our current societies. The solutions in such a process of confrontation do not lie
in the challenges and solutions of previous eras; modern challenges cannot be
resolved by referring to the means of premodern times. Tackling the discrimination
of populations with migration backgrounds, whether it is based on nationality, eth-
nicity or religious belief, should therefore not be based on the values and zeitgeist
of previous eras of national states or emperorships. Fundamentalism based on reli-
gious beliefs and national identities are premodern suggestions to postmodern chal-
lenges and the ones which lead to deepening suffering rather than furthering human
collaboration. Our current task is to develop new postmodern ways of overcoming
discrimination, thus leading to a more humane cosmopolitanism (Appiah 2006) by
enjoying our intergroup diversities and differences. As stated elsewhere (Bartram
et al. 2014), national identity is not the focus of attention in cosmopolitanism; peo-
ple are considered equal as individuals, as global citizens. In today’s world, migra-
tion is considered as a key component of social transformation in general. The
salience of national identity is a matter of great regret for many people, in part
because of its consequences on how immigrants are sometimes treated by host soci-
eties. ‘Nationalism is something to be resisted or suppressed, particularly when one
considers its consequences. Modern nationalism had fed vicious violence and wars
ranging from individual acts of cruelty to genocide’ (Bartram et al. 2014).

Migration and Mental Health

According to Parla (1997), while ‘Self is constructed through confrontation with the
mirroring effect of the Other, the Other is discovered through self-confrontation’.
The construction of the self-identity is an ongoing joint reconstruction process in
which we need Each Other. Migration is a process by which the immigrant and the
host meet Each Other. The complexity of migration and related processes, including
various modes of acculturation, marginalisation, integration, assimilation, stigmati-
sation, hybrid identities or multi-identities and multiculturalism or cosmopolitan-
ism, all attract the interest of scholars from various disciplines.

Vulnerability caused by factors related to migration and its effects on the psycho-
logical well-being of immigrants, refugees and asylum seekers have been widely
revealed in many pieces of research as well as in the other chapters of this book. Three
stages of the migratory process and possible vulnerability factors have been defined
respectively, revealing a clear picture of the process (Bhugra and Jones 2001). The
first stage is the ‘pre-migration period’” where the individuals decide to migrate and
plan the move. Immigrants create a network of relations, both in the host and origin
societies. The decision to migrate is not usually made in isolation by the individual,
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but in the context of these relational networks (Hinze 2013). The second stage is the
‘process of migration’ itself and the physical transition from one place to another,
involving all the necessary psychological, social and economical steps. Finally, the
third stage is the ‘post-migration stage’, when the individuals deal with the social and
cultural frameworks of the new society to adapt to new roles and become interested in
transforming their group. At these stages, possible factors affecting vulnerability
include the individual personality features of the immigrants and experiences of loss,
bereavement, depression, post-traumatic stress disorder and cultural shock. Besides
this, the attitudes and behaviours of the members of the host society towards the peo-
ple with an immigration background constitute another domain of vulnerability fac-
tors determining mental health outcomes at the post-migration stage. These outcomes
could be summarised by a spectrum between the dimensions of assimilation/integra-
tion and marginalisation/rejection, depending on the degree to which contact is made
with the host culture on one hand and the degree to which the culture of origin is
maintained and relations with the home culture are sustained on the other. In fact,
most immigrants show a combination of these processes and outcomes.

The migration process is inevitably stressful and stress can lead to mental illness,
but does not necessarily do so. Such stress may not be related to an increase in all
types of mental illness or to the same extent across all immigrant groups. On the
other hand, for many immigrants, migration can bring new opportunities leading to
higher living standards and improved quality of life and personal satisfaction.

Migration forces the immigrant to reconstruct himself/herself along with his/her
life story or the answers to the questions ‘who am I, where am I coming from and
where am I going?’. What happens when one migrates, or as it is phrased in a Turkish
song ‘Bir yigit gurbete diigse gor basina neler gelir?’ (translated as ‘what happens
when one faces homesickness?’). One of the first reactions of the immigrant is a
strong desire to return home or at least a dream of doing so; this homesickness char-
acterises the foreigner. The fear of losing one’s affiliations and belongings triggers a
phantasised and idealised reconstruction of the lost home. The conflict is between the
real (not romanticised) host country that the migrant is living in and the idealised lost
homeland that is kept alive in the mind of the migrant; this conflict asks for ‘a dual
existence’. This conflictual state is described very well by a Turkish-German writer,
Emine Sevgi Ozdamar (2000). It is a state of ‘living in between’ (Oren 1987) or a
craving to create a new way of living in a ‘third new space’, one which contains both
rather than either or Existing in a third space is a process where we meet Each Other.
That is exactly why immigrants are not a distinctive group; they are a key part of the
whole society, with far-reaching implications for how the people of the host country
understand important aspects of themselves. Migration has also been a progressive
factor: an opportunity for maturation for the many involved.

Trauma and Mental Health

Various psychological traumas, particularly those experienced in early years, have
been widely shown to have detrimental effects on the mental well-being of humans.
Such early traumas have been considered as part of the explanatory models for
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mental disorders which occur in later years, e.g. early loss of a mother connected to
depressive states in adulthood. Furthermore, traumas experienced during adulthood
also have a crucial impact on the development of post-traumatic stress disorder.
When migration is recognised as a traumatic life event for immigrants, the interme-
diate variables which increase or decrease the traumatic effects of migration and
vulnerability become an important focus of attention. We consider stigmatisation
and discrimination, among other variables, to have the highest traumatising impacts
on the lives of immigrants. Furthermore, we consider stigmatisation and discrimina-
tion to be closely and negatively related to the working and living conditions of the
immigrants and their psychosocial status in the society. This could lead to a vicious
cycle, lower social status causing higher discrimination and vice versa. Discriminative
behaviours put the immigrant in a double-bind situation: they must either reject the
host society and become marginalised or accept being assimilated. In other words,
it creates ghettos on one side or loss of identities on the other. Neither of these alter-
natives leads to better mental health.

A part of the story that is often neglected is that discrimination and stigmatisa-
tion of social groups with a migration background are also harmful for the host
societies. Discriminative acts prevent the members of the host societies from finding
creative solutions which lead to new possibilities of enrichment via confrontation
with different cultural backgrounds. The possibility of reaching ‘transnational citi-
zenship’ (Balibar 2003) is lost due to stigmatisation and discrimination. For all of
these reasons, enhancing our understanding of the re-traumatisation of immigrants
through stigmatisation is an issue of concern.

Stigma and Stigmatisation

One of the factors mediating the stressful effects of migration on mental ill health is
the degree of discrimination and stigmatisation that immigrants are facing. Stigma
is considered to be an amalgam of ignorance and stereotypes, prejudices and dis-
crimination (Rose et al. 2007). Here, ignorance could be defined as a lack of knowl-
edge and interest, while stereotypes refers to the cognitive aspect of the social
categorisation of people into ‘in-groups’ and ‘out-groups’. Prejudices or negative
attitudes towards ‘out-groups’ reflect the emotional aspect of this categorisation,
while discrimination, i.e. excluding and avoiding behaviours, refers to the behav-
ioural patterns of the host society towards perceived ‘out-groups’, inevitably harm-
ing them (Hinshaw 2007).

From a more sociological point of view, the process which ends with discrimina-
tive acts starts with the phenomenon of labelling (Link and Phelan 2001). Any
group which is labelled on the basis of their differences stimulates stereotypes
towards members of that group and strengthens the categorisation of ‘us’ vs. ‘them’.
Such categorisation, whether factual or illusionary, creates emotional responses
such as fear, anxiety, anger, pity, shame, alienation, embarrassment, and prejudices
which can lead to discriminative acts.

Discrimination of the immigrant in the host society has a crucial role in convert-
ing the experience of migration into a traumatic life event. Discrimination against
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immigrants originates primarily from the categorisations of ‘in-group’ vs. ‘out-
group’ or ‘us’ vs. ‘them’, designated by the dominant paradigms in that society. The
cycle of stigmatisation and exclusion (Sartorius 2006) starts with the labelling of
immigrants, both as a group and individually, as ‘the Other’; this causes alienation
and mobilises stereotypes related to that group, in turn leading to ignorance and
prejudice and thus causing discrimination and stigmatisation not only against that
specific group but also against all immigrants. Immigrants, as a minority group in the
host country and culture, are frequently open to accusations by the majority pertain-
ing to any issue which emerges and which is perceived to be related to the minority’s
situation. The result of such stigmatisation is policies which demand that minority
groups are assimilated and behave, feel, work and live as the majority group do.

It has been clearly shown that the discrimination of immigrants is reinforced by
expressed signs of difference (Hinze 2013). When differences in race, ethnicity,
cultural habits and religious beliefs and rituals are not taken as a basis for enrich-
ment but rather as a basis for prejudice and discrimination, they serve as stress fac-
tors which predispose a person to or trigger mental ill health. Furthermore, prejudice
and discrimination originating from a single feature of the members of a minority
group are usually generalised to the whole person and all of their features. For
example, members of a minority group who are discriminated against due to their
ethnic or national origins could also be discriminated against on the basis of assump-
tions about their intellectual performance. This generalisation of stigma leads to the
reinforcement of stereotypes and exclusion. Even factual differences such as lan-
guage and non-verbal communication style differences could become the basis for
such generalisations. Moreover, stigmatisation disregards the heterogeneity of vari-
ous within any one group, instead considering any stigmatised group as homoge-
nous (Mok 1998). In fact, such discrimination has caused vast human suffering in
almost all societies across the world, throughout history. Many human-made disas-
ters and acts of mass violence have been executed in the name of such group differ-
ences and diversities.

Responses to Stigma

In almost all societies, multiple sources of stigmatisation and discrimination have
led to the creation of the society’s own ‘scapegoats’, its very own ‘Others’. In a
given society, immigrants, refugees and asylum seekers are one of the most readily
available groups of ‘Others’ to be stigmatised. Stigma against people with migra-
tion background puts a heavy and complex burden on the lives of immigrants. The
difficulties of daily life such as working conditions, social relations and so on, can
be wounding enough in themselves, but the extra burden of discriminative attitudes
and behaviours can have a deeply traumatic impact on the immigrant’s psychologi-
cal well-being and social relations. While on one hand aiming to overcome the task
of adaptation and integration in the host society and facing the related distress and
possible disabling effects of this process, immigrants also often face the traumatisa-
tion caused by stigma and exclusion.
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Richman and Leary (2009) have described three forms of response to this discrimi-
nation. One form of response is to experience the limiting consequences of stigma via
the internalisation, i.e. through self-stigma or ‘self-oppression’ (David and Derthick
2014); this involves the devaluation and inferiorisation of oneself and one’s group and
diminished self-esteem and self-efficacy. A second response is righteous anger and
more active attitudes towards discriminating prejudices, while the third form is indif-
ference. Many immigrants show a combination of these responses to varying degrees,
depending on the stage of their migration process and the interaction of their subjec-
tivity with the objectivity of the sociocultural contexts they are living in.

Internalised stigma or self-stigma can be regarded as consisting of three dimen-
sions: self-stereotyping, self-prejudice and consequently self-discrimination
(inspired by Hinshaw 2007). Self-stereotyping reflects the cognitive aspects of
social categorisation (i.e. ‘I am a member of a disadvantaged, inferior group’); self-
prejudices reflect the emotional aspects of differentiation (‘I am different and
rejected and deserve this situation’); lastly, self-discrimination refers to internalised
behavioural patterns (‘I do not have the same rights; I cannot do what they can do’).
Internalised stigma stimulates a vicious cycle of traumatisation via lowered self-
esteem and expectations, mixed emotions of anger and shame and frequently learned
helplessness and a decrease in personal capacity and coping skills, in turn leading to
an increase in the stigmatisation faced in the external environment.

Internalised stigma and oppression are both heavily traumatising and hidden.
Furthermore, it is often ignored in scientific circles and theory (David and Derthick
2014). Hence, the voices, concerns and real-life experiences of many devalued and
marginalised groups, including refugees and asylum seekers, often remain unheard
(David and Derthick 2014). A further consequence of internalised oppression is that
the victim of the trauma could very quickly become a perpetrator himself/herself as
an act of survival, as illustrated in the case of Stockholm syndrome or analysed and
described as identification with the aggressor (Duran 2014).

The Issue of ‘Roots’

On our way to conclusions and discussions of how to overcome the stigma and
traumatisation related to migration, the issue of roots deserves to be mentioned
briefly, from a sociological perspective (Yumul 2006). Describing people according
to their roots and identifying them with their homelands and nationalities have been
a characteristic of our zeitgeist. Roots not only feed a tree but also fix the tree to the
land. This makes it impossible to belong to different lands at the same time. When
the nations and nationalities are ‘fixed’ in homelands, culture and nationalities are
strongly linked with that land. In this zeitgeist, culture is not linked with the life
journey itself but with roots fixed in a specific country. The migrant is therefore
considered to be ‘rootless’, suffering from pathological cultural identities. Along
these lines, the words of Deleuze and Guattari further clarify our position: “‘We are
tired of trees. We have to give up believing in trees and roots. They have been the
reasons for severe human suffering’ (Deleuze and Guattari 1987).
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One may ask whether this is possible in real life; are there real people experienc-
ing this position? The film director Fatih Akin and his filmography is a good exam-
ple of being in the ‘third transnational space’ (Balibar 2003), enjoying ‘rootless’
multi-identities or multiculturalism. In one interview (2007), Akin initially hesi-
tated for a while when he was asked the following: ‘Where do you belong? If you
were a tree, where would your roots be?’. Then he answered: “Tree? Tree? Hmmm. ..
Well, I would prefer to be a rose. No, no, not even a rose. Do I need to be a plant? If
I am a plant, then I would be stuck in one land. In fact, [ am a human being; I would
prefer to feed myself from different lands/cultures’. It was as if he was describing
how all his multicultural experiences belonged to him, but he did not belong or was
not rooted in any one singular ‘in-group’ or land.

A novelist with a multicultural background, Amin Maalouf, is another real
example of someone who has internalised a similar approach, enjoying his multi-
identity. In the words of his protagonist, Leo Africanus, ‘I come from no country,
from no city, no tribe. I am the son of the road... all tongues and all prayers belong
to me, but I belong to none of them’ (Maalouf 1988).

Conclusions

We are living in a world of diversity in many facets of life. The challenge is not
this diversity itself, but how we maintain and handle it. Is diversity taken as
grounds for segregation and discrimination, power exercise and oppression;
group terror or state terror; increasing inequalities and injustice? Does diversity
form a basis for traumatising the minorities? Isn’t discrimination, based on
being from this or that group, the oldest and most severe psychosocial trauma
for the discriminated groups, including immigrants, refugees and asylum seek-
ers? Or, on the other hand, could diversity be used as a more solid ground from
which to reap the rewards of richness and multiculturalism as part of human
coexistence?

Such questions lead us to a new set of questions: What could happen when a
human meets a fellow human currently designated ‘the Other’ in that society?
Are stigmatisation and discrimination inevitable? Could meeting ‘the Other’
alternatively lead to human enrichment motivated by a hospitality-based
acknowledgement? On the other hand, most importantly, what are the opportuni-
ties that migration offers, both to migrants and to host populations?

We do not accept the idea of cultural hierarchy; thus there is no ‘pure’ cul-
ture that is superior to other cultures. This is also why a movement of purifica-
tion imposed within a cultural area cannot be legitimate. Eventually, the
recognition of multicultural identity is a new dimension of human rights, in
other words the right to choose one’s culture and to respect the cultural choice
of others.

The focus must be on creating and improving ways of living with diversity for
the unity of humanity. Living in diversity is the fact; a uniform society, free of
diversity, is the illusion or the wishful thinking of some oppressors and is in its
very essence pathetic. How could diversities in human existence be orchestrated
de facto for the benefit of us all?
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Humankind is in need of developing an integrated self; this, in turn, depends
on meeting and accepting the existence of ‘the Otherness’ in ‘the Other’. We
need the mirroring of Each Other.

For the immigrant, the need to develop an integrative self-image and to recon-
struct an identity in order to safeguard mental health can be thwarted by stigma-
tisation. Stigmatisation lashes out at ‘the Other’, and in so doing, it breaks down
our own mirrors. A world without mirrors is a world without selves.
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Antonio Ventriglio and Dinesh Bhugra

Introduction

In these days of globalisation, there is massive movement of people across the
globe. Migration across the world has always been present, but perhaps the speed of
migration has changed rapidly in the previous hundred years. Migration can be due
to any number of reasons — from economic betterment to educational opportunities
which may act as attraction and pull factors. On the other hand, political changes,
disasters and strife may act as push factors where people may have to leave. Recent
tragedies in the waters of Italy have raised specific issues about the processes of
asylum seeking and refugees. The trafficking of women and children adds another
dimension to the whole process. These examples illustrate that migrants as well as
the process of migration are not homogenous, so clinicians must remain aware of
individual experiences. The stages of migration can be roughly divided into three:
pre-migration, actual process of migration and settlement post-migration, which
may take several years. Pre-migration may be a few days or a few years. In the for-
mer case, the migrant may not have any or limited opportunities to prepare for the
process. When migration is planned, for example, for those who may choose to
study abroad, preparing for admission may itself take years. The framework for
migration and its sequelae will vary.
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Definitions

It is helpful to understand what is meant by different terms. Migration itself can be
permanent or temporary. In the latter case, it may vary from a few months to a num-
ber of years. It may also take years for individuals to become acculturated to the
new country. Migration is the physical process of moving from one geographical
area to another. This may be within the same country or from one country to another.
The actual process of migration may be planned or sudden. The individual may
migrate by themselves or with their family or in a group. The reasons for migration
have been defined as pull or push factors (for details see below).

Trauma

Leaving a place of abode for whatever reasons may well be a life event which may
be interpreted as positive or negative by the migrant, as well as by those who are left
behind. Trauma of arrival may also be painful. It depends upon a number of factors
how the migration is viewed and dealt with, both internally and externally, as to how
an individual deals with the trauma.

Resilience

Resilience is the ability to cope with and manage stress and trauma. It is defined as adap-
tive responding to stressful or traumatic circumstances or events (Elliott et al. 2010).

Some of the resilience depends upon the personality of the individual, their world
view, support systems and other factors.

Types of Migration

It is very rare that two people migrating at the same time from the same setting to
another will have the same experiences. The expectations of the new place and the
sense of loss at leaving one place can be extremely brutal. The patterns of migration
are many and are strongly influenced by push or pull factors (Rack 1982). Push fac-
tors are related to war, violence, poverty and trauma. Pull factors include educa-
tional, personal or economic improvement and the two may work in tandem. For
example, extreme poverty may lead to both push and pull factors. Furthermore,
whether there is time to plan and arrange for migration, or whether it is sudden, may
ill prepare the individual. The three stages described as part of the migration process
are pre-migration, migration and post-migration. These three stages may overlap
and are not always very distinct (Bhugra 2004a).

Pre-migration may last from a few years to a few days. For example, a woman
who has married may be waiting in anticipation for the visa and other formalities to
be completed, whereas during times of war or other disasters, individuals may have
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a very short time to prepare and migrate. The heterogeneity of reasons for migration
and the actual experiences may determine the results in the post-migration stage.
Actual migration may be traumatic, as seen in trafficked women and children, or
may be relatively straightforward, especially if the individual is migrating for edu-
cational or economic reasons and the migration papers are in place. The process of
illegal immigration itself can be very traumatic. The process of settling down after
migration depends upon a number of factors. Most important of these are the per-
sonality of the individual and the social support expected and available. It is quite
likely that the attitudes displayed by the new country (in international migration)
will affect the settling down.

The post-migration period in settling down may be a few weeks or months or
rarely may take years. In addition, the interaction between individualistic (egocen-
tric) or collectivist (sociocentric) countries and individuals is worth noting. We will
very briefly look at the model described by Hofstede (2000) and then describe in
some detail the responses to trauma in the post-migration phase.

Stress related to migration can be dealt with in a number of ways. The individual
migrant’s personality, coping strategies, antecedent factors and peer migration cir-
cumstances, social support and other factors will affect adjustment. These stressors
can be both acute (due to the impact of migration itself) or chronic or ongoing
(which are more likely to be related to post-migration processes). Smith (1985) has
described these (see below). Furnham and Bochner (1986) and Ruiz et al. (2011)
identify eight theoretical constructs of loss, fatalism (which may also have a cultural
bias but may be embedded in a sense of loss of control), expectations of and from
the new society, negative life events and social support along with loss of or clash of
values and skills deficit (in dealing with the new culture).

Gender, education, age, social class, access to reasonable housing and employ-
ment will influence adjustment as well as dealing with stress. These factors are well
known for aetiological impact on depression (Chandra 2011). Other vulnerable
groups, such as the elderly, those with a learning disability and lesbians, gay, bisex-
ual, and transgender (LGBT) individuals will have specific issues that clinicians and
policymakers must take into account. Feelings of persecution may further add to a
sense of vulnerability.

Cultural Bereavement

While studying the experiences of refugees, Eisenbruch (1990, 1991) noted the
presence of cultural bereavement. He describes this experience as a profound sense
of grief and loss as a result of leaving one culture behind (especially) due to sudden-
ness and disasters. This grief and loss can manifest itself in a number of ways. Apart
from the loss of belongings, friends, family and possessions, migration also brings
with it a sense of loss of belonging. This loss is related to a sense of rootlessness,
especially if the migration is forced or traumatic.

The psychoanalytic model explaining loss may be pertinent here. Bowlby (1961,
1980) described four stages of response in children who had experienced loss.
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These were numbness or protest, yearning and searching, disorganisation and
despair and reorganisation. The violent push factors may lead to levels of numbness
and protest which, in spite of the safety of the new place, may lead to isolation and
withdrawal, or another pathological sequel such as fanaticism may produce revision
in the internal world view of the migrant. Bowlby (1961) postulated that the pro-
cesses of mourning in response to loss are complex and may carry with them not
only the impact related to healthy mourning but also the identification with the lost
object. For migrants especially related to experiences of trauma, there can be mul-
tiple lost objects. The main focus of loss is the resulting disappointment, persistent
separation anxiety and grief with strenuous and angry efforts to recover it. Under
these circumstances, traumatised migrants may either have unrealistic expectations
or may well accept their fate passively.

Culture Conflict

Culture conflict may be external, whereas individuals brought up and seeped in one
culture may find it difficult to accept certain norms of the new culture, creating
internal conflict which may present as an external conflict. It is hypothesised that
such a conflict may further lead to alienation and the individual may respond in a
pathological way.

Another form of culture conflict is within the family or kinship, where different
individuals and members of the family may be in conflict with one another. This is
often seen as a conflict between individuals who may be at different levels of accul-
turation. For example, the younger generation may feel that they have more in com-
mon with the modern attitudes of majority culture, whereas the older generation
may see their traditional attitudes as paramount. It has been argued that south Asian
females may feel trapped under these circumstances and use deliberate self-harm as
a way out (Bhugra 2004b).

Culture conflict describes these tensions in attitudes and resulting behaviours,
which may lead to difficulties in integration within the family and within the indi-
viduals themselves. Clinicians need to be sensitive to explore these values and
degree of conflict.

Culture Shock

Many migrants, once arriving in the new country, may experience shock at the
structures and the values of the new culture. These responses are defined as emo-
tional reaction, with both negative and positive aspects to it (Oberg 1960; Bock
1981). It is inevitable that not only will culture shock affect adjustment and accul-
turation, but it will influence the way migrants settle down and may cause dysphoria
(Pantelidou and Craig 2006). It is quite likely that this sense of detachment and
dysphoria may lead to an element of poor self-esteem.
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These experiences, combined with a degree of alienation and poor self-esteem,
may affect their sense of achievement. A perceived discrepancy between aspiration
and achievement may further lead to depressive cognition, which may be dealt with
either by withdrawal or by aggression and need to be assessed.

Racism and Ethnic Identity

Racism is a particular kind of discrimination which is seen as based on a belief that
people can be differentiated mainly or entirely on the basis of their heritage or
ancestral lineage (Cochrane 2001). Racism then leads to an assumption that people
are to treated differently because some groups are seen as inferior and also because
other groups see themselves as superior and worthy of certain privileges. This needs
to be differentiated from prejudice, which leads to negative attitudes based on gen-
eral stereotypes. Harding et al. (1969) and Sherif and Sherif (1956) suggest that
racial discrimination and minority status can be stressful for a number of reasons.
Harding et al. (1969) propose that racial discrimination has the net effect of produc-
ing two types of group membership. Inevitably, one will be an inside-of-group and
the other will be an outside-of-group distinction. Thus, those who are in one group
and excluded from the other will experience stress. The external attacks in either of
the group settings will rekindle the previous effects of trauma and rejection.

Cochrane (2001) suggests that prejudice finds many forms of expression. The
most extreme example is genocide, but it can also lead to discrimination embedded
in legal and political systems which may treat migrants as second-class citizens.
There are various types of prejudice and racism. Clinicians must be aware that, in
spite of personal resilience, migrants may find it difficult to deal with systematised,
systematic or institution racism.

A key aspect of understanding and dealing with prejudice and racism concerns
the subjective interpretation of racial events, which is said to be worse than the
actual experience.

Hofstede (2000) describes that cultures have five dimensions. Although most of his
work has been carried out in multinational companies, the dimensions are equally
applicable to broader cultures. It is worth looking at these because individuals born
and brought up in one culture may carry some of the cultural characteristics, cultural
values and attitudes with them wherever they go. It is important that clinicians are
aware of these differences. Hofstede (2000) describes cultural dimensions as egocen-
tric versus sociocentric, masculine or feminine, distance or closeness from culture of
power and a long-term or short-term orientation and uncertainty avoidance. Of these,
perhaps it is worth noting the distinguishing characteristics of egocentric and socio-
centric societies and masculine versus feminine cultures, as these are likely to be sig-
nificant areas of potential clash. These are illustrated, respectively, in Tables 6.1 and
6.2. It is worth emphasising here that not all individuals from a masculine or feminine
culture will have those characteristics, in the same way that those coming from socio-
centric societies will not all be sociocentric individuals.
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Table 6.1 Broad typology of cultures

Sociocentric
Extended/joint family
Status predetermined
Strong social links
Little or no choice
Interdependent
Group advance
Tradition

Modified from Hofstede (2000)

Egocentric

Nuclear family
Status oriented

A. Ventriglio and D. Bhugra

‘Weak social links

Choice of partner

Independent

Individual advance

Modern

Table 6.2 Traits of masculinity/femininity

Social norms

Politics and economics

Religion

Work

Family and school

High masculine

Ego oriented

Money and things are
important

Live in order to work
Economic growth high
priority

Conflict solved through force

Most important in life

Only men can be priests

Larger gender wage gap
Fewer women in
management

Preference for higher pay

Traditional family structure
Gitls cry, boys don’t; boys
fight, girls don’t

Failing is a disaster

Low masculine (feminine)
Relationship oriented

Quality of life and people are
important

Work in order to live
Environment protection high
priority

Conflict solved through
negotiation

Less important in life

Both men and women as
priests

Smaller gender wage gap
More women in management

Preference for fewer working
hours

Flexible family structure

Both boys and girls cry;
neither fight
Failing is a minor accident

Cultural identity thus plays a major role in settling down in a new setting. Berry
(2007) defines cultural identity as a sense of attachment or commitment to a cultural
group which has both cultural and psychological components. Berry (2007) observes
that thus it is crucial that, in a cultural group, negative and positive experiences,
attachment patterns, gender roles, nutrition and genetic vulnerability will play a
role. Perception of the trauma, quality of life and appraisal of the stress will be some
of the factors that are likely to influence the traumascape. At collective level, politi-
cal factors, governance and power, economic factors including social inequalities
and group support will affect responses to trauma. Furthermore, schemes held up by
the community on trauma, suffering and religious and political fanaticism and con-
viction and access to care and reconciliation will also play a role in managing and

dealing with stress.
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Berry and Anniss (1974) put forward a model suggesting that cultural groups and
individuals who have high psychological differentiation are less likely to show
acculturative stress. They describe high psychological differentiation as behaviour
in the perceptual, cognitive, social and affective domains (as based on Witkin et al.
1962 and Witkin 1967). The ecological links are related to primary needs in specific
physical environments including economic possibilities (Berry and Annis 1974).
Thus, it is inevitable that pre-migration experiences may well affect post-migration
adjustment and acculturative stress (see below), especially if these are affected by
trauma. Smith (1985) proposes that individuals from ethnic minorities may feel
victimised and may thus be exposed to stress. Another possibility is that they may
feel vulnerable or see the process of discrimination and stress as additive burden —
both acute and chronic. These hypotheses also provide a suitable framework for
intervention (see below).

De Jong (2007) highlights that cultural factors influence both problem-focused
and emotion-focused coping. In trauma, grief is an important response, but cultural
variations will play a major role in managing grief and trauma. The presentation,
help-seeking and health care systems themselves are strongly influenced by cultural
factors. Internal conflict within the individuals and communities and external con-
flict have to be taken into account while planning interventions dealing with trauma
and grief. Depending upon the individual resilience, social support, material
resources and other factors may need to be explored.

Traumascape, as what De Jong (2007) argues, means the systemic dynamics of
local and international representations and actions around extreme stress. It is based
on the notions of a framework used for examining the ‘new’ cultural economy as a
complex model. Traumascape, according to Tumarkin (2005), is a location of trag-
edies and trauma. De Jong (2007) emphasises that in a post-war or post-disaster
setting, stakeholders will have divergent perceptions of the traumascape, which may
lead to identifying the needs and concerns of the local population. However, it is
quite possible that many local models may need to be taken into account.

De Jong (2007) proposes an ecological-cultural-historical model for extreme
stress. When looking at the ecology and history, De Jong (2007) suggests that these
are at individual and collectivist levels. These at individual level indicate that the
life history of an individual is embedded in the traumascape of a collective history
in a specific era. Both the individual and the collective histories play a role in under-
standing the experience related to trauma. These histories have a reciprocal role to
play. At individual level, coping strategies, family support and previous experiences
exist, and the individual has a sense of belonging. Dealing across cultures or with
cultures which may not be well known to the individual, other strategies may need
to be employed. These include the processes of assimilation, acculturation or decul-
turation. A major part of assimilation process is to take into account how individuals
see their inner ‘self’. In egocentric individuals, it may be easier to settle down in
new cultures which are egocentric. They tend to move more easily between cultures
and form friends easily. Sociocentric individuals, on migrating to egocentric cul-
tures, may find it difficult to settle down if they are not surrounded by individuals
from their own culture — a model described as cultural congruity (see Bhugra 2005).
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Thus, a very complex picture starts to emerge about the individual, their migra-
tion experience and their post-migration experience, especially in the context of
acculturation or assimilation in the face of their own stressors and social support.

Berry (1992, 2007) suggests that there are three ways of conceptualising out-
comes of acculturation. The first conception is that of behavioural shifts — changes
which are generally not difficult and which include dress, food and language. This
has what Berry (2007) describes as culture shedding, culture learning and culture
conflict. However, in these days of social media and internationalisation of the
media, some culture learning and culture shedding may already take place before
the individual has migrated. Adjustment to the newer culture and its values may or
may not be straightforward. Berry (1970, 2007) and Berry et al. (1987) describe
acculturative stress, when the individual faces change events in their lives that chal-
lenge their cultural understanding and values on how to live (in this case, survive).
Acculturative stress put simply is the stress faced by the individual in a different
culture in managing adjustment and is akin to stress reaction. In a previous paper,
Berry and Annis (1974) had suggested that acculturative stress that cultural groups
undergoing social and cultural change experienced will experience a certain amount
of psychological discomfort. They argue that acculturative stress is related to vari-
ous psychological variables. Furthermore, it can be argued that an unaware feeling
of the new culture (which may be called cultural deficiency) may well contribute
both to culture shock and acculturative stress. Berry (2007) prefers the term ‘accul-
turative stress’ rather than ‘culture shock’, though it can be argued that the latter
may reflect a sudden, acute and perhaps more disruptive response. Each of these
stress experiences can be managed by strategies which individuals may adapt to in
other circumstances. Taking cognisance of what they are experiencing and what
they are feeling is an important way of managing what is going on.

Dressler (2007) raises the significant issue of cultural consonance. This is particu-
larly helpful in assessing migrants who may have experienced violence or loss. He
points out that even migrants (without a history of trauma) who move to more modern
societies show an increase in their blood pressure levels, possibly attributed to conflict
between tradition and modernity (Dressler 1999). Dressler (2007) argues that moving
from one culture to another can lead to stressor and stress-induced psychiatric disor-
ders, but individual and cultural variables have to be taken into account. Cultural con-
sonance refers to the observation that culture is both shared and learnt, and the focus
of the culture is both within the individual and the society at large. Cultural consensus
has four facets, which include sharing, quantification of consensus within the culture,
examination of intra-cultural diversity and, lastly, the cultural set of responses.
Cultural consonance therefore is embedded in the cognitive schema of the population.
Dressler (2007) defines cultural consonance as ‘the degree to which individuals in
their own beliefs and behaviours, approximate the shared expectations encoded in
cultural models’. Thus, cultural consonance not only shapes the world view of the
individual but can also express links between individual values and group values.

Carta et al. (2013) demonstrated that in a refugee camp in Burkina Faso, one in five
individuals demonstrated signs of post-traumatic stress disorder (PTSD) and 60 %



6 Migration, Trauma and Resilience 77

met the criteria for trauma and stressor-related disorders, especially in women aged
over 40. Trauma-related deaths in the family were reported by 83 % of 408 individuals
interviewed. Nearly 90 % of individuals reported problems related to food and hous-
ing, thus confirming Smith’s (1985) stress-inducing life events and chronic difficul-
ties. These authors conclude that acute and chronic stressors play a role in the
adjustment post-migration. An interesting finding is the high rates among women,
which is useful to know as women are often the carers. Similar findings among young-
sters may indicate suffering due to stress but not related to PTSD (Montgomery 2011).

The role racism plays in the genesis and perpetuation of stress in refugees and
asylum seekers and in other migrants is worth noting. It is unlikely that rich migrants
will face institutional racism in these days of rapid globalisation, but poor migrants,
refugees and asylum seekers may well do so. Racism can work at many levels and
is of many varieties. People may feel that all migrants are the same, but once they
know one individual, they may believe that are exceptions. The impact of racism
can be at individual level and at institutional level. It is important that clinicians be
aware of the role institutional racism may play in preventing people from seeking
help from health care systems and also in therapeutic engagement.

In an interesting overview, Bethencourt (2013) notes that racism is relational and
changes over time. He points out that ‘the prejudice concerning ethnic descent cou-
pled with discriminatory actions existed in various periods of history (p 1), but the
scientific framework provided by the theory of races gave it further impact. The
notion and existence of racism date back to antiquity. This indicates that, although
there may have been racism, this was perhaps to do with notions of creating ‘the
other’. Such a creation is critical in validating one’s own identity. ‘The other’,
whether it is related to gender, religion, ethnicity, culture, mentally ill or migrant
status, allows one to see themselves in contrast. In Europe, racial supremacy was
opposed by working class virtue in the clash between the two totalitarian regimes
(fascist-Nazi and Communist) in the Second World War (Bethencourt 2013, p 335).
Desegregation was a form of institutional racism, as was apartheid. The caste system
in India also reflects a type of institutional racism. Once a migrant enters another
cultural system, then there is the issue of traversing these institutional barriers.

Resilience

Resilience has already been defined above, but it has to be looked at various levels
too. For example, there will be resilience at an individual level, which will be depen-
dent upon a developmental understanding of what the individual has gone through.
At the same time, resilience also depends upon social resilience embedded in the
social networks and support systems. As has been mentioned earlier, if a sociocentric
individual from a sociocentric society migrates to an egocentric society, they may
find it difficult to settle down, especially if they are isolated and may not have access
to other sociocentric individuals from their own culture — a concept described as
cultural congruity (Bhugra 2005). Social resilience depends upon a number of
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factors. First and foremost is the acknowledgement and recognition by the majority
culture or society. Then, social identity at the group level is helpful in providing a
‘sense of belonging’ to the individual migrant. Understanding and, more important,
believing in the migrant who has been traumatised will provide a degree of support,
whether it is from the community itself or from the majority community. This allows
an individual to move forward in dealing with the trauma. Other informal support
networks are important, and these may include community leaders, religious leaders,
professionals from the same community and others.

Smith (1985) provides a helpful framework in managing stress experienced by
migrants. She notes that race and stress are interlinked and stress-resistant deliv-
ery model as expressed takes race into account in any intervention model.
Identifying the individual’s chief sources of stress, whether trauma related or eth-
nicity related, is the first step. Then a clear outlining of stress-resistant forces and
strengthening these becomes important using common reference points. Following
this are the educative and instillation of hope phases. In the uncovering phase, the
individual is encouraged to locate the injury to the self which can then lead to
helping the traumatised individual to be re-parented in therapy. This can then be
used to rework the impact of trauma. The last two phases include self-develop-
ment and ideal self-stage and completion. The therapist needs to be aware of
cultural issues and history of trauma and should utilise these in a culturally sensi-
tive and culturally appropriate manner.

Conclusions

In this necessarily brief overview, we have attempted to bring together factors
which may affect the post-migration experience. We have not looked at pre-
migration experiences and individual development and the nature of trauma or
post-trauma reactions. It is inevitable that the experiences of migrants will be
heterogenous, and responses to the actual process of migration will also be vary-
ing. Clinicians therefore need to focus on the individual with whom they are
interacting and explore individual factors, proximal factors such as family and
kinship and distal factors such as employment, social group, etc. It is essential
that normal human experiences are not medicalised or pathologised. A human
understanding of the trauma which migrants may have experienced of their own
responses and an understanding of what may have gone on and assessing exter-
nal support factors will play a major role in helping individuals to adjust and
overcome their experience.
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Trauma and Migration: Diagnostic Issues



Ibrahim Ozkan and Maria Belz

The effects of the multicultural reality of our society also appear in our work as
clinical psychologists, psychotherapists and psychiatrists. The encounter with
migrants seeking psychosocial help presents challenges not only during the treat-
ment itself; even before therapy has begun, we may have to adjust our approach
during the diagnostic process. The following chapter will discuss the challenges and
particularities of diagnosing migrants with mental disorders.

Migratory Phenomena Affecting Mental Health

In order to understand the genesis and course of a mental health problem, it is essen-
tial to have a look at the biography of every patient. So-called “life events” are
known to be a causal factor and as such, are crucial in the understanding of mental
illness: “[...] it has been established that a cluster of social events requiring change
in ongoing life adjustment is significantly associated with the time of illness onset”
(Holmes and Rahe 1967, p. 213). Migration requires a pronounced ability to cope
with these changes in daily life. Describing this phenomenon, Berry (2006, p. 294)
introduces the term “acculturative stress”: “[...] individuals experience change
events in their lives that challenge their cultural understandings about how to live.
[...] In these situations, they come to understand that they are facing problems
resulting from intercultural contact that cannot be dealt with easily or quickly by
simply adjusting or assimilating to them”. Sluzki (2001, cited in Czycholl 2009,
p. 28) differentiates this concept by dividing migration into five different phases,
each with their typical strains. Every phase contains specific tasks of adjustment
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which the migrating person has to cope with. If the person has sufficient resources,
he or she can pass through these without experiencing permanent, subjectively neg-
ative stress: “[...] most people deal with stressors and re-establish their lives rather
well, with health, psychological and social outcomes that approximate those indi-
viduals in the larger society” (Berry 2006, p. 294). However, when these resources
are missing (such as through pre-migratory mental health problems, a lack of social
support, or unstable identity, i.e. of adolescents), migratory stress can cause mental
health problems. Especially in the second phase after the overcompensation of one’s
nativity phase after arriving in the new host society (the “phase of decompensa-
tion”), the person’s identity is challenged. This is the time when immigrants are
highly vulnerable (Machleidt 2010), as the immigrant, and also future generations,
is likely to experience ongoing rejection or discrimination regardless of his or her
actual social integration, which is associated with mental health problems
(Leong et al. 2013; Tummala-Narra and Claudius 2013). These findings point out
the importance of migratory phenomena as two sided: social realities such as popu-
lar political currents, media reporting about immigrants or structural discrimination
has a huge impact on the quantity of acculturative stress the individual experiences
and therefore in the long run on his or her will to integrate into the host society.
Berry (2006) makes a connection between a person’s desire to have contact with the
host society and/or his/her wish to conserve ties with his/her native cultural origins
with the amount of acculturative stress the person experiences, describing integra-
tion (simultaneously having contact with the host society and maintaining links
with their cultural origins) as the less stressful acculturation strategy.

When taking a person’s history, migration, as a major life event, should be taken
account of. Having insufficient possibilities to cope with acculturative stress can be
a risk factor for mental health problems. Experiences of discrimination should be
considered in particular.

Differences in Socialisation

When working with immigrants, professionals may encounter patients who seem to
have been socialised in a different way. Several differences are reported in the litera-
ture, as discussed below (see also Ozkan and Belz 2013). These descriptions should
not be used as fixed, nation- or ethnicity-specific facts which apply to all members
of the labelled group. Stereotypes should be avoided, as national or ethnic groups
also show a high heterogeneity (Ebner 2010).

Parenting and Family Structure

Family structure and the role of different family members seem to be culturally
influenced (Giin et al. 2010). The authors report that families from collectivistic
contexts place more emphasis on the cohesion of the family than on individuals
needs, while having clearly structured (hierarchic, paternalistic, gender- and
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generation-related) relationships between the family members. We observe these
roles to be challenged by migration: children acquiring the host language and adapt-
ing more quickly to the new society gain more powerful positions in the family than
their parents depending on how much help they receive. This loss of control can be
a factor in the genesis of mental health problems in the parents. In other cases, this
threat to the former role models can lead to the rigid conservation of the family
structure, which can also impact on the children’s health. We also observe extreme
forms of parentification as being harmful for children as well as for parents. Von
Wogau (2003, p. 69) describes the challenges to gender roles as being “impacted,
for example, when spouses who work acquire power which may be contradictory to
former family roles”. Other authors describe differences in parenting behaviour, for
example, self-control and social behaviour (Julian et al. 1994, cited in Rodriguez
et al. 2006) or orientation to culture (Harrison et al. 1990 cited in Rodriguez et al.
2006). De Haan (2011) reports the interesting finding that after migration, the par-
enting behaviour of the culture of origin is neither preserved nor is it totally adapted
to the parenting of the host society, indicating that a perspective fixed on nationality
or ethnicity is not helpful in working with immigrants. Instead of stereotyped
assumptions, we should have a closer look at the context of each family: “Each
individual family has its own culture, spoken and unspoken rules, norms of behav-
iour, ideologies and myths — families have been construed as interpretive communi-
ties” (von Wogau 2003, p. 67). From this view, it is not surprising that studies
looking for ethnic differences in parenting behaviour find more similarities than
differences and observe other factors (maternal age, marriage status, socio-economic
status) as being influential (Rodriguez et al. 2006). Earner and Rivera (2005, p. 532)
give advice for our diagnostic praxis: “While newcomers tend to share many signifi-
cant challenges, each family has unique needs depending on where they come from,
how long they have been here, or what resources they can count on, among others.
Generalisations and assumptions should be avoided in working with immigrant and
refugee families”.

Tradition

Brzoska and Razum (2009) see differences of rites, traditions and values compared
to the majority population as influencing health behaviour. Few patients tell us
about the use of traditional healers (i.e. Hoca). More often they report more com-
mon religious practices such as fasting (i.e. in Ramadan). This aspect should be
considered during medical treatment by adapting the intake time of medicine if
possible and needed.

Talking about tradition in the context of immigrants, we often observe negative
connotations (i.e. by focussing on the way in which interethnic partnerships or
divorce are dealt with, as well as on honour killings). Here there are two important
aspects to be considered. First, tradition can mean an infinity of behavioural patterns
and values. Traditions (i.e. religious practices, social support) can form an impor-
tant resource to help the person cope with strain (Brzoska and Razum 2009).
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Fassaert et al. (2011, p. 132) emphasise that “allowing migrants to preserve their
traditions, might be effective measures in improving the mental well-being of
migrants”. Second, it is not possible to make generalisations. Regarding immigrants
or single national or ethnic groups as homogeneous is inappropriate and causes false
assumptions about the individual. Brzoska and Razum (2009) summarise that clini-
cians should not seek a fixed recipe, but rather a flexible approach which is detached
from stereotypes and orientated towards individual needs.

Sense of Shame

The affects of shame and guilt are described as being culture specific. A distinction
between shame cultures and guilt cultures is made (Benthien 2011). Gii¢ (2010)
postulates that these affects are used to regulate interpersonal relationships, with
shame observed more commonly in Islamic cultures, expressing the collectivistic
imprint.

Regarding the willingness to report traumatic experiences, shame seems to be a
relevant factor. Ebner (2010) describes greater difficulty reporting intimate details
among people with a heightened sense of shame when the experiences are con-
nected to the honour or reputation of the family. According to Wenk-Ansohn (2004),
such avoidance of disclosure increases with the extent of humiliation and shame
associated with the event, while the definition of sexual abuse differs between tradi-
tions. In the case of woman who has been raped, she might conceal the event in
order to avoid social exclusion due to a loss of honour. During diagnosis, this can
result in the patient only reporting unspecific symptoms such as pain and a fragmen-
tary biographical description.

Concepts of lliness

The understanding of the causes, appropriate treatment and prognosis of mental ill-
ness is culturally influenced (Dogan et al. 2009). Ozkan (2010, p. 116) lists different
types of causality beliefs:

* Magical religious causality: punishment by god and being bewitched

* Natural causality: illness caused by weather conditions

* Organic/medical causality: experiencing symptoms (pain)

* Relational causality: environmental problems like strain at work

* Emotional causality: affective conditions (loneliness, grief, lack of pleasure)

* Somatic causality: emotional events causing physical conditions, e.g. “my heart
stopped”

Other authors also describe somatic (Ebner 2010) and magical religious causal-
ity (Brzoska and Razum 2009; Ebner 2010; Yildirim-Fahlbusch 2003). In this con-
text it is important to remind the reader that differing concepts of illness are not
migrant or culture specific. Concepts such as those listed by Ozkan (2010) can also
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be observed in native patients. We recommend asking the patient about his or her
concept of illness in the diagnostic phase, as illness-related beliefs have an enor-
mous impact on their coping and compliance during therapy (Brzoska and Razum
2009). Knowledge about the patient’s concept of illness also helps in interpreting
the presented symptoms and in avoiding misinterpretations. According to Ebner
(2010), a holistic concept (avoiding a perceived separation of body and soul or
mind) results in somatic complaints being understood as being linked to psychoso-
cial conflicts. Also, magical, religious causality beliefs could be misinterpreted as
psychotic symptoms.

Somatisation

Somatisation is a phenomenon which is often reported as being specific to non-
western cultures (Aichberger et al. 2008; Aragona et al. 2010; Lin et al. 1985). In
practice, terms like “morbus mediterraneus”, “morbus bosphorus” or “mamma mia
syndrome” are still used. Kizilhan (2009) describes how a lack of knowledge about
the human body and lower tolerance to psychological strain can result in somatic
complaints such as widespread pain. He also lists culture-specific syndromes with
their own aetiology and culture-specific way of treatment. In actual fact, the distinc-
tion between somatising and non-somatising cultures is outdated: “Contrary to the
claim that non-Westerners are prone to somatise their distress, recent research con-
firms that somatisation is ubiquitous” (Kirmayer 2001, p. 22). Hausotter and
Schouler-Ocak (2007, p.93) explain the reported somatic complaints as a “prever-
bal, body-related way of conflict resolution” due to interaction problems between
patient and professional. These misunderstandings may result in diagnostic and
therapeutic errors (Brucks and Wahl 2003; Kirmayer 2001). Kirmayer (2001) also
reports that most patients who express their distress through a somatic complaint are
nonetheless able to express psychosocial aspects when asked. He postulates:
“Clinicians must learn to decode the meaning of somatic and dissociative symp-
toms, which are not simply indices of disease or disorder but part of a language of
distress with interpersonal and wider social meanings” (p. 22). The consideration of
psychological factors within the diagnostic process helps to avoid these errors. In
cases of low language skills, the use of translators can help the patient to express
their psychosocial strain. Overall, the assumption of somatising cultures and culture-
specific syndromes is an inappropriate generalisation which should be avoided in
order to ensure a qualitative, individualised diagnosis and treatment.

Expectations Towards the Professional

Due to different concepts of illness and region-specific experiences with mental
health care, patients can approach therapy with differing expectations of the profes-
sional. Hausotter and Schouler-Ocak (2007) report that migrants often expect a
focus on somatic complaints. Consequently, these patients may emphasise their
somatic symptoms during diagnosis and neglect psychosocial complaints. In such



88 I. Ozkan and M. Belz

case, it is crucial to give the patients a basic understanding of psychotherapy in
order to enlarge the focus.

Franz et al. (2007) found higher rates of passiveness and delegation of personal
responsibility to the professional among Turkish patients. In order to build a con-
structive therapeutic alliance, we recommend that such aspects are considered
already early on in the diagnostic phase by asking the patients what they think could
help them and what already does help them. These resources can be used later on in
order to activate the patient.

Interaction with the Sick

The role of relatives and their interaction with the patient may also differ between
cultures. Peseschkian (1998) notes a contrast between cultures where the patient is
at the centre and many people pay visits in order to show solicitousness and cultures
where the patient is told to rest and therefore receives few visits. Endrawes et al.
(2007) find “a high sense of duty and obligation to maintain family ties and keep the
family together despite the difficulties imposed by the illness of their relative”
among Egyptian families. The role of relatives can be more important in working
with migrants. In practice, patients are often accompanied by relatives who want to
participate more actively in the consultations compared to the relatives of native
patients. Colleagues often describe this as annoying. In our experience, however,
the presence of a relative can also be used as a resource. In the diagnostic phase
especially, relatives can be an important source of information. This third-party his-
tory can complete our diagnostic impression.

Refugees: Relevance of Trauma and Legal Issues

As well as experiencing acculturative stress, refugees are more likely to suffer other
stressful life events. Before or during fleeing, they often experience situations of
objectively or subjectively life-threatening stress such as war, torture, persecution or
other forms of physical or sexual violence (Ozkan 2004). Because of the “building
block effect” (Neuner et al. 2004), which describes a highly positive correlation
between the number of traumatic events and the development of PTSD, an increased
prevalence of PTSD (Gaebel et al. 2005) and also of other mental health problems
such as depression (Steel et al. 2009) is found among refugees. Many traumatised
refugees suffer from more than one psychiatric disorder (Kessler et al. 1995). Some
authors claim the need for extra categories of illness to describe the higher complex-
ity and severity of symptoms (i.e. DESNOS, Teodorescu et al. 2012). Due to the
ongoing stress while fleeing which can delay post-traumatic symptoms and destabi-
lising factors in the host country, some refugees experience post-traumatic symp-
toms long after the initial traumatic event. The delayed onset of PTSD after months
or years is not rare (Ziegenbein et al. 2008). Legal and political issues within the
host country affect the patient’s ability to recover and represent one of the main fac-
tors leading to chronification.
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The length and the development of the asylum procedure particularly can have a
harmful effect. The ongoing situation of insecurity hinders the possibility of recov-
ery processes, preventing the person from distinguishing between the past insecu-
rity which they might be re-experiencing in their flashbacks and the current, ideally
secure situation. Symptoms of hyperarousal are also heightened by this ongoing
psychosocial stress. Repeated forced confrontation in nontherapeutic situations (i.e.
during interviews or trials during the asylum procedure) can induce dissociative
symptoms leading to statements which are incomplete, lacking in detail or contra-
dictory. The experience of not being believed (when a person has experienced
“unbelievable things”) can also have a tremendously negative impact on the per-
son’s ability to recover (i.e. by enforcing the avoidance).

Furthermore, the living conditions of asylum seekers have a large psychosocial
impact. The accommodation in asylum centres means isolation from society.
Persons without secure residential status are not allowed to visit a language course,
reinforcing their isolation. Not having permission to work leads to a lack of daily
structure, promoting depressive symptoms. All of these factors enhance a person’s
vulnerability to experiencing discrimination.

Many refugees suffer traumatisation in their country of origin and while fleeing.
Psychosocial factors in the host country (e.g. living conditions and the asylum pro-
cedure) can have a harmful effect on the course of the disease.

Problems Related to Reduced Language Proficiency

Working with immigrants in Germany, we often encounter patients with no or very
reduced knowledge of the German language. Of course, while treatment by a thera-
pist speaking the same language as the patient would be the best choice in many
cases, it is rarely available. Too often, this group of patients consequently stays
without any psychiatric or psychotherapeutic treatment, while others are treated
with medication only because a “talking therapy” is not possible due to the missing
common language. Reduced possibilities for communication increase the risk of
diagnostic errors such as under-diagnosing neurological symptoms: Searight and
Armock (2013), for example, reported visual and acoustic flashbacks being inter-
preted as schizophrenic symptoms; such a situation can lead to medical malpractice
(e.g. administering antipsychotics instead of trauma therapy). Drennan and Swartz
(2002, cited in Searight and Armock 2013) report that less attention is paid in diag-
nostic settings to patients who do not speak the language of the professional. The
use of translators, on the other hand, enables us to communicate with patients who
do not speak our language — an option which is rarely used for multiple reasons.
Working with interpreters changes the therapeutic context. If he or she has little
experience with it, the therapist can be unsettled by changes in the familiar therapist-
patient setting due to the presence of a third party. Not understanding what is said in
the other language or inexact translation of own words (Pugh and Vetere 2009) can
mean a loss of control not only for therapists but also for patients. The loss of impor-
tant information due to selective translation can also lead to under-diagnosing (such
as of psychotic symptoms: see Abdallah-Steinkopff 1999; Marcos 1979, cited in
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Searight and Armock 2013). Professionals can also feel observed and judged by the
third person and thus unable to act as he or she would do in other therapist-patient
interactions. The presence of translators can change the dynamics between profes-
sional and patient (Pugh and Vetere 2009). When a strong relationship is observed
between patient and translator, the therapist can perceive the translator as competi-
tion (Abdallah-Steinkopff 1999).

These difficulties can be prevented through the use of translators who are trained
for and experienced in the psychotherapeutic setting. Searight and Armock (2013,
p- 9) reason in their review that “mental health interpretation can be reasonably
accurate with adequate interpreter training”. When translators are trained to be
accurate (Searight and Armock 2013) and know about their role within the diagnos-
tic context (Trivasse 2006; Wright 2014), their involvement enables us to communi-
cate in a trouble-free manner with the patient and to make good diagnostic decisions:
“The interview, itself, is the main diagnostic tool for mental health assessment,
which makes accurate interpretation particularly important in this context” (Searight
and Armock 2013; p. 23).

Reduced language proficiency is often an obstacle in the mental health care of
immigrants. The use of translators can enable communication between professional
and patients. The translator should be trained for the psychotherapeutic setting.

Use of Psychometric Measures

Psychometric measures are frequently used in psychological diagnostics. Being
standardised, they can improve the quality of the diagnostic process. Because of the
need of objectivity, however, they should never be used in isolation without taking
a proper history. Self-assessment tools give the patient the opportunity to report
symptoms without having to announce them out loud. This can be helpful when
dealing with shame-related experiences and symptoms (e.g. traumatic events, sex-
ual matters, psychotic symptoms, substance abuse, self-injury).

Despite the reported advantages, the use of psycho-diagnostic instruments is disputed.
Given that they are often based on western concepts and categories (i.e. DSM-IV or ICD-10),
their validity for other cultures is often doubtful (Denis 2004). Also, the translations of
these instruments are rarely validated for the specific population regarding linguistic and
epidemiologic factors (Ebner 2010). Standard values are often only available for western
populations (Denis 2004). Especially for migrants who have already been living abroad
for decades, the applicability of instruments which are translated and validated for the
current population of their country of origin should not be assumed.

Professionals should always bear in mind that depending on the social back-
ground of the patient, the likelihood of illiteracy may be increased. Since this can be
a shame-associated subject, the patient may not report their illiteracy when asked to
fill out a questionnaire and may answer the items in a random way.

The use of psychometric measures is a helpful addition to the exploration and
formation of a clinical impression. However, a lack of validation often limits their
benefit in diagnostics with immigrants.
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What Do Professionals Need? A Critical View of the Term
“Intercultural Competence”

When working with immigrants, professionals often see themselves as being faced
with specific challenges. If they focus more on differences and have stereotyped
assumptions about the immigrant, their own uncertainty increases and they may
recommend that they are treated by professionals who are “competent” to work with
“this kind of patient”. Due to the lack of transculturally specialised professionals,
however, these patients often remain untreated. Even if they are able to access trans-
cultural treatment, this means yet another segregation.

In order to address this conflict, we must examine the term of cultural or intercul-
tural competence further. Although the literature contains far-reaching definitions
(see, e.g. Betancourt et al. 2002; Chen and Starosta 2003) including aspects of
knowledge, awareness, motivation and behavioural skills, in practice, the wide-
spread concept of competence focuses only on knowledge about cultural specifici-
ties and behavioural skills. Also, language competency is often assumed to be
crucial. The essence of this lay understanding is that a “competent” professional
knows how to treat “the immigrant”. The utopian essence of this assumption is
rarely conscious.

Immigrants as well as single national or ethnic groups are heterogeneous. The
diversity approach (e.g. van Keuk et al. 2011) names criteria under which individu-
als can differ, including age, gender, sexual orientation, disability, religion and
sociocultural background. The idea of “competence” as defined above is based upon
the culturalised assumption of the homogeneity of an in-group as well as strong
cultural differences between the patient and the professional. The “competent” pro-
fessional is supposed to have canned knowledge about the right treatment for the
patient based on his or her culture of origin, while the individuality of the patient
stays disregarded.

The ability to provide treatment of an equal standard to immigrants and natives
requires more than formalised knowledge. Professionals need to possess an attitude
of awareness about possible differences without using stereotyped and culturalised
assumptions. Own cultural imprints should be reflected upon in order to avoid eth-
nocentric attitudes. Reducing one’s own perception of the other as being strange
helps to minimise uncertainty and stress which may occur on the part of the profes-
sional within the treatment interaction.
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Ferdinand Haenel

Introduction

Since the diagnosis of the event-related post-traumatic mental disorder — so-called
traumatic neurosis — was introduced by Berlin neurologist Hermann Oppenheim in
1889, a great dispute divided German neurologists into two groups. One of these
groups was of the opinion that the symptoms of the traumatic neurosis were being
misused in order to gain advantages, while the neurologists of the opposing opinion
believed it to be a real disease caused by life-threatening events such as train acci-
dents or wartime experiences (Oppenheim 1889; Fischer-Homberger 2004).

From 1883 onwards, the gradual adoption of Otto von Bismarck’s social laws that
included work accident and invalidity insurances, coupled with growing militarisation
and the tense political situation in Europe on the verge of World War I, formed the
historical and sociopolitical background of this debate which at times was conducted
extremely fiercely and polemically and which seems to continue even today.

Concerning the practice of psychiatric assessment of survivors of National
Socialist concentration camps due to the Bundesentschédigungsgesetz,' for instance,
it was revealed that a great amount of German psychiatrists, some of whom were
involved themselves in the crimes committed within German psychiatry in the Third
Reich, assessed event-caused mental sequelaec among concentration camp prisoners
as inherited or as a result of circumstances that dated back to before their internment
(Pross 1993; Goltermann 2009). In return, however, there were numerous

'Federal compensation law for Jewish holocaust survivors.
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psychiatrists of the opposite opinion, including W. G. Niederland, U. Venzlaff, W.
v. Baeyer, H. Hifner, K. Kisker, K. Hoppe and K. Eissler; research by these scien-
tists has made crucial contributions to our present knowledge about the sequelae of
event-caused mental traumata (v. Baeyer et al. 1964; Hoppe 1967; Niederland 1968;
Venzlaff 1963). At that time, too, a polemical and extremely polarised dispute had
arisen between the colleagues. The title that Kurt Eissler chose for a publication in
the magazine “Psyche” concerning this topic speaks volumes: “Die Ermordung von
wievielen seiner Kinder mufl ein Mensch symptomfrei ertragen kdnnen, um eine
normale psychische Konstitution zu haben?”? (Eissler 1958).

In the practice of assessment in the 1990s, there was particularly strong diver-
gence concerning the clinical psychotraumatological assessment of former political
detainees of the German Democratic Republic due to the Strafrechtliche
Rehabilitierungsgesetz® (Denis et al. 2000; Haenel 1998), as too was the case with
the clinical assessment of Bosnian war refugees (Henningsen 2003).

The question arises as to what are the special causes that lead to such great diver-
gence in psychotraumatological assessments. The following are decisive factors:

* Symptom-based causes

» Trauma-specific relational aspects

» Comorbidities that can superimpose specific symptoms of PTSD

* Difficulties resulting from the differentiation between damage-related and
damage-unrelated disorders

* Linguistic and cultural difficulties in procedures on asylum and residence
legislation

* Deficient knowledge in asylum and residence legislation

Symptom-Related Characteristics in the Assessment
of Psychologically Reactive Sequelae of Trauma

The definitions of post-traumatic stress disorder (PTSD) and personality changes
after extreme traumata as defined in DSM-IV (APA 1994) and ICD-10 (WHO 1992)
include aspects that can essentially influence the assessor’s exploration of symp-
toms. Accordingly, intense strain on the psyche culminating in physical vegetative
reactions is typical for people suffering from PTSD when being confronted with
inner or outer stimuli that symbolise an aspect or association of the traumatic expe-
rience. As a result, thoughts, feelings or conversations related to the trauma as well
as activities, places or persons that evoke traumatic memories are purposely avoided.
This avoidance can lead to an inability to recall certain aspects of the trauma.

2“How many murders of his own children does a man have to bear without showing any symptoms
in order to have a normal mental constitution?”

3Reparation of SED Injustices Act.
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Further symptoms of a similar type that interfere with the assessor’s exploration
are listed in the table below. They are additionally listed as partial symptoms in the
definition of PTSD in the American Psychiatric Association’s DSM-IV:

C-1 efforts to avoid thoughts, feelings or conversations associated with the trauma
C-2 efforts to avoid activities, places or people that arouse recollections of the trauma
C-3 inability to recall an important aspect of the trauma

C-4 markedly diminished interest or participation in significant activities

C-5 feelings of detachment or estrangement from others

C-6 restricted range of affect (e.g. unable to have loving feelings)

D-2 irritability or outbursts of anger

D-3 difficulty concentrating

In addition to these partial symptoms of PTSD in DSM-1V, feelings of shame,
blame, guilt, fear, horror and anger, all of which can also serve as obstacles to the
exploration, are listed as partial symptoms of PTSD in DSM-5 (APA 2014).

It becomes clear (even from the non-medical perspective) that these symptoms
are an obstacle to medical exploration and diagnosis. The assessment of victims of
torture with psychological sequelae differs radically from the assessment of patients
who suffer from other psychiatric disorders. The decisive difference between the
assessment of survivors of torture with mental sequelae and the assessment of per-
sons with other mental disorders is that in survivors of torture, it is the symptom-
atology itself which can hinder exploration and thus lead to errors. This is by no
means a new discovery, but a phenomenon known from studies on the reactive men-
tal sequelae seen in victims of the National Socialist concentration camps
(“Abkapselung extremtraumatischer Erfahrungen von der Umwelt, weil sie nicht
kommunizierbar sind”, “Widerstand gegen die Exploration™ (von Baeyer et al.
1964)).

The clinical pictures of this latter group of traumatised victims would — follow-
ing the present diagnostic classification in ICD-10 — most likely be defined as
“Enduring personality change after catastrophic experience” as F62.0. Here as well
one can find symptoms that oppose the exploration:

Hostile or distrustful attitude towards the world

Social withdrawal

Feelings of emptiness or hopelessness

A chronic feeling of “being on edge” as if constantly threatened
Estrangement

Feelings of shame and guilt are not represented as partial symptoms in the
definitions of the diagnoses of PTSD in DSM-IV and personality change, but are

4Splitting off of extremely traumatic experiences from the environment because they cannot be
communicated; resistance to exploration.
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now included in DSM-5. In our context they must be especially accentuated, for
we will never come to know the real number of victims who choose to remain
silent for this reason — consider especially the victims of sexual abuse (Wenk-
Ansohn 2002).

Case 1 of Mr. C. from South-East Anatolia/Turkey’ Mr. C. is a Kurdish farmer
from Turkey. He comes from south-east Anatolia and has been living for 2 years
in Germany as an asylum seeker. He complained about having trouble sleeping
and concentrating, as well as about anxiety, nightmares, general anhedonia and a
lack of vitality. He reported that he had fled to Germany in the early summer of
1995 after having been detained, interrogated and tortured by the Turkish police
for about 20 days over each of the previous 2 years and that it was likely that he
would have been arrested and tortured again in the future. As the owner of an
isolated farmhouse 4 km from the nearest village, he had been suspected of pro-
viding members of the PKK with food. The first time he was arrested, the mili-
tary police had burned down his house and forced the whole family to move to
the next village.

When I asked him what form of torture he had undergone, Mr. C. answered that
he had been beaten with clubs over his whole body, had the soles of his feet beaten
(Falanga), had been hosed down with pressurised cold water while naked, had been
subjected to electric shocks and had been kept in solitary confinement without suf-
ficient food.

At 44, Mr. C. had aged prematurely. His manner at the interview was pleasant.
Initially somewhat reserved and speaking quietly but hurriedly, he modestly did
his best to answer all questions as quickly as possible. However, at the same time
he appeared breathless and agitated, and this became worse when he began to tell
the story of his persecution. He was sweating profusely. He started to mix up
details and the chronological order of events, which confused the interpreter; as
an examiner, I began to doubt the authenticity of his story. When I asked him to
repeat the contradictory information, at the same time assuring him that we had
plenty of time for the interview, he was able to rectify the jumbled order of events
in his report, reassembling them into a more plausible and comprehensible whole.
His basic mood was depressed. He showed evidence of emotional rigidity.
Outwardly his drive appeared reduced, while inwardly he showed clear signs of
increased arousal. When I made a hand movement that he had evidently not
expected during the physical examination, he started and involuntarily shrank
back. At the physical examination I noticed a large number of small scars spread
across his back for which he was unable to account. He also had a roughly 2.5-in.-
long, sickle-shaped scar on his left shoulder. He reported that this had been caused
by a blow with the butt of a gun during his first term of imprisonment. It had been
treated in a makeshift manner with a few large stitches. A second, very obvious
scar that ran across the inside of his right thigh, around 2 in. long and 1 in. wide,

5The abbreviations of names and places in this, as in the following case history, have been changed.
When not affecting the political context, locations and time specifications have been left out
completely.
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was below the surface of the skin and showed no signs of surgical stitches; this he
attributed to an untreated stabbing during his second period of imprisonment. He
reported that from time to time the soles of his feet became painful after he had
been walking for some time. The balls of his feet were soft and could be easily
depressed onto the underlying bones. When he walked, he placed his feet flat on
the ground, failing to place his heels down first and roll forward on to his toes.
This is an indication that he was subjected to torture by “Falanga”, i.e. blows to
the feet (Skylv 1993).

At the second and third case history interviews, the dissociation of events and
their chronological sequencing were repeated in the same way as during the first
interview, and again, like during the first interview, Mr. C. was able to piece them
together again and add further details when I took time to put my questions patiently
and calmly. Despite the fact that Mr. C. shifted his perspective on the events and
actions several times, in the end his report was free of contradictions.

Towards the end of the third interview, when Mr. C. was persuaded to describe
an aspect of a certain event in greater detail and to tell me at what time of the day he
had been arrested the second time and which family members had been present, he
broke down in tears.

All sources of information on the political situation in eastern Anatolia (Amnesty
International, the German Foreign Office, press reports and coinciding reports from
other persons subject to persecution in the same region) are in agreement that in the
civil war between Turkey and the PKK, pressure is being exerted on the rural popu-
lation either to join the so-called village guard system organised by the Turkish
authorities or to provide the PKK with medical aid, food and logistic support. It is
not possible for people living in rural areas to retain a neutral position between these
two strongly opposed forces. “Attacks carried out against uninvolved parties by the
security forces in the form of destruction of property, detention, physical or psycho-
logical abuse or homicide are widespread in this region” (German Foreign Office
1994, 1995).

Together with what we know about the political situation in this region, Mr. C.’s
history and his mental and physical status indicated with almost absolute certainty
that the information he had given in his application for asylum was correct. However,
this clarity was only apparent to us, evidently to the Federal Office for the
Recognition of Asylum — Mr. C.’s application was rejected. According to the min-
utes of the hearing, an event which torture victims often associate emotionally with
the interrogations to which they have been subjected under torture in their own
countries, Mr. C. had been given exactly 1 h to present his reasons for applying for
asylum, with the aid of an interpreter.

This was a requirement with which Mr. C. was unable to comply in his current
mental condition.®

By the time of the examination, Mr. C’s application for asylum had already been rejected by the
Administrative Court. The described diagnostic findings of the author were then declared as new
findings and so far unconsidered evidence by another Administrative Court of Appeal that justifies
a subsequent asylum procedure.
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Dissociative Symptoms of Complex PTSD

Mental sequelae of torture and incarceration are usually connected with dissociative
symptoms of differing severity. By definition, the main characteristic of dissociation
is the disruption of the integrative functions of consciousness, memory, identity or
perception of environment (APA 1994; WHO 1992). Accordingly the intrusive
symptomatology — including uncontrollable, sequential reliving of extreme trau-
matic events experienced in the past, either by day or by night in the form of night-
mares, as well as acting or feeling as if the traumatic event was recurring in the
presence with flashback episodes — can be regarded as a dissociative symptomatol-
ogy. Likewise, the inability to recall an important aspect of the trauma (symptom
C3 in DSM-IV or D1 in DSM-5) is seen as dissociative amnesia.

Dissociative phenomena are widespread; even mentally healthy people can be
affected. The phenomena are to be viewed as concomitant symptoms in the entire
psychopathological spectrum, similar to fever with somatic diseases. Severe, com-
plex and chronic PTSD with a distinct degree of dissociative symptoms can cause
complaints similar to a chronic schizophrenia (Haenel et al. 2000).

According to the definitions of DSM and ICD, an existing, partly dissociative dis-

ease such as schizophrenia or PTSD excludes the diagnosis of a dissociative disorder.
Nevertheless, especially for complex sequelae of traumata, dissociative symptoms can
exceed the degree of PTSD by far and create special difficulties during assessment, as
shown in the following example.
Case 2 of Mr. Z. Kurdish, Male, from Turkey Mr. Z., a bright, conscious man who
appeared rather young for his 27 years, arrived for the assessment accompanied by
a fellow countryman. During the examination, it was revealed that he had not been
fully informed about the assessment’s purpose. He had merely been told that there
was a doctor he was supposed to go to.

As regards this person, he showed normal awareness, but concerning the time,
however, he appeared disorientated. He falsely believed the current date to be 1 day
in the future. Initially Mr. Z. seemed cautious, somewhat sceptical, reserved, tense
and self-controlled. He asked the interpreter spontaneously to repeat every question
from the assessor twice, and when asked about this, he explained that he was tre-
mendously excited and “fear was coming up”. Every time when he was asked about
his past, he stated, memories of his incarceration in Karakol (police prison) would
come up. At first, Mr. Z. focused his eyes predominantly on the interpreter and only
addressed the assessor indirectly, e.g. by starting his answers with “Please tell
him...” or “Ask him if he knows the feeling of leaving his parents and siblings”.

Mr. Z. behaved in a self-controlled manner and appeared somewhat helpless and
anxious, distrustful and limited in emotions. At some points of his story however,
such as when he was talking about his mother, he was temporarily unable to control
his emotions and burst into tears. Throughout the assessment, Mr. Z. repeatedly
asked to be questioned as little as possible about his antecedent family as well as his
persecution and incarceration in Karakol because he would “lose” himself in the
memories it triggered, as he stated.
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Moreover, some questions had to be repeated because of Mr. Z.’s occasional
mental absence. Later, when he had finally exposed many chapters of his story of
persecution, he absent-mindedly stared into space for minutes and was retracted
through being addressing continually.

His syntax and formal chain of thoughts were structured in a simple way, as the
interpreter stated.

Sometimes, however, he said seemingly incomprehensible sentences that were
only to be understood from the context, e.g. “I am after my bread” which meant that
he was only living in the mountains for financial and not for political reasons.

Cognitive dysfunction, delusion and hallucination as signs of a psychotic
genesis were not to be found, neither in the case history nor the present.
Consistently, a light subliminal agitation and increased vegetative arousal could
be observed.

What is significant in Mr. Z.’s case history is the difficulty of the assessment
because of his dissociative states that occurred as soon as the examination was
focused on possible traumatic experiences. As a result, the assessor was repeatedly
forced to return to the exploration of less burdensome and more positive aspects of
his biography. Such dissociative phenomena which were accompanied by an agita-
tion and affective tenseness recurred several times when Mr. Z. was questioned
about experiences of his incarceration.

For the assessor, who needs as much information as possible in a limited time
frame, these dissociative phenomena can lead to significant difficulties in carrying
out the assessment: if assessors behave too cautiously towards the patient, they
might not be able to get a complete idea of the patient’s history, and the contracting
authority might accuse him or her of a deficient examination. If he or she is too
brisk, however, the patient might fall into a dissociative state which can last for an
extended period of time. During such “flashbacks”, patients can scenically relive the
trauma of their torture, thereby, for instance, sliding from their chair onto the floor,
covering their head with their arms and hands and crying and begging to stop beat-
ing them. In this case, when the patient apparently misjudges the assessor and inter-
preter to be torturers, a stabilising therapeutic intervention becomes necessary, and
the assessment must be interrupted.

Assessors are held between these two extremes, as is every therapist who works
with victims of civil war or torture. Nevertheless, they must conduct the exploration
within a limited time frame and conclude on a clear and decided statement, which
requires a high level of experience and expertise. Contrariwise, however, it often is
the dissociative states reproduced during the examination which exceed the subjec-
tive information given by the victim and enable the assessor to make an objective
diagnosis of PTSD (Herman 1994). Additionally, the thematic context in which
such dissociative phenomena occur during the assessment can give evidence of the
type of traumatic experience. Most importantly, these phenomena as well as any
other symptoms that hinder the assessment should be documented precisely and in
detail as examination findings and later be included in the discussion and evaluation
in a comprehensible way.
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Trauma-Specific Aspects of Transference
and Countertransference

In addition to the difficulties in concentrating and the memory decline around fun-
damental aspects of the traumatic experiences, both of which frequently present
themselves in victims of torture, it should be taken into account that asylum seekers
who have been interrogated and tortured in their home country can emotionally
connect past inquisitions under torture to the current hearing at the Bundesamt fiir
Anerkennung auslindischer Fliichtlinge.” Expressed in psychoanalytic terms, the
interviewer of the Federal Office would be in a specific transference, namely, in the
transference of the perpetrator. According to the behavioural therapeutic model,
the situation of the hearing would represent a stimulus that is associatively linked to
an aspect of traumatic experiences and that can excite intensive psychological stress
and even physically vegetative reactions. This can ostensibly cause two entirely
contrary psychological manifestations: either anxious agitation, excitation and
affective tension or lack of emotions, avolition and taciturnity. At such moments,
which can occur during hearings and examinations conducted by the Federal Office,
the traumatised applicants are usually unable to describe their history consistently,
directly and accurately as demanded by the Federal Office.

While on the one hand the reactive mental symptoms themselves can be an
obstacle to an objective medicolegal evaluation, on the other hand assessors’ atti-
tudes towards the survivor of torture and his or her history may also be a hindrance
to objective appraisal and evaluation. As in psychotherapy with survivors of torture
and persecuted persons (Lansen 1993; Wilson and Lindy 1994; Haenel 2000),
widely divergent attitudes and countertransferences, from too great a distance and a
lack of empathy to too little a distance and too much empathy and over-identification,
and even personal empathic enmeshment with the survivor may all occur in the
relationship between an assessor and the person under assessment (Hoppe 1967).

An assessor may thus show too great a distance and too little empathy if he or she
is insufficiently informed about the psychological sequelae of trauma, the political
and historical facts or the conditions of imprisonment in the survivor’s country of
origin. This may also occur if the assessors, based on their own experience of life
and their image of a fundamentally harmonious world, consider the survivor’s
reports to be exaggerated and implausible (Wilson and Lindy 1994). From the per-
spective of the survivor, the assessor then assumes a characteristic of the past perpe-
trator when he or she also seems to deny or ignore what has happened. This kind of
relationship is responsible for the frequently observed resignation and reserve of
survivors in exploratory interviews, which frequently lead assessors incorrectly to
assume that they have no trauma-induced mental symptoms at all or that these are
only mild. This lack of recognition is a renewed injury to the survivor, and a time-
consuming and expensive chain of appeals across all instances of the administrative
system and courts may result.

"Federal Office for the Recognition of Foreign Refugees.
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Conversely, too little distance and too much empathy may develop in an assessor
as a defence against his or her own feelings of guilt and shame (Hoppe 1967).
Assessors may also react in this way to the emotional shock and horror felt on hear-
ing survivors’ descriptions of their traumatic experiences or to an unconscious fear
that the survivor will associate or even equate him or her with the perpetrator. This
can lead to an exaggerated, overly involved, militant desire to help the survivor,
which, if it remains unexamined, leads the assessor to submit non-objective, global
and polemic arguments to colleagues and authorities.

Psychiatric expertise and knowledge of the political and historical background of
survivors’ countries of origin are therefore necessary but not sufficient requirements
for the evaluation of their psychological sequelae. Assessors must, as in psycho-
therapy, possess the ability to assume a position midway between the extreme coun-
tertransference poles of too great and too little distance, which can be described as
“the greatest possible empathy combined with the greatest possible distance”
(Lansen 1996) or “controlled identification” (Hoppe 1967).

Assessors must also take into account the substantial resistance that post-
traumatic psychological symptoms can present to assessment. Examiners must be
prepared to take time and exercise patience to deal with disturbances in concentra-
tion and to sense intuitively when a person has buried memories of severe traumatic
experiences. They must counter the survivors’ withdrawal and isolation tendencies,
their mistrust of the world and their frequent general attitude of passive resignation
with an active willingness to engage in and interest for their stories and fate and for
the specific meanings of the trauma in their lives as a whole.

Distinction from Other Psychiatric Disorders

The distinction of trauma-related disorders from disorders of other types, e.g. those
with psychoneurotic genesis, poses a challenge for psychotraumatological assess-
ment, especially since PTSD is only one specific psychological consequence of
trauma, among many others. Anxiety, depressive, somatoform, dissociative, border-
line and addictive disorders may all occur as non-specific sequelae of trauma disor-
ders (Kessler et al. 1995; Flatten et al. 2004). Additionally, patients with existential
life-threatening traumata are not only at risk of developing further psychological
disorders, but also of experiencing a variety of other somatic disorders in old age
(Glaesmer et al. 2011). In such cases, assessment can thereby be considerably com-
plicated if the specific psychotraumatological symptom characteristics have
declined or disappeared.

However, it must be noted that — possibly as a result of decades of ignorance and
even denial of event-related disorders in medical history — traumatic experiences are
sometimes overestimated in terms of their relevance for the occurrence of psycho-
logical sequelae of trauma by the expert community and affected people. The elici-
tation of a psychodynamic case history can be helpful in order to differentiate
specific trauma-related symptoms from others with psychoneurotic genesis (Haenel
2002, 2006).
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Moreover, the assessment provides reference points and evidence for the skilled
clinician on whether the symptoms of a mental disorder are simulated (Resnick
1988; Birck 2002). While subjects with real disorders not only complain about
severe troubles but also about slighter, more subtle ones that include a negative
symptomatology with loss of experience and behaviour and which are described in
a differentiated way, simulating patients focus mainly on dramatic, phantasmagoric
and positive symptoms that occur in an unusual variety and combination and that
are described to be consistently severe over a long period, in contrast to real disor-
ders that are subject to fluctuations. A summarising tabular overview concerning
this topic can be found in Birck (2002).

Additionally, in legal procedures on residency, it is important to distinguish post-
traumatic disorders from other event-related disorders such as migration-related
adaptive disorders or reactive depressive disorders. Concerning the Social
Compensation Law, the extent to which an extremely traumatic event has contrib-
uted to a substantial aggravation of a pre-existing or latent mental disorder must also
be taken into account.

Right to Asylum and Residence

In asylum procedures the assessor is usually asked whether and which health disor-
ders are existent and to what extent these disorders can be attributed to specified
torture or prison experiences. Here of course, from the existence of PTSD symp-
toms of criteria B to F (DSM-IV) or B to H (DSM-5), no conclusion can be made
about the existence and type of traumatic experiences (criteria A). Instead, a careful
exploration of case history with the aid of a qualified interpreter, a psychological
diagnostic assessment, a physical examination possibly including documented scar
findings and, where appropriate, additional psychological test diagnostics are to be
expected in order to complete an accurate assessment. In the evaluation, a discus-
sion must take place about the extent to which the results of the examination form
an overall consistent body of evidence that the specific traumatic experiences
reported by the patient are plausibly experience based.

Other residence legal questions are aimed at health-related hindrances to depor-
tation. The expert is then asked whether there are mental or physical health disor-
ders in the affected and to what extent they may worsen with profound and
life-threatening consequences in case of repatriation.

Occasionally, a judge may ask how long a psychiatric treatment would need to be
carried out in order to reach a health state in which the patient’s repatriation would
not be connected with any health-related risks. It should be noted that in patients
with psychological post-traumatic sequelae, a lifelong vulnerability can exist,
including the danger of symptoms being reinforced in case of current situations in
their home countries connected with past traumatic experiences. Connections which
are established a priori between the therapy and repatriation and which the patient
perceives as a threat do not make therapeutic sense since they prevent trust and
openness, prerequisites of a stable and predominantly positive therapeutic



8 Special Problems in the Assessment of Psychological Sequelae 105

relationship with the therapist. Psychotherapy begun under such auspices offers
little prospect of success.

Special Problems in Residence Legal Procedures Determined
by Linguistic and Cultural Differences

In psychotraumatological assessment in asylum procedures, the examined patients are
persons from other cultures than the host culture, with different traditions, religions,
languages and possibly different understandings of illness and symptom manifesta-
tions (Haenel 2011). In most cases, interpreters are needed in order to conduct an
assessment, and care must naturally be taken to gain a correct and literal linguistic
translation. At the same time, what was said previously about the relationship between
the patient and assessor is also applicable to the relationship between the patient and
interpreter, leading to an enlarged assessment setting and a complex relational triad
that is susceptible to interference. Hence, the patient’s lack of trust in the interpreter
may hinder the assessment or lead to its failure in the same way as a lack of confidence
in the assessor. Like in the therapeutic context, all three involved parties form a rela-
tional system in the context of the assessment, and feelings, values, thoughts and
fantasies occur towards each other both consciously and unconsciously. These may
not only relate to the current situation but also — though to a smaller extent — to past
relationship experiences in the manner of their transference and countertransference
towards each other, thereby impairing the assessment (Haenel 1997). Respectively,
clinical supervision might prove helpful for assessors in this field.

However, necessary prerequisites for the assessor include not only psychiatric
and psychological expertise with knowledge and experience of the psychological
reactive sequelae of trauma and exploration of the patient’s history with the help of
interpreters but also information about the political and cultural background of the
country of origin.

Conclusion

Concerning the right to asylum and residence, psychotraumatological assess-
ments often take place in the context of sociopolitical disputes. Consequently,
the danger of attempted influence and instrumentalisation of medical or psycho-
logical experts by interested groups or authorities is particularly high (Henningsen
2003). This can be most safely prevented through broad knowledge and experi-
ence in general psychopathology on the part of the assessor, as well as the acqui-
sition of further knowledge through advanced training. For this reason, the
Bundesdrztekammer® has been successfully offering the structured curricular
training programme entitled “Begutachtung psychisch reaktiver Traumafolgen
in aufenthaltsrechtlichen Verfahren for 10 years with the aim of enabling

8 State Chamber of Physicians.
° Assessment of psychologically reactive sequelae of trauma in residence legal procedures.
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medical and psychological colleagues to gather professional expertise in their
area of psychotraumatology (Bundesérztekammer 2005, 2009).
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Inci User

A review of the literature on gender and trauma reveals that in many studies the term
gender is employed as if it were synonymous with the term sex. Gender is not a
biological reality, but a sociocultural construct that enables researchers to distin-
guish constitutional characteristics from socially acquired ones. Gender ought to be
used as an analytical tool to understand social interactions, inequalities and human
experiences including suffering.

Sex and Gender

The terms sex and gender are not alternative nominations of the same phenomenon.
While sex refers to fundamental biological differences reflected in the physical and
psychological characteristics of men and women, gender refers to their socially
constructed differences and their different locations within the social system. Every
culture has different notions regarding masculinity and femininity, attributes differ-
ent ‘typical’ characteristics and behaviours to men and women and imposes differ-
ent role requirements and duties upon them. Everyday life, work, income and human
relationships are shaped by norms and traditions that regard and treat the two sexes
differently. The values and ideas that are at the basis of these norms and traditions
are also reflected in laws, organisations and social structures.
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... historically specific patterns of gender relations within any culture and community shape
individual identity and social interaction, segregating, stratifying and symbolically engen-
dering key social institutions (...) The result is not uniformity in women’s experiences but
rather diversity, both within any given society and among the world’s cultures (Enarson and
Morrow 1998:3).

The meanings of being a man or a woman do not only vary from one society to
another, but also among different groups of men and women in a given society, at a
given time. Furthermore they vary within one culture over time, because the cultural
values and meanings that lead to the construction of genders are dynamic and open
to change. Femininity and masculinity mean different things to the single individual
in the course of her/his development (Kimmel 2000:2-3).

Individuals display their gender identities in varying ways, because gender iden-
tity does not have the same salience for everyone. Men in general tend to regard
themselves as if they were genderless, because they don’t have as many gender-
related problems as women, for whom their gender is far more salient. This is very
similar to the fact that upper class people or members of a hegemonic ethnic group
tend to think less often about class or ethnicity than do members of subordinate
classes or ethnicities who are faced with the reality of discrimination. The salience or
accessibility of gender as an aspect of the self varies among individuals as well as for
the single individual in different contexts (Deaux and Major 2000; Kimmel 2000).

The different ways in which men and women participate in social institutions and
processes are shaped by prevailing constructions of gender, and this results in a
limited access by women to economic, political and social resources. Most of the
time, the treatment of the genders is not only different but also inequitable.
Contemporary sociology considers gender as an important dimension of social
inequality and stratification, because it is one of the factors that determine the
opportunities or obstacles faced by different individuals and groups in a society.
Gender is not a fixed category but varies in relation to age, race/ethnicity and class.
In a complex society that is stratified and that comprises different racial and/or eth-
nic groups, there is a hierarchy of genders. According to Connell (1987), men and
women have very different life trajectories related to their gender statuses. Even
though the dominant gender category in almost every society consists of men
belonging to the economically, politically and ethnically most powerful groups,
some groups of women also occupy higher places than many men along the gender
hierarchy. Such women may be enjoying the privileges of wealth, occupation or
social connection with powerful men. In other words, men or women do not experi-
ence life in well-defined, uniform ways depending on their sex, but rather in a much
more complicated way. Thus, any individual’s gender status may change according
to her/his age and her/his own or collective experiences of mobility in the stratifica-
tion system.

The concept of ‘gender role’ may appear to be similar to ‘sex role’, but the two
concepts belong to different theoretical traditions. In sociological terms, gender is
socially constructed, i.e. brought about as a result of human interactions and value
negotiations within a culture. The sex role theory proposes fixed and static role sets
for all men and women in a given society and implies that these role sets suit the
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psychological make-ups of both sexes. The theory of social construction, however,
observes that human beings are not passive and mechanic recipients of social roles.
During social interaction people choose, interpret, negotiate, produce and reproduce
their gender identities and roles.

From a social psychological perspective, gender-related behaviour can be
explained by drawing upon two theoretical constructs: the first is the ‘self-fulfilling
prophecy’, based on the observation that people behave to others in accordance with
their expectations of them, thus forcing them to react in a certain way in order to
fulfil these expectations. This concept refers to people’s active role in maintaining
and creating social reality. The other theoretical construct is ‘self-presentation’ and
refers to people’s choices to present their identities in such a way as to reflect what
they think a given context is expecting from them. Both constructs imply that the
social environment can channel our behaviours so that we act in accordance with
socially constructed gender role expectations (Deaux and Major 2000:84).

Gender stereotypes are characteristics believed to be typical for men or women
within a given culture. They shape our expectations regarding what is appropriate
for men and women and our behaviours towards each gender. People are encour-
aged to conform to these stereotypes. Patterns of femininity and masculinity are
thus produced, and they direct individuals’ choices and behaviours. Across contem-
porary societies, gender norms tend to become increasingly similar due to the fast
exchange of information across cultural boundaries and the resulting globalisation
of beliefs and values, as well as fads and fashions. However, in the details, there are
still many differences in how gender is constructed in different contexts.

Psychological and psychiatric perspectives that emphasise the personal impacts
of trauma and suffering do not explain all aspects of the traumatic experience,
because traumatic events always happen in a cultural and historical context that
shapes and assigns significance to them. Individuals experience trauma and its after-
math in interaction with this context, and they respond in accordance with their
personal as well as sociocultural backgrounds. Structural problems and inequalities
prior to the traumatic events are reflected in the composition and characteristics of
the victims. Neither is the resulting suffering merely a personal matter. Like every
other psychiatric problem, it is identified, labelled and treated by social agents
emphasising the restoration and continuity of the individual’s functioning in
social life.

In reality, the events we call trauma are part of larger configurations of suffering that have
their own social ecology and political economy. Discrete trauma and disasters occur against
a backdrop of structural violence that renders some groups and individuals far more vulner-
able; focusing exclusively on the trauma may deflect attention from these enduring forms
of disadvantage. (Kirmayer et al. 2010:170)

As mentioned above, gender is an important dimension of structural inequality.
Therefore, traumatic events and their impacts upon people have to be understood
from a gender-sensitive and gender-informed perspective. A gender-sensitive
approach to any problem will try to foster gender awareness and to improve gender
equity in research, planning, and implementation.
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Gender and Health

Gender is an important socio-demographic determinant of health (Lee 1998;
Schambler 2008). At different stages of life, men and women have different risks
due to their different social responsibilities and lifestyles. The most widely accepted
gender difference in health is that women have higher levels of morbidity, whereas
men have higher mortality rates. Regarding the facts that men in the USA have
higher death rates for all 15 leading causes of death, and that their average longevity
is 7 years below women’s, Courtenay (2000) has suggested that health-related
beliefs and behaviours are one of the many ways in which masculinities and femi-
ninities are demonstrated. Accordingly, men engage in a number of health-
compromising behaviours in order to prove their masculine strength, whereas
women are increasingly engaged in health-promoting behaviours. Obviously, the
health statistics and the cultural explanations used in Courtenay’s study concern the
USA, and individual health behaviours are not the sole predictors of health.
However, men’s risk-taking behaviours are not specific to the USA, and the health-
compromising and risky behaviours of men, as well as their tendency to under-
report symptoms (especially those that have been identified as more typical for the
female gender), should be studied cross-culturally.

Any health issue may be related to sex, to gender or to both. An example might
be women’s health problems during the reproductive years. Women’s heightened
vulnerability to physical and mental hazards in this period of life is not a simple
matter of sex. Reproductive risks that are peculiar to the female sex vary in relation
to level of education, economic status and marital status. Different groups of women
do not only have different health risks, but they also enjoy very different levels of
access to health care. Migrant or ethnic minority women may display additionally
increased vulnerability due to cultural factors as well as to discrimination and insti-
tutionalised racism. Hence, not every woman’s health will be compromised to the
same degree in the reproductive years.

Gender, Mental Health and Trauma

The theoretical definitions of normality are various, and they tend to change over
time (Davison and Neale 1998:6-23). Each of the different approaches to conceptu-
alise normality can be disputed because they entail certain value judgements. The
classification systems for mental illness are not universal, and they are also modified
over time. From a gender-sensitive perspective, one might apprehend that the defini-
tion of normality may partly be based on widely held gender stereotypes. Since the
1980s numerous researchers have emphasised the importance of incorporating gen-
der as an analytic variable into mental health research. Gender-blind theories and
research have been criticised because they have reduced women’s vulnerabilities to
biological reasons, whereas in fact it is mostly social circumstances that increase
vulnerability. The belief that women have a constitutional tendency to mental illness
is very old and very deeply ingrained in medicine (Russell 1995:4-26; Schambler
2008:151-154). Gender bias extends from models of the human being which draw
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upon male behaviours and experiences only to clinical trials that exclude female
subjects. For a long time this bias has prevented researchers from studying the
gender-specific needs and problems of women. Even sexual abuse and violence as
critical life events and stressors have been ignored until recently.

Three major problems have been identified, because of which the relationship
between gender and mental health is poorly understood (Astbury 1999:8-9):

1. Evidence on gender is not collected. Even if it is collected, it is not presented in
a gender-disaggregated form to inform researchers, clinicians and policy
makers.

2. Evidence is lacking on how gender interacts with structural determinants includ-
ing income, education, workplace and social position, roles related to family,
unpaid work and caring and the experience of intimate, gender-based violence.

3. Conceptual remapping is required of all those explanatory models of emotional
distress and disorder where large gender differences exist but have not yet been
adequately explained due to an excessive focus on biological mechanisms. This
is especially important given that gender differences in chronic life stressors,
negative life events and violence have not been properly investigated.

Gender socialisation determines which problems men and women feel comfort-
able seeking assistance for and which conditions they will conceal because they
consider them to be stigmatising. This may lead to the under-reporting of certain
symptoms and the emphasising of others. Hence, women may be too anxious to
report alcohol abuse and feel more comfortable discussing emotional problems,
whereas men do the reverse. Therefore, both population screenings and clinical
measurements should employ instruments that are sensitive to biases due to gender
stereotyping (Astbury 1999:10).

About one third of the total number of injury-related deaths in the world are due
to intentional violence (suicides, homicides, terrorism and armed conflicts). The
number of both the victims and the survivors of violence and disasters increased
considerably during the last hundred years (Kirmayer et al. 2010). There is a grow-
ing need to understand traumatic experiences, responses to trauma, trauma-related
mental health problems and effective treatment strategies. Trauma has two compo-
nents: the objective component is related to what has actually happened to the indi-
vidual, and the subjective component is related with how the individual has perceived
and experienced the event. The subjective evaluation of the event determines
whether or not it is traumatic.

What constitutes a trauma then is not entirely dependent on the nature of the event but also
on the personal and social interpretation of the event and the responses of the affected per-
son, their family and community, as well as the wider society. Culture influences the indi-
vidual and collective experience of trauma at many levels: the perception and interpretation
of events as threatening or traumatic; modes of expressing and explaining distress; coping
responses and adaptation; patterns of help-seeking and treatment response. Most impor-
tantly, culture gives meaning to the traumatic event itself, allowing individuals, families and
communities to make sense of violence and adversity in ways that may moderate or amplify
their impact. (Kirmayer et al. 2010:156)
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The gender dimension should be taken into consideration when trying to under-
stand trauma. To begin with, different types of trauma may happen to both sexes at
varying frequency, and there may be gender-specific sensitivities towards trauma.
Gender-sensitive research can better inform primary and secondary prevention mea-
sures as well as therapeutic and rehabilitative models implemented for trauma
victims.

Post-traumatic stress disorder (PTSD) is defined as an anxiety disorder ‘that
occurs when a person experiences an event during which he or she perceives a threat
to his or her own life, the life of a significant other, or his or her physical integrity,
and the person responds with intense fear, helplessness or horror. Symptoms of
post-traumatic stress disorder include intrusive thoughts, such as flashbacks and
nightmares, emotional numbing, avoidance of reminders of the event, and hyper-
arousal, such as increased startle response and irritability’ (Ayers 2007:254). Earlier
definitions of PTSD emphasised that the precipitating event should be objectively
unusual and severe, ‘outside the normal range of experience’ (DSM III) and ‘likely
to cause pervasive distress in anyone’ (WHO International Classification of
Diseases, 10th revision). Until the early 1990s, these definitions were current.
Inevitably, research most often focused on extremely stressful events and their neg-
ative psychological impacts. PTSD symptoms can occur after various events such as
death or serious illness of a close person, parental divorce, family relationship prob-
lems, romantic relationship problems, arrest and incarceration or non-life-
threatening illness (Gold et al. 2005). Now, such events are also considered to be
traumatic if they are reported to have been very stressful for the person. Finally, in
the DSM-1V, the event criterion was changed, and the individual’s perception of
threat was accepted to precipitate PTSD in some cases (Ayers and Pickering 2001).
Life stress and lack of social support are among the strongest predictors of PTSD,
showing that social factors determine risk of exposure and chances of recovery
(Kirmayer et al. 2010). Starting in the mid-1990s, a growing emphasis was put upon
resilience and upon the positive aspects of the traumatic experience because most
people survive traumatic events without any symptoms of psychopathology, and
some of them even report to have mentally benefitted from the experience.

About 1 in 12 adults experiences PTSD at some point in his/her lifetime (Stuber
et al. 2006:55). Even though the post-trauma symptoms were initially defined based
on the observation of war veterans, PTSD is not a man’s or a soldiers’ disorder.
There is an enormous body of research about the victims of wars, terrorism, road
accidents, natural or technological disasters on the one hand and about patients with
cancer, HIV/AIDS, difficult delivery or heart attacks, as well as people who have
experienced abuse in childhood, rape or assault, incarceration or being kidnapped
on the other hand (Matsuoka et al. 2008; Kirmayer et al. 2010). A great part of this
research indicates that PTSD is probably more prevalent among girls and women
than among boys and men (Tolin and Foa 2006). Women appear to have a higher
PTSD risk than men after individual as well as collective or mass experiences of
traumatic events (Brewin et al. 2000; Stuber et al. 2006; Bleich et al. 2003; Ditlevsen
and Elklit 2012).
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One explanation of the gender difference in the prevalence of PTSD might be
that women are more likely to experience traumatic events in the course of their
lives. The epidemiological data regarding this possibility is mixed and inconclusive
(Tolin and Foa 2006), but in fact, most studies point to an increased risk for men
rather than women (Creamer et al. 2001; Ditlevsen and Elklit 2010). If the risk for
men is actually larger, then women in general must either be faced with events that
are more deeply traumatising or they must have a greater tendency to develop
PTSD. Women’s stronger tendency to develop PTSD may also be related to the fact
that the types of traumas to which they are more frequently exposed (e.g. sexual
assault and rape) are socially stigmatised, and therefore they do not receive suffi-
cient social support (Nolen-Hoeksema 2011:122). Ideologies, which consider the
family unit as sacred and do not approve of interference with domestic violence
because it is regarded as an aspect of ‘family privacy’, also contribute to women
being deprived of adequate support and to higher rates of trauma-related problems.

Women’s apparently greater vulnerability may be due to differences in the gen-
dered life experiences of the two sexes. This vulnerability is specifically high in
relation to assaultive violence, and one might conclude that women’s higher preva-
lence of PTSD may be related to the greater burden of rape. However, even when
the rape factor is controlled, the gender disparity in vulnerability persists. What is
more, when all types of assaultive violence are taken into account, men are far more
frequently exposed to violence (Stuber et al. 2006:55).

Men’s and women’s experiences of physical trauma constitute a gender issue that
is too complicated to be summarised as ‘men experience greater physical trauma as
compared to women’. This summary statement may be true, but it requires a more
detailed analysis: all over the world, men are subjected too much greater physical
violence in wars and armed disagreements. However, the age group which is affected
is very specific. What is more, in many societies, recruitment to armed forces may
be limited to particular strata rather than universal. Men’s increased vulnerability to
job-related accidents in the workplace is another well-known fact, but again, not all
strata of an industrialised society are employed as blue-collar workers. Men’s trau-
matic experiences may be overlooked or poorly understood, because it is difficult
for people to comprehend how the ‘tough and invulnerable’ man can at the same
time be a suffering victim. This is why some male survivors of sexual assault have
been turned away by rape crisis centres, and one of them was told that the centre had
no staff to treat perpetrators (Mejia 2005:31). There is relatively little evidence
about the gender-specific experiences of men in relation to traumatic effects. Since
men are socialised according to an ideology of masculinity, a core value of which is
invulnerability, they are assumed to experience great conflict in cases of victimisa-
tion: on the one hand there is the burden of victimisation, and on the other hand,
there is the message that they do not measure up to the standards of the masculine
ideology (Mejia 2005:38).

The interaction between culture and gender also influences vulnerability. In a
study comparing survivors of two very similar hurricanes in Florida and Mexico,
women in both groups were found to have higher rates of trauma-related symptoms
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than men. However, the difference between Mexican women and men was much
larger than the difference between American women and men (Norris et al. 2001).
In cultures that segregate genders more strictly and keep women in very subordinate
positions, gendered vulnerability to trauma increases.

There also appear to be gender differences in the lifespan distribution of PTSD. In
a review of several studies on trauma and PTSD, the highest prevalence of the dis-
order was seen to be in men in their early 40s and women in their early 50s. The
lowest prevalence for both genders was in their early 70s. Overall, the prevalence of
PTSD among women was twice as high, but for some ages the female-male ratio
approached 3:1. The highest female-male ratio was found for the age range 21-25.
The conclusion of the researchers was that for a better understanding of the develop-
ment of PTSD, reproductive factors and social responsibilities ought to be taken
into consideration (Ditlevsen and Elklit 2010).

Reviewing research evidence collected over 25 years, Tolin and Foa (2006) con-
cluded across studies that male participants were significantly more likely to report
a potentially traumatic event than were female participants; the observed twofold
risk of PTSD among females was therefore not related to higher exposure. A
detailed study of the characteristics of the traumatic events revealed however that
men were more exposed to specific types of trauma (e.g. motor vehicle accidents,
combat, war, disaster or fire, non-sexual assault, serious illness or seeing somebody
die), whereas women reported significantly more experiences of sexual assault and
childhood sexual abuse. A possible interpretation might be that sexual traumas are
more likely to cause PTSD. However, comparing men and women who reported the
same trauma categories across studies, Tolin and Foa (2006) found that women had
a greater frequency of PTSD in all these categories except for sexual assault as an
adult, where the PTSD frequency did not show any significant gender difference.
When other symptoms occurring after traumatic events were examined, men were
found to tend towards more aggressive behaviours and substance abuse, whereas
women tended towards anxiety and mood disorders. This finding was interpreted by
Tolin and Foa as being probably related to varying social expectations (2006:979).
Although the authors explain that their interpretation is speculative, it sounds fairly
reasonable in the light of what we know about gender differences in response to
stress: while men try to suppress their anxiety and to fight rather than to remain pas-
sive, women show more passive reactions to threatening events and environments
because both genders have gone through processes of socialisation imposing exactly
these behaviour patterns upon them. It is the deeply internalised ideologies of femi-
ninity and masculinity, rather than biopsychological differences, which seem to
explain these different outcomes.

In a study examining gender differences in post-traumatic vulnerability in the
face of terror attacks in Israel, women were found to be six times more likely to
develop PTSD than men. The elevated vulnerability of women was interpreted as
being attributable to gender differences in terms of safety, coping strategies and
self-efficacy. Israeli women were observed to manifest an emotion-focused coping
strategy as opposed to the problem-focused strategies of men. While men tend to
overcome stress by being active outside the home, talking about problems and
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looking for solutions, women tend to stay at home, to worry about their friends and
families and to share their anxiety with others. The male strategy appears to
strengthen self-efficacy, optimism and feelings of personal safety, whereas the
female strategy appears to increase worry and other negative feelings, making it
more difficult for women to overcome traumatic stress (Solomon et al. 2005: 6-7).
Another way of expressing the difference might be that women are suffering from
gender-typical behaviours: spending a lot of time in the private sphere and caring
for the problems of others is the age-old and almost universal behaviour pattern of
women that has been shaped by the social division of labour between the sexes.

There are also some arguments that the increased PTSD prevalence among
women is due to a report bias, in that men tend to under-report and women tend to
over-report symptoms. This may be true to some extent because of social expecta-
tions about women being vulnerable and men being tough and resilient (Ditlevsen
and Elklit 2010:8).

Some traumatic events like life-threatening illnesses, accidents or assault are
very personal. They happen to a single individual or to a small group. Giving birth
is also a very personal major life event, and it may be experienced as very stressful
or even as traumatic by some women. There are different study reports indicating
perinatal trauma and PTSD during the early period after birth. Up to 10 % of women
have severe traumatic stress responses to birth (Ayers 2004), and 24-34 % of post-
partum women may have one or more traumatic stress symptoms (Takegata et al.
2014). The prevalence rates of reported PTSD range from 1.5 % to 9 % (Ayers and
Pickering 2001; Beck 2004; Ayers et al. 2007; Garthus-Niegel et al. 2012; Takegata
et al. 2014). These are findings of studies in developed countries, and data from
underdeveloped populations are necessary for obtaining a fuller picture of this
highly gendered issue.

There are significant differences between birth and other events that cause
PTSD. Birth is predictable, in many cases entered into voluntarily, experienced by
the majority of women, and socially approved. What is more, a healthy newborn is
a reward that can make up for the pain and anxiety associated with labour. On the
other hand, birth may threaten and sometimes damage bodily integrity in a way
which is different from other traumatic events, and it requires a great deal of read-
justment. Since infant care is an intensive and full-time activity, mothers will also
be steadily reminded of the event of birth and may have a hard time recovering
(Ayers et al. 2009).

Delivery-related stressors and previous depression have been found to predict
post-partum post-traumatic stress (PTS). Risk factors contributing to PTS and
PTSD have been grouped as (1) prenatal factors (e.g. previous traumatic deliveries,
history of infertility and complicated pregnancies, delivery of an ill or stillborn
baby, depression, childhood sexual abuse, etc), (2) nature and circumstances of
delivery (e.g. long, hard, extremely painful labour, forceps delivery, emergency cae-
sarian section, lack of control) and (3) subjective factors during delivery (e.g. feel-
ings of powerlessness, lack of social support, fear of harming the infant, fear of
harming oneself, fear that one may die or the infant may die) (van Son et al. 2005).
A longitudinal study showed that women’s subjective birth experiences had the
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highest association with PTSD symptoms (Garthus-Niegel et al. 2012). More
research is required to confirm risk factors and to explain the role of particular vari-
ables such as history of sexual abuse, lack of control in birth and blame after birth
(Ayers 2004). A qualitative study examined thoughts and emotions during birth,
postnatal cognitive processing and memories of birth. As compared to women with-
out symptoms, women with postnatal PTSD reported more panic, anger, thoughts of
death, mental defeat and dissociation during birth, fewer strategies that focus on the
present, more painful memories, intrusive memories and rumination, with the impli-
cation that women with signs of mental defeat or dissociation should be offered
postnatal support in order to prevent PTSD (Ayers 2007).

Women with negative expectations about birth tend to have negative experiences
during it. The negative expectations are associated with anxiety (Ayers and Pickering
2005). It has been shown that women who fear the process of birth and women with
symptoms of anxiety and depression tend to have subjectively negative birth experi-
ences, and these experiences predict post-partum post-traumatic symptoms
(Garthus-Niegel et al. 2012).

Research on postnatal distress has identified that the degree of social support
(especially partner support), life events, circumstances of mothering and infant tem-
perament are important factors for the development of depression in the first year
(Small et al. 1994). Mothers in whom post-partum distress symptoms persist tend to
describe their infants as ‘slow to warm up’. Such infants are characterised by a low
level of adaptation, low activity, moderately negative responses to new stimuli and
moderate irregularity of biological functions (Di Blasio and Ionio 2005). It is hard
to decide whether babies are perceived and described as ‘difficult’ because the
mothers are in distress or whether their distress is actually an outcome of the diffi-
cult temperament of the infant.

Postnatal PTSD does not only influence the woman’s mental health, but probably
has adverse effects upon the infant, the existing children and the family unit. On the
other hand, the comorbidity of PTSD with other psychiatric disorders may result in
misdiagnosis and ineffective treatment (Ayers 2004). In a qualitative study, women
with postnatal PTSD reported fear of childbirth as well as changes in physical well-
being, mood, behaviour and social interaction. Their relationships with their part-
ners were negatively affected including disagreements, sexual dysfunction and
blame for events of birth. Most of them admitted to having initially rejected their
infants, and in the long term, they seemed to develop avoidant or anxious attach-
ments (Ayers et al. 2006).

All this points to the necessity of much better and person-centred care for moth-
ers. The medical care and social support mothers receive during pregnancy and
labour and the months following these may vary in association with socio-economic
variables such as level of education, income and occupation, as well as with the
status of the woman in her cultural group. In other words, the highly mystified ‘joy
of mothering’ is a gender issue, and women receive unequal shares of it, depending
on their social locations. This joy is likely to be limited not only by social location,
but also by uncontrollable natural and social events. Detailed research on theoreti-
cally vulnerable women (e.g. mothers in forced marriages, adolescent mothers,
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women living in poverty and/or social isolation, migrant and refugee mothers,
women giving birth without assistance, women experiencing pregnancy and birth
during catastrophic periods such as wars or disasters, women with histories of rape
and torture) may supply more information about the problem and lay the founda-
tions of adequate policies for supporting women.

Even though labour-related trauma might appear to be a sex-specific problem,
there are some studies showing that men can also experience stress and depression
related to the birth of a child or to miscarriage. Ayers et al. (2007) have shown that
5 % of men and women had severe symptoms of PTSD which were not associated
with the parent-baby bond or the couple’s relationship.

Bereavement is considered to be one of the most stressful life events which peo-
ple face. The loss of a loved one, especially of a partner, can be experienced as a
traumatic event and have long-term effects on an individual’s mental health. A
review of studies on psychopathology related to widowhood revealed that especially
during the first year, the rates of mood and anxiety disorders are elevated in wid-
owed people. Major depression (22 %) and PTSD (12 %) are widespread, and there
are increased risks of panic and generalised anxiety disorders. However, the authors
state that based on the study data, it is impossible to understand whether there are
differences in vulnerability between genders (Onrust and Cuijpers 2006). Depression
is particularly common in widowed men. In studying this issue Umberson et al.
(1992) have taken into consideration the gender differences in marital relations as
well as in psychological distress. The authors stress that men often suffer from a
lack of psychosocial support in widowhood, because often it is wives who organise
and maintain couples’ social networks. Women usually have confidants outside the
family, while men tend to prefer to confide in their wives only. The loss of a wife
often means isolation and lack of support. Widowed men do not only have to deal
with the stress of social isolation, but they also have difficulties in managing the
household. Women on the other hand have greater psychosocial support and are
more effective in running their everyday lives, but very often they suffer from finan-
cial strains. The authors conclude that men’s apparent vulnerability to depression in
widowhood is actually an outcome of the different circumstances and meanings of
widowhood for both genders. Another study focusing on sex differences in depres-
sion due to widowhood explored whether environmental strains such as a lack of
social support or concerns about finances and housekeeping explain these differ-
ences. The findings revealed that widowhood is associated with higher levels of
depressive symptoms and that this association is stronger for men than for women.
The effect of widowhood is mediated by different types of environmental strain for
men and women. The authors concluded that women adapt to widowhood more
successfully than men (van Grootheest et al. 1999).

For parents, the death of a child is an extremely traumatic event, causing more
intense and long-lasting grief than perhaps any other loss. A reasonable question
might be whether there are any gender differences in the response to the death of a
child. Comparisons between fathers’ and mothers’ responses to this event yield
inconsistent results (Biichi et al. 2007). In many samples, fathers seem to suffer as
deeply as do mothers, but there is a need for more cross-cultural data on this point,
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because motherhood does not have the same meaning everywhere. In a context
where motherhood is almost the only way for a woman to be fully accepted by the
family and the community, the loss of a child may be perceived as directly threaten-
ing the mother’s existence.

Gender and Mass Traumas

Responses to individually experienced traumas may be different from the responses
to traumas affecting a group or a community. In order to see whether there are
gender-related differences in the prevalence of probable lifetime PTSD after a major
traumatic event affecting a large community, a study was conducted involving a
sample living in the New York metropolitan area, 6-9 months after the terrorist
attacks on September 11, 2011. To understand the factors that explain gender
differences in PTSD risk, the following were assessed: the number of previous life
stressors, the type of previous life stressors (sexual assault, non-sexual assault, non-
assaultive trauma), pre-existing mental health problems, social support (perceived
support, group participation, marital status), the number of recent life stressors, the
type of recent life stressors (work, family, parenting) and peri-event panic. Of these,
peri-event panic appeared to have the strongest relation with PTSD vulnerability.
Women were not found to have a greater likelihood to develop symptoms of PTSD
related to the attacks, but they had higher rates of re-experiencing and hyperarousal
symptoms. The researchers concluded that this gender disparity in symptoms was
largely due to higher rates of peri-event panic among women. Previous experiences
of sexual assault, peri-event panic, pre-existing mental health problems, race/ethnicity
and marital status (divorced, widowed or separated) explained the higher prevalence
of lifetime PTSD among women. The authors commented that panic may be related
to cognitive appraisal of the consequences of the event or to biological sex differ-
ences in panic susceptibility, and they concluded that women may be more vulner-
able to personal assault, but their vulnerability to other types of trauma may be
closer to men’s (Stuber et al. 2006).

It has been pointed out that studies examining the impact of terrorism on nation-
ally representative samples in developed countries are relatively few in number,
except for the studies conducted in the USA after the terrorist attack on the World
Trade Center. In a study concerned with Israeli people exposed to terrorist attacks
(Bleich et al. 2003:616-617), women were found to present significantly more
PTSD symptoms than men (16.2 % and 2.4 %, respectively). Women also had a
higher frequency of TSR symptoms and feelings of depression than men.
Interestingly, both PTSD and TSR symptoms were also associated with lower
income, and women born in Israel had lower degrees of TSR than those born outside
Israel. The associations of PTSD and TSR with income and birthplace suggest that
in this sample the higher rate of traumatisation for females does not reflect a simple
sex difference, but rather different social locations within one gender. Another study
by the same authors (Solomon et al. 2005) examining gender differences in post-
traumatic problems in response to terrorist attacks during the Al-Aksa Intifada
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(September 2000-April 2002) revealed that women had more post-traumatic and
depressive symptoms than men and were six times more likely than men to develop
PTSD.

The findings of a study on the terrorist attacks on the World Trade Center revealed
that even though people all over the country were traumatised immediately after the
event, which could be witnessed through the media, these stress responses were
mild and transient, showing that there is a relation between physical proximity to an
event and the degree of distress. The trauma-related responses in the initial weeks
after the event were once again stronger in female than in male participants (Matt
and Vazquez 2008).

The Nazi Holocaust is one of the most significant large-scale traumatic events of
the twentieth century, and its psychological impact has been studied from the late
1940s onwards. Because of a law passed by the West German government in 1956
that granted restitution to victims, the emphasis of initial case studies was on finding
evidence of impairment. Hence, the dominant theme was severe debilitation in sur-
vivors. From the 1970s on however, a less pessimistic picture of post-war adjust-
ment emerged (Lurie-Beck et al. 2008). Obviously, many of the survivors have
managed to adapt to life, and one should not forget the philosophical, scientific and
artistic contributions of persons who have turned their suffering into valuable les-
sons for and about humanity. On the other hand, the criticism is also levelled that the
Holocaust is generally discussed from a gender-blind perspective, disregarding or
perhaps choosing to forget about women’s specific experiences in this horrific pro-
cess (Ringelheim 1997).

Armed Conflicts, Wars and Trauma

The problems experienced by military veterans, especially veterans of the Vietnam
War, and the studies focused thereupon have enabled scientists to identify traumatic
events and their effects. Fifteen years after the end of their service, about 500,000
soldiers still had post-traumatic stress disorder (Nolen-Hoeksema 2011:119).
Initially, the cases studied were predominantly men. Meanwhile there is also some
literature on war trauma in women, because one cannot ignore the exposure of civil-
ians to trauma during wars. Kirmayer et al. report that about 50 % of the casualties
were civilians in the World War 11, rising to 80 % in the 1980s and 90 % in the
1990s, the largest number being women and children (2010:162). Another interest-
ing source of information about war trauma in women is constituted by studies on
the increasing numbers of females in the US army (an army which continues to
engage in active warfare in different parts of the world).

Not only is the number of women in the USA army increasing, but the roles and
functions they take are also becoming more similar to men’s. Whereas about 7,000
women were deployed to Vietnam and served as nurses or in clerical positions in the
army, 200,000 women were deployed in the more recent conflicts in Afghanistan and
Iragq. Women in the US army are officially still barred from direct ground combat
positions, but many of the women deployed to Iraq or Afghanistan served alongside
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men, gaining considerable combat experience. Research on deployment and combat
stress in the USA army members shows that men report exposure to a larger number
of combat-related stressors, while women report greater stress relating specifically to
hygiene and gynaecological issues, and both report similar levels of perceived threat.
The likelihood of PTSD and other trauma-related disorders is almost the same among
men and women (Vogt et al. 2011; Vogt and Street 2013). This may be interpreted as
reflecting the significance of professional training in overcoming gender stereotypes
and bringing about similar responses in both genders.

On the other hand, there is a gender difference relating to sexual assault in mili-
tary life (Street et al. 2013). Since the risk of exposure to sexual violence within the
military was observed to be high, the US veteran health administration adopted the
term ‘military sexual trauma’ (MST). MST refers to severe forms of sexual assault
that tend to have lasting deleterious consequences. Veterans all over the country
were screened for MST, and positive screens were associated with higher rates of
mental health comorbidities including PTSD and dissociative, eating and personal-
ity disorders and higher suicide risk. A significant gender difference was observed,
with approximately 22 % of the screened veteran women as opposed to 1 % of men
reporting MST (Kimerling et al. 2007). This difference can be interpreted as show-
ing that MST is predominantly a woman’s problem, but since the total number of
male veterans is still much higher (than the total number of female veterans), even
a prevalence rate of 1 % calls for intensive measures to identify and rehabilitate
male victims. The authors of the study comment that prolonged exposure to MST is
very similar to family violence, as both are associated with dissociative symptoms,
personality disorders and self-harm.

War trauma is not peculiar to people who actively participate in the army. As
already stated, modern war technologies have victimised masses of civilians along
with soldiers. What is more, civilians generally have to put up with great adversities
and stress during times of war. Worries about what may happen, grief for the lost
ones and scarcity of material resources create a lot of distress. In 2004, 42 % of
Afghan citizens had PTSD, and 72 % had other anxiety symptoms. Because they
were controlled, oppressed and abused by the Taliban warriors, there was an
increased likelihood of women developing psychopathology; 90 % reported some
symptoms and 42 % were diagnosed to have PTSD (Nolen-Hoeksema 2011:120). A
study in Bosnia revealed that women who had been exposed to long-term war
trauma had serious post-traumatic and other psychological symptoms, 10 years
after the war. About 28 % of the study participants met the criteria for PTSD diag-
nosis, and 7.5 % had partial PTSD. The researchers also observed that everyday
post-war stressors (e.g. personal health concerns, changes in occupational and
social spheres, loss of loved ones) contributed to the intensity of post-traumatic
symptoms and other disorders (Klaric et al. 2007). A study on war-affected samples
from Bosnia-Herzegovina, Macedonia, Croatia, Kosovo and Serbia revealed gener-
ally high prevalence rates of anxiety and mood disorders as well as substance abuse,
even several years after the Yugoslavian War. The results were interpreted as being
consistent with other studies pointing to the long-term mental health consequences
of wars (Priebe et al. 2010).
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Mass torture and sexual violence against civilians also accompany most wars.
Sometimes men and children are attacked too, but it is generally women who are
traumatised on a large scale. Women are taken hostage, raped, forced into prostitu-
tion, left pregnant or sterilised in order to demoralise and humiliate their nations or
ethnicities. Rapists may belong to the enemy as well as to ‘friendly’ forces, and
even members of UN peacekeeping forces have been reported to commit rape and
sexual abuse (Chinkin 1994). New conceptualisations of war rape in international
laws define rape as a war strategy and a weapon (Farwell 2004). A few of the well-
known examples from the twentieth century include the ‘comfort camps’ estab-
lished by the Japanese during World War II where about 200,000 women of different
ethnicities were imprisoned, raped and tortured by the Japanese soldiers; the
200,000-400,000 Bengali women who were raped by Pakistani soldiers during the
1971 War of Liberation; Vietnamese women raped by US soldiers during the
Vietnam War; Kuwaiti women raped by Iraqi soldiers during the invasion in 1990;
the massive rape, torture and murder of Moslem women by Serbs in Bosnia-
Herzegovina during the civil war of former Yugoslavia; and state-sponsored vio-
lence during conflicts in Rwanda, Guatemala and Burma (Chinkin 1994; Sancho
1997; Farwell 2004). During the final preparation of the present paper, hundreds of
Iraqi women have been raped, killed or forced to become sex slaves by the terrorist
ISIS warriors.

In Turkish culture, men are often praised for being actual or potential soldiers of
the nation. The violence they endure in battles is glorified not only in the name of
the nation, but also in the name of religion. Similar notions may exist in many of the
world’s cultures, since wherever we look, it is men who decide to start wars and who
engage in active fighting. However, women’s suffering in war is shameful, degrad-
ing and traumatic, and people often prefer not to talk about it or do not acknowledge
survivors for what they have had to put up with. Actually, in many such instances,
surviving women cannot return to their parents or husbands, or if they do, they
remain silent for the rest of their lives. Not only are the psychological and social
impacts of war rape profound, but they carry grave health and reproductive conse-
quences as well.

While it is a widely used practice to weaken the enemy by degrading female bod-
ies in times of war, there is also a tendency towards increased violence among civil-
ians during wars. Crime statistics for 110 countries from 1900 onwards have
revealed that there are substantial increases in homicide rates in countries after
wars. This has been explained as follows: war ‘1. weakens the population’s inhibi-
tions against aggression, 2. leads to imitation of aggression, 3. makes aggressive
responses more acceptable and, 4. numbs our senses to the horror of cruelty and
destruction, making us less sympathetic toward the victims’ (Aronson et al.
2002:445). Putting together all this evidence, one might say that during wars,
women suffer much more than usual from various types of violence (combat vio-
lence, domestic violence and sexual violence). This is another trauma and gender
issue that requires being studied in depth and detail.

Wars and armed political conflicts often lead to waves of illegal migration, either
because people want to escape the violence or because they are being persecuted. In
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many countries, governments try to discourage refugees and asylum seekers and
apply harsh policies of deterrence which may add to the existing traumatic symp-
toms of these people. Even if they are accepted as refugees, their everyday life is
generally filled with adversities such as unemployment, housing problems, diffi-
culties in adapting to the new language and culture, discrimination and missing
and worrying about those they have left behind. Epidemiological studies about
refugees in different parts of the world indicate many mental health problems
(Kirmayer et al. 2010). A review of 20 psychiatric surveys on refugee people set-
tled in the Western countries has shown that the average rate of PTSD is around
9 % (Fazel et al. 2005).

Victims of torture are another group of trauma survivors, a frequent occurrence
during wars and armed conflicts and inevitably among refugees. Organised violence
may result in repetitive and extended traumatic stress followed by high rates of
PTSD. If the victims are internally displaced or seeking asylum, then they are found
to be suffering from a variety of additional and potentially continuous everyday
adversities. The prevalence rates of PTSD are around 40 % in asylum seekers
(Hensel-Dittmann et al. 2011). Compared to men, women are at greater risk of
being the victim of organised violence. Unless politically active, they are also poorly
prepared for the risk of torture. Women are also at increased risk for gender-based
violence, in particular rape. As with all torture methods, the goal of torture rape is
generally to destroy individual identity and specifically to disturb sexual function-
ing. The international legal community has only very recently accepted rape as a
form of torture, during the ethnic cleansing incidents in Bosnia and Rwanda. The
war criminals there were the first to be prosecuted for war rape and sexual slavery
(Quiroga and Jaranson 2005).

Disasters, Trauma and Gender

Disasters are mass traumatic events which need to be studied extensively with
respect to gendered vulnerability. The gender-neutral stance of most disaster
theory and research has been claimed to mask the gendered organisation of social
life (Enarson and Morrow 1998:171). In many research reports about disasters,
gender is used as a quantitative demographic category only, but there is also a
growing body of literature in which gender is a central analytic concept. This
literature is concerned with the social inequalities, power relations and women’s
subordinate position prior to disasters that influence how women and girls will be
affected within a disaster-stricken community (Enarson et al. 2007). This
approach also enables one to understand that the higher rates of post-traumatic
symptoms and distress among women are due to social and cultural rather than
biopsychological differences. This is not to say that men have no gender-specific
risks in the face of disasters. However, especially when faced with natural disas-
ters, women and girls suffer more. There are more female casualties in many
cases and higher rates of trauma-related psychological problems in women.
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Generally women also have more serious economic problems in the aftermath of
disasters (Enarson 2000: 9-23).

A good example for gender differences in disasters are earthquakes as a cate-
gory of natural events that happen suddenly and bring about great casualties as
well as property damage, if they hit densely populated and poorly prepared areas.
The prevalence of PTSD reported in earthquake victims varies between 13 and
95 %, depending on the degree of severity and impact. Some victims may not
develop the full range of PTSD symptoms, but only some of them, and are thus
diagnosed as having subthreshold or partial PTSD (PTSS). Both categories of
disorders are observed more frequently in females than males (Lai et al. 2004).

Norris et al. (2002) reviewed empirical literature on disasters between 1981 and
2001 and analysed the results of 160 samples covering 60,000 victims. Being female
was among the factors that they found to increase most consistently the likelihood of
adverse outcomes for adults (psychological problems, health concerns, problems in
living, non-specific distress, loss of resources). The other factors increasing adverse
outcomes were severity of exposure, middle age, minority status, secondary stressors,
prior psychiatric problems and weak or deteriorating psychosocial resources. With
regard to gender, the authors found that ‘not every study looked for gender effects, and
not every study that looked for them found them’ (Norris et al. 2002: 229). Still, 49
articles described a statistically significant gender difference in post-disaster stress,
distress or disorder. Ninety-four percent of these studies reported that female survivors
were more strongly affected. The differences concerned not only adults but also
female children and adolescents. After many disasters, women were almost twice as
likely than men and boys to develop PTSD. The gender effects were greater within
samples that had additional risk factors for impairment. In some studies, culture was
shown to interact with gender in predicting outcomes. The risk to women appeared to
emerge at the stage of subjective interpretation, because they tended to estimate the
duration and/or severity of their exposure to the disaster in a more pessimistic way
than did men.

Analysing disasters and demographic data in 141 countries over the period
1981-2002, Neumayer and Pliimper (2007) found that (1) natural disasters and their
subsequent impact on average kill more women than men and female casualties are
also younger on average; (2) major calamities led to more severe impacts on female
life expectancy than do smaller disasters and (3) the higher women’s socio-economic
status, the weaker the effect on the gender gap in life expectancy. Hence, ‘it is the
socially constructed gender-specific vulnerability of females built into everyday
socio-economic patterns that lead to the relatively higher female disaster mortality
rates compared to men’ (2007:1).

Although many disasters affect larger populations or communities, the individual
responses to them vary depending on the personal and collective meanings attached
to the event. Some population groups (women, children, elderly people, handi-
capped people, the poor and ethnic minorities) are considered to be at greater risk in
the face of disasters. This does not imply that young to middle-aged healthy men
who are not minority members and who have sufficient command over material
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resources will be the only survivors. It is obvious however that they have greater
chances of survival and recovery.

Gender in mortality rates varies according to type and location of disasters.
Greater numbers of male casualties are reported in some weather-related disasters
such as tornadoes and thunderstorms. Gender norms and the masculine ideology
may encourage more risky behaviour on the part of men during the disaster, and
men may tend to seek less advice and support afterwards. They may also be more
active in rescue and later in reconstruction, which are risky types of work. Their
increased alcohol consumption and violent behaviours can also be considered risk
factors (Nelson et al. 2002). Enarson and Morrow state that while much of women’s
disaster experience is ignored and distorted, men’s gender-specific experiences are
also concealed by gender-neutral research, and there is a ‘female victim/male res-
cuer paradigm’ that masks women’s active roles before, during and after disasters
(1998: 171).

Poverty is another important factor of vulnerability, and there is a good deal of
literature about disasters in the poor South. A review of literature on poverty and
disasters carried out in the 1980s and 1990s illustrated that the poor in the USA are
also more vulnerable to natural disasters. This increased vulnerability is due to fac-
tors such as qualities of residence, building construction and social exclusion
(Fothergill and Peek 2004).

The review shows that socio-economic status is a significant predictor in the pre- and post-
disaster stages as well as for the physical and psychological impacts. The poor are more
likely to perceive hazards as risky; less likely to prepare for hazards or buy insurance; less
likely to respond to warnings; more likely to die, suffer injuries, and have proportionately
higher material losses; have more psychological trauma and face more obstacles during the
phases of response, recovery and reconstruction. These differences are significant, and they
illustrate a systematic pattern of stratification within the US. (Fothergill and Peek 2004:103)

Emotional vulnerability is related to class status, and lower-income disaster vic-
tims suffer more psychological impacts than do higher-income victims. Poverty is
deepened by the loss of resources in disaster: unemployment and economic crisis in
the aftermath strike the poor much more strongly, and few of them have access to
adequate health- and psychosocial care facilities (Fothergill and Peek 2004). These
findings about the poor in the USA apply to a much greater extent to the poor in the
underdeveloped countries, and 70 % of the world’s poor are women anyway.

Besides gender and poverty age, race and ethnicity are also important socio-
demographic variables that are related to disaster vulnerability. In many cases how-
ever, data is reported without an analysis of the intersections between these variables
and gender. Research subjects are divided into categories such as ‘black’, ‘white’,
‘male’, ‘female’, ‘lower class’ and ‘middle class’. It is therefore hard to see what
happens to a black female belonging to the upper class or to an elderly man belong-
ing to a religious minority (Fothergill 1998:12—13). Feminist studies on disasters
have shed some light upon women’s specific problems, but there is a huge need for
studies that are sensitive to the needs and circumstances of groups with varying
social locations.
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As well as economic problems, there are also cultural and organisational reasons
for women’s vulnerability. Women who are at the same time household heads and
who bear responsibilities for the domestic group are especially vulnerable.
Discrimination against women and female children can be aggravated in the crisis
phase when the community is trying to share limited resources. Women often lose
their security and may be forced to prostitution. The health and subsistence prob-
lems of their children represent ongoing stressors for most women (Wiest et al.
1994). The caretaking role of women becomes also more complicated after disas-
ters, because they often have to take care of disabled persons or may be disabled
themselves (Enarson et al. 2007). If food is scarce, as it usually is during the crisis
period, women may eat last and least in order to make sure that their husbands and
children are sufficiently served (Sultana 2010).

In many societies, women have no or very poor access to information and
decision-making. This prevents them from being well prepared for disasters and
directing communities’ decisions with regard to disaster work. Conventional behav-
iour and dress codes sometimes prevent women from leaving their shattered houses,
running away or climbing or swimming to safety if necessary. Their responsibilities
for their children or the sick and elderly also limit their capacity to rescue them-
selves. The 2004 Asian earthquake and tsunami killed about 400,000 people in 12
countries, and in certain regions up to 80 % of the deaths were women and children.
On the morning of the tsunami, many of them were on the beaches, fishing or work-
ing at morning markets, and most of them could not rescue themselves due to their
traditional long garments that restricted their movements, as well as their not having
been allowed to learn to swim. Still others were at home and drowned while trying
to save their children. In communities where the sex ratio of the population is altered
drastically, surviving women and girls have additional hardships, because they may
be coerced into marriages, encouraged to have additional children, assaulted or
raped (Amaratunga and O’Sullivan 2006). There are other examples of large earth-
quakes, cyclones and floods in Russia, Japan, Guatemala, Egypt and Bangladesh
where many more females than males died, again because they could not leave their
homes due to caretaking responsibilities or for fear of blame and punishment in case
anything happened to the family property (Fothergill 1998).

Regarding the psychological impact of disasters, many studies report that women
and female children complain of more emotional problems, stress, depression and
PTSD, often aggravated by the difficulties of caregiving, while men tend to use
more alcohol. But the results are mixed, and some studies report greater distress in
men (Fothergill 1998). A review of studies about disasters in different countries
over 40 years (1963-2003) (Galea et al. 2005) revealed that women were consis-
tently reported to have a higher prevalence of PTSD. Research on gender differ-
ences in risk perception reveals that women perceive disaster risks as more serious
than men. They report experiencing more fear about earthquakes and other natural
or man-made hazards. They are also more likely to take warnings seriously and to
evacuate. Despite their increased awareness, they are assigned very few roles in
decision-making and preparation (Fothergill 1998).
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After a disaster, women often have difficulty finding or building shelters, finding
employment and restructuring life. Very often the frequencies of sexual assault and
rape increase in communities (Thornton and Voigt 2007). Even if the family unity is
saved, the extreme hardships following disasters very often lead to domestic unrest
and violence (Fothergill 1998; Fothergill and Peek 2004; Enarson et al. 2007,
Kiimbetoglu and User 2010). Violence in the community and sexual assault may
result in unwanted pregnancies, miscarriages and the spread of sexually transmitted
diseases, especially HIV/AIDS (Sultana 2010). Disasters also cause many hygiene,
health and reproductive problems for women. Clean underwear may not be avail-
able, especially after floods and earthquakes. Polluted waters may lead to infections.
Women’s poor nutritional status and poor access to health care combined with
disaster stress often leave them very weak. Giving birth during or right after a disas-
ter means that labour will take place under the most adverse circumstances, and the
infant and the mother will be deprived of adequate medical care. A pregnancy may
also be highly complicated under disaster circumstances. Very similar risks have
also been mentioned for times of wars and other armed conflicts.

Under the circumstances outlined above, it is inevitable that women will be
affected most badly by disasters and that they will experience high degrees of trau-
matic stress. Their problems are not due to constitutional vulnerabilities, but to
social, economic and cultural factors. In any disaster-stricken region, women
belonging to the upper socio-economic strata, living in safe dwellings and com-
manding over adequate resources, will suffer far less than their less well-off peers.

Gender and Perceiving Benefits in Adversity

The belief in positive changes following adverse experiences and suffering is quite
old. There are various religious and philosophical notions about the self being tested
by hardship, learning from this, and attaining a higher level of development. In the
twentieth century a number of authors pointed to the possibility of psychological
development resulting from life crises. From the 1990s on, a growing body of litera-
ture emerged that emphasised the positive outcomes of highly stressful events.
Referring to these positive outcomes, Tedeschi and Calhoun coined the term “post-
traumatic growth’ (PTG). Even though numerous other concepts such as ‘stress-
related growth’, ‘transformational coping’, ‘perceived benefits’, ‘blessings’,
‘positive adjustment’ or ‘thriving’ refer to a process of psychological maturation
after suffering (Siegel and Schrimshaw 2000:1453; Linley and Joseph 2004:11), the
most widely used concept appears to be ‘post-traumatic growth’ (PTG).

PTG is defined as a positive change in ones belief or functioning as a result of the
struggle with highly challenging life crises. Tedeschi and Calhoun (2004:5) describe
trauma as a psychologically seismic event that leads to the collapse of and necessi-
tates the reconstruction of the individual’s cognitive processes. The new schemas of
the individual incorporate the trauma and possible future events. The individual
experiences these cognitive changes as growth. The authors have identified five
domains of growth: (1) greater appreciation of life and change of priorities, (2) more
intimate and meaningful relationships, (3) a sense of increased personal strength,
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(4) identification of new possibilities in life and (5) change and growth in the
domains of spiritual and existential matters. Personality characteristics such as
extroversion, openness to experience and optimism may be facilitative for PTG.
The authors have constructed a measurement instrument (the post-traumatic growth
inventory) to assess growth in these five domains (Tedeschi and Calhoun 1996).
This instrument was translated, validated and used in many other contexts too (e.g.
Karanci and Acarturk 2005; Jaarsma et al. 2006; Nishi et al. 2010; Karanci et al.
2012; Taku et al. 2007; Kimbhi et al. 2010). The cross-cultural studies on PTGI indi-
cate that post-traumatic growth is not an American construct only. This phenome-
non can be observed in other cultures, but the factors may be somewhat different
than those identified by Tedeschi and Calhoun.

The positive changes due to PTG are often reflected in personal relationships, self-
perception and philosophy of life (Sawyer et al. 2012). In other words, PTG means
that one has not only recovered from the stressful episode, but also surpasses the level
of functioning one had before the occurrence of the traumatic event (Hefferon et al.
2009:243). A person’s perception of his or her ability to deal with hardship can be
positively altered after having survived a trauma or adversity. This altered perception
of the self can also empower the person in the face of future problems and
suffering.

Initially the researchers using this concept were concerned with growth after
events which were considered as typical in the trauma literature. Hence, people who
had experienced combat, natural disasters or sexual violence were studied in order
to determine the degree of growth. Later, Calhoun and Tedeschi explained that they
were using the words ‘trauma’, ‘crisis’, ‘highly stressful events’ and other similar
terms as roughly synonymous expressions describing sets of circumstances that rep-
resent significant challenges to the adaptive resources of individuals and their ways
of interpreting the world (2004:1). Recently and associated with the change in the
definitions of trauma and PTSD, other highly stressful events such as diagnosis and
treatment of cancer, heart attack, work problems or migration have also begun to be
considered as facilitating PTG. Research on PTG has rapidly grown including
patients with melanoma; bone marrow transplantation; spinal cord injury and brain
injury; adult childhood cancer survivors; breast, prostate, and testicular cancer
patients; patient-partner dyads; and children’s medical problems as well as survi-
vors of house fires, sexual assault and combat. Refugees, people who had been
taken hostage, Holocaust survivors and former German child soldiers of World War
II were also examined for PTG (Zwabhlen et al. 2010; Sawyer et al. 2012; Forstmeier
et al. 2009; Chun and Lee 2008; Tedeschi and Calhoun 1996; Tedeschi and Calhoun
2004; Widows et al. 2005; Lurie-Beck et al. 2008; Hefferon et al. 2009; Garland
et al. 2007; Jaarsma et al. 2006).

Despite the large numbers of reports on PTG, one should not assume that growth
is an inevitable result of trauma. What is more, growth may often coexist with con-
tinuing personal distress. According to Tedeschi and Calhoun, there are important
differences between PTG and the phenomena resilience, hardiness and sense of
coherence. PTG has to do with positive changes, whereas the latter are related with
coping, and people with a high capacity for these mechanisms will probably not
report a high degree of growth, because their coping will prevent them from being
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too badly challenged by trauma or adversity (Tedeschi and Calhoun 2004). There
are also studies that have aimed at identifying which coping strategies are positively
related with PTG (for a brief review see Chun and Lee 2008:878). Among factors
found to be contributing to PTG are experience of meaningful engagement, social
acknowledgement as a survivor (e.g. appreciation of and positive reactions to one’s
traumatic experience) and experience of meaningful family relations including
emotional intimacy and gaining trust, emotional expression and openness to
experience (Jaarsma et al. 2006; Chun and Lee 2008; Forstmeier et al. 2009).

PTG should not be expected to take place after all kinds of traumatic events. In a
study with Bosnian people after the war in former Yugoslavia, considerably lower
degrees of PTG were observed. This finding was interpreted with reference to the
degree of traumatisation. The Bosnian people had experienced multiple traumas,
and the system surrounding them had also collapsed. The authors suggested an
inverted-U relationship between severity of exposure and growth, in which medium
stress is linked with the highest average growth (Powell et al. 2003).

Women tend to score higher on the post-traumatic growth inventory, and the
greatest differences exist in their ability to perceive spiritual and relationship
changes (Tedeschi and Calhoun 1996: 468), probably because women rely more on
social and spiritual support when they are faced with stressful events. There are also
gender differences in the perception of new possibilities and personal strength, but
these differences are smaller. It seems that women have a greater capacity for posi-
tive learning from adversity. In a review of 39 studies, in which not only PTGI but
also other measurement instruments had been used, the evidence with regard to
gender differences in psychological growth after adversity was found to be mixed
(Linley and Joseph 2004:16). However, differences as well as similarities of out-
come should be considered with caution, as long as the sample characteristics, mea-
surement instruments and types of adversity studied vary.

A review of 57 qualitative studies published over a period of 32 years revealed
that besides the five elements of PTG identified by Tedeschi and Calhoun, a sixth
element emerges in relation to people who have suffered from life-threatening dis-
eases. This is described as a new awareness and a heightened perception of the
importance of the body as well as a new and positive identification with it, leading
the person to take increasing responsibility for his or her health, to omit health-
compromising habits and to engage in health-promoting behaviour (Hefferon et al.
2009). Even though a gender analysis is not attempted in this review, 16 of the stud-
ies reviewed are about women with breast cancer, 1 about lymphoedema in women,
1 about arthritis, osteoporosis and fibromyalgia in women and 3 about women with
HIV/AIDS. One may say that a considerable body of evidence has been accumu-
lated and a review from the gender perspective might be very useful, especially
considering the fact that women tend to have a heightened sensitivity about their
bodies because of cultural pressures emphasising physical beauty, fitness and youth-
fulness in the female gender.

PTG in cancer patients was found to be related to gender, with women reporting
significantly more PTG than men (Jaarsma et al. 2006). A study with breast cancer
patients showed that PTG moderates the relationships between post-traumatic stress



9 Gender and Trauma 131

symptoms and depression as well as impaired quality of life. In this study, Morrill
et al. (2008) interviewed survivors of breast cancer and assessed PTG as well as
PTDS, depressive symptoms and quality of life, finding that PTG moderates
between post-traumatic symptoms and both depressive symptoms and quality of
life. At the same time, they found that women with better educational and financial
status enjoyed greater well-being. This evidence implies that social differences
within one sex may determine the degree of negative as well as positive effects of a
traumatic event. Neither breast cancer nor any other life crisis will affect women of
different social status in uniform ways, because there is no essential and uniform
female existence, but rather various existences shaped by social, cultural and mate-
rial means and circumstances. Although all women may be expected to experience
breast cancer as a life-threatening as well as disfiguring disease, their individual
differences in intellectual endowment, world view, perception of the female role or
material means of improving their health and their looks will probably affect their
responses to the disease.

Another gender-specific context within which PTG has been studied is child-
birth. In one study, about 50 % of a sample of 219 women were assessed as having
experienced PTG in four of the five domains measured by Tedeschi and Calhoun’s
PTG Inventory. The greatest change was in the appreciation of life, and the smallest
was in the domain of spirituality. Growth was not associated with PTSD symptom:s,
and this was interpreted to imply that women experience growth after birth, even if
labour has not been perceived as traumatic (Sawyer and Ayers 2009). However, in a
prospective study aimed at examining the correlates of post-traumatic growth after
birth, the strongest predictors of growth were found to be operative delivery and
post-traumatic stress symptoms, and average levels of growth were lower than gen-
erally reported in other studies (Sawyer et al. 2012). Parents who have been trauma-
tised by losing a child have also been studied. Two to 6 years after the death of a
premature infant, parents were found to be suffering still. The mothers experienced
higher grief and scored higher on PTG (Biichi et al. 2007).

A qualitative study on African-American, Puerto Rican and non-Hispanic white
women living with HIV/AIDS in New York, USA (Siegel and Schrimshaw 2000),
revealed that almost all of them experienced some growth related to the distress of
their illness. The forms of growth varied in relation to the women’s ethnic back-
grounds, class situations and intravenous drug use histories. The authors criticised
previous research on PTG for being confined to educated, middle-class, mostly
male samples (often students) and supplying very little information about women
and ethnic minorities. Their study showed that for disadvantaged groups, PTG may
have different meanings. The study participants declared that they experienced
problems including stigma, disability and distress. Nevertheless, most of them
believed that the illness had also contributed something positive to their lives. Since
the adversities they experienced continued due to the chronicity of their illness,
their situation was different to that of people who have experienced and recovered
from a trauma. Hence, they were evidence that growth may take place in the con-
tinued presence of adversity. The forms of growth were various (e.g. women with
a history of drug abuse reported positive changes in health behaviours;
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African-American and Puerto Rican women emphasised spiritual change; edu-
cated, middle-class women were concerned with career changes). Some of the
women described very modest changes as growth, but for their circumstances,
these changes also meant a lot. These findings show that context is important for
the form as well as the degree of growth. What is more, they also point to the use-
fulness of qualitative techniques in such research, because fixed scale items do not
allow the researcher to understand what participants with different backgrounds
mean by benefiting from adversity.

Massive traumas have also been found to lead to growth in personal and group
functioning in the afflicted communities. In the case of terrorism, the development
of new skills and strengths, altruism, sharing emotions, changes in cognitive sche-
mas and positive emotions were identified as dimensions of growth after trauma, and
governments were urged to focus not only on minimising the negative effects, but
also on promoting positive outcomes and growth (Vazquez et al. 2008). A study on
multi-traumatised psychiatric outpatients with a refugee background in Norway
revealed that all reported some degree of growth. Sixty percent of these patients
were unemployed, 80 % reported post-traumatic symptoms and 93 % reported
depressive symptoms. The authors comment that PTG takes time. In their sample
they have observed people with a relatively recent refugee experience to have an
illusory construct of benefiting from adversity which functions as a coping mecha-
nism. However, people who have had this experience for a long time also have a
genuine and constructive growth experience. The authors conclude that clinicians
working with traumatised persons should pay greater attention to positive changes
after trauma and to monitoring the quality of life among their patients (Teodorescu
etal. 2012).

Lurie-Beck et al. (2008) found consistent positive relationships between PTSD
symptoms and post-traumatic growth in a sample of 23 Holocaust survivors. The
authors suggest that if larger samples of Holocaust survivors can be reached (which
is becoming increasingly difficult for demographic reasons) and studied, the results
might inform clinicians dealing with more recent examples of mass trauma such as
former Yugoslavia, Cambodia, Rwanda, Darfur, Iraq, Afghanistan, Israel and
Palestine. A study on survivors of Hurricane Katrina in the USA reported that survi-
vors with relatively good mental and physical health and stronger coping self-
efficacy experienced less PTG than survivors with relatively low coping self-efficacy
and stronger symptoms of PTSD. This is also interpreted as evidence that people
who cope effectively with trauma and prevent themselves from intensive symptoms
of PTSD or other stress-related mental problems experience little growth (Cieslak
et al. 2009).

In a study about PTSD and PTG in an Israeli sample 1 year after the war in 2009,
women reported a higher level of traumatic stress symptoms and lower rates of PTG
than men. Since the studies on gender differences in PTG appear to have mixed
results, the authors theorise that the association between gender and PTG depends
on the type of trauma. On the other hand, a study on former German child soldiers
in World War II (Forstmeier et al. 2009) revealed that social acknowledgement as a
survivor and the belief in a meaningful world enhance PTG. These two feelings are
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incompatible with events considered as shameful by the victims (e.g. rape, torture)
or events that have resulted in death or serious injury of loved ones (e.g. accidents
or disasters)

Concluding Remarks

Even though there is a vast amount of research considering trauma, PTSD and PTG,
comparing the results is difficult: there are great differences in the types of trauma,
the cultural contexts of the traumatic events and sample characteristics. On the other
hand, clinical assessments and community surveys based on self-report supply data
of a very different nature which is hard to compare. Many of the community surveys
in the literature are based on phone or web interviews. Phone and web surveys seem
to be well established, and there is no reason to doubt that they are being carried out
in accordance with the technical and ethical rules pertaining to sampling, training of
the interviewers and obtaining informed consent. However, this does not mean that
these techniques are beyond criticism. To begin with, they can only be employed in
communities where phone or web access is universal. What is more, the average
individual in a target community must display a level of intellectual development
and literacy that will enable him or her to appreciate the significance of scientific
inquiry and of understanding and honestly responding to every question. Even in
cases where the presence of such a community can be assumed, it is impossible to
ascertain whether the researcher has actually contacted the targeted respondents.
Additionally, communication via telephone or the Internet is very limited and does
not enable the researcher to establish sufficient rapport or to notice non-verbal cues.
All this means that the dependability of such survey results is questionable and that
many communities in the world can still not be reached via these techniques. The
latter point limits the comparability of research results obtained in different settings.
Phone or web interviews are convenient in order to reach large samples from a dis-
tance and to collect data quickly, but the qualitative superiority of data generated via
face-to-face contact with respondents and backed up by real observations in the
field is not negligible.

No matter how the interviews are administered, researchers have to rely on self-
ratings and self-reported symptoms in community surveys. Whether these symp-
toms have any clinical significance and how gender, culture or class biases in
reporting will be ruled out remain open questions. Women’s greater vulnerability to
trauma may be related to willingness to report symptoms, whereas men may tend to
under-report because of considerations that identifying oneself as a suffering victim
may jeopardise one’s masculinity. This concern has been reported in the literature
(Tolin and Foa 2006; Vogt et al. 2011). Trying to compare community samples with
clinical samples is therefore problematic.

The available evidence indicates that men and women experience different
risks, vulnerabilities and reactions in the face of traumatic events. These differ-
ences are very poorly analysed with respect to gender as a sociocultural status.
Some studies give at least partial information about how sociodemographic
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variables affect the impact of trauma, which may enable future researchers to be
more sensitive to differences not only between men and women, but also between
different groups within one sex. Rather than identifying women as the ‘usual vic-
tims’, researchers should concentrate on understanding the interactions between
trauma and the socio-demographic variables of gender, age, ethnicity, marital sta-
tus, education, income and occupation. Such an approach may enable scientists as
well as decision-makers to see how social inequalities create vulnerabilities, and
policy measures may be taken in order to improve people’s and communities’ cir-
cumstances before the occurrence of any traumatic event. For a comprehensive
understanding of the relationship between trauma and gender, multisite epidemio-
logical research in different cultures might also be very useful. The focus of any
research on trauma and gender should be not only on vulnerability and victimisa-
tion, but also on agency and growth. However, the possibilities of agency and
growth should not blind researchers or decision-makers to the distress and suffer-
ing of people.

It should also be kept in mind that instruments of quantitative measurement oper-
ationalise concepts, narrowing down the boundaries within which phenomena will
be observed. Hence, more qualitative research is required to understand what people
experience and how they interpret their experiences. Data obtained with gender- and
culture-sensitive techniques may be useful in improving diagnosis and treatment, as
well as in preparing different population groups for imminent traumatic events such
as deployment or natural disasters.
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Forced Migration to Israel

Political tension, civil unrest and persecution based on religious affiliation are some
of the reasons that force people to leave their countries of origin and flee to safer
places where asylum is offered. Section 94(1) of the Immigration and Asylum Act
of the United Nations Agency for Refugees defines an asylum seeker as a displaced
person who °...is not under 18 and has made a claim for asylum which has been
recorded by the Secretary of State but which has not been determined’ (United
Nations High Commissioner for Refugees 2001). The number of asylum seekers is
growing rapidly, and the United Nations High Commissioner for Refugees (2011)
estimated that there are approximately 895,000 asylum seekers worldwide.

In keeping with global immigration trends, during the last few decades, the State
of Israel has become a target for economic migrants, refugees, asylum seekers and
victims of human trafficking. Particularly, Israel has been facing an influx of African
asylum seekers in recent years. There are currently approximately 55,000 asylum
seekers in Israel, the majority having come from Eritrea and Sudan (Moshe 2013).
African asylum seekers began crossing the Egypt-Israel border in 2006. Most, if not
all, arrive in Israel via the Sinai desert in Egypt (Lijnders 2012). From 2007 to 2013,
the number of asylum seekers that arrived in Israel through the Sinai desert increased
dramatically and reached a peak of over 2,000 people each month during 2010
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(Human Rights Watch 2014; Lijnders 2012). This trend decreased following the
completion of the Egyptian-Israeli border fence and an increase in restrictive poli-
cies that substantially reduced the number of new arrivals since 2013.

There are numerous reasons for the influx of asylum seekers entering Israel.
Eritreans claim asylum based on their escape from an extremely repressive situa-
tion, including a life-long compulsory military service in their native country, grave
violations of human rights, religious and political persecution, disappearances of
citizens and the use of torture by the government (Connell 2012; Tronvoll 2009).
Men and women from the Darfur region in Sudan flee persecution and mass murder
of civilian populations perpetrated by the government and armed militia groups.
Israel also hosts a smaller community of asylum seekers who have escaped years of
governmental persecution, civil war, insecurity and lack of social infrastructure in
South Sudan (Furst-Nichols and Jacobsen 2011; Reynolds 2013). Other reasons for
this influx can be traced to the growing restrictions on migration to Europe and the
decline of living conditions for African refugees in Libya and Egypt with the politi-
cal unrest, the state of insecurity and chaos in North Africa.

The journey of African asylum seekers to Israel has led them through the
Northern Sinai, a region that despite being under Egyptian rule has been character-
ised by a political vacuum, growing lawlessness and impunity since the Arab Spring
in 2010 (Furst-Nichols and Jacobsen 2011; Reynolds 2013). While some people
who flee from East Africa are able to pay smugglers to guide them in relative safety
to refugee camps, a significant number cross the border without help and often fall
prey to human traffickers who roam the Sinai desert and the border region (van
Reisen et al. 2012). Traffickers also operate within Ethiopian and Sudanese refugee
camps (van Reisen et al. 2013). A sizable network of smugglers operates across
Eritrea, Sudan, Egypt and Israel to smuggle sub-Saharan asylum seekers to their
destination in Israel.

African asylum seekers in Israel live mainly concentrated in southern Tel
Aviv, in one of the city’s poorest neighbourhoods (Israel Parliament Information
Centre 2010). The government of Israel has adopted restrictive policies while
labelling the Sudanese and Eritrean as ‘infiltrators’; meanwhile, the legal status
of asylum seekers lacks clear definition (Centre for Civil and Political Rights
2013). Initially, Israel’s collective group protection policy granted Eritrean and
Sudanese asylum seekers the right to remain in Israel until their home countries
are deemed safe for their return. This was based on the principle of non-refoule-
ment, under which it is forbidden to deport a person whose life or freedom could
be endangered by such a deportation. This applies to the majority of the asylum
seekers who come from Eritrea to Israel, and the same reasoning was also origi-
nally applied by the Israeli authorities toward the Sudanese. Later on, these
authorities claimed that the Sudanese, in comparison to Eritreans, cannot be
deported because Israel does not have diplomatic relations with Sudan. This situ-
ation prevents them from applying for official refugee status and results in a
provisional status which must be frequently renewed. Until 2013, the Israeli
authorities all but blocked access to asylum procedures for Eritrean and Sudanese
people. To date, an exceptionally small number of asylum seekers have received
refugee status in Israel (Mundlak 2008). For a full description of the living



10 Exposure to Trauma and Forced Migration 141

conditions of asylum seekers, please see the Human Rights Watch report ‘Make
their lives miserable’ (HRW 2014).

In 2012, the Israeli Knesset (parliament) passed an ‘anti-infiltration law’, which
allowed up to 3 years’ detainment of ‘infiltrators’ who are non-deportable. In
September 2013, the High Court of Justice went on to declare that the long-term
custody of migrants in detainment (called ‘Saharonim’) was unconstitutional (Israel
Supreme Court 2013). By the end of 2013, following amendments of the legislation,
the authorities shortened the detainment period of new-coming ‘infiltrators’ to
1 year only but also established the ‘Holot Residence Centre’ in Israel’s Negev des-
ert, where asylum seekers could be detained for an unlimited period of time (based
on the argument that it is an open facility rather than a prison). By June 2014, there
were 2,369 people detained in ‘Holot’. Although it was defined as an open facility
by the authorities, the centre was located in a remote location, and residents were
required to check in three times a day and to remain in the centre at night. During
2014, the government’s policy was also criticised by the State of Israel’s Comptroller’s
Annual Report (2014). In September 2014, the Supreme Court ruling cancelled the
legal amendment allowing asylum seekers to be jailed for 1 year without trial and
under which the ‘Holot Residence Centre’ operated and ordered the state to close
the facility (Israel Supreme Court 2014). This reiterated a previous Supreme Court
ruling that it is unlawful to detain an individual in pursuance of a deportation order
if no effective procedure is pending. This ruling is still under debate in the Knesset.

As aresult, African asylum seekers in Israel often remain in an economically and
psychologically unstable situation for a prolonged period of time and are excluded
from fully participating in Israel’s social, political and health systems, meaning that
many cannot legally work and have limited access to the national healthcare system
(Furst-Nichols and Jacobsen 2011; Mundlak 2008; Reynolds 2013); Physicians for
Human Rights (2013).

Forced Migration and Mental Health
Migration and Mental Health in Adults

Though mostly focused on refugees, previous research reported that forced migra-
tion serves as a risk factor for poor mental health (Ellis et al. 2008; Kirmayer et al.
2011; Leaman and Gee 2012; van Willigen et al. 2006). Factors related to premigra-
tion experiences such as political and religious persecution, rape, torture, famine,
war and ethnic conflicts, poverty (Masocha and Simpson 2012; Porter and Haslam
2005; Thomas and Thomas 2004), the loss of family and friends, traumatic experi-
ences during the migration and post-migration experiences including discrimination
and restrictive policies (Nakash et al. 2012, 2013; Porter and Haslam 2005) are all
likely to play a role in the increased risk of mental ill-health which is reported
among refugees and asylum seekers.

In particular, studies have documented an elevated risk of anxiety, depression
and post-traumatic stress disorder (PTSD) among asylum seekers and refugees
(Burnett and Peel 2001; Fazel et al. 2005; Laban et al. 2004; Tempany 2009). For
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example, 19 % of the newly arrived adult African asylum seekers in Australia were
reported to have mental health problems (Tiong et al. 2006). Prolonged waiting
periods for refugee status led to more severe mental distress (Sultan and O’ Sullivan
2001) and higher risk of psychopathology (Laban et al. 2004). Similarly, approxi-
mately 30 % of asylum seekers who received treatment at the mental health clinic in
the Physicians for Human Rights (PHR) Open Clinic for asylum seekers in Israel
were diagnosed with PTSD (Lurie 2009). Reesp (2003) suggested that asylum seek-
ers are at high risk for developing psychopathology owing to their limited social
support and the uncertainty that accompanies their legal status.

In a meta-analysis examining pre- and postdisplacement factors associated with
mental ill-health among refugees and internally displaced persons, Porter and
Haslam (2005) identified several factors including age (children and adolescents
reported less psychopathology than adults), gender (women have a higher preva-
lence of depression and PTSD than men) and employment status post-migration
(unemployment was associated with worse mental health). In addition, during
migration, family structure is often disrupted, and early separation from significant
others is common (Chan et al. 2009). Furthermore, a study that examined medical
records of refugees from Africa and Asia who participated in the Bellevue Hospital/
New York University Program for Survivors of Torture in New York showed that
past exposure to multiple traumatic events among participants of the programme
was common and was associated with mental ill-health (Chu et al. 2013).

Another post-migration stressor that has received growing attention is detention.
In order to deal with the influx of irregular migrants, many countries have adopted
a strategy of restrictionism including the establishment of detention centres where
asylum seekers are held for undetermined periods of time while their application for
refugee status is evaluated (Robjant et al. 2009). Although limited, some research
has suggested that a prolonged stay in these centres can contribute to mental ill-
health, especially among individuals who experienced traumata before and during
migration (Masocha and Simpson 2012). For example, in a 2-year longitudinal
study among refugees from Iran and Afghanistan living in Australia, Steel et al.
(2011) found that detained refugees had higher baseline and follow-up scores on
PTSD scales compared to non-detained refugees. Similarly, Keller et al. (2003)
interviewed asylum seekers from Africa, Europe and Asia who lived in the USA and
documented that longer periods of detention were associated with more severe
symptoms of PTSD at follow-up and suggested that the detention of asylum seekers
exacerbates psychological symptoms.

Additionally, asylum seekers, like other migrants, often need to adapt to a new
cultural environment that can place them at odds with their heritage culture (Berry
1990), with significant implications for mental health (Heptinstall et al. 2004;
Pumariega et al. 2005).

Migrant Adolescents and Mental Health

Although some studies indicate the relative lesser vulnerability of adolescent immi-
grants (e.g. Porter and Haslam 2005), youth migrancy comprises a particularly
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vulnerable group that is likely to have many risk factors for psychological distress
including trauma, loss and social exclusion as a result of prejudice (Beiser et al.
1995). Most of the evidence for psychological distress among migrant youths comes
from the post-migration experience in industrialised countries and suggests that
behavioural problems, depression and PTSD are common (Beiser et al. 1995;
Berman 2001; Bronstein and Montgomery 2011; Kinzie et al. 1986; Lustig et al.
2004; Rousseau 1995).

As with adults, factors related to premigration experiences (e.g. political turmoil
and poverty in the country of origin), the process of migration (e.g. the loss of fam-
ily and friends, traumatic experiences during the migration) and post-migration
experiences (e.g. discrimination and restrictive policies) are all likely to play a role
in increasing the risk of mental health problems among child and adolescent
migrants (Chan et al. 2009; Ellis et al. 2008; Leavey et al. 2004; Pumariega et al.
2005; Stevens and Vollebergh 2008). For example, prevalence rates of psychiatric
morbidity as high as 50 % have been found in refugee children from former
Yugoslavia and Southeast Asia living in the USA (Sack et al. 1995; Weine et al.
1995) compared to native-born children. Similarly, a meta-analysis comparing the
mental health status of refugees from a number of different countries living in six
Western host countries found that between 19 % and 54 % of the children and ado-
lescents scored above the clinical cut-off for PTSD, significantly higher than the
rates recorded among the youth in the general population in the respective countries
(Bronstein and Montgomery 2011).

Although very limited (in number), some research found that migration was also
associated with increased engagement in risk behaviours (Romero et al. 2007). For
example, Romero et al. (2007) documented that reports of smoking, drinking, drug
use and violence were significantly associated with bicultural stress among Latino
compared with non-Latino white middle school students in the USA. Viner et al.
(2006) further suggested that patterns of risk and protective factors may vary among
cultural and ethnic groups and called for research investigating risk and protective
factors for risk behaviours among adolescents belonging to minority ethnic groups.
In a school-based study of a representative sample in London, Viner et al. (2006)
found that the highest rates of co-occurring risk behaviours were observed among
adolescent boys of mixed ethnic heritage.

Migrant adolescents are often neglected within the healthcare and educational
systems because of their lack of legal status, socio-economic marginalisation, lan-
guage and cultural barriers and the fact that their parents or guardians are often
overwhelmed and unable to care for their needs (UNICEF 2010; Schwartz et al.
2010). In addition, low socio-economic status might play a role in predicting emo-
tional distress among migrant youths. For example, Darwish et al. (2003) found that
the low socio-economic status of migrant Turkish parents explained a higher preva-
lence of behavioural problems of their children compared to Dutch native
adolescents.

In the case of migrant and refugee adolescents, findings also support a strong
association between perceived discrimination and negative mental health outcomes
including depression and PTSD (Ellis et al. 2008, 2010; Te Lindert et al. 2008;
Berry et al. 2006; Fisher et al. 2000; Kessler et al. 1999). Migrant youths may also
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be targets of discrimination for additional reasons such as religious beliefs, immi-
grant status, ethnicity and/or poverty (Ellis et al. 2010). Berry et al. (2006) further
suggested that young people who experience discrimination are more likely to reject
the receiving culture.

Gender has also been implicated as a significant factor in predicting mental
health status among migrant adolescents as socialisation demands on daughters
compared to sons might vary particularly among traditional cultures and thus lead
to a differential impact of immigration on emotional distress (Dion and Dion 2001;
Vollebergh et al. 2005). For example, Ellis et al. (2010) found that for Somali ado-
lescent girls in the USA, greater cultural identification with the heritage culture was
associated with improved mental health, while for Somali adolescent boys, greater
identification with the American receiving culture was associated with improved
mental health.

In addition, family structure is often disrupted during migration, and early sepa-
ration from significant caregivers is common (Chan et al. 2009). These migrants are
at an even greater risk of developing mental health problems as the turmoil of ado-
lescence is exacerbated by risks associated with immigration and the acculturation
processes that affect them during the developmental phase of identity formation
(Bronstein and Montgomery 2011; Rumbaut 1994; Stevens and Vollebergh 2008).
These young migrants often need to adapt to a new cultural environment that might
place them at odds with their heritage culture (Berry 1990), with significant impli-
cations for mental health (Heptinstall et al. 2004; Pumariega et al. 2005).

Notably, among adolescents, the relationship between acculturation patterns,
gender and mental health problems is further compounded by individual variables
such as self-esteem, with research showing a positive association between self-
esteem and ethnic identity (Phinney 1989) and a negative association between self-
esteem and mental health problems (Oppedal et al. 2004; Smokowski et al. 2010).

Acculturation and Mental Health

The process of learning about and adapting to a new culture is termed ‘accultura-
tion’ (Berry 1990). Two independent dimensions have been hypothesised to under-
lie the process of acculturation: heritage-culture retention and receiving-culture
acquisition (Berry 1997). According to this bidimensional approach, four accultura-
tion patterns can possibly emerge as a result of the intersection of the two dimen-
sions: assimilation, whereby there is limited interest and involvement in maintaining
the heritage culture alongside a high level of involvement with the receiving culture;
separation, in which there is high involvement in maintaining the heritage culture
and low involvement with the receiving culture; marginalisation, in which there is
low involvement in both cultures; and integration, or biculturalism, in which there
is high involvement in both heritage and receiving cultures (Berry et al. 2006).

The process of acculturation is acknowledged to be stressful and can be associ-
ated with social and psychological problems (Berry 1997). The extent, pace and
type of cultural changes necessary can all impact the psychological well-being of
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the immigrating individual. Lack of support, pressure to adapt too quickly or inabil-
ity to follow the desired acculturative strategy can lead to emotional problems.
Berry argued that the most positive acculturation pattern in societal and psychologi-
cal terms is integration, wherein new arrivals develop relationships with the receiv-
ing culture while maintaining their own cultural heritage and identity. Much research
over the past three decades has provided support for the benefits of an integrated
acculturative pattern and has shown that it is associated with improved mental
health outcomes compared to other acculturation patterns (Berry 2006; Chen et al.
2008; Sullivan et al. 2007).

Although limited (in number), some studies have shown that acculturating to
the receiving society proves to be more challenging among those who have been
forced to leave their home country, partly because of their temporary status which
inhibits their motivation to adapt to the ways of the receiving society. Furthermore,
specific integration policies may be necessary to ensure that the development of
intercultural relationships is possible; it is thus important that institutions act to
facilitate interaction while at the same time ensuring that services can be adapted
to meet newcomers’ needs. This is particularly important in the case of forced
migrants as they can have a preference for acculturative strategies (e.g. mixing
with the receiving culture), yet they might have little choice regarding its imple-
mentation. The context of reception, which includes experiences of discrimina-
tion, has been hypothesised to play a seminal role in the acculturative process
(Segal and Mayadas 2005) with implications for mental health distress and
engagement in risk behaviours (Oppedal et al. 2004; Williams and Mohammed
2009). In the case of forced migration, acculturative strategies may be imposed if
members of the receiving culture are reluctant to engage with new arrivals or if
policies are not in place to support integration and institutions do not adapt to meet
their needs. In a study among refugees living in England, Pillimore (2011) sug-
gested that in the current restrictive policy environment, many refugees lack
choice about acculturation strategy, struggle to integrate and remain vulnerable to
psychosocial stress.

Studies Related to Forced Migration in Israel

Exposure to Trauma During the Journey to Israel Among
Asylum Seekers

To document the exposure of African asylum seekers to traumatic events on their
journey to Israel, a survey was conducted at the PHR Open Clinic between the
Autumn of 2010 and the Spring of 2012 (Nakash et al. 2014a). We investigated the
reported prevalence of exposure to traumatic experiences during migration among a
consecutive sample of adult asylum seekers (n=895 Eritrean, of whom n=447
women and n=448 men, and n= 149 Sudanese, of whom n=18 women and n=131
men) who sought health services in the Open Clinic. Participants were between 18
and 40 years old.
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Upon accessing services at the Open Clinic, participants were interviewed in
their native language by a nurse fluent in Tigrinya and Arabic about their experi-
ences during migration. Structured interviews focused on respondents’ experiences
in the Sinai desert and included socio-demographic information as well as detailed
information about exposure to violence and other traumatic events while in the
Sinai desert.

Our findings showed that significantly more male than female Eritrean asylum
seekers reported witnessing violence (n=185, 41.3 %; n=131, 29.3 %, respectively;
¥2(2)=14.92 p<.001). Over half of the Eritrean men (n=251, 56.0 %) and a little over
a third of the women (n=156, 34.9 %) reported that they were victims of violence.
Exposure to shootings and beatings were the most prevalently reported violent expe-
riences. Significantly more Eritrean men than women reported being shot at (n=157,
35 %; n=106, 23.7 %, respectively; x*(2)=15.21 p<.001) and beaten (n=157, 35 %;
n=57, 12.8 %, respectively; y¥*(2)=65.32 p<.001). Significantly more Eritrean
women than men reported being sexually assaulted (n=24, 5.4 %; n=2, 0.4 %,
respectively; ¥*(2)=19.34 p<.001). More than half of the Eritrean men and women
reported being deprived of water (n=229, 51.1 %; n=243, 54.4 %, respectively;
¥2(2)=1.16 n.s.) and/or food (n=252, 56.2 %; n=271, 60.6 %, respectively;
¥*(2)=1.92 n.s.) during their time in the Sinai desert. Approximately half of the male
(51.9 %, n=68) and little less than half of the female (44.4 %, n=8) Sudanese asylum
seekers reported being victims of violence while in the Sinai desert. Shooting was the
most prevalent experience of violence reported by Sudanese men and women (n=62,
47.3 %, and n=8, 44.4 %, respectively; ¥*(2)=0.32 n.s.). They were shot at, or they
witnessed shootings. They were exposed to violence Incl. being shot. Approximately
half of the Sudanese men and women reported being deprived of water (n=71,
54.2 %, and n=9, 50 %, respectively; ¥*(2)=1.12 n.s.) and/or food (n=75, 57.3 %,
and n=9, 50 %, respectively; ¥*(2)=0.33 n.s.) during transit. Sexual assault was not
reported by the Sudanese, but the very small number of reports among the Eritreans
is considered an under-reported rate (see below).

It should be noted that the data in this study were collected only from a specific
sample, namely, those who sought medical treatment at the Open Clinic and who
may therefore represent a particularly vulnerable or resourceful group. In addition,
data were self-reported approximately 1 year after arrival to Israel and may there-
fore be subject to reporting and recall biases. Many torture survivors, especially
rape victims, may have been reluctant to reveal what they had undergone in Sinai
(Schubert and Punamiki 2011), thus our data may represent an under-reporting of
these experiences. Most importantly, our study included only those who survived
the journey. A recent report based on the testimonies of Eritrean asylum seekers
who were tortured during and after captivity suggests that during the last 5 years, an
estimated 4,000 asylum seekers did not survive the torture camps and journey, los-
ing their lives in the desert (van Reisen et al. 2012).

Studies of Acculturation Among Asylum Seekers in Israel

Research to date has provided evidence to support the idea that acculturation pat-
terns have a significant impact on the mental health symptoms of migrants. However,
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little attention has been paid to the relationship between acculturation and mental
health in the context of forced migration in general and among asylum seekers in
particular. We examined the role of acculturation in predicting mental health symp-
toms among two groups in Israel: adult asylum seekers from Eritrea and Sudan and
migrant adolescents.

Acculturation Among Adult Asylum Seekers

This study was conducted among a convenience sample of asylum seekers from
Eritrea and Sudan who sought health services in the PHR Open Clinic between
April 2012 and June 2013 (Nakash et al. 2014b). The participants were 91 Eritreans
and 27 Sudanese from age 19 to 48 years. We used a Hopkins Symptoms Checklist
(HSCL2S5; Parloff et al. 1954) of 25 Likert-type questions covering both anxiety and
depression symptoms and the Harvard Trauma Questionnaire (HTQ-Part 1; Mollica
et al. 1992) to assess the prevalence of exposure to traumatic events. In addition, a
Bicultural Involvement and Adjustment Scale (Szapocznik et al. 1980) was used to
assess the acculturation pattern and adoption of receiving-culture practices and
retention of heritage-culture practices.

The majority of participants were Eritrean men with up to 12 years of formal educa-
tion and who were unemployed. Most of the participants had been detained for up to
3 months upon their arrival to Israel. There were no significant differences in socio-
demographic characteristics among the acculturation groups, except for age (assimi-
lated participants were older compared with participants in other acculturation groups),
duration of detention (assimilated participants reported longer detention periods com-
pared with other acculturation groups) and formal education (a larger percentage of
participants in the integrated acculturation group reported more than 12 years of formal
education compared with participants in other acculturation groups).

Our findings showed significant differences between acculturation groups in
terms of depression scores, with assimilated participants reported higher sum scores
for depressive symptoms (M=33.6 SD=10.5) compared to marginalised partici-
pants (M=24.2 SD=10.8). We conducted hierarchical linear regression analysis
using anxiety scores as the outcome measure and socio-demographic variables (i.e.
gender, age, employment, family status and country of origin; first block), detention
length, total traumatic events (second block) and acculturation (third block) as pre-
dictor variables; these were significant, predicting 18 % of the variance. Employment,
country of birth and total exposure to traumatic events were associated with higher
anxiety scores, such that being unemployed (partial r=-.21, p<.05), arriving from
Eritrea (partial r=-.20, p<.05) and exposure to traumatic events (partial r=.24,
p<.05) predicted higher anxiety.

A second hierarchical linear regression analysis using depression scores as the
outcome variable and the same predictor variables was also significant, predicting
26 % of the variance. Employment and exposure to traumatic events were signifi-
cantly associated with depression, such that unemployment (partial r=-.22, p<.05)
and exposure to traumatic events (partial r=.33, p <.01) predicted higher depression
scores. In addition, acculturation patterns were related to depression scores even
after accounting for demographic factors, detention and exposure to trauma, with
assimilated acculturation patterns being related to higher depression scores (partial
r=.33, p<.01) compared to integrated acculturation patterns.
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Acculturation Among Adolescents

We conducted another study in which we examined the role of acculturation, per-
ceived discrimination and self-esteem in predicting mental health symptoms and
risk behaviours among non-Jewish 1.5 and second-generation migrant adoles-
cents from families that migrated for political and economic reasons (Nakash
et al. 2012). By examining the unique contribution of acculturation, contextual
variables (i.e. experiences of discrimination in the receiving country) and indi-
vidual variables (i.e. self-esteem) to mental health distress and risk behaviours,
we sought to assess the effect of the acculturative process on the mental health
outcomes of migrant youths. Of the 125 participants in this study of adolescent
migrants aged 12—19, 65 were born outside of Israel (1.5 generation), and 60 were
born in Israel to migrant parents (second generation). Of the 1.5 generation par-
ticipants, 9.3 % (n=06) were born in Asia, 33.8 % (n=22) were born in the former
Soviet Union and Eastern Europe, 10.7 % (n=7) were born in South America,
29.3 % (n=19) were born in Africa, and 16.9 % (n=11) were born the Middle
East. The second-generation migrant participants were born to parents from Asia
(33.3 %, n=20), the former Soviet Union and Eastern Europe (10 %, n=6), South
America (13.3 %, n=38), Africa (28.3 %, n=17) and the Middle East (15 %, n=9).
An age, gender and socio-economic matched sample of n =146 native-born Jewish
Israeli adolescents also participated in the study and served as the comparison
group.

All participants completed several measures that included a demographic ques-
tionnaire, the Brief Symptom Inventory (Derogatis and Melisaratos 1983) which is
a brief self-report mental health symptom measure, and the Middle School Youth
Risk Behaviour Survey (Centres for Disease Control and Prevention 2011) which
assesses engagement in risk behaviours during the past 2 years. In addition, migrant
adolescents also completed the following predictor measures: the Acculturation
Index (Ward and Rana-Deuba 1999) which is used to determine one’s acculturation
pattern, the Everyday Discrimination Scale (Williams et al. 1997) which assesses
perception of discrimination and the Single-Item Self-Esteem Scale (Robins et al.
2001) which assesses self-esteem.

An approximately equal number of adolescent boys and girls participated in each
group. Migrants who belonged to 1.5 generation were slightly older than partici-
pants in the other groups. While the majority of migrant participants in both genera-
tions reported having an above-average socio-economic status, the majority of
native-Israeli participants reported having average or below-average socio-economic
status. The majority of migrant participants were Christian, while the entire sample
of native-born Jewish Israelis was Jewish. A higher percentage of migrants who
belonged to the 1.5 generation reported living with both parents and siblings in one
house compared to second-generation migrants.

Using a bipartite split, the Acculturation Index rendered a score for each partici-
pant that was placed on a 2x2 quadrant to determine each participant’s accultura-
tion pattern, resulting in four acculturation patterns (n=25 separated, n=27
assimilated, n=44 integrated/bicultural, n=23 marginalised).
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Univariate ANOVA was used to examine the difference between the four accul-
turation groups in the BSI General Severity Index. Migrants who were characterised
by integrated acculturation patterns reported significantly lower scores on the BSI
General Severity Index than assimilated migrants (F (3,116)=3.90; p <.01; partial n
2=.09). The Kruskal-Wallis test showed no significant differences between the dif-
ferent acculturation patterns in terms of risk behaviours (y%(3)=2.26; n.s.).

Hierarchical linear regression analysis using the BSI General Severity Index
(BSI-GSI) as outcome measure and age, gender, SES (first block), perceived dis-
crimination, self-esteem (second block) and acculturation (third block) as predictor
variables was significant, predicting 29 % of the variance. Our findings showed that
gender was related to BSI-GSI higher scores, in that females had higher BSI-GSI
compared with males. Neither age nor socio-economic status was related to severity
scores. Perceived discrimination was also related to BSI-GSI, with higher reports of
perceived discrimination being related to higher BSI-GSI score. Self-esteem was
most strongly associated with BSI-GSI (partial r=—33, p<.01). The assimilated
acculturation pattern was also positively associated with BSI-GSI, with assimilated
participants showing higher BSI-GSI scores. Other acculturation patterns (sepa-
rated, marginalised) were not related to BSI-GSI.

A second hierarchical linear regression analysis using the same predictor vari-
ables (in addition to generation) and risk behaviour scale as outcome variable was
also significant, predicting 29 % of the variance in risk behaviours. Gender, age and
socio-economic status were not related to risk behaviours. Generation was signifi-
cantly associated with risk behaviours, with 1.5 generation migrants reporting
higher engagement in risk behaviours compared to second-generation migrants.
Self-esteem was not related to risk behaviours. Perceived discrimination was the
independent variable most strongly associated with risk behaviours (partial r=.34,
p<.01). Acculturation pattern was not related to risk behaviours after accounting
for demographic factors, self-esteem and perceived discrimination.

Discussion

A high percentage of Sudanese and Eritrean men and women reported witnessing
violence and/or being victims of violence during their journey through the Sinai
desert. These findings provide additional evidence on the role of exposure to trau-
matic events in the mental health status of displaced individuals (Porter and Haslam
2005), expanding upon previous research that has documented the high prevalence of
exposure to traumas among displaced individuals, including harassment, witnessing
violence to others, torture of family members and living in hiding (Hooberman et al.
2007; Nakash et al. 2014a). In terms of clinical work and future studies, these find-
ings highlight the need to gather information regarding all phases of forced migra-
tion, from home country through the journey to the hosting country.

Our findings further manifest the important effect of the acculturation pattern on
mental health symptoms in the integration experiences of asylum seekers and of the
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experience of discrimination and levels of self-esteem on mental health symptoms
and risk behaviours in the immigration process of adolescents. Being forced to flee
their countries of origin and integrate into ‘strange foreign lands, where they can be
isolated, ostracised and impoverished’ (Williams and Berry 1991, p. 632), may
result in acculturation risks that will have lingering mental health consequences. For
both adults and adolescents migrants, rejection of the heritage culture and adoption
of the Israeli culture as a possible mechanism for improving the likelihood of
upward social mobility or local acceptance may carry heavy mental health conse-
quences. Assimilated adult asylum seekers reported higher depressive symptoms
when compared to integrated asylum seekers. Acculturation predicted depressive
symptoms among asylum seekers beyond the effect of history of detention and
reports of experiences of traumatic events. We did not find similar associations
between acculturation and anxiety symptoms. The contrasting outcomes concern-
ing anxiety and depression suggest that our findings are not merely the result of
culturally based response bias.

Notably, assimilated asylum seekers reported the highest levels of depressive symp-
toms compared to those who had other acculturation patterns, whereas no significant
differences emerged between integrated compared with marginalised and separated
individuals. It is possible that our results also manifest the unique characteristics of
non-Jewish migrants in Israel. Harper and Zubida (2010) suggested that even when
forced migrants want to settle in Israel and become part of the Israeli society, they
remain, for the most part, ‘invisible’ to the Israeli public, who perceive them as a cul-
tural monolith and not as individuals with unique personalities and personal histories.

In the case of adolescents, migrant youths reported worse mental health symp-
toms and higher engagement in risk behaviours than native-born Jewish Israelis of
the same age group. These results are consistent with previous research that docu-
mented increased mental health risks for migrant youth (Beiser et al. 1995; Berman
2001; Bronstein and Montgomery 2011; Kinzie et al. 1986; Lustig et al. 2004;
Rousseau 1995) and expand this literature to show that this increased risk is also
present among 1.5 and second-generation migrants who would be expected to be at
a decreased risk due to acculturation and social capital (Rumbaut and Portes 2001).
Our findings further showed that acculturation plays an important role in predicting
the mental health status of migrant youths. Consistent with previous research, inte-
grated migrant adolescents revealed fewer mental health symptoms when compared
to their peers with an assimilated acculturation pattern. Similar to the case with
adult asylum seekers, assimilated youths reported the most severe mental health
symptoms compared to other acculturation patterns.

Rumbaut (1997) called attention to the paradox of assimilation and the mental
health risks it poses among those wishing to integrate into the new culture at the
expense of their original culture. Assimilation can be a highly stressful process for
migrants (Wang and Freeland 2004), especially at the beginning stage of relocation,
when the newcomer is overwhelmed with daily hassles (Abouguendia and Noels
2001), poverty (Porter and Haslam 2005) and discrimination (Nakash et al. 2012).

Restrictive policies in many industrial countries (Moshe 2013; Phillimore 2011;
Tempany 2009) pose great hardship on the integration of asylum seekers into the new
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cultures. Based on qualitative analyses of interviews with refugees living in England,
Phillimore (2011) examined the experiences that influenced refugee arrival and
resettlement in the new country. Her findings showed how, in current restrictive pol-
icy environments, many refugees lack choice regarding acculturation strategies and
are forced into marginalisation. They are thereby vulnerable to psychosocial stress
and struggle to integrate. Miller and Rasmussen (2010) and Rasmussen et al. (2010)
further suggested that stressful social and material conditions (daily stressors) par-
tially mediate the relationship between war exposure and mental ill-health. In a study
among Darfuri Refugees in Eastern Chad, Rasmussen and colleagues (2010) found
that although war-related traumatic events were the initial causes of refugees’ dis-
tress, the day to day challenges and concerns in the camps mediated the relationship
between exposure to traumatic events and emotional distress.

Asylum seekers may thus constitute a particularly vulnerable group among
forced migrants due to their temporary status, this eliminating the possibility of
integrating into the local social and political spheres. As described previously, asy-
lum seekers in Israel face restrictions regarding employment and social and civil
involvement. These conditions might force asylum seekers to live in encapsulated
ghetto communities and relative marginalisation.

Furthermore, identity conflicts reported among the migrant population, including
the internalisation of prevalent Israeli negative stereotypes toward their heritage cul-
ture and/or the ethnic group, are transmitted and exacerbated among their children.
For example, many migrants indicated that their children have adopted prevalent
Israeli negative stereotypes toward their own heritage culture or ethnic group. The
internalised negative attitudes and the disparity between the children’s acculturation
and mastery of Hebrew and Israeli culture and their parents’ Israeli linguistic and
cultural deficits, alongside restrictive policies, may intensify this culture clash.

In addition, our findings highlight the importance of measuring variables related
to the context of immigration such as perception of discrimination in the receiving
culture as well as individual factors such as self-esteem when investigating out-
comes of the acculturation process. For example, in the case of migrant youths,
lower self-esteem and higher perception of discrimination were most strongly asso-
ciated with more severe mental health symptoms and higher risk behaviours, respec-
tively. These findings corroborate the recent call to investigate the impact of the
context of reception (Segal and Mayadas 2005) on the mental health outcomes of
migrant youth and stress the critical role experiences of discrimination may have on
the well-being of migrants in general.

To conclude, our findings on acculturation draw attention to the paradox of
assimilation and the mental health risks it poses for adult asylum seekers and ado-
lescent immigrants wishing to integrate into the new culture at the expense of their
original culture. Future longitudinal studies may shed light on the dynamic nature
of the adaptive function of acculturation patterns and show whether the assimilated
acculturative pattern continues to be most maladaptive for these populations if and
when they naturalise. Further qualitative studies, which will allow more in-depth
investigation into the acculturative experience particularly of the marginalised
group, might illuminate the possible protective function it serves among African
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asylum seekers and migrant youth in Israel. Mental health professionals should be
culturally aware of this vulnerability in therapeutic interventions with forced
migrants. Policy makers may consider the benefits of restrictive policies that have
characterised many industrial countries in recent years.
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Trauma and Migration: Treatment Issues
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and Francisco Collazos

Introduction

The term “Cultural competence”, or some variation thereof, has unfortunately been
abused to the point that the construct really has no clear definition and, indeed, can
signify rather contrasting notions (Kirmayer 2012; Kleinman and Benson 2006;
Qureshi and Eiroa-Orosa 2012; Williams 2006). Given that the point of this chapter
is to apply the concept to trauma work with immigrants with the goal of improving
service provision, the chapter will simply focus on this very point and in the process
explicate a model of cultural competence that it is hoped will be useful, in accord
with research and with overall approaches to effective clinical work with diverse
patients.

The model used here has as its starting point the finding, as noted by Gregg and
Saha (2006), that mental health disparities arise from two distinct but partially
related sources: cultural and racial difference. The former refers to those differences
in the presentation of distress, in communication style, in values, and, so forth, in
what could be termed the “4 exes”: experience, expression, explanation, and
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expectations. Thus differences in service provision revolve around clinicians having
difficulties making sense of their culturally different patients, of understanding
them, and of communicating with them. The latter, however, does not have to do
with such differences, but rather with the impact of racial and ethnic prejudice and
of racism, in which patients are accorded a lower quality of care due to racism.
There is, by now, sufficient research that demonstrates that involuntary hospitaliza-
tions, use of restraints, and so forth are more common in “people of colour” than
in the native born (Hustoft et al. 2013; Iversen et al. 2011; Tarsitani et al. 2013)
(Fig. 11.1).

Culturalist

The cultural perspective holds that health disparities are a result of culture and cul-
tural differences. Culture and cultural difference impact the experience, the expres-
sion, and the explanation of trauma and its effect, as well as in the expectations
about the course and outcome of the trauma and about the treatment process. All of
these will be explained below. As is perhaps obvious, all people are cultural, to the
extent that culture is not simply the domain of the “exotic other” but of all people.
To that end the very conceptual foundation of cultural competence is predicated on
the notion that clinicians are as impacted by their own culture, in terms of experi-
ence, expression, explanation, and expectations as are their patients.

Race-based Culturalist
Experience
Clinician racism ] Expressipn
Countertransference — Filter — Explanation
Expectations

Knowledge

Attitudes

Fig. 11.1 Model of cultural competence (Reproduced by permission from Cultural Variations in
Psychopathology by Sven Barnow & Nazli Balkir, ISBN 978-0-88937-434-8, p. 254)
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Race Based

In many respects, the race-based “side” of the equation is the most complicated and
perhaps even controversial. Whereas the culturalist is easier to digest in as much as
the focus is on different ways of being in the world, the race based is far more
uncomfortable as it has to do with differential access to resources on the basis of an
arbitrary feature that is usually physical, although not necessarily so. The race-
based domain resituates the “issue” in psychiatric work in the psychiatrist, and not
in the patient; the issue at hand is not the behaviour of the patient but of the filters
through which the mental health professional experiences the patient. What the
reports on health disparities left very clear is that certain patients receive a lower
quality of care simply because they are perceived to be members of a particular
“race”(Atdjian and Vega 2005; Institute of Medicine 2002; Mallinger and Lamberti
2010). Much has been written as to whether “race” exists or not, and there is suffi-
cient research that clearly shows that it is of no interest biologically, nor does
belonging to a given race mean anything about an individual’s behaviour (Betancourt
and Lopez 1993; Helms et al. 2005). Race is meaningful in psychiatry as a social
construct (Smedley and Smedley 2005). What this means is that being identified as
a member of a given race can result in a certain sort of treatment.

The patient who is perceived as being racially different may well be treated dif-
ferently, not on the basis of any characteristic specific to the patient, but rather due
to prejudices that the therapist will project onto the patient (Fernando 2010). Race
is a particularly complicating factor because even as it is visible, its impact often
remains invisible. Researchers have routinely demonstrated that there is often a dif-
ference between what they term explicit and implicit race-related behaviour (Banaji
et al. 1997; Penner et al. 2010). The former is that which is under the individual’s
conscious control; the latter is not. Thus, although we may consider ourselves to be
“colour-blind” and ignore race in our encounters with patients, there is a strong
body of research which suggests that even those individuals who consider them-
selves to be antiracist themselves show an own-race preference (Dovidio et al. 2002;
Quillian 2008).

The upshot of this is that most of us are under the influence of what could be
termed unconscious racism, and as it is unconscious, we are blind to it, and never-
theless it impacts our interactions with patients. Clearly, then, it is incumbent on the
clinician to develop awareness of this process in order to minimize the interference
of prejudices in the therapeutic encounter.

Experience

Recent developments in the neurosciences have contributed to the notion of the
“cultural brain” which notes that neural development is conditioned by the experi-
ences that occur in a given cultural context (Chiao et al. 2010). This contributes to
the overall understanding that experience is never “pure” but is always conditioned
and/or mediated by culture, previous experience, context, and so forth. What this
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means, then, is that humans do not simply have experiences and then subsequently
interpret them through their cultural filters, but rather the event itself is experienced
culturally, so to speak. This does not presuppose determinism, that being from a
particular culture will automatically result in certain sorts of experiences, but rather
culture will set forth the parameters in within which experience occurs. What it
really reminds of us is that experience can be highly variable, even if it would appear
to be otherwise. The trauma experience is not pure either, nor is it simply a question
of the initial pure trauma experience which is then conditioned by the cultural con-
text and interpretation. Rather, what is and is not a “trauma,” as we shall see below,
is very much culturally contingent, as is how the trauma is experienced.

Expression

Just as culture conditions and sets forth the parameters for experience, so too is it
the case with expression. Most every aspect of human expression is culturally medi-
ated, from style of communication to nonverbal communication to more complex
aspects of interaction. This means that everything from eye contact (or its lack) to
gestures to tone of voice can vary cross-culturally. In addition to the “how” of com-
munication, culture influences the form and content. Thus, there is considerable
variability in “how much” emotion is expressed, how directly one expresses oneself,
and how much formality is used. In many European countries and in North America
in particular, the notion that one should “say what one means” is relatively norma-
tive. The message is given “as is”. This is not always the case, particularly in more
interdependent and collectivist cultures, in which human relationships often take
precedence, and therefore the priority is maintaining those relationships, even if it
means being flexible with the truth. As we will see below, this is particularly the
case with trauma although not universally so. The central issue here is that in psy-
chiatry the idea is that a specific cluster of symptoms are indicative of a specific
diagnostic category. This generally holds in the Euro-American cultural context and
may indeed hold universally, but at times it does not. At times there is what could be
called a symptom miss-match, meaning that the disorder finds a different sort of
expression.

Expression, then, is germane to the psychiatrist working with an immigrant or
culturally different patient in two ways. One has to do with the interaction, always
understood to be a two-way street. Each person will have her or his own normative
communication style and their way of expressing themselves verbally, nonverbally,
and stylistically. This process is generally rather automatic; neither are we con-
scious of how we communicate, nor are we conscious that we are interpreting the
expression of the other and in the process making decisions about the other person.
Thus as clinicians we may observe that the patient has “flat affect” or indeed is
“emotionally labile”. Both of these evaluations are indeed predicated on what we
implicitly consider normative for emotional expression. The other way in which
expression is relevant is that the very expression of symptoms can vary considerably
(Katz et al. 1988; Minsky et al. 2003). Perhaps the most “common” of these has to
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do with verbal or psychological versus somatic expression. As Western biomedicine
developed in the context of mind-body dualism, mind and body are separated, and
this separation means that the mind is treated by psychiatrists and the body by other
medical specialists. Indeed, the very existence of “mental” health and its related
healing traditions (psy) is predicated on this dualism. Indeed, in other parts of the
world, there are not “mind healers” as differentiated from “body healers” (although
the difference might be between body and soul). What this means, then, is that in the
West we expect a differentiation of mental and somatic expression, with the latter
being reserved for physical problems and the former for psychological or psychiat-
ric problems. The very notion of “psychosomatic” is predicated on the notion that
psyche and soma should be separated, and when they are not, this is symptomatic of
a psychiatric problem.

The place of embodied expression in trauma is particularly relevant in this
respect, and as we shall see below, this complex interplay of body and mind in
trauma can be very highly influenced by culture.

Explanation

Just as culture circumscribes expression of distress, that is, the symptomatology, it
also circumscribes what Arthur Kleinman calls the explanatory paradigm (1976).
This refers to how the person makes sense of their distress. As mental health profes-
sionals, we tend to accept the biomedical approach, even if it is tempered by this or
that school of psychology. We tend to opt for a natural and internal sort of explana-
tion, meaning that the cause is natural, be it biological, psychological, or social (as
opposed to supernatural, magical, etc.), and that the origin of the problem lies
“within” the individual (Bhui and Bhugra 2002). This will also mean that the “cure”
lies “within” the individual, be it through their “internal” focus in psychotherapy or
through altering their neurochemistry.

The explanation, for example, that we provide for the impact of trauma follows
these lines.

The human response to psychological trauma is one of the most important public health
problems in the world. Traumatic events such as family and social violence, rapes and
assaults, disasters, wars, accidents and predatory violence confront people with such horror
and threat that it may temporarily or permanently alter their capacity to cope, their biologi-
cal threat perception, and their concepts of themselves. (Van der Kolk 2000)

What we see here is that the traumatic event is understood to have a psychologi-
cal and perhaps biological impact and is framed as such. It is important to note that
the question is not so much “which explanation is correct” but rather to recognize
the different sorts of explanations that may emerge and that there may be consider-
able variability in the explanations.

On the other hand, there are multiple “ontological domains” (Hinton and Kirmayer
2013) such as economic and environmental context, judicial/political situation, spir-
ituality and religion, and ethnopsychology, ethnophysiology, and cultural idioms of
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distress that may be involved in a given person’s explanation, particularly when they
are not from a culture heavily influenced by Western biomedicine.

Expectations

The fourth “ex” is related to the multiple expectations surrounding both the course
and outcome of the distress as well as any treatment-related issues such as the nature
of the doctor-patient relationship and the nature of the treatment itself. As with the
other exes, culture is central.

Expectations about the impact of the distress, how long it will last, indeed, what
it means, can vary considerably according to how the distress is experienced, made
sense of, and explained. This determines, in part, what needs to be done in the face
of the distress. Thus, for example, one might expect that not thinking about a prob-
lem will be the optimal way of managing it, if it is understood that the problem has
its origins in factors beyond one’s control such as the will of God, as there is then
nothing that the individual can do about it, and God will remove the negative experi-
ence when he or she so sees fit. Such a perspective could also impact the expectations
about what is needed to effectively deal with the problem. If it is a result of God’s
will, then perhaps what makes most sense is to appease God or engage in some activ-
ity that will facilitate God removing the distress. To that end, engaging in individu-
ally centred talk therapy that assumes an internal locus of control and that involves
engaging with the distressing experience would make little sense (Kirmayer 2007).

Cultural norms also dictate expectations about the nature of human interaction.
Cultures differ considerably in how hierarchical they are, in how credibility is ascer-
tained, in how formal or informal interactions are, in how much self-disclosure is
normative, and so forth. Most modes of mental health treatment require that the indi-
vidual reflects honestly on their psychoemotional experiences and shares these with
the mental health professional. It is also expected that people speak clearly, directly,
and to the point. All of these are simply “Western norms” and are by no means uni-
versal and, for many, could be considered to be rather strange and even uncomfort-
able (Qureshi and Collazos 2011). Further, the mental health professional may be
expected to provide expert advice; any sort of exploratory talk therapy may be seen
as rather strange. Many times we have heard comments such “enough with this talk,
Doctor, please tell me what I must do” or something to that effect. Many Western
psychotherapy modalities seek a collaborative type of relationship in which power
differentials are minimized. This makes perfect sense in the context of a Western,
Educated, Industrialized, Rich, and Democratic (WEIRD) culture (Henrich et al.
2010), but it does not with patients who have rather different cultural backgrounds.

Knowledge

As one of the key components of cultural competence, the knowledge domain has
generated some controversy and indeed considerable criticism surrounding the
notion that clinicians need to have knowledge about a given culture (Kleinman and
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Benson 2006). This notion is problematic for a variety of reasons, to the extent that
some commentators reject the very notion of cultural competence for the cultural
reductionism that such a notion implies (ibid.). Cultural knowledge is problematic
for a few reasons. For many clinicians it is simply unreasonable to expect that they
will have the time and energy to inform themselves about the cultures of the many
different patients they see. But more importantly, cultural knowledge is a deceptive
notion. In addition to the very important observation that culture is “distal” from the
actual therapeutic interaction (Sue and Zane 1987), “knowing” a culture is a decid-
edly complicated notion. Cultures are complex, heterogeneous, and indeed contra-
dictory and every changing. Thus to make any clinically relevant comment such as
“Spaniards are emotive” or “Swedes hide their pain” is dangerous because although
this may apply to some or indeed many people in a given culture, it does not apply
to all. The very idea that “Swedes” or “Spaniards” are psychologically meaningful
categories is inherently problematic. It assumes that all members of a given culture
will share certain psychologically relevant characteristics. Not even addressing the
complex issue of what defines a culture and distinguishes it from another (“Spain”?
or should it be broken down to autonomous regions? Or specific linguistic groups?
Or?), the idea of cultural knowledge runs a very serious risk of subjecting patients
to stereotypes that simply may not be applicable and can lead to inadequate
treatment.

But this is not to say that knowledge is not an important part of cultural compe-
tence. Knowledge that the four exes impact mental health and its treatment is essen-
tial. What should be clear is that all we can know is that the four exes are important
for all humans; however, how this is the case is something that is not clearly known.

One of the central tenets of transcultural psychiatry is that, one way or the other,
all explanations are cultural explanations, which means that all understanding of
“trauma” is cultural, indeed, “trauma” itself, is a cultural construct. This is not to
say that trauma does not exist, nor is it to descend into irrationalism, but rather to
recognize that Western biomedicine is not, as Richard Rorty would say, “the mirror
of nature”, but rather an explanatory model that serves us very well (1981). Thus, to
put it more concretely, it is important to know that trauma in general and PTSD
more specifically are understood in psychiatry according to the specific epistemo-
logical basis of Western biomedicine, and as such trauma and its consequences may
show up very differently in different cultural contexts. Again, it is important to note
that we can only say “may” precisely because of the considerable human diversity
that exists even within the same culture.

Attitudes

The attitude domain is perhaps the most complex of the three, precisely because it
is the most intangible and is the antithesis of a more standard, “objective” concrete
domain such as that of knowledge. This is because both the skills and knowledge
domains of cultural competence require a willingness on the clinician’s part to
approach patients and their cultures openly, to put their preconceived notions on
hold, and to allow themselves to be challenged. Although this is clearly a positive
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characteristic of any clinician, it is particularly challenging in as much as it requires
the clinician to acknowledge not only that he or she may not know, but also that he
or she may indeed be disposed to prejudices. In this respect, clinician countertrans-
ference is of particular importance. The so-called racial countertransference has to
do with how we unconsciously deal with uncomfortable racial material. In large part
because most clinicians are socialized in a context that rejects racism, racist and
racialist thoughts and feelings are dealt with by relegating them to the unconscious
where they show up indirectly and implicitly (Altman 2002; Comas-Diaz and
Jacobsen 1991; Gorkin 1996). Researchers and theorists have identified a number of
ways in which clinicians can do this, which include both “positive” and “negative”
explicit responses. The former are ones in which we lose sight of the patient himself
or herself and see the patient as a sort of specimen of the culture in question. We can
end up exoticizing the patient, adopting a patronizing attitude in which we feel
compelled to “save” the patient, convince ourselves that although there may be rac-
ism occurring in the world at large, we are different from others, and provide our
patients with a different sort of experience. We can tell ourselves that we are colour-
blind and do not see the person’s race, just them. Conversely, we can end up seeing
the patient as a “problem”, and we can see their religion (if it is different from ours)
as perhaps explanatory for their problematic ways of dealing with their problems.
We can see them as somehow “primitive” and backwards with their quaint “cultural
explanations” of their distress.

Thus an essential attitude is one of openness in every sense of the word, both to
the patient but also to how one approaches the patient. This further requires that the
psychiatrist be willing to adopt that very uncomfortable position of “not knowing”
and of approaching the patient interaction with as open a mind as possible.

In the context of trauma, this means in effect suspending what we think we know
about trauma, its symptoms, its impact, and its treatment. Further, it demands that
we are willing to question our interpretive filters and our attitudes towards the
patient.

Skills

The skills domain focuses on the application of knowledge and all aspects related to
the interaction with the patient or the “doing” side of things. In the graphic above, it
encompasses both the race-based and the culturalist approaches and involves having
the competence to effectively manage cultural differences in interaction as well as
to attend to and deal with prejudices and with cultural filters. In addition, and per-
haps most importantly, it consists of communication and relationship development
skills. There is a considerable research base that shows that the therapeutic relation-
ship is the substrate upon which therapeutic effectiveness is built (Clemence et al.
2005; Lim et al. 2006; Suchman 2006) and that communication forms an important
part of the development of the relationship. Further, just as culture is present in
explanations and expression, so it is in understanding and empathy (Rasoal et al.
2011). Thus taken together, this means that the culturally competent clinician is
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skilled at engaging with her or his culturally different patient, with the ability to
adapt to the relational and communicative style of the patient. But it is not only
“culture” here, but also race, in as much as prejudices, stereotypes, and transference
may well be involved. This means that clinicians are skilled at identifying how
racial prejudices and transference may interfere with good communication and the
development of the therapeutic relationship.

In the context of trauma, this also means that the clinician has the capacity to
detect what sort of relational dynamic will be optimal for the particular patient in
question, given his or her cultural context, and will be one that facilitates trust. In
particular this means that the clinician is sufficiently open to “where the patient is
at” to not impose the received relational model but rather to adapt to the specifics of
the patient. It may mean, for example, adopting a more formal tone, in which hon-
orifics (Mrs.; Mr.; Ms.; Miss) and surnames are used. It most certainly also involves
adapting to the cultural communication style of the patient. It is beyond the scope of
this chapter to address this in detail, and indeed, there is no shortage of excellent
material available that delineates different aspects of intercultural communication.

Trauma as a Sociocultural Construct

In this section we will attempt to deconstruct or reconstruct this concept from an
interdisciplinary perspective. One of the difficulties of the concept is that it is used
in various different forms in different contexts that specifying the work is rather
complicated (Erikson 1994). The word derives from the Greek traumat and refers to
an injury to the tissues. From the eighteen century, the term began to show up in
some medical texts in France, in which it was understood as tissue damage due to
an external agent (Corominas 1980). Progressively the term became more general.
It came to signify damage to nervous system tissue with a series of associated symp-
toms. In the nineteenth century, the term was increasingly associated with strange
behaviours and dissociated and involuntary memory. Around then the associated
term traumatic memory appeared which referred to the way in which the body
recorded highly intense and emotionally difficult experiences. In this way we see
how the concept passed from making reference from external to internal damage,
from body tissues to the nervous system.

During this epoch Freud became interested in the concept and began to use it in
his theory. Initially he considered that the traumatic events were real and damaged
the psyche, but he would subsequently come to view the memory of damage as a
function of the repression of inappropriate desires. What this meant was that trauma
had to be interpreted in conjunction with the individual’s biography and as an inter-
nal process (Ortega 2008).

The large-scale violence of the twentieth century, from major wars to genocides,
has led to the concept of cultural trauma and the concept taking on sociological,
philosophical, and historical dimensions. In these contexts, trauma is understood as
damage that is interpreted and defined collectively, in which material and moral
damages are determined.
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A central component of understanding trauma from a ‘“culturally competent”
perspective has to do with the degree to which the construct is understood as a natu-
ral phenomenon versus social construct, on the one hand, and, on the other, the
degree to which the construct itself in Western biomedicine has in its historical
development, taken on its own particular coherence and logic, such that it then
appears to be real and objective.

The solution, however, need not be one which creates its own problems, that of
cultural relativism which itself would render any cross-cultural discussion of trauma
untenable (or indeed, we would end up with trauma being a Western construct
which would then not be applicable to peoples from other cultures). Thus the chal-
lenge is to find a mid-range response, a “universalist” or “derived emic” approach
in which the construct of trauma is accepted as existing across cultures yet is under-
stood to vary in its experience, expression, explanation (meaning), and expectations
as to its course and optimal treatment. To that end, trauma can be understood as
moral dissonance between what socially acceptable or legitimate and the actual suf-
fering, which has cognitive, ideological, and emotional consequences. Trauma is
damage to a sacred value within a sociocultural context, which requires reparation
and emotional, institutional, and symbolic reconstruction (Alexander et al. 2004).

Trauma can also be understood as an alteration of the established social order
and as the violation of the normative symbolic value system of culturally con-
structed values. Trauma derives, then, from actions and events that damage social
order. What this means, is that trauma does not simply follow from the event itself,
but is rather entirely caught up in the nexus of the cultural context of experience,
expression, and explanation. Thus the occurance and impact of trauma varies cross-
culturally; indeed, the development of PTSD would appear to be related, in part, to
an interaction between life experiences and cultural context (Jobson and O’Kearney
2008).

Trauma can be associated with social changes or severe events such as natural
disasters or genocides. At the same time, the specific sources of trauma can vary
considerably with both culture and social structures, related to both the system of
representation and social dynamics. What can be called a traumatic event may be
lived rather differently depending on the overarching cultural characteristics (espe-
cially along the individualism/independent self-collectivism/interdependent self-
dimension), religiosity, and the overall social context (e.g. prolonged war). Events
will be interpreted in accordance with a logic that is defined by the local sociocul-
tural context (Sztompka 1993).

The definition provided here suggests that trauma is in part a function of goals
not being met, with serious interruptions or challenges to life projects. To that end,
research shows that impediments with goal-directed behaviour are more present in
the development of PTSD in “Western” individualist cultures than “Eastern” col-
lectivist ones, precisely because it would seem that cultures with less expectations
of control over their environment and world such as those with fatalistic religiosity
are less susceptible to the sort of trauma as understood in the West (DeVries 1996).
Indeed, contravention of social norms constitutes one important aspect of trauma,
and clearly, social norms are not universal.
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Culture is the basis on which social relationships as well as relationships with
nature are established and defined. This being the case, it does not make sense that
a traumatic event be interpreted the same way the world over. Interpretations, as we
have seen, are predicated on a particular sociocultural and personal context. To that
end, there are cultural differences with regard to catastrophes. White (1959), for
example, distinguished between nomadic and sedentary societies and their reactions
to fleeing. Sedentary societies, as one might imagine, are more susceptible to expe-
riencing feeling threatened in flight than nomadic societies. Other studies have dem-
onstrated that collectivist societies, above all Asian ones, are more accepting of
catastrophes and negative events (Markus et al. 1996), and Africans response to
epidemics with greater passivity (Delumeua 1993). This suggests that the sociocul-
tural structure plays a central role in determining the behavioural, emotional, and
interpretive responses in the face of a natural disaster.

Trauma in Context

Naj is a 24-year-old man born in a small village in the high mountains in the Eastern
part of Kunar province in Afghanistan. He comes from a Pashto family of goat herd-
ers making a subsistence living. He never went to school, and the furthest he had
ever travelled was, by foot, to a livestock market. When Naj was 11 years old, the
USA invaded his country in the aftermath of the Twin Tower attacks in September
2001. Although at the outset the war took place primarily in the south and in the
major cities, the noise of snipers, attack sirens, and B-52 bombers became common-
place. He lived his adolescence between the danger of attack and the silent calm of
the goats peacefully grazing on the steep mountainous slopes. Given the difficult
geography of the region, Kunar would become one of the most violently contested
provinces, with some 3,500 people having died by the end of 2013. Naj was married
when he was 19 years old to a cousin consistent with Pashtun customs. They have
one daughter who was 10 months old when the Taliban kidnapped him in the
mountains.

Naj explains that the purpose of kidnapping them was to demand that he carry
out a suicide attack in the name of the Taliban cause. As a consequence of Naj’s
refusal to do so, he was in effect made a slave and forced to carry the heaviest items
or be tied up or otherwise prevented from escaping. He was also tortured and sexu-
ally abused on various occasions. This continued for a year until one day, Naj saw
some people he knew and he ran and escaped to the family village. The family, fear-
ing reprisals, sold all of their goats (their source of survival) and the jewels of the
mother’s dowry with which they paid a human smuggler to take him to Europe.

The voyage was long and arduous lasting some nine months and included long
journeys by foot through the mountains in small groups, with little food or shelter
along the way. He had to jump off of a boat without knowing how to swim with the
hope that the Greek Coast Guard would rescue him. Some of the others died during
the voyage. Along the way he passed through Iran, Turkey, and Greece and finally
was detained by the police in Hungary. From there he crossed the rest of Europe
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arriving at a train station in Barcelona with nothing but the clothes on his back and
a birth certificate. He did not know where he was, only having been told that Spain
was where he had the best chance of being granted papers. After wandering around
for a few days, he made contact with a local refugee agency, which referred him to
a local health care service which in turn identified that he required mental health
services.

At the first visit at the transcultural psychiatry centre, Naj explained that he had
severe headaches, stomachaches, leg pain, insomnia, nightmares, and confusion. He
expressed a constant fear of being found by the Taliban. He continually relived the
experiences of being pursued night and day. He avoided areas where he would be in
contact with other Muslims, which meant that he could not attend Mosque services,
despite being rather pious, in order to avoid possible contact with the Taliban. He
had few opportunities to be in touch with his family, although he was clearly con-
cerned about them, but any contact with “the place where the Taliban were” terrified
him. Naj is in a very precarious social situation and is rather isolated as he does not
speak anything but Pashto, and there are few Pashto speakers in Barcelona. He is
currently awaiting a decision on his asylum petition and is totally dependent on
social services. Any stressor, even relatively minor ones, result in decompensation,
with ideas of death, hopelessness, and desperation appearing, that lead to repetitive
behaviour (continuously asking if he will be deported, asking for help, showing his
fear that he will be tortured) and self-harm.

Certainly, this is a complex case involving both depressive and anxious symp-
toms as well as previous traumatic experience that makes the symptoms compatible
with the diagnosis of post-traumatic stress disorder. The constant hyperarousal, the
avoidance of experiences that can remind him of the trauma, the indifference
towards traumatic situations, nightmares, anxiety, fear and confusion are all
observed components in people who suffer from this controversial disorder.

The culturally competent approach and analysis of this case and of many others
perhaps not as clear but of similar characteristics are comprised of different levels:

The first level of approach to the case is a practical one but of considerable
importance. Diagnosis and treatment both require good communication. The clini-
cian needs to understand the patient allowing him or her to express himself or her-
self in the most comfortable manner and to transmit his or her words with clarity.
Communication problems are clearly a tremendous obstacle to the treatment pro-
cess and can be very trying for all involved. To that end, it is essential to have avail-
able a professional who can facilitate linguistic communication (medical interpreter
or intercultural mediator) between the vehicular language of the patient and the
clinician. This issue could be said to comprise part of institutional or organizational
cultural competence in that it is a resource that does not depend on the clinician’s
competence beyond the recognition of the importance of this level. Relatedly, good
intercultural communication is not uniquely dependent on language skills but also
an open attitude that involves the capacity to communicate using good listening
skills along with empathy. In this particular case, the entire process has been com-
plicated by the lack of a professional Pashto interpreter. Fortunately, a very
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well-intentioned Pashto speaker has been accompanying the patient along the way,
but unclear communication has muddied the process considerably.

The second level is to keep in mind when dealing with a case of post-traumatic
pathology in culturally different individual that his or her social situation can have
an important role in his or her experience and possibly explanation of his or her
distress. For example, being an asylum seeker as is the case of Naj, or indeed living
on the street or in any precarious socioeconomic and legal situation, can serve to
augment to distress.

The first question to address the following model of the four “exes” is the per-
ception of the traumatic experience in itself. We have to be aware that Naj’s person-
ality, for example, developed in the context of war and conflict of potentially
constant traumatic events. His story may appear to consist of one terrible event
upon another, to the extent that, for some, it may be difficult to believe or hear.
Naj’s treatment team found it difficult to believe his story due to a combination of
his personality, the lack of shared language, and the very apparently incredible
story he told (although, upon further exploration, the story is rather more common
than the treatment team had thought). Indeed, a culturally competent diagnosis will
include the possibility that what may appear to be traumatic for some may, for oth-
ers, be adaptive to the violent context that has been the hallmark of his life. As has
been described in other cases (Kirmayer 2007), the trauma story may, at times,
sound contradictory to a person from a different culture. Indeed, Rousseau et al.
(2002) has pointed out that refugee hearings have made errors in their determina-
tion of asylum claims due to distrust not only of the recounting of the events them-
selves but also of a moral-cultural nature (e.g. questioning how a person could
abandon their children and flee alone or how a person might escape from the bond-
age of slavery) which further complicate an “open” listening to the case. In this
respect, it is important to recall that what we consider “common sense” about trau-
matic experiences is rather specific to our own cultural context and thus best held
in abeyance such that we can listen openly to the patient’s narrative of stressful
events that he or she found traumatic. Only in this way will we be close to the real-
ity of the patient.

Secondly, we have to consider the expression of psychological distress of this
person. It can be useful to consider the somatic expression of distress and to be
aware of mind-body dualism in order to perceive the clinical symptom as a whole
(after having dismissed possible organic pathology associated to migratory journey
and to the physical conditions suffered). In this case, a psychological symptomatol-
ogy is very clearly present, as is the case with most patients with a diagnosis of
PTSD such as hyperarousal, the avoidance of phenomena that can remind them of
traumatic experiences, nightmares. On the other hand, a clear somatic component
exists in the presentation of symptoms that indicates the complex relationship
between body and mind in terms of trauma that we have described above.

The third “ex” to keep in mind is the explanation of the phenomenon. This ques-
tion, though simple, is of the utmost importance at the time of exploring the person
in order to be able to deal with the diagnosis and, above all, the provision of
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effective treatment. If the clinician does not comprehend the explanation provided
by the patient, it will be very difficult to effectively develop a positive therapeutic
alliance, essential for increasing the likelihood of treatment adherence and efficacy.
One must then ask about the meaning of what is happening and the possible causes
and external and internal contributions to its symptomatology. How does one
explain what happens? How is it understood? In addition, it is important to decipher
the point in the process in which the patient’s behaviour became dysfunctional and
abnormal and what might be the benefits and drawbacks of the psychological state
in which he or she finds himself or herself in. Once again, awareness of these issues
can contribute to a better understanding of the patient and as such contribute to the
development of an effective treatment process.

Lastly, and in conjunction with the previous questions, we will consider the
patients’ expectations about their health status and improvement. At this point we
will also explore the resources of the patient during their process of recovery. What
does the patient expect from us? Who are the real participants of the treatment pro-
cess? What emerges from this expression of distress? What is the patient’s real com-
plaint? How does he or she expect to be treated? Answering these questions will
bring us closer to the actual capacities of both the therapist and the patient to bring
about positive change. Knowing the actual expectations of the patient can at times
put the therapist in an uncomfortable situation as these may impede the therapeutic
work we are accustomed to doing. Being conscious of that will help to focus the
treatment around the actual expectations with the greatest possibility of success.

Awareness of the complications and consequences of intercultural psychiatric
work is also key. How does treatment alter the symptomatology, the behaviour, and,
indeed, the process through which the patient is living? How will the patient man-
age having a psychiatric diagnosis? Will it have an iatrogenic function and incre-
ment a “sick role” behaviour? Will this have an impact on the individual’s cultural
adaption, on the one hand, and on the other, will it be stigmatizing? Will it affect
how the person views himself or herself or, indeed, function to marginalize the indi-
vidual from her or his community? Or, conversely, will it result in secondary bene-
fits that will increase adaptation?

Conclusions

Trauma in mental health, particularly as manifested in post-traumatic stress disor-
der, can be a considerable challenge for mental health professionals when treating
immigrant patients. Culture, in the guise of the “exes”—experience, expression,
explanation, and expectations—means that the mental disorder as delineated by
institutional nosological systems (DSM; ICD) may or may not concord with the
actual presentation of the culturally different patient. The process is all the more
complex given that the clinician may be impacted by her or his racial prejudices
that have been shown to filter clinical interactions. From the perspective of the
cultural competence model presented here, a priori it is impossible to determine if
a culturally different patient will present with classical symptomatology or rather
different ones. It remains incumbent on the clinician to be willing and able to
problematize his or her own way of interacting with and seeing the patient.
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Meryam Schouler-Ocak

Introduction

According to the micro-census of 2014, the number of people with a migration
background in 2013 was at least 16.5 million (Federal Statistics Office 2014), thus
representing 20.5 % of the total population of Germany. Behind a supposedly uni-
form ‘population group’ are in reality many heterogeneous groups — people from
different countries, who migrated in different generations and with different levels
of education, residence status and socio-economic backgrounds. Since the 1990s,
barriers to and within the social and health systems have been observed, hindering
an equal quality of care for people with a migration background. One such pattern
which has been observed is that people with a migration background usually make
less frequent use of health services! (Lindert et al. 2008). Various different aspects
could be held responsible for this situation, such as a lack of information on the
healthcare system, legal factors pertaining to residence status (Griisser and Becker
1999), communication difficulties and ‘cultural’ misunderstandings (Wohlfart and
Zaumseil 2006; Schouler-Ocak 2011) — all of which can prevent or delay people
finding their way into the system.

In addition, information-related, cultural, communicative and religious barri-
ers can all lead to problems of under-treatment, over-treatment and unsuitable
treatment of people with a migration background, sometimes leading to

'Currently in Germany, the term ‘people with a migration background’ refers to all those who
moved to the current territory of the Federal Republic of Germany after 1949, as well as all
foreigners born in Germany and all those born in Germany as German nationals but with at least
one parent who moved to Germany or was born in Germany as a foreigner (Federal Statistics
Office 2011).
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substantially increased costs for treatment and care (Brucks and Wahl 2003).
Experiences of discrimination also have an influence on migrants’ subjective
health. According to an investigation by Igel et al. (2010), the health of those who
have experienced discrimination is significantly worse. Stigma and shame can
represent other causes of the under-treatment amongst at least some groups of
people with a migration background and mental health disorders (Schomerus
2009; Machleidt 2011).

It is becoming increasingly clear that in addition to cultural aspects, psychosocial
and migration-specific factors also have a significant influence on the prevalence,
onset and course of mental disorders in people with a migration background (Selten
etal. 2007; Cantor-Graae and Selten 2005; Bhugra and Mastrogianni 2004; Jablensky
et al. 1992; Selten et al. 2012; Heinz et al. 2013). Some international studies even
suggest that severe mental health problems occur more frequently amongst people
with a migration background. For example, Cantor-Graae and Selten (2005) and
Selten et al. (2007) reported that migration is an important risk factor in the aetiology
of schizophrenic disorders, and Veling et al. (2008) observed in The Hague
(Netherlands) that the rate of schizophrenia amongst people with a migration back-
ground was significantly higher in districts with only a small number of people with
a migration background compared to districts with a high ethnic density.

Epidemiology

McFarlane and Yehuda (2000) emphasise that post-traumatic stress disorder (PTSD)
does not develop as a direct result of an event, but rather arises from the pattern of
acute distress which is triggered by the event (McFarlane and Yehuda 2000, p. 143).
Itis assumed that different risk factors influence the development of PTSD. Objective
risk factors include type, intensity and duration of the traumatic event, the extent of
physical injury, whether the trauma was caused by people, and constantly being
reminded of the event (triggering). Subjective risk factors include the unexpected
occurrence of the traumatic event, a low level of personal control over what hap-
pens, guilt, and a lack of external help. Furthermore, youth or old age, belonging to
a marginalised social group, low socio-economic status, a lack of social support and
a family history of traumatic experiences all count as individual risk factors (Brewin
et al. 2000; Ozer et al. 2003; Ehlers et al. 1998; Breslau et al. 1991).

According to Ehlers (1999), the prevalence of PTSD depends on the frequency
of traumatic events and the nature of the trauma:

* Approximately 50 % prevalence for survivors of rape

* Approximately 25 % prevalence for survivors of other violent crimes
* Approximately 20 % prevalence for survivors of war

* Approximately 15 % prevalence for survivors of traffic accidents

The lifetime prevalence across all cultures lies between 1 and 7 % (Flatten et al.
2001).
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Trauma and Migration

Trauma and migration can be connected in two different ways. Some people are
faced with traumatic events associated with war, flight, expulsion and very often with
sexual violence in their home countries; such experiences are often the reason for
emigration to another country. On the other hand, people who leave their homeland
can also be faced with a series of stressful events in the wake of this emigration.

Gilgen et al. (2005) examined various migrant groups in Switzerland and showed
that conditions and events after migration have a serious impact on psychological well-
being. Fifty percent of the surveyed Turkish/Kurdish migrants admitted to having expe-
rienced periods of extreme despair and suicidal thoughts after migration (ibid.), whereas
before migration, only 12 % of them reported difficulties of this kind. Since then, several
studies have provided evidence that migrants are at higher risk of experiencing traumatic
experiences and developing PTSD. Al-Safar et al. (2001) examined three immigrant
groups (Arabs, Iranians and Turks) in Stockholm and compared them with Swedish citi-
zens. Of all the subjects surveyed, 89 % had experienced at least one trauma. The preva-
lence of PTSD was found to vary depending on group membership. Sixty-nine percent
of Iranian immigrants, 59 % of the Arabs, 53 % of Turks and 29 % of Swedes were
suspected of having PTSD (ibid.). The results indicate not only that multiple traumatic
events increase the probability of developing PTSD, but also that belonging to an ethnic
minority represents a risk factor (Brewin et al. 2000; Ozer et al. 2003; Ehlers et al. 1998;
Breslau et al. 1991; Fearon et al. 2006; Veling et al. 2008; Selten et al. 2012).

Numerous studies confirm that PTSD in primary healthcare is common, but
rarely diagnosed (Tagay et al. 2008). Instead, other comorbid mental disorders are
diagnosed (Gomez-Beneyto et al. 2006; Katzman et al. 2005). A frequently cited
reason for the poor rate of recognition for PTSD is the fact that patients themselves
can rarely recognise or express the relationship between a past traumatic event and
their illness (Carey et al. 2003; Munro et al. 2004). GPs therefore find themselves in
a key position. The appropriate diagnosis and treatment of PTSD can significantly
improve the outcome (Carey et al. 2003). The rate of trauma amongst refugees has
been reported as being over 20 % (Gierlichs 2003); Gibel et al. (2006) even speak
of over 40 %. In a systematic review, the rate of PTSD amongst refugees and asylum
seekers is described as being ten times more frequent than amongst the rest of the
population (Crumlish and O’Rourke 2010).

Diagnosis of Post-traumatic Stress Disorder

The criteria described in ICD-10 and DSM-IV do not cover the entire spectrum of
trauma-related disorders — there are a greater number of clinical disorders that can
arise in connection with traumatic influences (Woller et al. 2001). According to
Sack (2004), a plethora of symptoms that would otherwise be classified as comorbid
disorders can be drawn together into a unified etiological model with the help of the
diagnostic category. Additional examination by an experienced clinician therefore
forms an integral part of the diagnostic process.
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A whole series exists of tried and tested questionnaires and structured inter-
views — such as the Impact of Event Scale Revision (IES-R), Structured Clinical
Interview for DSM-PTSD (SCID-PTSD) or questionnaire for dissociative disorders
(FDS) — with which to diagnose the consequences of extreme situations on mental
health (Hofmann et al. 2001; Schiitzwohl 1997). In practice, these psychometric
instruments are not generally suitable for the diagnosis of people from other cul-
tures. The few available translations are rarely validated in their respective cultures,
having been developed specifically for Western culture with regard to issues such as
disease, symptoms, the concept of disease or mentality; this makes them only par-
tially transferable to other cultures.

This highlights the dilemma of diagnostic testing in the field of intercultural
psychiatry and psychotherapy (Birck et al. 2001). In addition, such methods cannot
be used in cases where insufficient language skills are possessed. Ozkan (2002) has
pointed out the problematic areas in trauma-centred work with ethnic minorities.
Schouler-Ocak et al. (2008) have insisted on the importance of cultural factors in
intercultural treatment processes.

Special Aspects in Intercultural Treatment Processes

A useful picture of the physical and mental state of people with a migration back-
ground can often be gained through intercultural communication (Schouler-Ocak
1999; Schouler-Ocak et al. 2015). Knowledge of aspects which are specific to the rel-
evant culture, disease, migration and the individual biography is essential. The use of a
professionally trained, qualified interpreter as a linguistic and cultural mediator enables
a mutual understanding in diagnosis and therapy (Salman 2001; Tuna and Salman
1999; Kluge 2011; Schouler-Ocak et al. 2015). Without such an understanding, taking
amedical history, diagnosis and treatment are very difficult to manage; in a psychiatric-
psychotherapeutic treatment context, these become virtually impossible.

In a pilot study in 12 large facilities, when asked about comprehension difficul-
ties with patients with a migration background, teams of health professionals cited
language-related problems in 27 % of cases, culture-related difficulties in 38 % of
cases and both culture- and language-related communication problems in 44 % of
cases (Koch et al. 2008). One example of the effects of such difficulties is shown by
the results of a study of patients with a Turkish migration background and native-
German patients in a women’s clinic in Berlin (Pette et al. 2004). Low competence
in spoken German amongst the women with a Turkish migration background cor-
related with holding a poor level of information about the diagnosis and treatment,
as well as a loss of information during an inpatient stay and the associated process
of therapeutic education (ibid.). Communication problems in the therapeutic con-
text also lead to fewer consultations with doctors, a poorer understanding of medical
explanations, more frequent laboratory tests and increased utilisation of emergency
departments (Yeo 2004).

In order to avoid misdiagnosis, inappropriate treatment and frustration, not only is
good verbal communication necessary, but also the consideration of different explana-
tory models regarding the cause, course and cure of certain health problems (Kleinman
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1980; Bhui and Bhugra 2002; Penka et al. 2008, 2012; Schouler-Ocak et al. 2015).
The terms used for the description of the respective diseases can have a thoroughly
different meaning in a specific cultural context. Explanatory models and expectations
regarding the treatment are also subject to permanent variation connected to cultural
changes, traditional elements, personal experiences and information from the social
environment or the media (Heinz and Kluge 2011; Heinz et al. 2013).

In addition, patients and their relatives may have differing ideas and expectations
during a period of illness with regard to the cause, symptoms, onset mechanisms,
course of disease and potential treatment options (Kleinman 1980, 1988; Penka et al.
2008, 2012). Explanations can differ on the one hand between different cultural con-
texts and on the other hand due to class-, age- or gender-specific factors, for example
(Vardar et al. 2012). These ideas and expectations are in a dynamic process and may
also influence each other; experiences can therefore change too (Kleinman 1980;
Heinz and Kluge 2011). In Appendix F of the DSM-VI-TR (Sa8 et al. 2003), there is
a proposal for guidelines on taking a medical history and offering treatment in a
culturally sensitive way. Its application allows the systematic consideration of the
sociocultural background of patients with a migration background and should be
used regularly in the work with them. The Cultural Formulation Interview (CFI)
published in chapter on cultural formulation in DSM-5 can be used in research and
clinical settings as potentially useful tool to enhance clinical understanding and deci-
sion-making and not as the sole basis for making a clinical diagnosis (APA 2013).

Working with Interpreters (Linguistic and Cultural Mediators)

Intercultural treatment in Germany can only succeed if appropriate treatment can be
ensured even for those with little knowledge of the German language. Even amongst
those with a working knowledge of German for everyday life, not all people with a
migration background have sufficient knowledge of German in the fields of body,
health, well-being and sexuality (Razum et al. 2008). For health professionals, this
situation necessitates the ability to work alongside interpreters (linguistic and cul-
tural mediators); it also demands the availability of such mediators. This may, for
example, involve community interpreting services such as those that exist in Berlin,
but in larger hospitals, it is also conceivable that interpreting services might be
offered by bilingual professional staff (Wesselmann 2000; Bahadir 2009).

The use of linguistic and cultural mediators should therefore take place as a mat-
ter of course when communication problems are evident. Guidelines for the profes-
sional use of linguistic and cultural mediators should be internalised not only by the
mediators themselves, but also by the therapists (Bhugra et al. 2014; Schouler-Ocak
et al. 2015). Interpreter-assisted treatment then becomes a viable option (Morina
et al. 2010). In this context, a terminological ambiguity is inherent in the term ‘lin-
guistic and cultural mediators’, as opposed to the more common term ‘interpreter’
(Penka et al. 2012); the term assumes a level of understanding in intercultural con-
texts which goes beyond the verbal (Penka et al. 2012; Qureshi et al. 2008, Qureshi
and Collazos 2011). The aim is to recognise these cultural differences which are
inherent to language differences and to make them accessible to the treatment
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process. According to Penka et al. (2012), in such cases, linguistic and cultural
mediators are referred to for the cultural knowledge that they bring to the treatment
setting and can help to clarify cultural differences and the resulting misunderstand-
ings that can occur. The therapist must then integrate this knowledge into the thera-
peutic process (ibid.; Qureshi et al. 2008; Qureshi and Collazos 2011), a task for
which an openness towards other symbolisations is a prerequisite (Kluge and
Kassim 2006).

In this setting, it is therefore inappropriate to consider the interpreter simply as a
mechanical, linguistic intermediary (Hsieh 2008; Qureshi et al. 2008; Qureshi and
Collazos 2011; Haenel 2001); indeed, like the therapist, he/she is also involved in
the transference of the patient and can in turn also trigger countertransference feel-
ings. It is extremely important to take this into account too; otherwise, decisive
factors which can influence the course of therapy might remain unnoticed and both
the opportunity represented by the interpreter and the danger of trauma to the inter-
preters may be overlooked (Pross 2009). The therapeutic process can also be dis-
rupted or stagnated when asymmetries in the relational patterns between the
parties — therapist, interpreter and patient — occur. In such a setting, there are usually
three rather than two players protagonists in the therapeutic space. These protago-
nists communicate in at least two different languages, creating a complex frame-
work of levels of understanding and interaction that sometimes make such a setting
difficult to comprehend (Qureshi et al. 2008, Qureshi and Collazos 2011; Hsieh
2008; Kluge 2011). In Germany, a lack of clarity in terms of the allocation of costs
is a major cause for the low use of professional linguistic and cultural mediators
(Kluge et al. 2012).

Intercultural Trauma-Centred Psychotherapy

Not only cultural, but also linguistic, religious and ethnic misunderstandings may
play a role in intercultural psychotherapy (Giin 2007). In particular, there is an
indispensable need for ‘joining’ — the willingness of the therapist to empathise and
enter into the lives of the patients and families with a migration background
(Schlippe von and El Hachimi 2000; Erim and Senf 2002; Erim 2005). If the thera-
pist and patient come from different cultural contexts, two types of bias may occur.
On the one hand, the differences between the cultural contexts can be overempha-
sised — in extreme cases, a native therapist might even consider psychotherapy to be
impossible. On the other hand, differences can be denied, and the influence of cul-
turally defined social circumstances on the patients ignored. Both attitudes are
viewed as problematic (Fisek and Schepker 1997; Bhugra and Mastrogianni 2004;
Bhui and Bhugra 2002).

Intercultural trauma-centred psychotherapy refers to psychotherapeutic work
with traumatised people with a migration background. It presupposes that the thera-
pist has intercultural competence, this being understood as a component of social
competence, since perception, judgement and action are always culturally condi-
tioned (Grosch and Leenen 1998; Bhugra et al. 2014). According to Oesterreich and
Hegemann (2010), openness, interest and respectful curiosity towards the
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unfamiliar represent the foundations of intercultural competence. Amongst other
things, this includes working with linguistic and cultural mediators, observing and
recognising the idioms of distress (locally typical patterns of symptoms), taking
into account patients’ understandings of illness and expectations about treatment,
and working out culturally appropriate explanations and treatment services
(Kirmayer et al. 2008; Eiser and Ellis 2007; Betancourt et al. 2003; Odawara 2005).
Trauma-centred psychotherapy consists of four phases (Sachsse 2004; Hofmann
2014; Reddemann and Sachsse 1997; Schouler-Ocak et al. 2008):

1. Taking a medical history, diagnosis, relationship building and developing a treat-
ment plan

2. Stabilising/preparation phase (building resources, developing strategies for deal-
ing with intrusions)

3. Trauma exposure phase (carefully measured re-exposure to the traumatic experi-
ences in a protected space),

4. Grief, closure, reintegration and reorientation phase (integration of the cognitive
components of traumatic experiences into the patient’s life story).

The first phase involves taking the medical history, reaching a diagnosis, build-
ing a relationship and developing a treatment plan. The stabilisation phase involves
promoting awareness of the patient’s own resources by building their capacity to
regulate and control external and internal processes, both psychological and bodily,
as well as relativising self-accusations and negative judgements of symptoms by
positively reinterpreting them as useful protection and survival mechanisms at the
time of the trauma (including an inner safe space, internal vault, internal helpers,
resources exercises). In the trauma exposure phase, the processing of the traumatic
event is undertaken using various methods such as behavioural therapy, screen tech-
nique and/or EMDR (Eye Movement Desensitisation and Reprocessing) (Silver
et al. 2008; Shapiro 2001; Hofmann 2014). In this phase, the principle of retroac-
tively accelerated (neurophysiological) information processing leads to the reinte-
gration of sensations previously stored as fragments and thus to the reduction of
anxiety. The fourth phase involves mourning, rage and taking leave of those aspects
of life which have been lost or were never experienced. Lastly, the construction and
development of new meanings and ways of and perspectives on life can begin.

EMDR

EMDR (Eye Movement Desensitisation and Reprocessing) is a branch of therapy, a
complementary technique to conventional medicine, and one of the most studied
methods to resolve trauma within therapy. EMDR method was developed in the early
1990s by Francine Shapiro. It is a visual-confrontational, relaxing and highly sup-
portive method which, through introducing bilaterally alternating stimuli (induced
eye movements, tapping the hands, clicking the fingers), allows the processing and
integration of traumatic experiences to be set in motion once again and move towards
completion (Silver et al. 2008; Schubbe 2009; Shapiro 2001; Hofmann 2014).
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According to the guidelines for the treatment of post-traumatic disorders (Silver
et al. 2008; Schubbe 2009; Flatten et al. 2001; Hofmann 2014), the process should
begin with internal and external stabilisation. The EMDR sessions should follow
only after this and consist of the initial assessment of symptoms, the central repro-
cessing phase, anchoring the achieved state and testing residual stress on the bodily
level — the so-called body scan. In EMDR just as in any trauma therapy work, there
is special emphasis on reaching a good conclusion at the end of the session. At the
beginning of the follow-up session, a test is performed to ascertain whether or not
the change reached in the last session has remained stable (Silver et al. 2008;
Schubbe 2009; Shapiro 2001; Hofmann 2014).

In intercultural trauma-centred psychotherapy, it is important to consider that
resources and coping strategies may differ depending on the cultural background of
the patient. This pertains in particular to the question of which skills have helped the
patient to survive or even to overcome the distressing experiences, which strengths
it was necessary to develop, how they have managed to live with their symptoms
previous to therapy, and what gives them hope and strength in the therapy process.
In trauma-centred psychotherapy, it is not only the post-processing of information
which is key, but also the reintegration of resources that were unavailable, blocked
by the trauma or bound up with survival strategies and re-enactments of traumatic
behaviour patterns (Silver et al. 2008; Schubbe 2009; Hofmann 2014).

Numerous studies have shown that bilateral stimulation through eye movements
is associated with a relaxation response (Barrowcliff et al. 2004; Wilson et al. 1995;
Hofmann 2014). During deconditioning, the moment of relaxation becomes addi-
tionally effective and promotes the therapy process. The relaxation response
becomes associated with the memory of the traumatic content, which can then be
stored in a much more relaxed way. This effect is called counter-conditioning.
Through repeated, controlled exposure to traumatic memories in a protected thera-
peutic context, the pathological response is weakened (Hofmann 2014; Silver et al.
2008; McNally and Foa 1986). On the cognitive level, the patient’s dysfunctional
cognitions are also worked with; so too with positive cognitions which the patient
develops independently during the EMDR process.

As such, the EMDR process can be distinguished from any other form of free
association through its systematic focus on a moment of inner perception at all lev-
els: the part of the traumatic situation which can be narrated, the sensory representa-
tion of the worst moment, the generalisation on the cognitive level, the quality and
quantity of emotional distress and finally the reactions on the bodily level. The part
of the memory which can be narrated forms the introduction; the bodily level, as the
deepest level of internal perception, then leads purposefully into the EMDR process
that is additionally triggered by the naming of the output image and the associated
negative cognition (Schubbe 2009; Hofmann 2014). Reprocessing is at the core of
the method and is also referred to as ‘processing’ or ‘EMDR process’.

The therapist begins with bifocal stimulation. In each EMDR session, as many
series of stimulations are conducted as necessary in order to eliminate the distress.
If necessary, additional strategies (e.g. change of stimulus, cognitive weaving) can
be used to continue and support the processing. After each series, the patient is



12 Intercultural Trauma-Centred Psychotherapy and the Application of the EMDR Method 185

asked which (unprocessed) material entered into consciousness. If the flow of pro-
cessing falters, Shapiro (2001); Schubbe (2009); Hofmann (2014) recommends
cognitive weaving as an EMDR technique to resolve blockages and break out of
infinitely repeating cognitive-emotional loops. Since the EMDR process takes place
primarily in the patient’s inner perception field, cognitive weaving expands the ther-
apeutic options by enabling the therapist to allow certain contents or information to
flow into the patient’s process. The term ‘weaving’ is thus related to the therapist’s
economical and purposeful use of information, offered to the patient in order to
allow him or her to connect previously non-associated content. During processing,
a close relationship between therapist and patient is formed, in which the therapist
steers and accompanies the process with great attention and concentration.

The interposition of a linguistic and cultural mediator in such a process could
represent an element of confusion and possibly interrupt the processing. It could be
argued that patients could be torn out of the processing and become stuck in the
cognitively and emotionally distressing, highly triggered memories that they are
exposed to in that moment, in the form of images, sounds and bodily sensations.
Since the EMDR process takes place primarily in the patient’s inner perception
field, there is also a danger of the therapist losing contact with the patient and the
process therefore continuing within the patient unchecked. Amongst others, such
considerations perhaps explain why there have been no previous publications on
intercultural trauma-centred work using the EMDR method with patients with a
migration background, with the assistance of a professional linguistic and cultural
mediator.

On the other hand, these considerations disregard the fact that through the bilat-
eral stimuli given by the therapist, the EMDR patient can stay in contact with the
here and now and can thus maintain the necessary distance to the potentially very
stressful and disorientating memories and images. Accordingly, the involvement of
a specially trained linguistic and cultural mediator would support the patient’s con-
tact with the here and now and possibly slow down the processing in the patient’s
internal perception. This could lead to the traumatic events being fractionated as
they are processed, so to speak, meaning that the reduction of the exposure values
would take place more slowly. The distress levels in an individual session would
therefore be lower, but a greater number of sessions may be required. Trauma-
centred psychotherapy in patients with a migration background using the EMDR
method with the assistance of a professional linguistic and cultural mediator thus
represents a challenge, but the considerations above and below provide encouraging
reasons to take on this challenge.

Final Considerations

Trauma-centred psychotherapy in the native language of people with a migration
background generally fails due to the low number of qualified therapists, making
intercultural therapy the usual option. Since any one therapist cannot be expected to
be knowledgeable of all culture-related issues, nor master the languages of all
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his/her patients, the involvement of professionally trained linguistic and cultural
mediators seems inevitable. Intercultural psychotherapy is hindered not only by lan-
guage barriers, but also by more complex communication problems, based on dif-
ferent explanations of the causes, characteristics and treatment options for various
illnesses. As well as involving the linguistic and cultural mediator, intercultural
supervision and intervision can also be useful in the detection, consideration and
respectful treatment of culture-specific factors. Although such treatment is fraught
with difficulties, people with a migration background deserve access to the same
professional care as those being treated in their own cultural context.

The therapist and the linguistic and cultural mediator should not neglect them-
selves in the midst of considering the factors which have been mentioned. Well-
functioning stabilisation mechanisms, psychohygiene, supervision and intervision
are all crucial when working with traumatised patients, whichever background they
are from. This is especially important for professional linguistic and cultural media-
tors working with traumatised patients with a migration background, because the
events which are described can have a strong effect on them as well. Whereas the
use of professional linguistic and cultural mediators in intercultural psychotherapy
has been well documented (Kluge et al. 2012; Kluge 2011; Qureshi et al. 2008;
Qureshi and Collazos 2011; Hsieh 2008; Haenel 2001; Salman 2001; Tuna and
Salman 1999; Bhugra et al. 2014; Schouler-Ocak et al. 2015), publications on the
inclusion of professional linguistic and cultural mediators in intercultural trauma-
centred psychotherapy using the EMDR method have not been available until now.
Previous publications do not deal with this special setting. Future studies could take
on this subject, thereby potentially allowing this very effective method to become
available to traumatised patients with a migration background.
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Cornelis J. Laban

Introduction

Many mental health workers think their ability to treat asylum seekers and refugees
is limited. They are often overwhelmed with feelings of powerlessness when they
are confronted with the complexity of psychiatric problems, the past traumatic
experiences and the present living problems. However, there is no need for such
feelings. In the last decades, a lot of progress has been made, and both theoretical
concepts and practical approaches are developed, which show accessible ways of
helping this group of patients. That does not mean there are no obstacles and
improvement is easy to reach. Many patients have more than one psychiatric disor-
der, they have a lot of concomitant somatic health problems and complaints, they
have a high rate of disability and low quality of life and besides that they experience
a lot of post-migration living problems. This complexity of the problems of asylum
seekers and refugees reduces the applicability of routine treatment protocols.

In this chapter, we will discuss the concept of resilience and describe a resilience-
oriented diagnostic and treatment model. Subsequently, we will discuss some
resources of resilience and illustrate the applications in clinical practice. The main
purpose of this chapter is to show that, although the limitations in the treatment of
asylum seekers and refugees are substantial, it is nevertheless possible and sensible
to offer mental healthcare for this group.

Resilience: the ability to sustain, to recover and to grow.
The term ‘resilience’ is related to the Latin words ‘salire’ which means jump,
bounce and also splash (of water) and ‘resilire’ which means to bounce back or to
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splash again (like in a fountain). Scientific findings (Bonanno 2004) show that many
individuals survive all sorts of hardships with minimal distress, or with the ability to
tolerate their distress, and move on with their lives in a positive manner. Interest in
the phenomenon of resilience has grown tremendously in the last decades. It was the
leading theme at the annual meeting 2013 of the International Society for Traumatic
Stress Studies (ISTSS), and many authors contributed publications in recent books
(Southwick et al. 2011; Kent et al. 2014).

There is no single agreed-upon definition of resilience. In a review of the pub-
lished literature on risk, vulnerability, resistance and resilience, Layne et al. (2007)
identified at least eight distinct meanings for the term ‘resilience’. One distinction
between definitions of resilience is the focus on outcome, e.g. symptom-free func-
tioning after adversities, and the focus on process, which includes cognitions, emo-
tional reactions and behaviours that are adaptive in response to stress and trauma,
for example, active coping and seeking social support. The American Psychological
Association (2010) has defined resilience as ‘the process of adapting well in the face
of adversity, trauma, tragedy, threats or even significant sources of threat’.

Resilience and a diverse range of resources of resilience have been the subject of
theoretical, psychological as well as biological studies (Rutter 1987, 2006; Masten
et al.1990; Luthar et al. 2000; Charney 2004; Southwick et al. 2005; Yehuda et al.
2006; Ozbay et al. 2007; Feder et al. 2011).

Southwick and Charney (2012) summarise the psychosocial factors that have
been associated with resilience. They conclude these factors from interviews with a
variety of groups of trauma survivors. The factors include positive emotion and
optimism, loving caretakers and sturdy role models, a history of mastering chal-
lenges, cognitive flexibility including the ability to cognitively reframe adversity in
a more positive light, the ability to regulate emotions, high coping self-efficacy,
strong social support, disciplined focus on skill development, altruism, commitment
to a valued cause or purpose, capacity to extract meaning from adverse situations,
support from religion and spirituality, attention to health and good cardiovascular
fitness and the capacity to rapidly recover from stress.

The literature on resilience-oriented interventions in treatment programmes are
scarce but growing (Layne et al. 2007; Southwick and Charney 2012; Kent et al.
2011, Kent and Davis 2014).

With regard to asylum seekers and refugees, we propose the following definition
of resilience: the capacity to maintain or regain health and function ability despite
past experiences and to endure stressors of the asylum procedure and all daily liv-
ing hassles (post-migration living problems).

Trauma-Focused and Resilience-Focused Interventions

Epidemiological research shows high prevalence rates of psychopathology among
asylum seekers and refugees (Porter and Haslam 2005: Fazel et al. 2005; Laban
et al. 2005; Gerritsen et al. 2006; Ryan et al. 2008). Next to their traumatic experi-
ences in their country of origin, they face many challenges, disappointments and
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adversities in the host country. Research among asylum seekers (Laban et al. 2004)
has shown that the length of the asylum procedure and the related post-migration
living problems had a higher risk for psychopathology compared to the risk of the
traumatic experiences in the past. In both asylum seekers and refugees, the accul-
turation process, intergenerational difference in this process, language problems,
discrimination, financial problems, worries about the family back home, lack of a
solid social network and in many cases unemployment are issues which all interfere
with the treatment. In searching to find the most effective and suitable therapy, these
day-to-day stressors cannot be neglected. The debate of what kind of treatment
should be given to asylum seekers and refugees is still going on. Nickerson et al.
(2011) observe two contrasting approaches, namely, trauma-focused therapy and
multimodal intervention. They conclude that ‘trauma-focused approaches may have
some efficacy in treating PTSD in refugees, but limitations in the methodologies of
studies caution against drawing definitive inferences’. In their recommendations for
further studies, they emphasise the importance of recognising the context of treat-
ment delivery in terms of ongoing threats, the feelings of grief, anger over past
injuries and a myriad of psychosocial difficulties with the resettlement process.

Layne et al. (2007) discuss the implications for interventions of resilience-based
theories and suggest that trauma- and resilience-focused interventions may comple-
ment one another. We support this vision, and in this chapter, we follow that line: in
aresilience-focused treatment programme, tailored to the individual and contextual
situation and needs, trauma-focused specialised therapies can be used as a module,
if needed, acceptable and possible.

The ROTS Model

The here presented model, the so-called ‘resilience-oriented therapy and strategies’
model (ROTS), brings together the concepts of vulnerability and stress and two
aspects of resilience, i.e. personal strength (e.g. coping) and social support. The model
was first described by De Jonghe et al. (1997). It recognises the multifactorial aetiol-
ogy of psychopathology and puts emphasis on the importance of personal strength
and potentials of recovery. To emphasise the importance of resilience in the model,
we decided to change the name to resilience-oriented therapy and strategies (ROTS).

The model is an expansion of the well-known stress-vulnerability model devel-
oped by Zubin and Spring (1977), De Jong (2002) and Ingram and Luxton (2005).
The hypothesis in this model is that health complaints will occur when the level of
stress exceeds the (biological or psychological) capability of a patient. In the ROTS
model, the factors social support and personal strength are added. Social support
can be divided into several categories (see later). Personal strength implies all abili-
ties to bear, cope, solve and live on after adverse life events. Both factors can elimi-
nate or reduce the impact of stress and vulnerability and are considered resilience
factors. Consequently, the ROTS model (Fig. 13.1) is based on the aforementioned
concepts of vulnerability and stress as risk factors and personal strength and social
support as resilience factors.



194 C.J. Laban

R
i
s
k Stress Vulnerability
s
Health
r disability
e quality of
s life
[
I
i
e
n
c
e
Personal _
strength Social support

Fig.13.1 Resilience-oriented model (Adapted from De Jonghe et al. 1997)

Vulnerability and strength are considered personal characteristics (internal fac-
tors), and stress and social support are considered ecosocial characteristics (external
factors). It is assumed that a dynamic equilibrium between these factors is required
to remain or become a healthy person. Health, disability and quality of life are
affected by all four factors. The rectangle around the core model reflects the interac-
tions between the factors. However, for the sake of practical use, we did not include
more lines in the picture of the model. In our view, the model has some important
advantages:

1. It emphasises the healing ability (resilience) of the patient, instead of focusing
solely on stressors and complaints.

2. It helps in finding protective, supporting and strengthening factors (resources of
resilience).

3. It challenges to investigate a broad scope of interventions tailored to the indi-
vidual situation and characteristics of the patient.

4. It is very easy to explain to staff members as well as to patients and their
families.

5. It gives a shared frame of reference.

6. It heavily involves the patient in his or her own healing and/or surviving
process.
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The fundamental issues in relation to formulate an adequate treatment plan are
what can be done to lower the stress and vulnerability and what can be done to
increase resilience (i.e. social support and personal strength).

The final goal is to improve health, to lower disability and to increase quality of
life.

Resources of Resilience

The resources of resilience which are discussed below are based on findings in the
literature and on our own clinical experience. The resources are often related to one
another, but for the sake of clarity, we classify them according to the bio-psychosocial
model: biological (physical exercise, understanding the body, relaxation, treatment
of medical illnesses), psychological (positive emotions and humour, acceptance,
cognitive flexibility, empowering self-esteem, active coping), social (social related-
ness, reconnecting the family, creating social support), cultural (cultural identity,
acculturation, language skills) and religious/spiritual resources.

Biological Resources
Understanding the Body

Educating/informing patients about the physical symptoms of and reactions to
(traumatic) stress is an important first step towards control and reduction of fear, and
its value has been recognised widely (Levine 1997, 2010; Van der Kolk 1996, 2006;
Horowitz 2005; Rothschild 2000). Patients are offered an explanatory biological
and psychological model of their symptoms to understand their own symptoms and
reactions in order, subsequently, to get a grip on their own healing and resilience
process. Although the effectiveness of this type of education is not yet studied
(probably because it is always seen as complementary to the ‘official’ treatment),
combining education and body-oriented activities in one programme appears to be
essential to bring along changes in relatively fixed action patterns/routine ways of
dealing with past and present stress.

Physical Exercise

Research has been done on the effectiveness of physical exercise training in the
treatment of depression (Stathopoulou et al. 2006; Babyak et al. 2000; Blumenthal
et al. 1999) and, to a lesser extent, of PTSD (Manger and Motta 2005). Blumenthal
et al. (1999) reported significant reductions in depression scores among subjects
treated with 16 weeks of aerobic exercise. The reduction was similar to sertraline or
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a combination of aerobic exercise and sertraline. Six months after the interventions,
patients who had aerobic training had better results than patients from the other
groups, especially the ones that continued to exercise at home (Babyak et al. 2000).
In a meta-analysis with 11 studies, (Stathopoulou et al. 2006) concluded that physi-
cal exercise was a powerful intervention in depressive disorders. A preliminary
study (Manger and Motta 2005) assessed the impact of a 12-session aerobic exer-
cise programme on symptoms of PTSD, anxiety and depression and found positive
results. Arnson et al. (2007) show that physical exercise in male patients with
combat-related PTSD provides protection from future development of somatoform
disorder. In an epidemiological cross-representative sample of Vietnamese living in
the Mekong Delta region of Vietnam, Rees et al. (2012) found that high physical
activity was significantly associated with low levels of psychological distress.
Neurobiological research has shown that exercise induces expression of multiple
genes known to be involved in plasticity and neurogenesis in the hippocampus
(Cotman and Berchtold 2002; Elder et al. 2006).

In conclusion, educating patients on the importance of exercises, making training
schedules for them and organising a guided exercise programme (by physiothera-
pists and movement therapists) are all means to increase positive effects of exercise
on the process of resilience.

Stress Management/Relaxation

Bisson and Andrew (2007) found that stress management (SM) and trauma-focused
cognitive behaviour therapy/exposure therapy (TFCBT) were equally effective in
the treatment of PTSD. Stress management interventions vary widely in content and
duration and may include progressive muscle relaxation (Jacobson 1965; Ehrenreich
1999). This type of SM is still widely used and considered to be a safe and acces-
sible technique to reduce mental stress. As many traumatised patients are not aware
of their bodily sensations, the technique is a nice start to connect the body and mind.
Recently, meditation and mindfulness have been shown effective in reducing stress,
as indicated by lowering of cortisol levels (Baer 2003). CBT mindfulness reduced
the risk of a relapse of depression (Teasdale et al. 2000) and alleviated anxiety and
depressive complaints (Santorelli 1992; Reibel et al. 2001). Mindfulness focuses on
being completely in touch with and aware of the present moment, as well as taking
a nonevaluative and non-judgmental approach to inner experiences. Although trau-
matised individuals tend to feel overwhelmed or deny an inner sense of themselves,
elements of these techniques can readily be used: learning the difference between
emotions and bodily sensations and between various emotions (anger, fear, sad-
ness), learning techniques (breathing, movements, thoughts, etc.) on how to deal
with stress, and experiencing that remembering the past does not inevitably result in
overwhelming emotions. All these aspects increase the person’s ability to cope with
stress, which is an important element related to resilience.
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Medication

Specific aspects of pharmacotherapeutic interventions in refugee populations are
described (e.g. Kinzie and Friedman 2004). However, in daily practice, in the treat-
ment of asylum seekers and refugees, it is not always easy to find effective medica-
tion for the individual patient. Co-morbidity, a wide variety of symptoms, high
sensitivity to side effects, different genotypes and compliance problems are all fac-
tors to deal with (Kortmann and Oude Voshaar 1998; Han and Liu 2005). In order
to lower the resistance to using medication and to improve intake, it might be help-
ful to discuss medication in the context of resilience. Special focus on the most
wearing symptoms (e.g. sleeping problems, nightmares, pain) and the supportive
(but often non-curative) character of the medicine is important, next to adequate
monitoring and explaining the working mechanism and potential side effects.

Treatment of Nonpsychiatric llinesses

Several studies show high rates of physical diseases and complaints in asylum seek-
ers (Laban et al. 2008; Gerritsen et al. 2006). Chronic physical health problems have
a negative impact on functioning and quality of life (Laban et al. 2008). The rela-
tionship between physical complaints and depression is well established (e.g. Simon
et al. 1999). PTSD appears to be a particular risk factor for several chronic diseases
(Weisberg et al. 2002). These diseases are a threat to the resilience process. In order
to limit their impact, adequate diagnoses and treatment of these nonpsychiatric ill-
nesses are important.

Psychological Resources
Positive Emotions and Humour

Negative emotions narrow one’s momentary thought-action repertoire by preparing
one to behave in a specific way (e.g. attack when angry, escape when afraid). In
contrast, positive emotions (e.g. joy, interest, satisfaction, pride, love) broaden one’s
thought-action repertoire and improve coping mechanisms such as positive reap-
praisal and goal-directed problem-focused coping (Folkman and Moskowitz 2000;
Frederickson 2001; Tugade and Fredrickson 2004). Positive emotions also broaden
one’s focus of attention in reliance to creativity, exploration and flexibility in think-
ing. In a study among refugees after an earthquake, Vazquez et al. (2005) inter-
viewed 115 victims living in shelters. Surprisingly, they found that even such
extraordinarily difficult circumstances, most of them revealed a consistent pattern
of positive reactions and emotions. Also humour has been described as a source of
resilience (Southwick et al. 2005). Humour appears to reduce the threatening nature
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of a situation through cognitive reappraisal (Juni and Katz 2001). Positive emotions
as well as humour tend to decrease autonomic arousal. Mobbs et al. (2003) showed
that humour engages a network of subcortical regions including the nucleus accum-
bens and the amygdalae, which plays a well-known role in fear and fear-related
behaviour. Helping asylum seekers and refugees find distracting activities, areas of
pride and episodes of joy might not only reduce stress but also improve coping.
Examples of these activities within the reach of most mental health institutions are
occupational, music and movement therapy. Otherwise, local opportunities (e.g.
voluntary work, a local theatre project) can be used. Also, in all conversations with
asylum seekers and refugees, the mental health worker should look for opportuni-
ties to enhance positive emotions: positive feedback, empowering remarks and
something to laugh about. If children are around, this may assist in bringing about
the desired emotions.

Cognitive Flexibility

Cognitive flexibility is exemplified by positive reframing, or reappraisal, and refers
to the ability to reinterpret an adverse or negative event so as to find meaning and
opportunity (Yehuda et al. 2006). A recent brain imaging study has shown that cog-
nitive reappraisal brings about decreased activation of the amygdalae (Ochsner
et al. 2002). Cognitive behaviour therapy (CBT) provides an evidence-based ther-
apy for depression, and trauma-focused CBT has been proven effective in PTSD
treatment in various populations (Bradley et al. 2005). A systematic review of treat-
ments for PTSD among refugees and asylum seekers (Crumlish and O’Rourke
(2010) concluded that no treatment was firmly supported, but there was evidence for
narrative exposure therapy (NET) and CBT. And the study of d’Ardenne et al.
(2007) show that CBT was also applicable in these specific populations when the
therapy is done with the help of an interpreter.

However, in many cases, asylum seekers and refugees do not fulfil the criteria for
these therapies (e.g. safe life situation/environment) or do not have the ability to
tolerate exposure. Therefore, it is necessary to find other ways to increase cognitive
flexibility and reappraisal related to events in the past as well as events in the pres-
ent. In our experience, several methods can be applied: analysing daily stressors
individually or sharing them in a group setting creates the opportunity to learn to
look at events from different angles and to reflect on the attributional styles (e.g. to
place the blame where it realistically belongs). Furthermore, learning to find words
for the variety of emotions and discovering the relationships between emotions,
thoughts and behaviours (the basis of CBT) can be taught in a group and in an indi-
vidual treatment setting. Patients can be asked to work out examples in their daily
life and subsequently train themselves to change unhealthy patterns. A daily exer-
cise is to distract yourself from negative thoughts by thinking or doing something
else. All these activities are resilience oriented: they emphasise helping thoughts
and behaviour.
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Empowering Self-Esteem

Esteem needs of every human being are, for instance, to achieve, be competent and
gain approval and recognition (Maslow 1954). Self-esteem has been defined as ‘The
experience of being capable of meeting life’s challenges and being worthy of hap-
piness’ (Reasoner 2004). Many people that are suffering from a psychiatric disorder
have a low self-esteem (Silverstone and Salsali 2003). The authors suggest that
there is a vicious circle: low esteem increases the risk of a psychiatric disorder and
a disorder leads to a low self-esteem. Asylum seekers and refugees are at risk for a
low self-esteem. Carballo et al. (2004) found in a study among Bosnian war survi-
vors that there was an ‘overwhelming loss of perceived power and self-esteem’.
Over 25 % of displaced people, for example, said they no longer felt they were able
to play a useful role; even in non-displaced populations, approximately 11 % of
those interviewed said that they had lost their sense of worth. The cumulative effect
of the stressors during the asylum procedure may constitute an important risk for a
low self-esteem. These experiences often lead to cognitive appraisals such as ‘I am
not worthwhile’, etc. An overall positive therapeutic attitude is as important as more
specific activities directed towards the improvement of self-esteem. Being taken
seriously, being welcome in therapy, receiving positive feedback by an individual
therapist or a team and being embedded in a coherent, reliable, predictable interac-
tion can all lead to corrective emotional experiences during which self-esteem can
be restored and improved. More specific treatment interventions can be working
with patients to search for and set new (achievable) goals, to stop activities that
decrease self-esteem, to recognise and change cognitions which undermine self-
esteem (guilt, shame), to learn to be creative, to learn new things (e.g. a language,
playing music), to be proud of what can be achieved in difficult situations, to find
things to do for other people within or outside the family, to ask for feedback and to
learn how to receive positive and negative feedback, to be assertive, to learn from
experiences (instead of blaming oneself), etc. Also in the trauma-focused therapy
sessions, every opportunity should be used to emphasise strength and adequate cop-
ing to correct, restore and increase self-esteem.

Coping

Coping has been defined as conscious attempts to manage internal or external
stressors (Folkman et al. 1986). It can be divided into active, approach-based coping
(resolving or conquering the stressor) and passive, avoidance-based coping (Moos
1995). The way an individual copes with stress is thought to mediate the possible
negative influence of stress on physical and mental health. In general, resilient indi-
viduals have been described as using active coping mechanisms when dealing with
stressful life situations (LeDoux and Gorman 2001). Possibly, if circumstances can-
not be changed, a more passive coping style might be more adequate and healthy.
Consequently, the most important ability is to be able to vary in coping styles,
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depending on the situation. Asylum seekers and refugees have to cope with many
stressors. Working on resilience is working on coping. The difference between the
two concepts is that the starting point in the resilience-oriented approach is one’s
motivation, drive and personal strength rather than the more technical behaviour in
the coping-oriented approach. This approach is very much in line with the docu-
ments of many survivors of adverse and horrible events. Frankl (1959) and Lindhout
and Corbett (2013) learned that having a purpose in life literally keeps us alive. The
resilience-oriented approach involves trying to create the conditions in which a
more adequate coping can emerge and, subsequently, discussing with the patient
which techniques can be used that fit the circumstances and the personal style.

Social Resources
Social Relatedness/Connectedness to the Family

Family resilience has been examined in various studies (e.g. Sossou et al. 2008).
According to Walsh (2007, 2012), the resilience of families has a particular dynamic
that is different from the combined resilience of separate individuals. She developed
a ‘family resilience framework’ consisting of three domains: family beliefs (the
extent in which a common view of reality exists), organisational patterns (the man-
ner in which the family is organised) and communication/problem solving (the ways
of communication and searching for solutions to problems). Among asylum seekers
and refugees’ families, usually, problems in more than one of these domains are
observed. Analysing the above-mentioned domains with the help of the ROTS
model leads to questions as: Stress: what are the problems and how are these
assessed by each member of the family? Vulnerability: what should be the focus to
avoid problems becoming bigger? Social support: who assists in solving the prob-
lems, which members of the family receive such support and which not? Strength:
how does the family try to solve the problems; what helped in the past; who helps
whom in the family, what makes the family a family and what are they proud of as
a family? Such an analysis also makes clear in what way a family is organised and
embedded in its environment (asylum seeker centre, neighbourhood, countrymen,
church, school, assistance, etc.). In resilience-oriented systemic family therapy, the
resilience potential of each individual member and of the family as a whole is con-
tinuously monitored, and strengthening and healing mechanisms and activities are
stimulated. In our experience, the model offers a good opening to discuss or observe
all domains of Walsh’s framework. The model leaves room for including the com-
plex social-societal context of the families. It can be tempting to forget this context
and concentrate solely on solutions within the family; however, the ‘outside world’
can yield a lot of stress, which one cannot avoid. Talking about, for instance, life in
the asylum seeker centre, a negative decision in the asylum procedure, discrimina-
tion or lack of money should not be seen as an interruption of the actual therapy.
Family therapy with this group is often a search, in which one should take into
account unexpected and sometimes unknown stressors. The joint learning on how to
deal with these stressors can make this family grow.



13 Resilience-Oriented Treatment of Traumatised Asylum Seekers and Refugees 201

Social Support

The feeling of belongingness, being affiliated with others and being accepted and
loved is one of people’s basic needs (Maslow 1954; Sandler 2001). Asylum seekers
and refugees have lost many of their social contacts, and building up a new social
network is difficult, for example, due to frequent moves, lack of money, language
problems and cultural problems. Extensive research has been done on the influence
of social support on health. The division in emotional, practical, informational and
‘esteem’ support (Schwarzer and Leppin 1999) is often used and makes sense in
practice. Positive relations have been found in the general population (e.g. Schwarzer
and Leppin 1999; Southwick et al. 2005) as well as in refugee populations (Gorst-
Unsworth and Goldenberg 1998; Ahern et al. 2004; Stewart et al. 2011). The lack of
social support, on the other hand, increases the chance of psychiatric problems
(Southwick et al. 2005). In neurobiological research (Heinrichs et al. 2003), it
appears that social support interacts with oxytocin (a neuropeptide affecting attach-
ment) in lowering the cortisol levels and decreasing the response to psychological
stress. Interventions should start with an analysis of the extent and nature of social
support. Many patients only have a vague idea about their own wishes with regard
to social support; they do not know what type of support they can get from whom
and where they can access this particular type. They therefore ask or expect a par-
ticular type of support from the wrong people (e.g. practical support from a psychia-
trist and emotional support from a traumatised spouse). Some patients feel ashamed
to ask for help. They must learn that even though one’s own strength is always
necessary, asking for support is not shameful and receiving support sometimes even
is right. Other patients ask for help in an inadequate manner. Here also cultural
aspects can play a role: in some cultures, you can only receive support if you act like
you are completely powerless and treat the other as being superior. In the Netherlands,
such an attitude will only cause irritations; your chances of being supported are
larger if you tell someone what you have already tried yourself and what you would
require the other to do. In conclusion, there are all sorts of possibilities for increas-
ing (a chance on better) social support, and this is of great importance with regard
to resilience.

Meaningful Activities

One of the most important risk factors for a psychiatric illness among asylum seek-
ers is worrying about not having work (Laban et al. 2005). In an earlier study among
refugees and native Canadians, Beiser et al. (1993) found a significant relationship
between unemployment and depression. The same connection was also found later
in a longitudinal study (Beiser and Hou 2001), in which depression followed unem-
ployment, especially among men. Unfortunately, in many countries, entering the
labour market is not easy for many refugees. The unemployment rates are high and
discrimination seems to be part of the problem (Nievers and Andriessen 2010).
Cooperative programmes of governments, businesses and refugees agencies are
needed. Asylum seekers in the Netherlands can only work a limited number of
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weeks per year, and because of many practical problems or limitations arising from
psychological problems, only a few succeed to do that. Doing volunteer work is
possible for asylum seekers; however, volunteering is an unknown phenomenon
among many of them. Explanation and cooperation are thus necessary. Many men-
tal healthcare institutions offer all sorts of activity therapy and can refer to Day
Activity Centres (DAC). The value of participation in such activities should not be
underestimated. People feel better being able to perform, they come in contact with
others, they simply are in another environment, etc. The main purpose of this type
of activity is breaking through the feelings of powerlessness and isolation and
derives meaning from the activities. However, it is clear that in the end, full partici-
pation in the job market should follow on these activities. Unfortunately, there are
often many obstacles to overcome and drop out, and medicalisation of social prob-
lems is a real threat.

Religious/Spiritual Resources

Religion as well as spirituality concerns feelings, thoughts with regard to the mean-
ing of life and connectedness to a higher power or a higher dimension (Latin: relig-
are means ‘to connect’). The word religion usually points to a more rigid, organised
form of spirituality. Because the term spirituality is more difficult to define, scien-
tific research has focused nearly exclusively on religion. The interest in the relation
between religion and health has increased tremendously over the last decades, with
regard to the prevention, the coping with as well as the recovering from (physical
and psychological) illnesses. Review articles (e.g. Harrison et al. 2001) show that
religion in general has a positive influence on all these aspects. Research has also
been done in the Netherlands on this topic (Pieper and Van Uden 2005). However,
little research is available on the possible protective and supportive role of religion
for asylum seekers/refugees. Schweitzer et al. (2007) examined coping and resil-
ience in a small group (13) of Sudanese refugees and found that besides social sup-
port, religion was the most important source of resilience. This finding was
confirmed in a qualitative study among 23 Sudanese refugees in Australia (Khawaja
et al. 2008). In our study among almost 300 Iraqi asylum seekers, we found that
77.6 % of them considered religion to be moderately to very important (not pub-
lished data). Compared to the period before the flight, 63.9 % of respondents trusted
in God/Allah in an equal manner and 29.6 % had higher trust. Engelhard and Goorts
(2005) interviewed 120 asylum seekers and refugees. One third of the respondents
saw their problems as a test of God/Allah, and half considered God/Allah the origi-
nator of their problems. Most respondents from both groups however mentioned
that God/Allah had been a source of support and comfort. The authors did not find
a difference between Christians and Muslims. Some respondents identified them-
selves with persons described in holy texts, like the figure of Job in the Bible.

In the mental health practice for asylum seekers and refugees, it makes sense to
talk about religion in a standardised way, as part of the diagnostic process as well
as during treatment. Most of them come from countries where religion is an
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integral part of life, and in general, they think it is normal to be asked questions
about this subject. In many ways, religion can play a role in their life. For instance,
religion can be the cause of their flight (e.g. Christians from Iraq), can strongly
influence their lifestyle (food habits, manners, clothing), can be a ‘troublemaker’
(e.g. when a patient continuously wonders whether God/Allah is for or against
him/her), can be an explanation for their feeling unwell (break of taboos, having
been disobedient, etc.), can play a role in mutual conflicts and can contribute to
getting into contact with new people or not. In connection to resilience, religion
can be considered an interpretation frame, it can strengthen one’s ‘connection to
life’ (and become for instance a protective factor against suicide), it can give the
feeling to be part of a greater union and it can give emotional support and also
social support of co-religionists and communities. In short, religion can be an
important source of resilience, and therefore, it is imperative to pay attention to it
continuously.

Cultural Resources

Even though the literature about culture and psychiatry has grown quickly over the
last decades, there are only a few publications about culture as a resource for resil-
ience in patients (Peddle 2007; Tummala-Narra 2007). The focus of culture and
psychiatry is mainly on the necessity of knowing the elements of the culture of the
patient, recognising culture-specific syndromes, paying attention to differing expla-
nations for being ill, and of being able to take into account cultural elements during
contacts and conversations in the diagnostic and in the treatment phase. These are
all very relevant points of attention; however, it would be wrong to disregard culture
as a source of resilience. Tummala-Narra (2007) identified a number of important
points concerning trauma and resilience in a multicultural context: (1) resilience is
not an individual process but always takes shape in interaction with the family and
wider environment, especially in group-oriented cultures; (2) recovery of trauma
means among other things that you redefine the image you have of yourself; this is
also true for the acculturation process; thus, it concerns in fact a double-identity
adaptation; (3) fear related to trauma can be increased through negative confronta-
tions in the guest country (discrimination, lack of understanding, hostility); and (4)
many people come to a new country with the hope of a better life. Even though
some expectations need to be adjusted, many people remain hopeful. This can be a
source of resilience, especially if this hope is being shared with others. (5) Artistic
expressions (e.g. writing, painting, making music) can be important in the recovery
phase as well as in the acculturation process, to bridge the gap between ‘then and
now’ and ‘there and here’. Dutch studies (Kamperman et al. 2005; Knipscheer and
Kleber 2007) show that the right balance between holding on to their own culture
and opening up to and participating in the new culture gives the best chance on a
good health. In conclusion, attention paid to the process of acculturation and iden-
tity is of large interest to the treatment, especially if one looks for cultural aspects
(values, norms, customs, skills, etc.) that can be a source of resilience for the patients
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and their families. One of the ways to discover these aspects is by discussing the
following topics:

* Meaning of the trauma in the cultural/social context of then and now

» Political reality/development in comparison to the individual story of the patient

» Looking for aspects of the cultural identity that increase coping (e.g. music) and
self-esteem

» Possibilities for participation in (e.g. refugee) organisations

* Meaning of and possibilities for cultural celebrations in the family/group

* Which rituals, stories and metaphors, proverbs with regard to resilience are
important

* Importance of integration with regard to health

The forms in which these subjects can be discussed can differ. Using the Cultural
Formulation of Diagnosis and the Cultural Interview (Rohlof et al. 2002; Groen
2008; APA 2013) is a good start. Further exploration can take place in individual
sessions, but preferably also in group discussions. Exchange of cultural customs,
norms, values, etc. may help someone to get to know his/her own culture better and
may increase one’s understanding of the extent to which one is different. Only then
can someone reflect on which elements one would like to keep and which aspects
can help him/her in the present life. A lot depends also on the hospitality of the new
country and which new cultural resources someone is offered there.

Conclusion

The problems of asylum seekers and refugees are numerous, and a high percent-
age has or develops physical and mental health problems. They perceive serious
disabilities and a low quality of life. Treatment possibilities are limited due to
the experienced complex trauma, the ongoing stress and the existence of co-
morbidity of stress-related psychiatric disorders. Notwithstanding these limita-
tions, however, treatment is possible. We described a resilience-oriented
diagnostic and treatment model in which the concepts of stress, vulnerability
and resilience (distinguished in personal strength and social support) are incor-
porated. In our opinion, this model is very well applicable in all treatment
modalities with asylum seekers and refugees. For humanitarian reasons, this
group needs our attention, and there is no professional reason to deny this group
from mental healthcare. So all financial and logistic facilities should be created
and ensured to enable asylum seekers and refugees to get the help they often so
desperately need.
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Johanna Winkler

Introduction

The psychiatric outpatient clinic (PIA) treats patients with serious psychiatric dis-
turbances and for whom appropriate treatment is not otherwise available at psychi-
atric or psychotherapy outpatient clinics. This applies to a specific catalogue of
indications of particularly serious psychiatric disorders which show chronic pro-
gression. Such treatment takes place very frequently and is carried out by a multi-
professional team (Memorandum of the BDK — German Federal Conference of
Psychiatric Hospital Directors 2011).

In Germany, there are now more than 450 such psychiatric outpatient clinics. In
2008, an average of 32.5 % of the patients who were treated at these PIAs had a
background of migration (Schouler-Ocak et al. 2010); in the same year, a total of
15,566 million people with a migration background were living in Germany, repre-
senting just under 19 % of the total population (Federal Statistical Office 2008). The
proportion of people with a background of migration receiving treatment at the
PIAs is thus above average.

The PIA of Charité University Psychiatric Clinic at St. Hedwig Hospital in
Berlin offers several areas of treatment. The catchment area of the hospital encom-
passes the districts of Wedding and Tiergarten in central Berlin, home to an espe-
cially high number of people with experiences of migration. In 2013, the percentages
of people with a background of migration were between 30.8 and 57.6 %, depend-
ing on the subdistrict (Migration and Health in the District of Central Berlin 2011).
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The Concept of the Psychiatric Outpatient Clinic (PIA)

On the basis of statutory provisions in the German Social Security Code (Book V,
§118), the PIAs fulfil a specific mandate to provide care for those with a mental ill-
ness who, because of the nature, severity or duration of their illness, require treat-
ment services which are close to those provided in hospitals. Such treatment is for
patients who are not adequately catered for by any of the German ‘vertragsirztliche’
ambulatory medical care services (Koch-Stoecker 2011).

As part of the concept of intercultural openness at the PIA at Charité University
Psychiatric Clinic at St. Hedwig Hospital, all the employees work with patients with
a migration background as part of their role as reference therapist. Regular intervi-
sion, case discussions with other therapists, team meetings and supervision in indi-
vidual cases all ensure that the therapeutic treatment is regularly reviewed, that
problematic areas are named and shed light upon and that future courses of action
are clarified. Such teamwork offers an opportunity for the discussion of social
aspects and elements which are specific to certain cultures or to migration as a
whole. Every patient, regardless of origin or nationality, is looked after by two
members of the multi-professional team, one physician and at least one other health-
care professional. This is in order to prevent discontinuity in the therapeutic rela-
tionship when one of them is absent due to annual leave or illness. Each patient
therefore has two points of reference who regularly exchange information and
impressions about the current situation and cooperate closely in crisis situations —
an example of interprofessional teamwork (Schouler-Ocak 2000) in action!

When engaging in an intercultural treatment process, therapists cannot be
expected to speak all the languages of their patients or to know the migration-
specific, disease-specific and cultural aspects of each of their patients. However,
they should possess knowledge and understanding of intercultural competence so as
not to slip into stereotyped thinking (Schouler-Ocak 2000).

Patients with a Migration Background in Psychiatric
Outpatient Institutions

A nationally representative survey, carried out in 2008 on the utilisation of PIA
services by patients with a migration background, found, as mentioned above, that
this population group represented 32.5 % of PIA patients, a larger percentage than
their representation in the overall German population. Additionally, on average,
they were younger and had more children than patients without a migration back-
ground. Neurotic, stress-related and somatoform disorders were diagnosed with a
significantly higher frequency among patients with a background of migration than
among those without such a background (Schouler-Ocak et al. 2010).

In 2012, Berlin had around 3.38 million inhabitants, of whom 12,084 had an
uncertain residential status. Of these, 2,643 had applied for asylum and were still
waiting for the official decision about their desire, and 9,441 were required to leave
the country — for example, due to the fact that their applications for asylum were
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already rejected officially. Together, they accounted for approximately 0.36 % of
the population of Berlin (Federal Statistical Office 2012). Nationwide, 127,023 asy-
lum applications were made in Germany in 2013, 24.9 % of which were recognised
due to various legal requirements, 38.5 % of which were rejected and 36.7 % of
which were decided (negatively) upon on the basis of formal criteria — such as
Dublin II order — without a hearing.

Around three-quarters of asylum seekers thus remained in unsatisfactory, pre-
carious living conditions and faced a lack of participation in social life if they do not
leave the country (Federal Statistical Office 2012; Federal Office for Migration and
Refugees 2014). This social insecurity increases the vulnerability and morbidity of
people with a migration background. Heeren et al. (2014) found post-traumatic
stress disorder (PTSD) rates of 41.4 % and 54.0 % among asylum seekers and refu-
gees, respectively, and symptoms of anxiety and depression in 84.6 % and 63.1 %
of the same groups. They concluded that mental health is significantly associated
with residency status (Heeren et al. 2014). In other studies, high rates of mental
disorders have been described among refugees, in particular PTSD, found in
2040 % of the refugees, and comorbid disorders which often remain undiagnosed
(von Lersner et al. 2008; Gierlichs 2003). Observations made in our PIA confirm
these results.

Therapeutic Approach to Treating Traumatised Refugees
and Asylum Seekers in Our PIA

When traumatised patients with a background of migration (primarily refugees and
asylum seekers) attend their first appointment, often with an unclear insurance and
residency status, they usually come across as apathetic, hopeless, lacking in drive
and showing little affect. A detailed history is very difficult to collect at the begin-
ning, and the patients very often report bodily symptoms such as physical pain or
emotional states which conventional medicine does not always recognise as a
known symptom of dysfunction (Pourgourides 2006). Schubert and Punaméki
(2011) also documented this very clearly in Finland through their survey of 78 asy-
lum seekers who had survived severe trauma such as torture; they observed that the
secondary symptoms seemed to lead to either reports of psychiatric symptoms such
as those of PTSD and depressive or anxiety disorders or complaints about physical
symptoms, depending on the patient’s culture of origin. They concluded that
depending on the person’s cultural background, the way symptoms of psychological
distress manifested could be often misunderstood as physical illness in medical
facilities of Western orientation (Schubert and Punamiki 2011), an issue that we
also often observe in the career of our patients.

Before the actual therapy can begin, often a basic foundation for working together
must first be created. Depending on the patient’s cultural and social background, it
may not work, for example, if the treatment concept and planned treatment steps are
not explained first. Subjects such as why regular medication is necessary, where to
obtain this medication, how to register in the PIA and how punctual one must be to
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appointments all necessitate very different explanations depending on cultural
background.

In most cases, it is just as important to help in making the alien environment
more easy to understand, influence and manage. Sometimes, practical support from
the social services department can be very beneficial for the patient. In individual
cases, mental stabilisation can also be aided through practical support such as is
sometimes offered through counselling centres; such support can enable the patient
to find their way as far as possible in the new environment (Chu et al. 2013).
Occasionally, it is possible to intervene usefully in the interests of the patient’s
health in dealings with the appropriate authorities; in so doing, stressful living con-
ditions can, for example, be improved. In most cases, the support of a lawyer is
necessary; some patients need to have the asylum procedure explained so that those
incalculable risks to which they are exposed can be made as controllable, predict-
able and transparent as possible.

In so doing, the foundations for therapeutic work together can be laid, and the
stabilisation of the patient’s social situation can at the same time be supported. Now
the actual therapeutic work can begin:

Patients who suffer from PTSD typically experience such phenomenon as flash-
backs, vivid nightmares, free-floating anxiety, the feeling of being observed and
restlessness. However, if we are talking about refugees with uncertain residency
status, empirically, these symptoms cannot initially be treated because the stress
experienced from day to day is clearly in the foreground. A stabilisation period of
several months is required, during which effort is made to diminish the stress of
everyday life to a minimum and in which those acute symptoms which are medi-
cally controllable are sought to be reduced. Drug treatments are usually necessary
and effective in improving sleep quality or mood, and psychoeducation is necessary
to cope better with some symptoms. In addition, nonverbal therapies such as those
offered in our PIA — occupational therapy, sports and cooking groups — can be
employed. Patients with a background of migration can usually be stabilised suffi-
ciently within a few weeks such that further psychiatric diagnosis and therapy are
possible.

It is often at this point that therapeutic work must be done on the patient’s hope-
lessness, anxiety, instability and suicidal tendencies, meaning that a considerable
amount of time sometimes passes before a detailed anamnesis can be taken. Whereas
the complete case history is not only important to bring the best treatment to the
patient, it might be also important to help to prevent a rejection of the asylum appli-
cation and therefore help to stabilise the social environment. This time delay can be
very stressful, since in our experience, any support network the patient may have,
lawyers or employees of the federal authorities, often has high expectations that
detailed statements will be produced quickly in order to help in the asylum
process.

As the therapeutic process continues, confusion, anxiety and feelings of help-
lessness may repeatedly recur, for example, if the authorities conduct an interroga-
tion or the patient’s asylum application is rejected; symptoms will sometimes
worsen consecutively (Haenel 2002). Some patients express a strong bitterness and
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lack of understanding about the fact that they are not allowed to work or to attend a
German course and that going in contact with the native German people turns out to
be so difficult. The goal of becoming a citizen with equal rights seems infinitely
distant. Resentment is often expressed about having to stay in an assigned asylum
centre, not being allowed to visit relatives and acquaintances outside the enforced
residential districts and, occasionally, having to live in a different federal state than
their spouse if they were unable to bring a marriage certificate when they migrated
(Coffey et al. 2010). As part of the psychotherapeutic treatment, it is of course nec-
essary to clarify these issues and to discuss the resulting feelings of resentment,
despair and anger in order to develop coping strategies where necessary.

This therapeutic phase of stabilisation and support, aiming for at least partial
reconciliation with a life situation which is usually precarious, socially unsatisfac-
tory and deprived, with uncertain future prospects and often additional homesick-
ness or concern about and missing of relatives, is slightly different than is seen in
classic trauma-centred psychotherapy; it is upstream, so to speak. An actual
‘resource-oriented trauma psychotherapy’, as Reddemann (2002) describes it, is
either not yet possible or only partly so, during this period of social instability in the
host country which can be ongoing for several months and sometimes years. Only
once external stability has been reached can the phases that are recommended by
Reddemann be progressed through, namely, internal stabilisation, learning to have
a healing relationship with one’s own body, confrontation with the trauma, accep-
tance and integration (Reddemann 2002).

If they are stabilised sufficiently to be prescribed specific trauma psychotherapy,
traumatised patients who speak German can be sent to external outpatient disorder-
specific psychotherapy; in recent years, this was possible after 2—8 months. Should
more intensive treatment be required, the Centre for Intensified Psychotherapy and
Counselling in Berlin at Charité University Psychiatric Clinic at St. Hedwig Hospital
offers highly specialised and specific therapy services for German-speaking patients
with trauma disorders.

Patients with a background of migration who speak insufficient German cannot
participate in such treatment, and the ‘Treatment Centre for Victims of Torture’
Association in Berlin can see only a small percentage of them. Treatment or at least
a reduction in the suffering of these patients, some of whom are seriously trauma-
tised, is only made possible through mediated therapy with the help of an interpreter
or professionally qualified translator (Schouler-Ocak 2014; Morina et al. 2010). For
these patients, we have developed a specific therapy service, as follows.

Special Group Concept

As part of our PIA, we have developed a specialised multicultural interpreter-aided
psychotherapy group, in which specialised group therapy takes place. This involves
psychotherapeutic group therapy which is based primarily on mentalising and
which takes place in alternation with psychoeducational elements and trauma-
specific sessions. Alongside this, the patients also participate in outdoor activities in
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the local environment guided by an occupational therapist; these often allow patients
to gain a whole new understanding of the culture and surroundings. In addition,
patients who are particularly stressed or isolated are involved in other occupational
therapy groups offered by the standard health-care providers.

In the Netherlands, Drozdek and Bolwerk (2010) also reported that trauma-
focused group therapy in combination with nonverbal therapy sessions resulted in a
significantly greater reduction of symptoms compared to purely supportive group
therapy. They also reported that the more nonverbal therapy sessions the patients
engaged in per week, the more successful the treatment (DroZzdek and Bolwerk
2010).

In one of our psychotherapy group, therapists, patients and interpreters all sit in
a circle together. When several patients from different language groups attend a
therapy group, several interpreters are required: one interpreter interprets for one to
four patients. In practical terms, this can work as follows:

Patient A speaks in Arabic, and the corresponding interpreter (a) translates this into
German, while interpreters (b), (c) and (d) translate it into Armenian, Tamil and
Chechen. Patient D responds in Chechen, and interpreter (d) translates this into
German, etc. Practice is certainly needed on the part of patients, therapists and
interpreters in order to comply with this conversation mode. The therapist must
take in and hold not only the patients and the group matrix, as Foulkes (1992)
calls it, but also the interactions of the interpreters, which require certain
training.

In fact, from my own experience of working in this setting with multiple lan-
guage groups, such a process enables the therapist to accurately grasp what has been
said, as well as to respond to it; this is because the interpreter translates very quickly
and in short sections; while the majority of the group perceives the speaker’s non-
verbal statement and must then wait for the translation, only a few of them can
already understand and respond to the spoken language at this point. We prefer this
kind of setting, whereas when a large group of patients all speak the same language,
a relatively large number of short observations and comments, which are reactions
to what has been said, will be exchanged quickly during the process of translating
into German and therefore cannot be translated in their entirety. It can be very ben-
eficial to understand what has meanwhile been said — so to speak, to understand
when or before the spoken word enters the official ‘language space’ of the group.
More precisely, understanding the translated word is actually necessary to retain
control of the entire group process as much as possible, especially when working
with patients who are easily flooded by traumatic material and tending towards dis-
sociation as soon as they are confronted with material which is reminiscent of the
trauma.

Interpreting techniques used in a group such as this differ in some ways from
those used when interpreting an individual psychotherapy. In order to keep such
group therapy anchored in the reality of group therapy without an interpreter as
much as possible, as well as to make it easier for the interpreter to maintain their
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mediating role, even in moments of dramatic group dynamics, we have developed
some useful techniques along with the interpreters over the course of several years
of such group therapy.

The additional therapy which takes place alongside this verbal psychotherapy
group remained largely nonverbal, with communication taking place through looks,
gestures and symbols. This group is run by an occupational therapist and consists
solely of the same refugees who know each other from the psychotherapy group.
Outings together in the local area, to museums, zoos, parks, local attractions and cul-
tural sites such as castles and churches, turned out to be a very useful therapeutic
intervention: patients experience a different society than the one they encounter in their
daily lives through the limitations of the asylum centre, social services and immigra-
tion authorities. Some report gaining hope and strength and others short-term distrac-
tion from their worries; either way, all of them benefit from a change in perspective.

If symptoms such as flashbacks and trauma-specific nightmares continue, despite
all of these measures, and it is not possible to prescribe specialised individual ther-
apy as a follow-up, we try to estimate whether a relatively short period of intense
individual psychotherapy might at least alleviate these symptoms. We then try,
alongside group therapy, to work towards the reorganisation of the traumatic mate-
rial and its integration into memory; this is done through weekly or biweekly indi-
vidual therapy sessions that build sequentially upon one another and involve detailed
discussion of isolated traumatic events in minimally small sequences.

Working with Interpreters

Treatment with interpreters, professionally qualified translators (henceforth referred
to simply as ‘interpreters’), sounds very complicated. In practice, in a consistent
course of treatment by an interpreter/therapist team who are used to working
together, it seems as if the interpreted conversation between the patient and therapist
is taking place like a normal conversation. The interpreter’s mediation is of course
always noticeable but definitely slips into the background (Wenk-Ansohn and
Gurris 2011). The mediated conversation certainly requires twice as much time as a
non-interpreted conversation but does however offer the possibility of listening
more closely to what is said and to consider intervention strategies while the inter-
preting is going on. It also offers the additional opportunity, through debriefing
sessions with the interpreter, to discuss or clarify perceptions as well as statements
which may have been contradictory or unintelligible.

The interpreter-mediated therapeutic process requires special technical skills and
competences from both the therapist and interpreter. The therapist preferably uses
short phrases or subsets and avoids sayings or abstract transcriptions possibly with-
out equivalent in the interpreted language. Meanwhile, the therapist has to overview
the entire process to be capable of resuming his or her therapeutic responsibility. He
or she has to overview not only the patient’s actual being but also the interpreter’s
situation. The therapist also should be aware about the interpreter’s abilities and
limitations.
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Qualified and trained interpreters are currently available in many larger cities
across Germany via the community interpreting services established in these places.
It is useful for therapists to be aware that the level of training of individual interpreters
can vary dramatically. While some of the linguists working there are very experienced
interpreters in the therapeutic setting, others are less trained or are used to interpreting
in the field of social counselling, which is a different setting than the psychotherapeu-
tic context. It is important that interpreters have very finely honed language skills,
preferably with one of the interpreted languages as their native language. This is very
useful, for example, when the patient is describing difficult experiences such as abuse
and sexual assault; being able to estimate the emotional and moral connotations of
each word often requires native-speaking competence (Haus 2012).

Another precondition for this work, and something which is checked as a rule by
community interpreting services prior to employment, is sufficient mental/emo-
tional stability on the part of the interpreter. For interpreters, the emotional process-
ing of what they feel or experience while interpreting can be quite stressful. This
may include situations in which the patient is silent, and when during this silence,
the interpreter’s own thoughts, fears and other feelings occur, or the feelings per-
ceived in the atmosphere or through transference can creep into conscious aware-
ness. In a conversation about traumatic experiences, these are often mixed with
aggressive impulses and can be difficult to bear.

In addition, the patient may report certain traumatic events that touch so closely
on the interpreter’s own biographical memories that would re-traumatise the inter-
preter if he or she would have to translate these. In such cases, it is important to find
common ground. It may be helpful if the therapist and interpreter can communicate
about such unpleasant feelings and concerns. The therapist shows a willingness to
take on some responsibility for the mental hygiene of the interpreter by being sensi-
tive towards such processes and paying them due attention. A professional inter-
preter who works frequently in psychotherapeutic settings will tell the therapist if
he or she cannot translate certain utterances about a specific event. We experienced
this, for example, when a patient began to talk about the rape of her son and this
touched on the biographical material of the interpreter.

Very dramatic descriptions of war scenes, torture methods or corpses can trigger
strong feelings of horror. Patients reporting these tend to give intrusive reports of
traumatic experiences, typically speaking incessantly in a monotonous tone of voice,
and are difficult to interrupt. In the therapeutic setting, it can make sense for the
therapist to limit the utterances of the patient and interrupt the uncontrollable and
constant repetition of traumatic material, in order to divide it into sections — to con-
trol it, so to speak, as this can also be of benefit to the patient. If this intervention is
successful, the discussion is often easier for the interpreter to translate. For high-
quality, successful therapy, a trusting relationship between the therapist and linguist
is very important (Mirdal et al. 2012). In debriefing sessions, which should take place
regularly and should not be omitted due to time constraints, explicitly addressing
these issues and if necessary debriefing about highly stressful moments are all part
and parcel of working with interpreters. Regardless of these debriefings, ongoing
external supervision is also an essential precondition for the work of the interpreter.
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In the therapeutic setting, good communication between interpreters and thera-
pist is essential. While it can sometimes be useful in the somatic field for interpret-
ers to not only translate but to actually mediate the language and also the situation,
thus conveying to the patient what the doctors and nurses expect of them or how the
normal treatment scenario works, it is a different situation in the psychiatric and
especially in the psychotherapeutic area. Indeed, in such a setting, the therapist can
only ensure that full responsibility is taken for what has been said and decide on
further treatment if he or she can build up a therapeutic relationship with the patient
and receive a precise translation of the contents of what the patient has said. Content,
here, means an absolutely literal translation in languages that are closely related or
as accurate as possible a translation based on the wording when the two languages
are not related.

Inexperienced or lay interpreters tend to convey what they suspect the patient
meant to say. They therefore make a preconscious decision not to reflect the exact
wording but rather to convey the (logical) sense as they understand it (Bauer and
Alegria 2010). In simple consultations, this can be appropriate, but with psychotic
patients, for example, with someone suffering from significant dissociative restric-
tions or speaking in a convoluted way, then what the patient actually says and what
the interpreter suspects they have said sometimes differ considerably.

Linguists repeatedly report in debriefing sessions that they reformulated what the
patient said, adapting to the patient because they were not familiar with the situation
or the therapist; did not trust him or her professionally; or thought that the thera-
pist’s utterance was too problematic, incomprehensible, complicated or cautious.
Sometimes this situation occurs because of an interpreter’s unspoken assumption
that Western European psychotherapeutic approaches are not applicable to people
of other cultures and that he or she must mediate culturally as well. Discussing such
differences or different assumptions and bringing them to awareness are very help-
ful in working towards a successful treatment, as changing what the patient says
without communicating this jeopardises a reasonable diagnosis and responsible
therapy (Pourgourides 2006).

Thus, it is also necessary for the interpreter to develop sufficient confidence in
the therapist and his or her professional expertise. Again and again, concern
arises — for example, if patients dissociate or talk about suicidal thoughts, if their
formal thinking is disturbed and misconduct is expected or if they complain of
headaches or cry — as to whether the therapist is really aware of how serious the
situation is and will really intervene. The question of responsibility for the patient
is not usually spoken about formally but remains emotionally unclear for the inter-
preter: if a patient starts to cry, does the interpreter have to just sit back and let him
cry if the therapist doesn’t pass him a tissue? How can the interpreter endure and
accept such inaction, one which can represent a real act of discourtesy in the con-
text of daily life?

Only when it becomes clear through debriefing that there is a therapeutic mean-
ing in offering a tissue in the therapeutic context and in whether another form of
evasion or defence is allowed or encouraged or whether the therapist is attempting
to prevent this. Interrupting the conversation to get a glass of water can be very
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beneficial in some cases, while in others, it can prevent a major breakthrough in the
therapeutic conversation. When they understand that the therapist is acting deliber-
ately and accepts full responsibility for these actions, interpreters feel more able to
give up trying to steer the therapeutic process or to take on therapeutic responsibil-
ity. This is only possible if confidence-building measures, conversations about the
setting and about their own ideas of the aims thereof, can take place to a sufficient
degree between the interpreter and therapist.

To support the success of the therapeutic conversation, it is therefore necessary
that the interpreter and therapist together develop a professional therapeutic rela-
tionship which is characterised by trust, so that in spite of their different cultural and
professional work backgrounds and experiences, they can succeed in finding a com-
mon language for the problems which are to be expected in the course of the treat-
ment and so that they can discuss realistic objectives. However, even if these
conditions are met, confusing situations occasionally occur even when a trusting
working relationship exists with the interpreter; in such cases, a quick exchange of
glances and a more or less silent agreement on how the process should continue may
be required. Especially at the very beginning of a process, with patients who speak
very quietly and are very fearful, interpreters often give a questioning look to the
therapist, and either they silently decide together or the therapist decides whether or
not to ask the patient to speak louder.

Another prerequisite for cooperation is the neutrality of the interpreter. In accor-
dance with this, contact with the patients outside of the therapy sessions is not
allowed; interpreters therefore use a different waiting area. This also secures the
interpreter’s privacy protection.

The conversation can of course only be successful if the patient also trusts the
interpreter. To support this, it may be important that the patient is given the oppor-
tunity to ask the interpreter certain details about his or her origin. For example, for
a patient who was traumatised in Iraq, it may be important to know whether he or
she is able to speak confidently in front of the interpreter or whether the interpreter
belongs to a political camp related to his or her perpetrator. The therapist and inter-
preter should also agree on whether and how such questions are asked beforehand.

Ultimately, a therapeutic bond between the therapist and patient should be estab-
lished, something which primarily takes place nonverbally, of course. The style of
interpreting can either promote the formation of such a relationship or influence it
negatively. As such, close communication between the interpreters and therapist is
also required in this regard. When a patient asks a question, the interpreter either can
answer it or can translate the question for the therapist; in the former instance, the
patient then regards the interpreter as the interlocutor rather than the therapist, while
in the latter, if the interpreter gives a consistent literal translation (e.g. passes the
patient’s question towards the interpreter ‘what did he say?’ on to the therapist), the
patient and therapist communicate 1:1, and therefore the bond starts to take place
between these two, whereas the interpreter stays as a mediator.

The interpreters with whom we work in the PIA are usually highly professional
and thoughtful, so it is often possible to successfully clarify potentially confusing
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situations in conversations with patients before they occur, in the preliminary meet-
ings; if not, this is always done in debriefing meetings through a high level of pro-
fessionalism and cooperation.

Interpretation Costs

Only with a reasonable case history is an accurate and early diagnosis possible;
therapy instructions can only be discussed in detail with the patient when a profes-
sional interpreter is on hand. Adequate fulfilment of medical responsibility is often
only possible with the aid of appropriate linguistic mediation. Such an interpreting
service must of course be financed. The current law in Germany makes this path
difficult: according to the Benefits for Asylum Seekers Act, §§ 2,4,6 (German Social
Security Code, Book V), treatment costs should be covered for ‘acute or painful
illness, ... or indispensable treatment to safeguard the health’ not only of asylum
seekers but also of those who are obliged to leave, tolerated or even ‘illegal’ in the
country. However, the health insurance is not obliged to cover interpreting costs
according to German law. In a verdict about the financing of a sign language inter-
preter, the Federal Social Court argues that interpreting costs do not have to be
financed as part of the treatment services provided by the health insurer but can if
necessary be financed as an auxiliary means by the social insurer, i.e. social services
(verdict of the German Federal Social Court 1995).

Within the health-care system, depending on the contractual agreement, one unit
of interpreting is usually paid at a rate of approximately 25—40 euros for 45—-60 min,
occasionally with travel costs on top of this. Although this is a low rate compared to
what is paid for interpreting in the private sector or in judicial processes, for refu-
gees and patients who finance their life from benefits obtained under the Benefits for
Asylum Seekers Act, this is almost impossible to pay.

In Germany, hospitals are legally required to provide all services that are neces-
sary for the fulfilment of its treatment order (Social Security Code Book V); a cer-
tain budget should therefore be reserved to finance interpreting or sign language
intermediaries. In some highly specialised facilities, interpreting costs are financed
by donations. Individual GP practices pay a limited amount of interpreting costs
themselves, and there are also some dedicated people who carry out some of their
interpreting for free, although they are professionally trained. Very rarely, and in
individual cases, employees of the social services grant funding for a limited num-
ber of interpreted therapy sessions. Overall, the situation remains unsatisfactory in
this respect (based on own experience).

Besides this, according to the Benefits for Asylum Seekers Act §§ 4,6, for the
first 48 months of their stay, in principle, people in this category may be financed
only for treatment of acute illness that cannot be postponed; psychotherapy is there-
fore not funded in the majority of cases, assuming that psychiatric diseases which
could be treated by psychotherapy never tend to be this kind of ‘acute illness’ per
definition (Classen 2013).
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Conclusion

If a therapist who has embarked upon difficult treatment of a traumatised refugee
or asylum seeker recognises a difference between the patient’s initial state of
health and that which has been achieved, in hindsight, he or she will certainly see
and feel that the effort was worthwhile. When complex psychotherapeutic treat-
ment involving an interpreter/therapist team is successful, it is always an incred-
ibly enriching and moving experience.

Such experiences increase our desire for more and more therapists to dare to
familiarise themselves with the possibility of treatment which is supported by
interpreters and, indeed, to work in this way themselves. All therapists and insti-
tutions should be aware that demands for regular funding of interpreting expenses
(German Society of Psychiatry, Psychotherapy and Nervous Diseases, Position
Paper 2012) should be secured either by those who pay the patient’s living
expenses or by the patient’s health insurance.
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Introduction

Offering appropriate care to refugees requires temporal and structural resources,
specific competence in diversity and cross-cultural issues and expertise in the fields
of psychosocial and socio-medical assessment and treatment. In our experience, the
absence of appropriate structures within such care often leads to a delay in identify-
ing mentally ill or traumatised victims of torture in particular; such a delay has
medical, psychological and social consequences for the individuals affected as well
as for their families.

As members of the healing professions, we must do our utmost to ensure that all
patients receive the treatment they need as soon as possible on the basis of their
symptomatic profile. The steps towards this end must be carried out with transpar-
ency and clinical diligence. This sometimes means campaigning for structural
change in order that the structures within which we work enable a patient-oriented
approach (e.g. by being able to attend a specialised training course or supervision,
by employing language and integration mediators or through contact and coopera-
tion with specialised institutions).

The number of people who have had to leave their home countries for fear of war
and persecution is currently on the rise once again. At the time of writing, almost 50
million people have had to flee their homes on a worldwide scale; around 15.4 mil-
lion of these can be defined as refugees according to the definition of international
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law. Most of them (about 80-85 %) can escape either to neighbouring countries or
within their own countries, becoming so-called ‘internally displaced persons’.

Through the regulation of the European Parliament which determines which mem-
ber state is responsible for processing an asylum application (the ‘Dublin III
Regulation’, updated in July 2013), it has over recent years become increasingly dif-
ficult to enter the Federal Republic of Germany as a refugee, since the country is sur-
rounded by officially ‘safe’ third countries. Germany is nonetheless seeing a steady
increase in the number of asylum applications. In the 44 rich industrialised countries
that were investigated by the United Nations High Commissioner for Refugees
(UNHCR), over 610,000 asylum applications were registered in 2013, this being the
highest level since 2001 (‘Deutschland erhilt die meisten Asylantrige’ 2014).

In 2013, 110,000 asylum applications were made in Germany, meaning that for
the first time since 1999, Germany occupied the pole position in terms of applicant
countries. In second place came the United States, with 88,000 applications, fol-
lowed by France (60,000), Sweden (54,000) and Turkey (45,000). The causes for
this rise can be found in ongoing wars and violence, such as the civil war in Syria.
Accordingly, in 2013, the most asylum seekers came from Syria (over 56,000). In
2010, before the outbreak of the conflict, Syria was only twentieth in terms of coun-
tries of origin of those applying for asylum in other countries, according to the
UNHCR.

Following Syria in terms of the countries of origin of asylum seekers in 2013
were Russia with 40,000, Afghanistan with 39,000, Iraq with 38,000 and Serbia
(including Kosovo) with almost 35,000 applications. In the period from January to
May 2014, 62,602 people had applied for asylum in Germany. Compared with the
same period in 2013, this represents an increase of 61.4 %. The main countries of
origin in 2014 were Syria (10,046), Serbia (7,789) and Afghanistan (3,858)
(Bundesamt fiir Migration und Fliichtlinge 2013).

Not all of those who apply for asylum in Germany can remain in the country. In
July 2014, the overall protection rate for all countries of origin (recognition of right
to asylum, refugee protection according to § 3 para. 1 of the Asylum Procedure Act,
subsidiary protection according to § 4 para. 1 of the Asylum Procedure Act and ban
on deportation according to § 60 para. 5 or 7 of the Residence Act) was 25.3 %.

Mentally lll Refugees and the Health System

Rising numbers of refugees mean that in the course of their daily professional lives,
doctors and psychotherapists increasingly come into contact with patients who suf-
fer from the psychological and physical consequences of war, persecution and dis-
placement. Addressing trauma-related mental illness and psychosocial problems
among migrants from crisis areas can place high demands on doctors and psycho-
therapists in terms of culture- and migration-sensitive communication skills as well
as knowledge of current and historical social contexts.

For example, an assessment or treatment situation might call for knowledge of
other countries in terms of the specific characteristics of communication, taboos and
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gender roles, and behaviour when dealing with authority and rules. Diversity com-
petence, moreover, is also required; this must be understood as an extension of the
usual social and cross-cultural communicative medical/therapeutic expertise. Such
competence allows the practitioner to understand the effects of so-called ‘diversity
dimensions’ such as age, gender, sexual orientation, disability, religion, sociocul-
tural background and skin colour on the illness, in both the society of origin and in
the host society (Joksimovic 2010).

When dealing with diversity dimensions, it is important that they do not describe
character traits, but rather the categories by which people experience exclusion or
discrimination regardless of individual skills. Diversity competence explicitly
includes the willingness to self-reflect on ones own cultural embeddedness,
prejudice-conscious communication, perception of power asymmetries and dis-
criminatory structures in the host society. The knowledge required for such compe-
tence, including active skills and specific attitudes in dealing with people from crisis
zones with psychological and psychosomatic problems, is barely touched upon
within medicine and psychology degrees nor through further training. Unfortunately,
the few existing training opportunities are utilised only insufficiently as yet.

This leads many doctors to assume that their medical intervention and the medi-
cal profession are neutral (Beagan and Kumas-Tan 2009; Berger 2008). In so doing,
they overlook the fact that Western medicine has its own culture, in that it contains
values, beliefs, norms and language that directly influence their medical practice (in
terms of preventive, diagnostic and therapeutic treatment as well as the formulation
of reports, certificates, attestations, etc.) (Smedley et al. 2009). In the health system,
awareness for this is only occasionally available so far. As such, the medical and
psychotherapeutic care of mentally ill immigrants from crisis areas remains a par-
ticular challenge for health services.

General practitioners play a key role in the initial stages of detecting indication
of mental illness in patients who have had to flee their home countries. They are
often the first point of contact for refugees entering the health system of the host
country. Many GPs feel insufficiently educated and trained regarding this task. A
study conducted in Switzerland, for example, found that torture and its conse-
quences were not mentioned explicitly as a problem by patients, nor named as such
by the doctors, in any of the consultations examined, despite the fact that 110 of
1,477 diagnoses among refugees in primary care consultations were clearly associ-
ated with maltreatment (Junghanss 1998). There is an especially great risk of trau-
matic experiences being overlooked as a potential cause of physical complaints for
which there is no adequate organic explanation.

Mental and Psychosomatic Disorders in Migrants
from Crisis Zones

Scientific studies seem to indicate an increased risk for mental and physical disor-
ders in refugee populations (Fazel et al. 2005; Johnson and Thompson 2008; Kruse
et al. 2009; Laban et al. 2005). This risk is increased in comparison with both the
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native population (Sundquist 1993a, b) and so-called ‘voluntary’ migrants
(Cervantes et al. 1989; Klimidis et al. 1994; Lin et al. 1985; Sundquist 1995). Above
all, increased rates of post-traumatic stress disorder (PTSD), depression, pain and
somatoform symptoms are found among refugee populations. A systematic review
of 20 studies showed that a high rate of PTSD is approximately ten times more
likely to be found among refugees than among an age-matched native population
(Fazel et al. 2005). Chronic forms of PTSD are often reported. In a study by Marshall
et al. (2005), for example, symptoms of PTSD were found in 63 % of refugees from
Cambodia, 20 years after fleeing to the United States.

PTSD (ICD-10: F43.1) is the result either of a brief but highly stressful or dis-
turbing event or of a longer-lasting period of such events, accompanied by feelings
of fear and helplessness. According to the criteria of ICD-10, the symptoms can
occur days or months after such an event, which is one that would be stressful for
almost anyone. PTSD is characterised by the following symptoms: repetitive re-
experiencing of the traumatic event through intrusive memories (flashbacks),
dreams or nightmares; avoidance of activities and situations that might trigger
memories of the trauma; and (in most cases) a state of autonomic hyperarousal,
startle response (‘jumpiness’), impaired concentration and/or sleep disturbance. A
feeling of emotional dullness or numbness also commonly occurs.

PTSD is associated with a high risk of co-morbidity, the most common co-
morbid disorders being depression and substance abuse. Somatoform disorders are
also often co-morbid with PTSD (van der Kolk et al. 1996). However, only a few
studies have dealt with these co-morbidities among refugees (Cheung 1993; Hinton
et al. 2008; Kruse et al. 2009), although it is known that somatoform disturbances
among war veterans and refugees lead to an increased utilisation of health services
(Engel et al. 2000).

The literature on mental disorders among refugees increasingly reports psychotic
disorders. There is empirical evidence to suggest that cumulative traumatic events
may actually be a causal factor for the later development of psychosis (Fisher et al.
2010; Larkin and Read 2008; Shevlin et al. 2008). The co-morbidity between PTSD
and psychosis among traumatised refugees is now being studied in more detail
(Gerritsen et al. 2006; Kroll et al. 2011; Schreiber 1995). But the way psychotic
symptoms are perceived, expressed and healed are also often strongly linked to
sociocultural traditions.

From our clinical practice, we observe that traumatised people from crisis areas
often report altered experiences and perceptions that have strong similarities with
psychotic disorders. The basic similarities between traumatic disorders and psy-
chotic disorders lie in a distortion of perception and a (usually temporary) loss of
reality — in the form of vivid intrusions in traumatic disorders and hallucinations in
psychotic patients. Viewed superficially, the symptoms may seem identical (hearing
voices, paranoid experiences, hallucinations); the aetiology and symptom develop-
ment are however different.

Cultural differences and language problems can make it difficult to differentiate
between the two, meaning that there is an increased danger of overlooking possible
traumatic origins of such symptoms in refugees who have recently arrived and have
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an insufficient knowledge of the language of the host country. Misunderstandings
are more likely when doctors and therapists are unaware of the difficulty described
and lack the relevant experience and skills in this field. Usually, the symptoms are
then treated exclusively through psychopharmacology. Since these substances have
side effects and may adversely affect the long-term prognosis of PTSD, clinical dif-
ferentiation and critical diagnosis are of urgent necessity.

Another consequence of war- and torture-related trauma is the profound person-
ality changes which can be associated with the diagnosis of ‘enduring personality
change after catastrophic experience’ (ICD-10: F62.0). Such changes may have
been preceded by the clinical picture of PTSD. The former disorder is characterised
by a hostile or distrustful attitude towards the world. In addition, social withdrawal
and feelings of emptiness or of constantly being threatened are all part of the pattern
of symptoms. Traumatised refugees and their relatives frequently perceive disturb-
ing changes in character traits which are particularly important to them, such as
their sense of responsibility towards their family. For example, a traumatised patient
might observe an indifference towards his children and grandchildren but report that
they had been particularly active and interested in the development of their children
before the trauma and used to be perceived as such by others. Such changes may
lead to serious internal destabilisation and insecurity, especially if these changes
relate to characteristics that had been central to their identity. This can lead to con-
flicts in the refugee’s family environment (which is often stressful already) and can
thus produce a severe psychological strain not only on the affected individual but
also among relatives and for the next generation. In extreme cases, these changes
can be experienced by the affected individual as a personal failure and thus as a vic-
tory of whoever caused them suffering. It is important to remember that the psycho-
logical and psychosomatic consequences of traumatic experiences are subject to
broad individual differences and cannot always be clearly mapped with the current
classification systems.

Factors that come into consideration as predictors of the above-mentioned
trauma-related disorders include stress and traumatic experiences in the person’s
country of origin, living conditions in the host country and personal resilience.
Stress factors before migration include rape, being a prisoner of war, combat experi-
ences in war, house searches, unlawful detention, physical and psychological abuse,
living in hiding, witnessing injury or death of people one is close to and/or the loss
of these people and being unexpectedly confronted with corpses and body parts. In
2012, people were abused and tortured in 112 countries across the world (Amnesty
International 2013). Torture, thus, should not be seen as an exception among the
refugee population (Eisenman et al. 2003; Holtan et al. 2002). Undoubtedly, such
experiences increase the risk of mental disorders in refugees several times over
(Mollica et al. 2001; Silove et al. 1997).

Another risk factor for the development of illness and/or the illness taking an
unfavourable course can be the treatment of asylum seekers by the host society; this
is often marked by exclusion. Many of the impairments to (mental) health become
manifest only after a certain latency, in connection with the living conditions in the
host country (Laban et al. 2004). Levels of psychological distress after migration
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therefore differ between comparable refugee populations, depending on conditions
in the host country (Warfa et. al. 2012). Silove et al. (2007) give a detailed descrip-
tion of the role of post-migration risk factors in psychological problems among
populations exposed to mass trauma and displacement.

Diagnostic Approaches with Patients with a History
of Displacement

Since the current diagnostic criteria do not adequately reflect the wide range of pos-
sible psychological and psychosomatic consequences of flight and migration, a so-
called progressive diagnosis is preferable when working with patients from crisis
areas who have such a history. Only through a detailed exploration of the course
taken by the disorder is it possible to avoid an overhasty, incorrect ‘spot’ diagnosis
upon which basis a potentially inappropriate treatment might otherwise be initiated.

In our work, an in-depth, psychodynamically oriented diagnosis (involving tak-
ing a disorder-specific biographical and social history as well as a culturally sensi-
tive survey of psychopathological findings) has proven its worth. In so doing,
especially in cases where the clinical picture is unclear, the aim is to gain an over-
view of the following aspects (Joksimovic 2009):

* What is the patient suffering from (detailed survey of the symptom profile and
psychopathological findings)?

* How should the development of the disorder be understood within the context of
traumatic experiences (history of trauma/displacement), the current life situation
(taking a social case history), the triggering situation (current stressors) and the
personality of the patient (biographical history)?

* What factors lead to the perpetuation and chronification of the illness (survey of
previous health conditions and data on the current life situation)?

*  Which therapeutic approach is indicated?

In our experience, refugees are rarely consulted sufficiently about their medical
history and are prescribed medication even in the absence of improvement. In prac-
tice, this generally leads to an increased use of various substance groups among
traumatised patients (SSRIs; tricyclic antidepressants, sleep-inducing antidepres-
sants with a dual mode of action; neuroleptics and hypnotics) when the traumatic
origin of the symptoms is not recognised (Joksimovic et al. 2013). The risk of this
increases with the presence of linguistic and sociocultural barriers. Therefore, when
disease-related problems of understanding occur because of linguistic difficulties,
language and integration mediators must be used in the diagnostic procedure. In
addition, in a cross-cultural treatment setting, the patient may interpret the context
in a markedly different way from that of the practitioner.

This point can be clarified through the example of hallucinations: as an isolated
symptom, especially in cross-cultural settings, hallucinations initially have very
little meaning. They may occur in psychotic, depressive, traumatised and physically



15 Psychotherapy with Immigrants and Refugees from Crisis Zones 229

ill people but also in healthy individuals. Ivezic et al. (2000) found ‘psychotic’
symptoms such as auditory hallucinations in approximately one fifth of Croatian
war veterans who were diagnosed with PTSD in psychiatric inpatient care. These
hallucinations were described by the patients as being more intense than typical
traumatic intrusions, but their content was still related to the trauma. ‘Hearing
voices’ alone, then, should not limit the potential diagnosis too rashly (such as an
immediate diagnosis of an illness from the schizophrenic group). For patients who
come from a sociocultural milieu in which strong spiritual connections (such as to
the ancestors) do not represent anything extraordinary, hearing the warning voice of
the ancestors, for example, is not to be clinically regarded as auditory hallucination
per se. Of course, this would be assessed differently if it occurred in combination
with sleep disturbance and a sense of being driven to fulfil an order.

Making an overhasty diagnosis can be a way for practitioners to circumvent or
resist the uncomfortable feelings associated with diagnostic uncertainty and engaging
in patients’ horrific traumatic experiences. Regular supervision under the guidance of
cross-culturally competent colleagues can be of great help and support in such cases.

Specifics in Psychotherapeutic Work with Refugees

In the treatment of mentally ill and traumatised refugees, the following problem
areas in the cross-cultural context are often identified:

* Language barriers

» Different conceptions of disease

» Different coping strategies and health risks

» Different senses of what represents health

* Lack of knowledge about the health-care system

On top of this, specific problems (such as doctors’ and therapists’ lack of knowl-
edge on refugees’ living conditions and the resulting health risks) exacerbate the
problems above. Refugees’ living situation is of special complexity, particularly due
to restrictive conditions as pertaining to residence and basic social security. Only a
small proportion of all asylum applicants receive official recognition or subsidiary
protection by the German Federal Office for Migration and Refugees (BAMF) and
thus a residence permit, and often only after several years; only such a permit allows
the attendance of an integration course, receipt of unemployment benefits, choice of
which health insurer to register with and uptake of work or a training course, etc.

Without or prior to receiving such a permit, many refugees with an immigration
status such as the ‘toleration’ status usually have to endure very poor living condi-
tions, often over a number of years; this commonly includes living in extremely
cramped accommodation as well as having no legal right to work, attend language
or integration courses or receive normal social benefits (being subject to the sepa-
rate Asylum Seekers Benefits Act). In terms of psychotherapeutic care, this means
that the social welfare offices are the authority responsible for reviewing the
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necessity of health department services. All measures that go beyond the treatment
of acute and painful conditions require prior approval by the social welfare author-
ity (i.e. not health professionals); in practice, this represents a high bureaucratic
hurdle that often triggers resignation on the part of those affected and incomprehen-
sion and anger on the part of professionals. In some cases, treatments which are
strongly indicated are delayed or made completely impossible.

Another specific feature of working with people who come from conflict areas is
working on the consequences of the overwhelming force of traumatic experiences;
as a rule, such experiences can only be stored in human memory in fragments due
to the impairment of regulatory subcortical and cortical exchange processes.
Traumatic experiences are stored as discrete sense impressions and usually stay
insulated from contexts of experience which would otherwise be potentially condu-
cive to relativising and processing the traumatic experience (Brenneis 1998;
Markowitsch 1998; van der Kolk et al. 1998; Wessa and Flor 2002). As such, stored
traumatic material can be reactivated by relatively weak cues and is re-experienced
in direct, film- and image-like form or through reactivated body memories or unreg-
ulated and endlessly repeating streams of thought (intrusions, flashbacks). The ease
of triggering of traumatic material alongside the relatively undeveloped verbal
memory traces represents a major obstacle to the subsequent processing of trau-
matic experiences (Kunzke and Giils 2003).

This type of re-experiencing, no matter what the traumatic background, has no
healing or processing effect; from a neurobiological point of view, information
above a certain emotional intensity — here mostly fear or anger — can no longer be
used in a new way. In such cases, the cortical processing mechanisms are turned off,
so to speak, and more ‘primitive’ subcortical processes step in and take over
(Acheson et al. 2012; Yehuda 2002). This must be taken into account in consider-
ations pertaining to intervention techniques in psychotherapy. If there is evidence to
suggest past experiences of torture, it is also important to avoid treatments and pos-
tures (if medically justifiable) that trigger re-experiencing the trauma. Dental exam-
inations of people who have suffered tooth torture, gynaecological and urological
examinations in cases of sexual violence and ECG studies in people who have expe-
rienced torture by electric shock must all be performed with great sensitivity to the
patient. This is only possible if a relationship of trust has been created between a
doctor and a patient; otherwise, treatment intended to heal could lead to re-
traumatisation or serious misunderstandings. Collaboration between a patient’s psy-
chotherapist and their doctor could help in such cases.

Over the years, the following procedure has been relatively widely adopted in the
treatment of trauma-related disorders, according to a division into three phases
based on Janet and Paul (1925):

I. Stabilisation
II. Confrontation with the trauma, i.e. the actual trauma processing
III. Integration, i.e. implementing that which has been learned into everyday life,
reviewing current relationships, working on conflicts and reconciliation with
ones fate and sometimes with perpetrators.
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For these reasons, special attention is paid to the first (stabilisation) phase when
treating traumatised refugees. Only when patients are able on the whole to prevent
and regulate intrusions and flashbacks or are at least trained in strategies to come out
of states of arousal after intrusions, flashbacks and dissociative processes can
trauma-confronting methods (such as EMDR) be employed to start the processing
of the trauma itself (Baars et al. 2010; Hofmann et al. 1999; Kunzke and Giils 2003;
Reddemann 2004; Woller et al. 2012). If traumatised refugees remain too unstable
to allow trauma processing, e.g. through a constant threat of imminent deportation
(Joksimovic et al. 2011), trauma-specific group psychotherapy with other refugees
alongside one-to-one therapeutic measures could be seen as a further and necessary
component of the stabilisation phase of trauma therapy (Reddeman 2004).

The advantage of groups for traumatised refugees is that their members can usu-
ally connect to one another relatively quickly through common themes such as their
displacement history and the living conditions in the host country. By holding the
group in such a way that regressive processes are limited, preventing group mem-
bers from sliding into traumatic experiences and offering safety through interven-
tions that lend structure, the group therapist can create the conditions necessary for
the group to be experienced as a safe place. The group context allows its members
to explore social norms and ways of engaging with each other and how concerns
and stress factors can be voiced and shared within the group. The aim of stabilising
group psychotherapy is to strengthen coping skills in conflict situations in interper-
sonal relationships and difficult social situations, as well as to reduce social isola-
tion. Individual psychotherapy has its limits in dealing with these problems.
Modified, trauma-specific group psychotherapy, when offered after initial stabilisa-
tion in an individual setting, opens up the possibility of further stabilisation through
the improvement and correction of dysfunctional interpersonal patterns.

In our clinical experience, premature confrontation with the trauma is also dis-
couraged when PTSD is associated with psychosis-related symptoms and severe
personality changes. Furthermore, traumatised and politically persecuted refugees
often regard psychotherapy with suspicion; in such cases, an intensive phase of
preparation and psychoeducation may be required.

A controversial discussion is currently as to whether psychotherapy that aims at
processing the traumatic content itself can be effective or helpful when working
with traumatised refugees. While some consider confrontation with the trauma as
the preferred tool in treatment, other trauma therapists consider this position as very
problematic (Reddemann and Sachsse 1998, 2000).

The process of establishing a trusting working relationship with survivors of
torture and structural violence can lead to therapists experiencing feelings of incom-
petence. The willingness to involve oneself actively and show genuine interest and
understanding in patients’ problems can be of great help to the process. Clear rules
and principles of trauma therapy must be explicitly introduced and adhered to;
examples of such principles are the rule of ‘protection first’, using the stop sign
when under high stress and the rule that talking about stressful material should
always be voluntary. In the absence of such rules, discontinuation or irregular atten-
dance of the therapy sessions may occur.
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Taking the patient’s very real uncertainties regarding their residence status/asy-
lum application seriously (including issuing any certificates that may be required
and validating negative experiences with authorities) promotes a basic sense of
security and confidence among refugees. Therapists are confronted relatively
quickly with the problem of whether the therapeutic conditions should also offer
action-oriented support or only offer space for reflection and emotional support.
According to Tucker and Price (2007), in addition to purely medical measures,
appropriate services for these patients should also include case-specific advice for
practical, health-related issues.

Psychotherapy with Interpreters

Language barriers in particular make it more difficult for mentally ill refugees to
access adequate medical and psychotherapeutic treatment; in addition, sociocultur-
ally based misunderstandings are a common occurrence. These may often occur in
everyday interactions without obvious consequences; in the psychiatric or psycho-
therapeutic treatment context, however, such misunderstandings can have serious
consequences. They may, for example, lead to misdiagnosis, thus creating unneces-
sary suffering for those affected and/or requiring a great deal of time and corre-
spondingly high costs for the health and social system. Since native language
treatment services are only occasionally available in Germany currently and even in
psychiatric and psychotherapeutic facilities with multilingual therapists, not all lan-
guages can be covered and the utilisation of interpreters or language and integration
mediators remains as an alternative.

From a professional standpoint, the use of language and integration mediators is
to a large extent justified because it facilitates patients who have an insufficient
grasp of the language of the host country to utilise psychiatric/psychotherapeutic
help, reduces diagnostic uncertainty on the part of practitioners and therefore often
helps to prevent hospital admission (Kluge and Kassim 2006). The presence of a
third person in such a treatment situation is however often unfamiliar for profes-
sionals; it can produce feelings of insecurity and the loss of control and is not
infrequently rejected as a possibility. However, given the lack of alternatives, it
seems appropriate to us to focus less on the question of whether and more on how
this treatment setting can be made as trouble-free as possible. Firstly, the knowl-
edge of certain principles and rules helps in making this ‘trialogue’ communication
situation successful; secondly, attention should be paid to the typical errors in the
use of language and integration mediators in order to minimise possible
distortions.

Possible errors include an unsuitable interpreter being selected, too little time for
briefing and debriefing, a lack of clear role clarification, inappropriate language,
indirect speech, neglect of non-and para-verbal behaviour and neglect of confidence-
building measures in the ‘trialogue’. Professional language and integration media-
tors are ‘bridge builders’ in health, education and social services. Their task is to
improve the linguistic and sociocultural understanding between professionals and
patients with a migration background and thus goes beyond pure translation.
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In Germany, the training to become a language and integration mediator takes
place according to uniform quality standards. In addition to knowledge of the health,
social and education systems, language and integration mediators also possess medi-
cal, psychosocial and legal knowledge. Furthermore, because of their own migration
experience, they are familiar with the culture of origin as well as specific differences
about the host country in terms of health and social care. They can therefore also
mediate in socioculturally sensitive issues, such as when dealing with mental illness,
gender roles, religious issues and so on. This makes an important contribution to
improving the quality of treatment. However, the practitioner is still very often faced
with the unsolvable problem of the absence of an interpreter or lack of funding thereof.

Clinical Certificates and Statements in Psychotherapy
with Refugees

In Germany — as in most European host countries — refugees are subject to separate
regulatory requirements. This includes the ‘duty to cooperate’: the asylum seeker
must ‘cooperate’ by submitting certificates to substantiate any claims which are made.

Example: A 54-year-old Kurdish patient asks her psychiatrist for a certificate
which was required by the immigration office — without it, they refused to renew her
residence permit. The psychiatrist responsible reacts with annoyance — ‘Has the
patient just been coming to her appointments so that she will get a certificate one
day? I’m not paid to write certificates for authorities, I'm paid to treat my patients’,
he says in a supervision group.

It turned out that the patient had applied for a permanent residence permit and the
immigration authority was checking to see whether the reasons that had led to resi-
dence on humanitarian grounds 20 years ago (continued arrests, serious sexual vio-
lence because of her husband’s political activities in Turkey (her native country),
PTSD as a result of experiences with violence) were still valid. For her psychiatrist,
this was a strange situation — and yet the reality of the patient’s life.

Some doctors and therapists justify their position as follows: ‘I don’t write certifi-
cates on principle, because the therapeutic space must be protected’. This is an
understandable position but is simply not applicable to the legal context in which
refugees find themselves in. If the health professional does not produce a certificate,
this will likely have negative consequences for the patient. Unfortunately, the pro-
tected therapy room does not apply to refugees to the same extent as for domestic
patients; professional and effective treatment is nonetheless possible. In the follow-
ing, the key issues relating to certificates and statements will be named and workable
solutions that have emerged in specialised treatment centres for refugees presented.

Why Do Clinical Certificates Play an Important Role in Asylum
and Immigration Law Procedures?

Since the war in the former Yugoslavia, which was associated with high numbers of
refugees in Germany, serious war trauma was recognised by the refugees’ countries
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of origin and had found its way into German jurisprudence. Rape, for example, was
classified as an instrument of warfare, and illness due to this trauma could make
return impossible. The presence of PTSD became important to asylum claims and
thus of practical relevance to the legal decision-makers at the Federal Office for
Migration and Refugees and courts. The focus on clinical disease in the right of
abode led to a high level of suspicion on the part of legal decision-makers. Hearings
before court involving disease are met with sceptical attitudes. At the same time,
very few reports are commissioned, so that a high number of refugees with PTSD
remain without clinical assessment. In addition, not infrequently, the certification
provided by health professionals is often classified as inadequate and accordingly
receives little attention.

It is legally enshrined that asylum seekers should speak credibly themselves about
their reasons for fleeing their home country: ‘As an essential prerequisite (...), a sub-
stantiated and essentially non-contradictory and unchanging factual report is required
on the part of the applicant with respect to those circumstances that relate to his own
life circumstances’ (BverfG, InfAusIR 91.94). However, we know from psycho-trau-
matology that trauma symptoms can significantly impair the ability to deliver a ver-
bal, noncontradictory, detailed representation of the grounds for asylum at the Federal
Office for Migration and Refugees (first instance) and the Administrative Court (sec-
ond instance). At the same time, we have to assume that more than one third of asy-
lum seekers suffer from psychological traumatic disorders (Gébel et al. 2006).
Therefore it is not surprising from a clinical point of view that a very high proportion
of traumatised refugees do not initially specify their trauma history in the asylum
procedure and that it often becomes evident only during the course of treatment.

This complex and problematic situation means that many questions are left unan-
swered until the threat of deportation is presented and that refugee patients then pass
on the authorities’ demands, arising out of their duty to cooperate, to the profession-
als who are treating them. However, in our experience of treating refugees, there are
quite feasible approaches as to how this dilemma can be encountered.

We distinguish between certificates and attestations, statements and expert
reports. Certificates and attestations require brief reference to a specific question
(e.g. ability to work, travel expenses, etc.). For the addressee (e.g. immigration
authorities), it is important that central information such as duration and frequency
of treatment, clinical picture and diagnosis and a specific clinical response to the
authority’s question can also be found in short certificates.

Statements are significantly more detailed and contain a thorough history of the
person’s displacement, a symptomatic survey, diagnostic evaluation, differential
diagnosis and prognosis. These are requested by patients or by their lawyers and are
to be filled out by the health professional who is treating them; such documents play
an important role in decisions on humanitarian stay.

Lastly, expert reports are requested by the legal decision-makers: either the
Federal Office for Migration and Refugees, the Administrative Court, or the immi-
gration authorities. Here, the case file is made available to the expert, usually some-
one who is specially contracted for the purpose and is not the health professional
who is treating the patient.
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In contrast to clinical documentation for other patients, the following aspects
concerning contents play a prominent role in terms of the effectiveness of a certifi-
cate/statement written for refugee patients:

* Are there inconsistencies with previous hearings in the asylum process? In
patients with mental disorders, the course taken by the symptom development
often leads to significant changes in terms of what information is presented. A
patient might perhaps only become capable of speaking about experiences of
sexual violence through the context of a trusting psychotherapeutic relationship
and did not therefore talk about this in the interview with the Federal Office for
Migration and Refugees when they entered the country. Therefore, when writing
more detailed statements, it is important to ask the patient for the documents
from the Protocol of the Federal Office and any court hearings beforehand — this
is not very time-consuming and yet can significantly increase the efficiency of
clinical documentation.

* Can an estimation be made as to which stressors a current clinical picture is
linked to? For example, the question of whether a patient only became mentally
ill after his imprisonment, or was already ill in advance of persecution, may in
some individual cases have legal consequences in terms of the right to asylum.
Here, a significant factor is to preserve ones own framework for clinical compe-
tency while making the most differentiated assessment possible.

* Can the extent be assessed to which the presenting clinical picture actually exists
or could it also be simulated? Legal decision-makers are often faced with a mul-
titude of similar-sounding pleas by asylum seekers and identical certificates from
health professionals and therefore often read these clinical reports with a dose of
scepticism. For example, if a patient has already been in treatment for a year, and
a variety of clinically relevant information is available, the risk of simulation is
far lower than after one initial meeting. Birck (2002) has dealt in depth with this
complex issue (see also Gierlichs et al. 2005). Clinical practitioners are familiar
with the problem of simulation in their patients and should also proceed with
professionalism among refugees — and note in this case, especially in the certifi-
cates, that the question of the simulation was investigated.

Mandatory Conditions for Clinical Professionals

In 2007, the Federal Administrative Court set out minimum requirements for clini-
cal documentation in the asylum procedure (judgement of the Federal Administrative
Court from November 9, 2007): attestations should therefore include the following
points:

* Basis of diagnosis
* Details on treatment, symptoms and objectification of complaints through
examination
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* Information on the severity of the disease, necessity/urgency of treatment and
treatment thus far

e If PTSD is diagnosed and was not mentioned in the initial application: explana-
tion of why the illness was not mentioned before

It is recommended that clinical certificates, attestations and statements addressed
to the immigration authorities, Federal Office for Migration and Refugees or the
Administrative Court refer to the criteria of the Administrative Court in one
sentence.

In addition, on an almost annual basis, the German Medical Association makes
decisions that relate to refugees and their treatment. In order not to go beyond the
scope of this chapter, only the following decisions from the last German Medical
Assembly will be mentioned here (see 276f in the minutes: http://www.bundesaerz-
tekammer.de/downloads/)

The 117th German Medical Assembly in 2014 called on the Federal Government.

* ...To create the necessary conditions in order to meet the requirements set by the
UN Committee Against Torture (CAT) in 2011 for medical and psychological
examinations of refugees undergoing an asylum procedure where there is evi-
dence to suggest torture or trauma (Top VII-65)

e ...To grant asylum seekers as well as other foreigners in a similar position (such
as people without a legal residence status) the same rights to health care as regu-
lar citizens (Top VII-66)

* ...to urge the individual federal states of Germany to ensure that, like the role
models of Bremen, Hamburg and Rostock, contracts with health insurance pro-
viders are made on a nationwide basis according to § 264 para. 1 SGB 'V, allow-
ing asylum seekers uncomplicated access by means of a health insurance card to
the health treatment which to which they are entitled according to the Asylum
Seekers Benefits Act (AsylbLG) (Top VII-67)

The National Chamber of Psychotherapists also regularly makes statements on
the treatment of refugees (June 2013: reprimand about the Federal Government’s
attitude of refusing to enable psychotherapy in traumatised refugees’ native lan-
guages; March 2014: call for fewer bureaucratic barriers for traumatised refugees
wishing to access treatment), as well as the Professional Association of German
Psychologists (most recently in the press release on 6 June 2014, International Day
of the Torture Victim, see Tschischka 2014).

In 2004, in North Rhine-Westphalia, the so-called ‘NRW decree: Information
and Criteria Catalogue TuK NRW’ was issued and made binding. This was the result
of a nationwide working group with representatives of the German Federal States
and Medical Associations (November 2004) and can be accessed under:

http://www.aekno.de/downloads/aekno/kriterienkatalog_nrw.pdf. According to
this document, in questions of deportation, an assessment may not be limited solely
to whether someone is medically capable of taking a flight, but must also take into
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account and portray both obstacles to deportation in the destination country (why
a refugee with a mental health problem cannot return to their homeland) and
domestic obstacles to enforcement (to what extent a person can cope in terms of
fitness to travel from A to B in the case of deportation); this is especially important
if these reasons were not put forward during previous hearings. Since it explicitly
refers to medical and psychological statements and certificates, a knowledge of this
decree is well within the remit of the clinician — whereas anything pertaining to
legal competence should of course be left to the patient’s lawyer and legal
decision-makers.

There is therefore no lack of binding conditions and demands on the part of the
professional associations. We highly recommend that clinical practitioners have a
knowledge of these fundamentals and refer confidently to them.

Standards for Expert Assessment and Examination According
to the Istanbul Protocol

This chapter is not about a detailed assessment of refugees as this topic is beyond
the scope, but for the particularly interested reader, we would like at least briefly to
point out which mandatory standards have been developed:

» Standards for the assessment of people with psychosocial trauma (revised by
Wenk Ansohn et al. 2013; first publication: Haenel and Wenk Ansohn 2004).
After the deportation, imprisonment and re-entry of a Kurdish asylum seeker
from Aachen, general practitioners and psychotherapists in 2001 developed a
statement of position from the professional clinical societies. The goal was to
achieve quality assurance of the clinical reports in asylum and immigration law.
Currently, this is the official training curriculum of the German Medical
Association; such training is available on a regular basis in different Federal
States. On the homepage www.sbpm.de, not only the current dates can be found
but also a plethora of specific professional literature and structuring statements
and assessment reports.

* The UN's Istanbul Protocol was developed by international experts under the
auspices of the UNHCR in Istanbul and published by the UN in 2004. Here, the
focus is on the documentation of mental and physical signs of torture rather than
on the general consequences of experiencing violence, for example, in the con-
text of displacement. The Istanbul Protocol provides clinicians in countries of
origin with suggestions for professional action in the case of torture and pro-
vides clinicians in host countries treating refugees who have experienced torture
with approaches for the detection of torture experiences. In the long term, a
unified document should also allow the prosecution of the torturers; the neces-
sary medical and legal structures are unfortunately still to be created for this
purpose. The homepage www.istanbulprotocol.info is recommended in this
context.
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Resume

This chapter will present Danish ‘models’ of caring/treatment for traumatised refu-
gees. It begins by covering the historical aspects of the work with traumatised refu-
gees in Denmark, then gives a brief overview of immigration in the country; this is
followed by a brief description of the general health services and the network of
special services for this category of patients. The services and the treatment they
offer are then described, focusing on the types of the different therapies used and the
evidence of their effect and concluding with a few points on current developments
and perspectives.

Introduction

There are over 450.000 immigrants, including refugees, in Denmark. About 30 % of
the refugees are traumatised. For these refugees, the first contact with the Danish
healthcare system often takes place in the asylum centres/facilities and is carried out
by healthcare personnel employed in these facilities; alternatively, they may give the
person a referral. For the rest, the first contact is with the GP/family doctors that all
with a residence permit are assigned. The GPs may refer the traumatised refugees
or immigrants to psychiatric specialists/services or to specialised institutions for
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treating trauma. In order to understand the particular profile of the Danish health-
care system and the possibilities and actual care given to traumatised patients, we
will briefly describe its main features.

Historical Aspects

Human rights violations have always been part of human history. As pointed out by
Eitinger and Weis@th (1998), violations including torture have long been used as a
way not only to deal with the defeated enemy as a tool to demonstrate superiority,
but also as a way to keep people on the ‘right track’; those that abjured could be
accused of being disbelievers and subjected to various violations. Over the course
of history, various regimes have used such methods for the above reasons. However,
these methods have also been used in order to punish criminals or extract a
confession.

In many places on the Latin American continent, human rights violations have
been widespread and systematic for a long time, often related to political move-
ments and oppressing regimes. The victims of these violations were often affiliated
with various ideological and social movements and had an above-average educa-
tional and social status. Many of the survivors were compelled to emigrate and
sought refuge and treatment in other countries, mainly in the West, where their
cause became first known and their accounts have caused both indignation and
action among those who volunteered to help as described here.

With Western society’s increasing political focus on the human rights of its citi-
zens, an emerging interest has developed in urging governments to refrain from
practising human rights violations towards their citizens. Nonetheless, several total-
itarian regimes have continued the practice (that was also practiced towards citizens
in colonial settings) stating that the violations were carried out for a purpose that
justified the practice.

It is worth mentioning that professional communities (e.g. physicians or psy-
chologists) have shown surprisingly little concern about such practices over the
years (Eitinger and Weis®th 1998). The consequences of such atrocities on the
physical and mental health of the victims have also received limited attention
historically.

In fact, the recognition that trauma and human rights violations have physical
and mental health consequences upon those inflicted does not date back for long.
Until recently, the prevailing assumption was that primarily those with a weak con-
stitution or a genetic disposition would suffer long-term consequences in relation to
exposure to such events and be unable to cope with it.

However, World War II meant a shift, in the sense that it became evident that the
atrocities that took place in the concentration camps and the Japanese prisoner-of-
war camps had deleterious consequences for those experiencing them irrespective
of their background and previous health.

Research carried out in Denmark and Norway (Rasmussen 1990) demonstrated
clearly that survivors of concentration camps, even years after their liberation,
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showed a higher mortality and more serious morbidity than the remaining popula-
tion (Eitinger and Strgm 1973). Nevertheless, despite this knowledge, violations
and torture have continued as a means to suppress the opposition in a given society,
or under the name of the ‘fight against terror’, to violate persons suspected of terror-
ist activities.

Democracy and civilisation progress everyday (meaning that there is a move-
ment towards democracy as the optimal system of government all around the world),
but war, persecution and torture continue to be present, and all those with a con-
science and a will to fight for justice have a duty to continue their struggle. From
this perspective, it is crucial to remember these objectives and the history to which
they relate. Immigration and trauma are dynamic social phenomena that are here to
stay, and books such as this one will be needed increasingly, but technical and pro-
fessional/medical activities cannot be separated from the human rights aspects of
this issue and can only succeed by going hand in hand.

The Initiation of Therapeutic Interventions

The initiative to start therapeutic interventions directed towards victims of trauma-
tisation is largely the result of the interest expressed by Amnesty International, sur-
prisingly. This human rights organisation, although it does not focus on the
therapeutic dimensions, has a significant interest in documenting human rights vio-
lations. Part of this documentation resulted in an appeal by Amnesty International
in 1973 to the medical profession globally for help to combat torture and to partici-
pate in fact-finding investigations around the world (Kastrup et al. 1987). As a
result, the first medical group in Amnesty International was founded in Denmark in
1974, with the primary aim of verifying and providing documentation, through sys-
tematic investigations of persons who reported having been submitted to human
rights violations, whether or not such violations had indeed taken place. The main
reason for such investigations was to be able to document — based on solid medical
evidence — that violations had occurred and subsequently to use these findings in
later court cases directed towards the perpetrators. In other words, the focus was not
on treatment per se, but on achieving justice for the victims by bringing their perpe-
trators to court.

However, these many medical investigations carried out by concerned physicians
in several countries revealed that, to a large degree, those who had been subjected to
violations manifested a number of both physical and psychological sequelae and
that these health problems required medical interventions. Having documented this,
an obvious question followed: how and where should such treatment take place?

Following an international Amnesty International seminar in 1978, an interna-
tional working group was established with the objective of outlining a treatment
proposal for the victims. In 1979, a subsequent seminar took place in Copenhagen,
organised again by the medical group of Amnesty International (Kastrup et al.
1987) with the main objective of outlining practical initiatives to help the victims.
One of the conclusions was that the establishment of an institution with the aim of
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rehabilitating these victims was needed but that such an organisation was seen as
being outside the authority of Amnesty International. As the Danish medical group
was so prominent in the work, it was decided that members of this group should take
the initiative to found this establishment, and subsequently the International
Rehabilitation and Research Centre for Torture Victims (RCT) was established in
Copenhagen in 1983.

Since then, the treatment approach that was established in 1983 has undergone
continuous development to evolve into the treatment that is offered today. There
was also a focus on monitoring the health and rehabilitation of torture survivors
(Bgjholm et al. 1992). The present reality was made possible by the efforts and
dedication of a group of people, mainly medical professionals, who for decades
have worked to collect evidence about violations, help the victims in many ways
and fight against impunity for the perpetrators of human rights violations who are
the cause of trauma and suffering of thousands. The pioneers of this field in Denmark
are Inge Genetke and others — they have inspired many and created a tradition in this
highly humanistic battle and still continue to inspire many today. Further, we have
seen the establishment of a number of other organisations, both in Denmark and
internationally, which focus on the treatment of traumatised refugees. Some of them
use the same approach to treatment and rehabilitation as the International
Rehabilitation and Research Centre (now DIGNITY — Danish Institute Against
Torture) (Jaranson and Quiroga 2011; www.dignityinstitute.dk); some use other
approaches.

Statistical and Brief History of Immigration in DK

At the beginning of 2013, around half a million immigrants (including refugees and
their descendants) were living in Denmark — out of a total population of 5.6 million
people. Up until 1998, the majority of immigrants and refugees had a Christian
background, followed closely by Muslims, the share of which was approaching that
of the Christians. In 1999, the curves crossed each other, and until 2008, the largest
proportion had a Muslim background. In 2009, the picture changed again, and since
then, Christians once again make up the largest group of immigrants.

From 2005, Denmark has operated a flexible quota of 1,500 places for refugees
(foreign citizens who are at immediate risk of refoulement to their country of origin
or who risk assaults in their country of stay) and an extramedical category (foreign
citizens with special medical needs).

Of the current immigrant population, approximately 18 % come from EU coun-
tries, 35 % from other European countries, 10 % come from Africa and a further
31 % from Asia and Middle Eastern countries. A large proportion of refugees have
been subjected to human rights violations. This group is culturally mixed, and there
is a high prevalence of post-traumatic stress disorder (PTSD) and co-morbid ill-
nesses. A study from 2007 among Danish asylum seekers found 33 countries of
origin, the largest groups coming from Afghanistan, Iraq, Iran, Syria and Chechnya
(Masmas et al. 2008). Of the 142 examined asylum seekers, 45 % had experienced
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torture and 63 % of these lived up to the diagnostic criteria for PTSD. Moreover,
co-morbidity of anxiety, depression and chronic pain, both somatic and musculo-
skeletal, respectively, has a high prevalence among traumatised refugees with
PTSD.

Outline of Health Services in Denmark (With Focus
to Treatment of Trauma)

The Danish health system is characterised by being decentralised and
single-funded.

The hospital sector is public, and hospitals are financed and run by the five
regions (with only a very small private hospital sector alongside). General practitio-
ners are private entrepreneurs but work under contract for the regions. Hospitals are
financed by national/governmental budgets, while general practitioners are paid by
a mixed remuneration system. During the past 20 years, the government has repeat-
edly imposed budget ceilings on the regions, limiting growth in the healthcare
sector.

Family doctors (i.e. general practitioners) are usually refugees’ first contact with
the health services; they therefore function as gatekeepers to psychiatric institutions
and/or trauma centres.

The five regions provide the vast majority of mental health services in the coun-
try and are responsible for the provision of psychiatric care by psychiatric centres
with inpatient and outpatient facilities as well as community psychiatric services.

Denmark has 98 municipalities, which span from small island communities of
only a few thousand inhabitants to the city of Copenhagen with more than 500,000
inhabitants. Given these differences, the conditions for fulfilling their obligations in
relation to provision of social and primary health services vary considerably.

Public and Private Institutions, Organisations and Units
Offering Specialised Treatment to Traumatised Refugees
in Denmark

Previously, immigrants and refugees with PTSD were neglected by the Danish gen-
eral psychiatric services, and even now, the present treatment capacity in the spe-
cialised, interdisciplinary treatment facilities is insufficient. The effectiveness of the
treatment and rehabilitation programmes has yet to be studied and documented.

In 2001, a working group under the auspices of the Ministry of Health con-
cluded, in relation to the rehabilitation of traumatised refugees, that treatment pos-
sibilities in Denmark were unevenly distributed by the healthcare system as a whole.
Furthermore, long waiting lists were reported for the treatment facilities. Overall,
there was a need to develop and improve treatment services to this population. Since
then, many initiatives have taken place. According to the National Board of Health
Specialisation Plan for Psychiatric Care, all five regions should run a specialised
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service focusing on the treatment of traumatised refugees as part of the public men-
tal health services. Highly specialised services to this population should further be
provided by one to two of the regional services. The treatment is offered mainly to
refugees with residence in Denmark or Danish nationals who formerly had a refu-
gee status and have been exposed to trauma and/or torture as a result of war or other
political or organised violence.

Patients with PTSD, including traumatised refugees, generally have a higher
incidence of both somatisation and physical disorders than the general population.
This may mean an increased consumption of primary healthcare, increased pre-
scriptions and ultimately excess mortality, as well as indirect costs such as reduced
quality of life, long-term disability and the social and family burden constituted by
the suffering.

There are specific and persistent physical, medical and social problems for those
living as a traumatised refugee in exile, in addition to the symptoms that are included
in the diagnosis of PTSD. To diagnose a traumatised refugee with PTSD does not
include the whole range of complexity of the effects of torture and traumatic events;
life in exile is in itself associated with problems concerning social adjustment and
isolation, loss of socioeconomic status, separation from family members and the
like.

Furthermore, there is evidence that if left untreated, PTSD may run a chronic and
life-long course. As a consequence, this may lead to mental, physical and social
disability, in turn resulting in considerable human and social costs.

Institutions in Denmark Focusing on Traumatised Refugees

The institutions that either are part of the Danish public health services or have a
contract with them include:

1. Capital Region:
1.1. Competence Centre for Transcultural Psychiatry (CTP)

Treatment comprises contact with psychiatrist, psychologist and social
worker. It includes psychopharmacological therapy, psychoeducation,
structured cognitive therapy and psychosocial support.

Treatment lasts approximately 6 months and is individual. It is highly
manualised and all data is used in research with the purpose of demonstrat-
ing evidence of the treatment offered.

Apart from the public organisations, two other organisations in the capi-
tal region treating traumatised refugees have a contract allowing public
funding:

DIGNITY (Danish Institute Against Torture) and Oasis

1.2. DIGNITY (former RCT)

DIGNITY is a self-governing institution that has gained specialised
knowledge and experience on the basis of which the interventions of
DIGNITY s partners in the South are developed and targeted.
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The interdisciplinary treatment includes contact with medical doctor,
psychologist, social worker and physiotherapist and possibility for referral
to psychiatrist.

Treatment includes psychotherapy, physiotherapy and psychopharmaco-
logical therapy, may be individual, group or family-oriented and typically
lasts between 6 months and 1 year.

DIGNITY carries out a number of projects and programmes within
research and international development, some of them financed by DANIDA
(www.dignityinstitute.dk). In addition to providing hundreds of torture sur-
vivors from all world regions with rehabilitation, DIGNITY is a leading
research and documentation centre on the methods of torture and its effects
on human beings.

1.3. Oasis
Treatment includes contact with a psychologist, social worker and body therapist.

2.

Therapy may include somatic experiencing, cognitive therapy, systemic therapy,
psychodynamic, narrative therapy and mentalisation-based therapy. Referral to a
psychiatrist is possible. Treatment is individual, in groups or family-based.
Treatment usually lasts between 6 months and 1 year.

Zealand Region

Clinic for Traumatised Refugees

Treatment consists of psychoeducation, individual psychotherapy, body therapy,

music therapy, acupuncture and psychosocial support. There is a possibility for
referral to a medical specialist for psychopharmacological treatment. Treatment
lasts 6-18 months.

. Middle Denmark Region

Clinic for PTSD and Transcultural Psychiatry (KFTF)

This is a treatment institution under Aarhus University Hospital, for trauma-
tised refugees, transcultural patients and Danish war veterans. It has a new,
revised treatment concept and also offers treatment to young refugees with war-
related trauma. This centre has a broader scope, compared to CTP or DIGNITY,
for example, these being focused almost solely on traumatised refugees.

The clinic treats refugees and migrant patients who have a need for an inter-
disciplinary treatment approach, with grave psychosocial and health problems
following imprisonment and torture or other war-related experiences. The treat-
ment includes contact with a psychologist, physiotherapist and social worker and
includes psychotherapy, physiotherapy, psychoeducation, health issues inter-
view and contact with a psychiatrist for psychopharmacological treatment. It
may also include workshop activities and other social activities. The treatment
period is around 4—-6 months. The clinic invites the relevant partners to coopera-
tion meetings — most often the patient’s own doctor and the communal case
supervisor, e.g. for treatment of co-morbid somatic illness.

Northern Region

Rehabilitation centre for refugees

Treatment is interdisciplinary and includes contact with a psychologist and
physiotherapist.
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Further contact with a social worker and psychiatrist is offered according to
need.

Treatment may be combined with a municipal offer to socially rehabilitate the
patient.

The treatment duration is around 9 months.

5. Southern Denmark Region

ATT Department for Trauma and Torture Survivors

Based upon the results from the MTA report (see below), patients are divided into
three groups, whereby those with:

1. High bio-psychosocial resources will be offered initial mentalising psychother-
apy and then individual treatment.

2. Medium bio-psychosocial resources will be offered mentalising psychotherapy
and symptom-based group therapy.

3. Low bio-psychosocial resources will be offered individual psychoeducation and
resource-supportive treatment at home. Treatment combines psychological,
somatic and social aspects.

Psychotherapy includes individual home-based treatment, mentalising-based group
treatment with B-BAT physiotherapy, group therapy and possibility of referral to
psychiatrist and possible psychopharmacological treatment.

An important source of information and guidance on matters related to treatment
and care for traumatised refugees is a website called ‘trauma.dk’, which was
established and maintained by a group of organisations active in the field (www.
traume.dk).

Outside mental health services, a recent development has been the establishment of
two migrant health clinics as part of departments of infectious medicine services
at two university hospitals in Copenhagen and Odense. Both clinics provide gen-
eral medical help to migrants exhibiting complicated medical problems, these
frequently having a prominent psychiatric component, but there is no direct clini-
cal connection to psychiatric clinics.

Medical Technology Assessment

In 2008, the Southern Denmark Region published a report (Lund et al. 2008) that
was an outcome of inquiries on a literature review of evidence on treatment and
rehabilitation of patients with PTSD, with particular reference to traumatised refu-
gees. The review is summarised from a medical technology assessment perspective,
a concept that covers the procedures and methods for examination, care, prevention,
treatment and rehabilitation. The purpose of this MTA report was to clarify and
summarise the current evidence on the treatment and rehabilitation of patients with
PTSD, including traumatised refugees, based on a systematic literature review.
Among multidisciplinary, specialised efforts, what forms of treatment improve the
outcome for patients with PTSD? What kind of organisation is optimal for the inter-
disciplinary specialised treatment of patients with PTSD, including traumatised
refugees?
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The report is not intended as a guideline for the diagnosis, treatment and rehabili-
tation of patients with PTSD or as a thorough discussion and analysis of the concept
of PTSD in relation to traumatised refugees. The report should be seen as a state-
ment of the evidence for treatment and rehabilitation of patients with PTSD, includ-
ing traumatised refugees, based on a systematic literature review supplemented by
expert knowledge.

The MTA report is a major contribution in the field, but has also drawn criticism
from professionals for accepting guidelines on the treatment of traumatised refugees
which are not grounded in sound evidence-based knowledge (Nyberg et al. 2011).
The report is also criticised for being a basis for promoting unqualified decision-
making in a political context with diminished economic resources where there is
risk that decision makers would easily fall for the illusion that complex problems
can be solved in an easy and far too cheap way — it is cheaper to pay a ‘mentalising
therapist’ than an interdisciplinary treatment team. In relation to the length of the
treatment period, the illusion is already a reality in several places as several regions
have shortened their treatment: the report promotes one favoured treatment model,
but does not take into account some good and relevant literature sources, for exam-
ple, such as the conclusions from the meta-analysis in the Cochrane Collaboration
review on psychological treatment for PTSD (Bisson and Andrew 2007).

An Overview of the Different Therapies for Traumatised
Refugees Used in Denmark

As is described above, the different organisations have chosen different therapeutic
approaches based on tradition, clinical experience or focus on scientific evidence.

Evidence for effective treatment of traumatised refugees is indeed limited, and
the need for studies in this field is as great and urgent as the human and societal
consequences of costly and ineffective treatments.

The Cochrane review concludes that individual trauma-focused cognitive behav-
ioural therapy (TFCBT), eye movement desensitisation and reprocessing (EMDR),
stress management and group TFCBT are all effective in the treatment of PTSD
(Buhmann 2014). It highlights that trauma-focused treatments are more effective
than non-trauma-focused treatments.

A couple of follow-up studies on traumatised refugees from Denmark without a
control group have been published finding limited evidence for improvement in the
condition of the patients.

The Competence Centre for Transcultural Psychiatry (CTP)
(www.psykiatri regionh.dk)

The following centre is described in somewhat more detail than other current actors
in the field, because from the very beginning of its activity, it has used treatment and
research as an integrated well-established practice in the way it functions, with the
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aim of offering the best known interdisciplinary treatment to its patients. At the
CTP, the target group is traumatised refugees with PTSD, depression and anxiety,
living in the capital region of Denmark. Patients are referred to CTP by general
practitioners or psychiatrists. CTP treats approximately 200 patients per year. The
treatment is interdisciplinary and consists of consultations with a psychiatrist
whereby pharmacological treatment is prescribed according to best practice in the
field and supplemented with cognitive behavioural therapy by a psychologist.
Manuals are used both for the treatment given by the medical doctor and by the
psychologist. With the aim of increasing knowledge about the effect of different
types of treatment for traumatised refugees, several randomised clinical trials have
been completed or are being undertaken at present in parallel with the treatment
since 2009.

Treatments in CTP include a combination of sertraline, mianserin, psychoeduca-
tion and trauma-focused cognitive behavioural therapy (TFCBT). The treatment
administered to each patient is monitored in detail, and changes in outcome and
predictors of change are analysed.

The manualised treatment consists of weekly sessions with a psychiatrist and/or
psychologist over a period of 6 months. The treatment effect is evaluated through a
combination of self-ratings and blinded and non-blinded observer ratings. Outcome
measures include symptoms of PTSD, depression, anxiety, pain and somatisation,
quality of life and level of functioning (HTQ, HSCL-25, SCL-90, WHO-5, SDS,
VAS, Hamilton, GAF). Treatment is offered using professional interpreters, and
screening instruments are translated into the six most common languages in the
patient group.

CTP has developed TRIM (‘Treatment and Research Integrated Model’) — a sys-
tem that takes the data that clinicians normally entered into medical records and
organise the information into checklists instead. From here, the data can be entered
directly into a research database. TRIM makes it possible to carry out research on a
shoestring budget, and another advantage is that the patients who agree to take part
in the research are not stressed by extra activities in connection with their participa-
tion. This model also ensures that refugee patients consistently receive best practice
treatment based on the latest research findings. This has so far led to revisions of the
psychologists’ treatment manual for the cross-cultural target group and also to the
development of a questionnaire which will improve the understanding of how phys-
iological, psychological and social factors affect the outcome of the treatment for
the individual patient. This data will be used to create a culturally adapted and effec-
tive treatment for traumatised refugees.

The CTP’s primary objectives are to increase our understanding of the effect of
medical and psychological treatment for traumatised refugees, to shorten waiting
lists and to make treatment more cost-effective. CTP’s work has also attracted inter-
est internationally, and on that basis, it is currently setting up collaboration with
researchers in Australia, Germany and New Zealand (Sonne 2013).

Since the start of the clinic, systematic data collection is integrated into the daily
clinical work, and the patients’ condition is evaluated through self-rating scales
before and after treatment. Treatment has been manualised from the beginning
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(manuals based on treatment with sertraline and TFCBT, the best practice treatment
of PTSD at that time).

Several studies with code names PTF1-PTF4 (2008 to the present) are also going
on in CTP on transcultural trauma patients in Denmark.

The following paragraphs are taken from the newly defended thesis by Buhmann
(2014).

PTF1

Buhmann (2014) was a large randomised clinical trial that evaluates the effect of the
treatment of a representative sample of chronically traumatised refugee patients
living in Denmark, with sertraline in combination with mianserin and psycho-
education TFCBT and a combination of pharmacotherapy and psychotherapy.
PTF 1 is the first study with sufficient power and one of the first studies with the
strength of a waiting list comparison, as well as being one of the first studies
separating pharmacotherapy and psychotherapy in traumatised refugees. It
thereby accounts for any effects due to spontaneous recovery, and treatment
modalities are examined separately and in combination.

Two hundred seventeen patients completed treatment. A small but significant effect
of treatment with antidepressants sertraline and mianserin and psychoeducation
was found in depression and anxiety symptoms, headache and self-rated level of
functioning. A large significant effect was found in level of functioning after
treatment with medicine compared to waiting list controls. No effect of psycho-
therapy was detected, and there was no interaction between psychotherapy and
medicine. No effect was found of TFCBT as it is implemented in this trial, and
there was no interaction between treatment with antidepressants and psycho-
therapy and therefore no added effect of psychotherapy. Treatment with antide-
pressants, sertraline and mianserin is promising, and adverse reactions associated
with the treatment are limited.

Moderate changes in symptoms of PTSD, anxiety and depression, level of function-
ing and quality of life on self-rating scales were found. This stands in contrast to
the otherwise scarce evidence of the treatment of traumatised refugees and other
PTSD patients, which indicates that an added effect can exist when combining
psychotherapy and medicine in the treatment of PTSD. PTF 1 found no effect of
treatment on PTSD, in contrast to other studies of traumatised refugees.

Despite methodological limitations, the finding of a significant improvement on all
rating scales is important, considering that previous follow-up studies of compara-
ble patient populations have not found significant change in the patients’ condition
after treatment. The study showed statistically significant changes in the condition
of the patients from assessment before treatment to follow-up. Other Scandinavian
studies have found little or no change in patient condition after treatment.

PTF2

Studies of treatment efficacy in PTSD suggest an effect of cognitive behavioural
therapy (CBT) including primary trauma-focused cognitive behavioural therapy
(TF-CBT). Some studies among traumatised refugees also suggest that cognitive
therapies can be effective in this patient group. However, there are no studies of
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whether any form of cognitive therapy is better suited than others for traumatised
refugees. This study aims to investigate the efficacy of CBT with a focus on
stress management and, respectively, cognitive restructuring. Patients are ran-
domly assigned to psychotherapy focusing on either stress management or cog-
nitive restructuring, and everyone also receives standard medical treatment as
described in PTF’s medical manual (2011) (www.psykiatri.regionh.dk).

PTF3

Overall, there are recommendations for larger studies of a homogeneous group of
patients with PTSD, a combination of evidence-based pharmacological treatment
and psychotherapy and assessment of social functioning. These are the recom-
mendations this study will attempt to address. The effect of two different types of
pharmacotherapy (sertraline and venlafaxine) is being studied in combination
with manual-based cognitive behavioural therapy (MB-CBT). Changes in social
functioning in the course of treatment will be compared with changes in PTSD
and depression symptoms. At the same time, the MTA report’s recommendation
on the division of patients into groups according to expected gains in relation to
resources is addressed, and the question of whether such a division is related to
real treatment benefits for patients will be examined (www.psykiatri.regionh.dk).

PTF4

Treatment of traumatised refugees: the effect of basic body awareness therapy ver-
sus mixed physical activity as add-on treatment

The aim of the study is to examine whether physical activity as an add-on treatment
to the usual psychiatric treatment gives an increased effect compared to psychi-
atric treatment only, in terms of mental symptoms (PTSD, depression and anxi-
ety), quality of life, functional capacity, coping with pain and body awareness
(www.psykiatri.regionh.dk).

Future Perspectives for Treatment of Traumatised Refugees
in Denmark

As is evident from the overview, the various treatments available in the regions and
the various institutions in Denmark have many similarities, but also some
differences:

Similarities Differences

Assessment is typically done by using structured Access to psychiatrist

interviews, ratings scales, e.g. Harvard trauma

questionnaire, SCL-90, GAF, WHO-5

Multidisciplinary work — all provide this Auvailability of physiotherapy
Individual psychotherapy is provided by all Treatment of somatic complaints
Psychosocial counselling is provided by all Availability of group therapy
Psychoeducation provided by all Other kinds of therapy, e.g.

music, body workshop training
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In a country the size of Denmark, one may wonder why there are such differ-
ences in the treatment provided for the same population, namely, traumatised refu-
gees, and why there are no national guidelines available.

Several reasons may be given. One reason is that the five regions have a high
degree of autonomy when it comes to provision of healthcare in their region, so dif-
ferences may be due to their prioritising of this treatment.

Another reason could be that the differences are a reflection of different sizes of
the traumatised population and thereby different needs in the different regions.

A third reason could be that the treatment offered reflects differences in the avail-
ability of professionals, e.g. a shortage of qualified psychiatrists in some areas of the
country.

A fourth reason may be historical, namely, that a new treatment facility was
originally established as a contrast to another treatment model that was, for exam-
ple, too medically oriented.

A fifth reason may be that, despite having a multidisciplinary approach, different
centres nevertheless have a particular interest or expertise in a certain treatment (e.g.
music therapy) that may not be available elsewhere.

All in all, this shows that there is still a long way to go until we have a uniform
approach to treatment which is based on evidence and acceptable for all.

Concerns
When wanting to optimise treatment, a number of concerns arise, as listed below:

1. Re: the target population
We have to be aware that the population of traumatised refugees is far from a
homogeneous population, although this is often how the group is perceived by
administrators. On the contrary, it includes persons with very different back-
grounds in terms of education, religion, economic status, etc. as well as very
different resources that need to be taken into consideration when planning
services.
2. Re: staff
There is a need to ensure that staff possess the necessary cultural competence
to manage patients of different cultural and ethnic backgrounds and that there is
an awareness of the important impact that trauma may have on the general
psychiatric morbidity and manifestation of symptoms, also among patients suf-
fering from other psychiatric disorders. Working more frequently with interpret-
ers requires that staff are trained to do so.
3. Re: services
Treatment of traumatised refugees started outside the public health services at
highly specialised institutions. Over time, however, we have seen a movement of
the therapeutic activities towards mainstream public services, thereby providing
the possibility of inspiring the mental health services in general to have a larger
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focus on the impact of trauma as well as cultural matters. It is also important to
be aware that working with interpreters requires extra time and resources.

4. Re: research
There is an urgent need for robust research focusing on determining which inter-
ventions show maximum evidence. Furthermore, there is a need for identifying
factors that have predictive value in determining who may benefit from a given
intervention and thereby providing the possibility of focussing interventions on

those patients.

In relation to the
population

Traumatised refugees
are a multifaceted group
with diverse needs — not
a uniform population or
a homogeneous group
as there is tendency to
see them

Lack of data about the
size of the population,
its socio-demographic
profile, its utilisation of
services

In relation to staff

Enhancement of the
cultural competence
of staff

Language barriers
with training in the
use of interpreters

Training in specific
topics related to the
diagnostics and
treatment

In relation to services

Complexity of
clinical cases
presented —
compared with local
population

Patients may have
difficulty choosing
the appropriate
service for a given
problem

Extra resources of
manpower and time
in clinical
management

Need for
information, etc. in
different languages
There is no
information on
whether it is better to
be part of public
system services or
outside them — such
as Qasis, etc.

International Collaboration and Networking

In relation to
research

Need for robust
results related to
evidence of
treatment

Evaluate short-term
treatment in order to
fulfil unmet needs

Need to identify
factors that predict
who may benefit
from intervention

CTP’s model of
treatment and
research, focus on
predictors, etc.
should be promoted
and expanded

The humanistic attitude and a high level of solidarity are characteristics of the
Danish healthcare system in general and especially of the array of institutions and
organisations mentioned above that are involved in the care and treatment of trau-
matised refugees in Denmark.

A broad understanding of the issues and an open and active attitude are among
those factors that characterise the activities in this field in Denmark and that make it
an obvious and necessary obligation to communicate and network with colleagues
and institutions in other countries, related to treatment and research exchanges and
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mutual support. In this era of globalisation, this feature is increasingly important
and is a factor that promotes and helps the cause of a world without torture and with
proper care of the victims of violence worldwide.
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