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Editorial on the Research Topic
 Long Term Impact of War, Civil War and Persecution in Civilian Populations



This special volume of “Frontiers in Psychiatry” has a focus on different aspects of extreme violence, human rights violations, and mental health. The subject is unfortunately highly relevant, as in spite of a growing number of international conventions, statements and contracts, violence and violations of the human rights covered by this documents, is rather increasing than diminishing on a global scale. International humanitarian and human rights standards have defined actions as not permissible “under and circumstances, whatever” (1, 2). This reflects the concept of “natural law” or “jus cogens,” i.e., the understanding, that protection against some extreme acts of violence is obviously a basic concept of human ethics and that consequently protection must be given in an equal degree to everyone. The principle further reflects, that this acts have been documented not only to damage democracy, economy, and the development of peaceful civil society, but also to have a severe impact on public and especially on public mental health (3) to a degree that it might create more challenges then even the most commonly discussed Psychiatric illnesses, such as schizophrenia. Violence is destructive in two ways. On the one hand it destroys necessary health and other infrastructure and leads to brain drain of health care experts (4), while on the other hand it creates an increase in needs for that services through deprivation and physical and psychological injuries. Understanding long-term impact requires complex models especially in regard to the impact on populations, as explored by Musisi and Kinyanda in African communities. DroŽdek et al. have explored the limitations of the common models that are based on PTSD as major impact indicator and proposes more comprehensive approaches for a better understanding of trauma. Kienzler and Sapkota have explored the long – term impact in Nepal, a region that has experienced civil war and human rights violations for decades (5). Extreme acts such as torture, and especially sexual torture, civil war, or genocidal actions have been further shown to have an impact not only on the immediate victims, but also on family members and society. Hoffman and Shrira have explored this important issue that further underlines the need of prevention of violence. Recent data also show that there is a transgenerational impact (6), probably even by epigenetic mechanisms (7). Shahini et al. have documented the impact on (former civilian) war veterans together with their family members in Kosovo, a country facing ongoing social and economic problems (8). Increase of suicide and suicidal ideation is a frequently observed problem, and Marie Ingabire and Richters have explored this problem in Congolese refugees in Rwanda.


WHO ARE THE PERPETRATORS?

There is a wide range of forms and perpetrators of such human rights violations, from obvious ones such as abductions and enslavement of Yezidi women by “non-state actors” such as ISIS/DAESH in Iraq and Syria (9, 10), torture and violence against women and other groups in Iran, or actions frequently described as genocidal against minorities as in Maynmar, or in the people's republic of China. This development is also supported by the abuse of the term of “terrorist” by governments against opposition parties, minorities, and human rights defenders to justify what cannot be justified (11). Understanding how perpetrators are created is important not to justify their actions, but rather to better understand the impact on victims and especially to prevent future violence by early interventions. Further, community and group processes should receive special attention. Vyshka and Çomo have explored this aspect in Albania, a country still haunted by the shadows of a bizarre dictatorship.



WHAT CAN BE DONE?

In acts of violence affecting large populations as in the Rwanda genocide or atrocities in South Africa and Uganda, new models aim at supporting surviving victims and their family members that often have to live together with perpetrators in the same regions by “transitional” justice models like traditional courts and “justice and reconciliation” committees (12). This is expected to help to recreate post-conflict countries in reconfirmation of civil society and rule of law, and give at the same time psychosocial support and reconfirmation to victims. The needs of victims independent from medical and psychiatric concepts and traditional treatment models or diagnostical categories (13) are often summarized by three key aspects. They include a confirmation of what has happened, as perpetrators frequently deny the reality of atrocities besides their responsibility in these acts. Further survivors and their family members need confirmation that the acts were wrong and cannot be justified, and a guarantee of “non-repetition,” which is linked to the two earlier aspects. Refugees might need more immediate care and reliable protection, at a minimum until the situation in the home country has significantly improved, which might require transitional justice approaches as outlined above.

Trilesnik et al. are presenting the first data on the important international “RefuKey” stepped treatment project for refugee populations. Ekblad presents a model focusing on the factor of health literacy and human rights in displaced populations, as missing this aspect can increase the risk for long-term sequels in these populations.

The present collection of articles in “Frontiers” brings together articles on different so far insufficiently covered aspects of these problems from different regions of the world. We hope to contribute to a broader discussion on the subject and the editors and “Frontiers in Psychiatry” invite you to enjoy the excellent research and considerations presented by our authors.
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Introduction

The Albanian society suffered deep changes and restructuring immediately following WWII. And as if it were not enough, the society was shaken up for decades thereafter. The population was forced to live in a constant collective psychosis of war, with an imaginary ‘enemy’ continuously at the gate, apart from multiple everyday restrictions and an almost complete isolation from the neighboring countries (1, 2).

The Second World War (WWII) in the form it affected Albania, with subsequent invasions of fascist Italians and Nazi Germans, was almost simultaneously tinged with the colors of a civil war. Border skirmishes with Yugoslav partisans took place in the northern areas, sometimes corresponding with the crimes perpetrated from communist Albanians themselves. These factors, along with the Italian–Greek war whose hostilities happened partially on Albanian soil, have obviously rendered the theme of war, martyrs, heroes, and survivors, a highly popular one as part of the public political discourse (2, 3).

The moment when communists started ruling Albania might appear to coincide historically with the end of the Second World War; instead the psychological state of war induced by the regime was obviously not over. The psychosis of the war kept on looming with ebbs and tides for more than forty years (1945–1990), and has almost always been present in the psychological and physical environment, and unrelentingly broadcasted by official mass media (4).

The psychiatric and mental consequences in individuals following war, post-war, chronic exposure to hostilities, ill-treatment, and torture related to belligerencies, have been studied among Holocaust survivors (5). Other authors have enlarged their scope of study, and even of the diagnostic notions depicting war-related disorders (6, 7). However, large-scale studies on war impact are usually limited to a simple PTSD model of impact, without consideration of the complex impact of an imaginary of impending war, leading to continuous fear, avoidance behavior, and maladaptive coping styles that will potentially affect generations of a post-war society, even when there is overlapping symptomatology between PTSD and this complex changes in the large group’s members (8).

The Post War as a Continuity of Everlasting Hostilities

The communist propaganda took particular care to put pressure on the general population by, as noted before, continuously evoking the fear of an impending aggression. The case of Albania might be not unique; however, different strategies of influencing general opinion and fomenting feelings of incessant aggression have been documented during the cold war in the region (9).

One of the most productive and efficient strategies to make Albanians believe that the war was “not over,” or at least imminent, were the graphic representations recalling the war. This mission was performed through flooding the country with tombstones and headstones of the dead patriots, mainly from the Second World War. The extension of these graphic monsters inside the territory was immense, and the writings on these stony premises evoked the incessant presence of the heroes: these are and must be immortal, i.e. still alive and among the people.

The number of stone monuments (‘lapidar’ – from Latin lapis, lapid – ’stone’) exceeded 500 all over the Albanian soil, and was clearly decreasing after 1990 due to degradation, removal or deliberate destruction (10). Nevertheless, this massive presence for almost forty years (their construction started almost immediately after the end of WWII) might have played an important role into shaping the general opinion approach toward the alleged immortality of heroes.

The stone monuments were obviously not the only way that the official propaganda kept on imposing beliefs on the population (Figures 1 and 2, Supplementary material). The idea of heroes’ immortality while fighting against the enemy, limited in reality mostly to the WWII years, has been a preferred subject for the production of movies, media, and literature (11). Working always under a very strict censorship, almost the entirety of all authors’ works, papers, movies, and pictures, highlighted mainly the official policy of the governing party. Some free space (if any) could have been found solely in the interactive discourse between the official doctrine and the individual contributions to the public discourse (12).

The indoctrination and the perseverance on the theme of war, mixed up with a sense of glorification towards the dead, spread all over the society. In an attempt to incessantly control the public opinion, war (mainly WWII) and its aftermath were immortalized in sculptures, pictures, movies, and written media of all forms; from everyday journalism kitsch to serious literary works of hundreds of pages.

As the country entered an unprecedented period of state atheism (1967–1991), religious views were silenced or merely transformed, in a strongly death-denying culture (13). Some behavioral models and changes had therefore time to bloom into a delusional state and collective state of mind we perceive as a form of collective “war psychosis”. The alarmism spread from continuous imaginary threats that the communist regime reported on a daily basis, the militarization of the society with a huge amount of micro bunkers covering Albania and built within a psychotic dictator’s regime, the morning sirens that announced foreign assaults that never took place; all these and other factors strongly influenced post-war generations (Figure 3 and Supplementary material). Behavioral models and life experiences were therefore influenced and distorted — not merely as a cultural trope.

An Immortal, Albeit Hostile General

The novel “The General of the Dead Army” of Ismail Kadare that we want to take as an example for the symbols and delusions of immortality was published in Albanian in 1963, and thereafter translated in several languages and re-published, with a first translation in French some seven years after the launch. The plot is focused on the everyday miseries and passions of an Italian general, visiting Albania with the task of exhuming and repatriating the remains of the soldiers, fallen during the lost battles of his country’s army that invaded Albanian soil during WWII. The novel has been adapted as a movie in three versions, two different Albanian productions and one French–Italian coproduction (14), so it can be used for analysis of the public discourse.

A particular, obviously pathological state of mind is depicted, especially through identification and misidentification based delusions that gradually occupy the psychic horizon of the main actor, the General. Believing himself to be immortal and identifying his own image with that of a lost corpse, specifically that of the colonel Z, the General ambivalently pursues an insistent search of the fate of the dead colonel, and still conceals the remains of the latter, through dispersing the bones immediately after uncovering his skeleton. This psychic drama of the delusional belief in immortality, the particular setting of a post-war environment, and the figure of an army general collecting exhumed skeletons, are the main components of this complex history of psychotic despair.

The history of exhuming soldiers’ corpses from Albanian soil has been a long one, and recently flared up again with the re-burial of Greek soldiers fallen during the Italian–Greek war of ‘40ies. Italian, British, and German soldiers have had also their historical share and war cemeteries have been built up to honor respective sacrifices (Figure 4 and Supplementary material).

The novel The General of the Dead Army was an artistic mirror not only of the repatriation of Italian soldiers’ remains. This last operation was organized and performed some ten years after the WWII was over. The person in charge of the real mission was a military chaplain in the ecclesiastic hierarchy; whereas the writer in the novel separates the man in charge into two different characters: that of the General and that of the Priest.

Uncovering skeletons and packing human remains is obviously not a simple and unemotional job. The General itself will endure the hardship of digging into the past. The hostilities might have been in reality been over, but the atmosphere encircling post-war life was not pacific. In a desperate attempt, focused to uncover the remains of colonel Z, the General identifies himself with the lost colonel. He starts flirting with his beautiful widow, and through undergoing a delusive process of identification with the lost corpse of the colonel, the acting character (the General) goes through nightmares, flashbacks, insomnia and delusional fantasies about a war he never experienced directly. After the serendipitous discovery of the remains of colonel Z, he decides to throw out the sack with the bones: at that point, the delusion was terminated. Unable to accept the incorrect and delusional identification, the General could not stand the idea, that after all, he was only identifying himself with a person killed during the WWII at least a decade before. The belief in immortality persisted for at least two hundred twenty pages of the novel of about two hundred sixty; the lines below describe the moments when the General gets rid of the remains of a corpse with whom he identified himself for a long time, till the uncovering of the bones corroded the delusion:

“…The general stumbled form the second time over the sack.

It’s this sack, he thought suddenly. It’s this sack that’s the trouble. It’s almost done for us once tonight. Up until now everything had been going perfectly, but now this sinister sack has forced its way into our lives and everything is going wrong!

“It’s this sack that’s put a jinx on us,” he said out loud.

“What did you say?” the priest answered.

“I say that this sack is bringing us bad luck,” the general repeated.

And as he spoke he gave it a vindictive push with his foot. The sack tumbled down the slope and fell with a resounding thwack into the water flowing at the bottom…” (15).

The Rise and the Fall of a Delusion

It might seem that the novel The General of the Dead Army is a solitary reflection of the post WWII Albanian society vis-à-vis the recent past. Instead, partly reckoning with the legacy of Italy’s fascism and the ravages of the Italian invasion and occupation, the writer deals a lot – although implicitly – with the Albanian present (16). Writing under socialism was not an easy job; however, the regime itself used and widely abused the potential of arts and literature to act as mass media, and influence the general opinion, modulate beliefs, and shape emotional group processes (12, 17).

The literature and arts in the post WWII Albania were state-sponsored and therefore, deeply identified with the official ideology. The novel ‘The General of the Dead Army’ (‘The General’) was one of the most successful and widely read; it was included in the study of literature at almost all curricula covering levels from the obligatory education to the Universities. All together, the bulk of written literature and graphic arts produced and sponsored, reflecting the war heroism and its aftermath, aimed as noted before at creating the subconscious feeling of immortal conquerors.

In order to complete the illusive immortality paradigm, the presence of the enemy needed to be kept uninterrupted, and obviously threatening. The General dealt with exhuming corpses of his nation’s army that was defeated in Albanian soil during WWII, but through a continuous emotional process, the General itself underwent a delusional experience. While flirting with the widow of the dead Colonel Z. and vesting himself as his reincarnation, he was dealing right from the start with a hostile, if not very unusual environment described with terms close to psychotic imagery: Table 1 reproduces some of the terms depicting the perceived environment.





	
Table 1 | Quotes from the text (15).





	
Page


	
 





	
Describing a threatening, hostile environment





	
3


	
Foreign soil





	
3


	
Menacing mountains





	
9


	
From graveyard to graveyard





	
9


	
His campaign against the mud





	
42


	
…slits were vertical then the little forts had a cruel, menacing expression





	
67


	
The circle of bystanders was gazing at them with popping eyes





	
203


	
Generals always inspire respect





	
The General and his counterpart: emotional experience and physical representation





	
4


	
Feeling of pride





	
5


	
…face devoid of all expression





	
6


	
…companion’s taciturnity





	
11


	
Expressionless features





	
11


	
Absent gaze





	
12


	
…felt alarm run through every fibre of his being





	
19


	
…severe profile and impassive, masklike features 





	
43


	
Indecipherable expression in the villagers’ eyes





	
43 


	
We remind them of the invasion…





	
53


	
Heavens! Anyone would think I’m having hallucinations…





	
125


	
“A nightmare,” the priest said. “Another night I saw Colonel Z. in a dream…”





	
137


	
…even a sort of evil spell, something sinister anyway, dogging this work of ours…





	
138


	
Sense of oppression





	
217


	
I must sleep, he thought. Sleep, sleep … I must sleep at all costs





	
Words from the afterworld





	
14


	
Don’t worry, your grave’s going to be deep, really deep





	
14


	
…not to leave any clues behind, for fear someone might just notice something and dig his body up again.





	
61


	
…I have crossed over into a kingdom of bones, of pure calcium





	
77


	
…you’ll die like a dog and no one will be able to recognize that carcass of yours





	
83


	
Such exaggerated attachment to a husband who’s been dead twenty years…





	
88


	
…any greater satisfaction for an old soldier than that of pulling his old enemies back up out their graves? It’s like a sort of extension of the war









The quotes and pages of the Table 1 are selected from the English Version translated by Derek Coltman (Vintage Books, 2008) (15).

The menacing mountains and the foreign soil were the background to a hard physical task (page 3) because the General had the task of running from a graveyard to the other, in his desperate campaign against the mud threatening the excavations (page 9) (15). His counterpart, the Priest who is the companion on this grizzly pilgrimage, will mirror some ambiguous feeling that probably are actually those of the main character – the General itself.

Some emotional reactions in this process are indirectly described through the gaze and the facial features of workers employed to perform exhuming work, or bystanders that curiously follow up the General during his journey: Table 1.

The feeling of pride of the General (page 4) will be soon overshadowed by the taciturnity of the Priest, his companion (page 6); but this is just the beginning of the flourishing delusional situation. The General himself speaks about hallucinations on page 53; some seventy pages further he has a nightmare while dreaming of the dead (yet immortal) Colonel Z (page 125). Some kind of ‘evil spell’ seems to control the psyche of the main character, as the sense of oppression (page 138) is thereafter replaced by a severe loss of sleep (page 217).

Not less interesting are the dilemmas and thoughts coming from the afterworld ghosts of soldiers, inserted in italics inside the chapters of the novel, sometimes interrupting the main flow of the storytelling (Table 1).

The author himself will at the end present the idea of the everlasting war: the exhumation – if not profanation of graves – can be seen as a form of extension of the war (page 88).

All these written materials; and other art works reproducing (even fictionally) the WWII and its aftermath, have as noted before been omnipresent part of the Albanian public discourse: hence the psychological potential of keeping the hostilities alive even when there was no war to fight (18). The enemy was there: exhumed and therefore still able to fight and cause damage. The immortality of heroes (partisans) could not stand firm if this page of history was closed. The never-ending war has deeply influenced society and its generations. Several times, authors have suggested that the future of Albania even after the death of the communist dictator would have been conditioned more from its past, rather than from present international developments (19).

Conclusive Remarks

According to DSM-5 delusions are fixed beliefs, not amenable to change in light of conflicting evidence (20). Abundant psychological and psychiatric research has considered post-war settings, with post-traumatic stress disorder being probably the main theme. However, when reporting on “war neurosis” (in the older psychiatric terminology), some authors, referring particularly to Balkan culture and setting, have even talked about a specific ‘partisan hysteria’ (6, 7, 21).

Cotard’s syndrome is a rare and uncommon syndrome, which is characterized by various symptoms such as nihilistic delusions, hypochondriacal delusions, delusions of immortality, depression, and anxiety (22). Other forms such as delusions of missing organs, “walking corpse” syndrome, denial of existence and ideas of damnation might be part of the same spectrum, with some authors blaming diverse neurological conditions for this unusual psychopathology (23). From the very wide notion of the delusional disorders, Cotard syndrome is considered as ‘monothematic’ with contributing factors that influence two levels: the experiential and the inferential (24). Very close to each other, there is an interesting practical explanatory scheme offered by Ramachandran and Blakeslee (24) for Cotard and Capgras delusions.

Its coexistence with other forms of delusions might be quite well possible within the background of a florid psychopathology (25). The fictional case of a psychotic General dealing with the hard work of exhuming and repatriating soldiers’ remains from a recently fought war is just an illustration of how the propaganda fomented delusions.

Assmann discusses the concept of pietas referring to religious rituals in the Ancient Greek literature, and the concept of fama defined as the glorious memento of individuals after death and the immortalizing of the name of deceased (26). Greek epos is a living sign of how heroes are considered immortal, be that in the pre- or post-Homeric; with the cult of heroes if not being the same, coming very close to the cult of gods (27).

The Balkan area and other countries that once were part of the Ottoman empire have been of great interest to psychology and psychiatry. In fact, continuous civil and inter-ethnic wars culminating sometimes to genocide have impressively influenced the collective consciousness. Vamık Volkan has been one of the most prolific authors on this issue. He suggested the term of ‘chosen trauma’, namely the shared mental representation of a massive trauma that the group’s ancestors reportedly suffered at the hand of an enemy kept artificially alive (28). While commenting on monuments in Eastern Europe, he has underscored their function to reawaken chosen traumata through group symbols, manipulate groups, and induce group regression as a quasi-psychotic state to justify future aggression and wars (28, 29).

The communist regime in Albania suppressed religion but the virtual immortality it granted to the war heroes probably contributed in turn to a new form of religion. Other authors have also commented on the fact that humans intuitively believe that they survive death, although from a quite different perspective (30). A thorough scrutiny of death rituals in the Balkan area might offer further evidence of distorted perceptions vis-à-vis deceased persons and death as a process. A good example are the death rituals in the Greek Mani region described by Fermor where bones are exhumed and heroic poems are recited to keep the memory of dead warriors (and sometimes other persons) alive (31, 32).

In one of the most popular recent (1995) movies, the Bosnian born Serbian film-maker Emir Kusturica described a group of former partisan war heroes and their supporters, living in a psychotic underground post-communist micro society, producing military weapons, while the leaders convinced them that the war was actually not over in order to himself remain in power (33).

In summary, post-WWII Albanian society has been living under the burden of an unrelenting war psychosis. The enemy was “at the gates”, and if not ready to assault, this assault would be seen as just a question of time. The huge number of concrete bunkers (more than one hundred seventy thousands) scattered over the small territory of the Mediterranean country during the time of the communist regime reflecting Hoxha’s paranoiac position when leader of the country, contributed to the creation of a state of siege. Literature, graphic arts, cinematography and all other mass media were serving the same idea that the war was not over. Hence the heroes were still alive: their immortality meant that the enemy was still a continuous threat, with the society called to identify with the heroes in the defense of the country.
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Aim: This study aimed to explore the effects of war traumatic exposure on emotional and behavioral problems in a sample of Kosovar war veterans and the wives of veterans 16 years after the 1998–1999 war, as well as whether the level of education, income, well-being, and substance use are predictors for emotional and behavioral problems.

Methods: Self-report data were obtained from 373 adults, 247 male war veterans (66.2% of the sample) and 126 wives of other male war veterans (33.8% of the sample). The sample was recruited from a list of war veterans provided by the Kosovar National Association of War Veterans. The mean age of participants was 45.42 [standard deviation (SD), 7.64] years. Measurements comprised a sociodemographic brief structured interview, the Well-Being Index (WHO-5), the Harvard Trauma Questionnaire, and the Adult Self Report (ASR). Logistic regression analysis was conducted to explore if the demographic variables were predictors for ASR general scales and subscales. Multivariate analysis of covariance was performed by adding as covariates the continuous variables pointed out in the logistic regression analysis as discriminating factors between the groups. Post hoc analyses were corrected, and we estimated partial η2 to measure the effect size.

Results: The higher traumatic exposure during the war, the greater the tendency to have emotional problems and behavioral problems for both kinds of participants. The result showed that there were no differences on the prevalence of emotional and behavioral problems between the two groups, and both veterans and wives of veterans had no differences on seeking professional help for their emotional and behavioral problems. Wives of veterans living in rural areas showed higher scores on almost all ASR scales compared with those living in urban areas or even with those of veterans from urban and rural areas. Veterans with elementary education level had the highest scores compared with other groups. Veterans with poor well-being had the highest scores compared with other groups. Using Internalizing, Externalizing, and Total Problems as outcome variables and trauma exposure, smoking, drinking alcohol, and well-being as predictors, we found that the model was a significant predictor for both male and female participants on these three scales.

Conclusion: The relationship found between the level of exposure to traumatic events and emotional and behavior problems, as well as the factors that moderated such relations, in war veterans and their wives, should help global mental health researchers address the contextual dimensions of this relationship and identify better ways to prevent and treat those problems.

Keywords: war traumatic experience, emotional and behavioral problems, veterans, wives of veterans, predictor

Introduction

War and its consequences remain a challenge for mental health professionals because of specific dynamics that accompany individuals who were either witnesses and/or active participants in it. Studies have shown that conflict situations cause more mortality and disability than any major disease, destroying communities and families and often disrupting the social and economic development of nations (1). Nevertheless, the world is increasingly engaging in armed conflict, a significant part of which is not carried out by individuals trained in war craft, making their reactions even more complex. The war of 1998–1999 in Kosovo involved 36,000 people in combat, most of whom were not trained as professional soldiers.

A 2016 study in Kosovo (2) found a posttraumatic stress disorder (PTSD) prevalence of 11.2% in Kosovar war veterans 8 years after the conflict. Another study (3), which investigated long-term mental health outcome in Kosovo 8 years after the Balkans war, found a prevalence of 33% for PTSD or major depressive episode in a community sample. A large epidemiological survey conducted in the Balkans found prevalence for mood and anxious/depressed disorders of 47.6% and 41.8%, respectively, in 648 Kosovar adults (4).

Although many studies have studied combatants upon their return from service or combat, health professionals continue to debate about the effectiveness of the treatment of those who are faced with mental health problems, as well as about the impact of such problems on family members. A very important argument that should be considered in the context of this relationship is that the mental health problems of veterans are closely related not only to their service or participation in war and their traumatic exposure in the war, but also to the conditions in their lives when they return from war, how they perceive their situation, and the strategies they use to deal with stress. It is understandable that war causes deep moral dilemmas for every individual, but long-term consequences are related to the dilemma of survival, especially when their expectations are not met for the individuals, their families, and their society. Previous wars have demonstrated that veterans’ needs peak several decades after their war service, highlighting the necessity of managing current problems and planning for future needs (5).

During the 1998–1999 war, Kosovars were exposed to intense social disruptions including death of family members and being forcefully separated from home and family. People’s need for social support intensified at the same time that their support system was disrupted. The presence of psychiatric disorders and chronic use of experiential avoidance were expected to disrupt the process of trauma recovery and increase the difficulty of building the elements linked to high quality of life (6). Financial support, physical well-being, and other demographic variables remain to be explored in their relation with traumatic exposure and emotional and behavioral problems. This very complex context also includes the family, particularly the veterans’ wives.

The number of studies examining the effects of war on veterans continues to grow. However, the same cannot be said about research carried out on the effects of war wounds on the wives of veterans. The results are often focused on negative aspects, showing an increase in psychological problems among veterans’ wives (7, 8), with fewer studies focused on positive outcomes.

Posttraumatic stress disorder, the most common and perhaps the most visible result of participating in war, is characterized by a variety of symptoms of hypervigilance (9) with aggressive behavior (10, 11), as well as nonphysical forms of aggression (12). Posttraumatic stress disorder is often accompanied by an increased level of anxiety, depression (13), somatic symptoms, and difficulties in functioning.

In previous research, more than a third of war veterans’ wives were found to meet the criteria for secondary traumatic stress (14), and veterans’ PTSD was related to lower levels of marital adjustment (15–17). The findings of a considerable number of studies indicate that wives of veterans with PTSD are at an increasing risk of experiencing psychological problems and a lower level of marital adjustment than the general population (18–20). Furthermore, levels of avoidance, emotional numbness, and anger among veterans with PTSD are particularly connected with increased psychological and marital distress of their spouses (19).

The present study tested two hypotheses. The first hypothesis proposed that wartime traumatic exposure would predict emotional and behavioral problems in a sample of war veterans and the wives of veterans as assessed with Adult Self-Report (ASR). Building on this model, the second hypothesis stated that low level of education and income, poor well-being, and substance abuse would be additional predictors for a high level of emotional and behavioral problems.

Methods

The study reported here is related to a larger study (unpublished manuscript, 2019) of the transfer of trauma through generations, which involves children of veterans of the 1998–1999 war in Kosovo. The war was fought by the Kosovo Liberation Army (KLA), which had been created to respond to Serbian repression against the Albanian population such as the massacre of 53 members of one family (21). Most people in the KLA did not have military training, and some of them did not even have any prior experience using weapons. There are no final data about the exact number of war veterans in Kosovo, as different sources present different numbers.

Participants

We obtained self-report data from 373 adults, 247 male war veterans (66.2% of the sample) and 126 wives of other male war veterans (33.8% of the sample), a significant gender difference, t(373) = 39.25, p = 0.001 (Table 1). The sample was recruited from a list of 24,577 war veterans provided by the Kosovar National Association of War Veterans. This list, which was obtained from an Institute of Medicine (IOM) report, was compiled immediately after the war. However, it should be noted that there are various lists of Kosovar war veterans, with numbers given ranging from 13,000 to 47,000. The latter number most likely includes people who contributed to the war in noncombat roles (e.g., medical care, food supply, armaments supply, etc.) who registered on the longer list to obtain government benefits for war veterans. We used the IOM list as it seemed to be the most reliable source for actual KLA combat veterans. From this list, we identified 800 veterans from six regions of Kosovo who had at least one child of 6 to 18 years. We invited these 800 veterans to consent to their child’s participation in a study of the effects of the Kosovar war on children of veterans, and 574 veterans (71.8%) gave consent. On the day of the scheduled data collection interview, 247 veterans and 126 wives of other veterans came to the data collection site and completed the forms for their children, as well as three additional forms about themselves. Data for the remaining children were obtained from other family members (e.g., older brother/sisters or grandparents), who were not asked to complete the additional self-report measures.





	
Table 1 | Distributions of demographic variables for participants.





	
Variables 


	
Categories


	
N


	
%


	
Chi square 





	
Subject Gender


	
Male


	
247


	
66.20%


	
χ2(1) = 39,25 p = 0.001 





	
Female


	
126


	
33.80%


	
 





	
Ag groups


	
18- 35


	
31


	
8.30%


	
χ2(1) = 259.30 p = 0.001 





	
36-60


	
342


	
91.70%


	
 





	
Place


	
urban


	
193


	
52.00%


	
χ2(1) = .606 p = 0.436 





	
rural


	
178


	
48.00%


	
 





	
Education


	
Elementary


	
126


	
33.80%


	
 





	
Secondary


	
143


	
38.30%


	
χ2(2) = 6.15 p = 0.046 





	
Higher 


	
104


	
27.90%


	
 





	
Do you smoke?


	
Yes


	
153


	
41.00%


	
 





	
Sometimes


	
25


	
6.70%


	
χ2(2) = 126.13 p = 0.001





	
No


	
195


	
52.30%


	
 





	
Do you drink alcohol 


	
Yes


	
10


	
2,70%


	
 





	
Sometimes


	
60


	
16.10%


	
χ2(2) = 395.16 p =0.001 





	
No


	
303


	
81.20%


	
 





	
Do you have any illness


	
No


	
301


	
80.70%


	
χ2(1) = 140.59 p = 0.001 





	
Yes


	
72


	
19.30%


	
 





	
Have you ever consulted a health professionals’


	
No


	
334


	
89.50%


	
χ2(1) = 233.31 p = 0.01 





	
Yes


	
39


	
10.50%


	
 





	
 


	
Very low


	
91


	
24.4%


	
 





	
Incomes


	
Low


	
189


	
50.4%


	
 





	
 


	
Moderate


	
81


	
21.7%


	
χ2(3) = 167.1 p = 0.001





	
 


	
High


	
13


	
3.5%


	
 





	
Wellbeing


	
Poor wellbeing


	
84


	
22.5%


	
 





	
Moderate


	
184


	
49.3%


	
χ2(3) = 44.7 p = 0.001





	
Better wellbeing 


	
105


	
28.2%


	
 





	
Traumatic experience during the war


	
High


	
16


	
4.40%


	
 





	
Moderate


	
185


	
50.50%


	
χ2(2) = 139.78 p = 0.001 





	
Low


	
165


	
45.10%


	
 









The mean age of participants was 45.42 (SD, 7.64) years, which did not differ significantly by gender (t(371) = 1.64, p = 0.101). Education level of participants was 33.8% (n = 126) with elementary education, 38.3% (n = 143) with secondary education, and 27.9% (n = 104) with higher education. There was no association between gender and education level (χ2(2) = 1.68, p < 0.431). Incomes were categorized according to average public sector income per month in Kosova: 0 to 200 euros (very low income; people with social assistance) = 24% (n = 91); 201 to 400 euros (low income) = 50.4% (n = 188); 401 to 800 euros (moderate income) = 21.7% (n = 81); and greater than 800 euros (high income) = 3.5% (n = 13). There was no association between gender and income (χ2(3) = 1.12, p < 0.771).

Measures

Sociodemographic sample characteristics were assessed using a brief structured interview. Wartime exposure and symptom severity on emotional and behavioral problems were assessed by means of the following three self-report questionnaires.

Well-Being Index (WHO-5). The WHO-5 is among the most widely used questionnaires assessing subjective psychological well-being. The WHO-5 is a short questionnaire consisting of five simple and noninvasive questions that tap into the subjective well-being of the respondents. This questionnaire has been translated in 30 languages and has been used in research studies all over the world. Our sample also showed very good internal consistency, with Cronbach’s α = 0.891 for the total sample, veterans α = 0.903 and wives α = 0.859. Higher scores mean better well-being.

Harvard Trauma Questionnaire. Part 1 (The Trauma Events Scale) of the Harvard Trauma Questionnaire (HTQ-R) assesses 41 categories of traumatic life events that respondents may have experienced during the war (e.g., as “combat situation” and “forced separation from family members”), with response options of “yes” and “no.” The HTQ has demonstrated good internal consistency (22, 23) across culturally distinct populations. Our sample also showed very good internal consistency on the HTQ-R, with Cronbach’s α = 0.856 for the total sample, veterans α = 0.858 and wives α = 0.853. From the sum of all variables in this questionnaire, we created a new variable in distinct categories using a cutoff of +2 SDs. The categories of traumatic exposure were 1 = low exposed group = 1 SD, 2 = moderate exposed group >1 SD − <2 SD, 3 = high exposed group >2 SDs above mean, level of exposure during the war.

Adult Self-Report Form. The ASR questionnaire (24) asks participants questions about what they have experienced in the last 6 months. The ASR has 134 items, 11 of which describe socially desirable qualities and the rest of which describe various behavioral, emotional, social, and thought problems. Completion time is generally between 25 and 40 min. For most responses, participants use a three-level Likert scale: 0 = not true, 1 = somewhat or sometimes true, 2 = very true or often true. The last three items consist of questions about the number of days in the past 6 months the respondent has used tobacco, alcohol, and drugs.

The ASR has eight empirically based syndrome scales Anxious/Depressed: Anxiety-Depression, Withdrawn, Somatic Complaints, Thought Problems, Attention Problems, Aggressive Behavior, Rule-Breaking Behavior, and Intrusive Behavior. The sum of the scores on the Anxiety-Depression, Withdrawn, and Somatic Complaints scales yields a broad-spectrum Internalizing Problems score, whereas the sum of the Aggressive Behavior, Rule-Breaking Behavior, and Intrusive Behavior scores yields a broad-spectrum Externalizing score. The third broad-spectrum scale is Total Problems, the sum of all problem items on the form. The ASR also has six Diagnostic and Statistical Manual of Mental Disorders (DSM)–oriented scales: Depressive Problems, Anxiety Problems, Somatic Problems, Avoidant Personality Problems, Attention-Deficit Hyperactivity (ADH) Problems (with Inattention and Hyperactivity-Impulsivity subscales), and Antisocial Personality Problems, plus two scales based on research conducted by others (Obsessive-Compulsive Problems and Sluggish Cognitive Tempo). For all problem scales, a higher score represents a higher severity. The 11 personal strengths items (e.g., “I make good use of my opportunities”) are summed to yield a Personal Strengths scale score, with higher scores indicating more strengths. In our sample, the ASR manifested excellent internal consistency: Cronbach’s α = 0.942 for the total sample, α = 0.941 for veterans and α = 0.943 for wives. There were no significant differences in α by gender.

Statistical Analyses

The main descriptive data (mean, SD, frequencies) were calculated for all variables. Differences in sociodemographic and clinical variables were investigated with χ2 or analyses of variance (ANOVAs) for categorical and continuous variables, respectively.

T scores for all ASR scales were calculated based in Kosovo population norms (25). Logistic regression analysis was conducted to explore the possible prediction of demographic variables on ASR broad scales and subscales. Statistical performance of R2 effect-size measures (26) also provided an effect size estimate of the variance accounted for by the indirect effect.

Multivariate analysis of covariance analysis was performed by adding as covariates the continuous variables identified in the logistic regression analysis as discriminating factors between the groups. Post hoc analyses were corrected, and we estimated partial η2 to measure the effect size. All data were analyzed using SPSS/PC software version 24.0, and all statistical tests were bilateral with a p ≤ 0.01.

Results

We defined the prevalence of significant emotional and behavioral problems using a T score cutoff point of 60 (84th percentile, borderline + clinical range). For veterans and for wives of veterans, respectively, prevalence was 8.1% and 11.9% for Total Problem scores, 10.1% and 11.1% for Internalizing Problems, and 6.9% and 7.1% for Externalizing. There were no gender differences on the prevalence rate for these broad-spectrum ASR scales.

Effects of Demographic Factors on ASR Scores

Gender. Means and SDs for male veterans and wives of veterans on all ASR problem scales are presented in Table 2, with gender differences tested using independent-sample t tests. Females had higher scores than males on only one of the ASR scale, namely, Somatic Complaints, t = −2.48, degrees of freedom (df) = 371, p = 0.014. No significant differences were found based on religion or place of residence (rural vs. urban).





	
Table 2 | Prevalence of empirical Total Problems of ASR according to gender.





	
	
	
Male


	
Female





	
	
Normal


	
95.1%


	
96%





	
Anxious/Depressed


	
Borderline


	
2%


	
2.4%





	
	
Clinical


	
2.8%


	
1.6%





	
	
Normal


	
92.7%


	
90.5%





	
Withdrawn


	
Borderline


	
3.6%


	
5.6%





	
	
Clinical


	
3.6%


	
4%





	
	
Normal


	
86.2%


	
88.9%





	
Somatic Complaints


	
Borderline


	
7.3%


	
6.3%





	
	
Clinical


	
6.5%


	
4.8%





	
	
Normal


	
78.9%


	
81%





	
Thought Problems


	
Borderline


	
12.6%


	
11.1%





	
	
Clinical


	
8.5%


	
7.9%





	
	
Normal


	
93.9%


	
93.7%





	
Attention Problems


	
Borderline


	
3.6%


	
4.8%





	
	
Clinical


	
2.4%


	
1.6%





	
	
Normal


	
93.9%


	
94.4%





	
Aggressive Behavior


	
Borderline


	
3.2%


	
4%





	
	
Clinical


	
2.8%


	
1.6%





	
	
Normal


	
92.7%


	
92.1%





	
Rule-breaking Behavior


	
Borderline


	
4.9%


	
4.8%





	
	
Clinical


	
2.4%


	
3.2%





	
	
Normal


	
91.1%


	
88.9%





	
Intrusive


	
Borderline


	
7.7%


	
7.1%





	
	
Clinical


	
1.2%


	
4%





	
	
Normal


	
82.2%


	
83.3%





	
Internalizing


	
Borderline


	
7.7%


	
5.6%





	
	
Clinical


	
10.1%


	
11.1%





	
	
Normal


	
85%


	
81%





	
Externalizing


	
Borderline


	
8.1%


	
11.9%





	
	
Clinical


	
6.9%


	
7.1%





	
	
Normal


	
82.2%


	
79.4%





	
Total


	
Borderline


	
9.7%


	
8.7%





	
	
Clinical


	
8.1%


	
11.9%





	
	
Low strengths


	
87.4%


	
89.7%





	
Personal Strengths 


	
Moderate strengths 


	
3.6%


	
1.6%





	
	
Higher strengths 


	
8.5%


	
8.7%









Residence. Although no main effect of place of living was found, visual inspection of mean scores suggested a possible gender × residence interaction, which was tested in a series of two-way ANOVAs (Table 3). Significant interactions were found only for Internalizing Problems, F = 6.60, df = 1, p = 0.01); η2 = 0.02. As seen in Table 2, females living in rural areas had higher scores on these scales than those living in urban areas and then males in either urban or rural areas.





	
Table 3 | Mean and standard deviation for ASR Total Problems and t test results according to gender and place of living.





	
	
Male


	
Female


	
Urban


	
Rural





	
	
Mean (SD)


	
Mean (SD)


	
Mean (SD)


	
Mean (SD)





	
Anxious/Depressed


	
6.1(4.9)


	
7.1(4.9)


	
6.8(5.3)


	
5.91(4.3)





	
Withdrawn


	
2.8(2.7)


	
2.8(2.7)


	
2.9(2.9)


	
2.7(2.4)





	
Somatic Complaints


	
3.5(3.7)


	
4.5(3.9)


	
4.1(4.1)


	
3.5(3.4)





	
Thought Problems


	
2.8(2.5)


	
3.1(3.2)


	
3.1(2.6)


	
2.7(2.9)





	
Attention Problems


	
4.3(4.2)


	
5.3(4.1)


	
4.8(4.6)


	
4.4(3.6)





	
Aggressive Behavior


	
4.2(3.8)


	
4.3(3.4)


	
4.4(4.1)


	
4.1(3.1)





	
Rule-breaking Behavior


	
2.5(2.8)


	
2.1(2.6)


	
2.5(2.5)


	
2.1(2.5)





	
Intrusive


	
2.8(2.1)


	
2.8(2.1)


	
2.9(2.1)


	
2.6(1.8)





	
Internalizing problems


	
12.4(9.7)


	
14.4(9.9)


	
13.8(10.7)


	
12.2(8.5)





	
Externalizing problems


	
9.6(7.3)


	
9.2(6.6)


	
10.1(7.8)


	
8.8(6.1)





	
Total of emotional and behavioral problems


	
37.7(26.1)


	
41.2(24.1)


	
40.7(28.1)


	
36.4(22.2)





	
Personal strength


	
16.1(5.9)


	
15.6(4.5)


	
16.1(4.3)


	
15.6(6.4)









Income. We also analyzed the effects of income on ASR scores. For males, income category had a significant effect on Anxious/Depressed, F = 3.96, df = 3, p = 0.009, η2 = 0.047; Withdrawn F = 3.72, df = 3, p = 0.01, η2 = 0.04; and Attention Problems F = 3.76, df = 3, p = 0.01, η2 = 0.04. Post hoc tests indicated that the only significant pairwise effects (p < 0.01) were between the very low-income group and the moderate-income group. Male participants from the very low-income group had significanly higher scores on DSM–Depressive Problems, DSM–Avoidant Personality Problems, and DSM-Inattention, compared with those with low and moderate income.

For female participants, income category had a significant effect on Anxious/Depressed, F = 4.57, df = 3, p = 0.005, η2 = 0.101, and Internalizing Problems scores, F = 4.06, df = 3, p < 0.009, η2 = 0.09. Post hoc tests indicated significant differences between the very low-income group and both the low- and moderate-income groups (p < 0.01). For female participants, significant differences were also found in DSM–Depressive Problems; DSM-Anxiety Problems; DSM–Avoidant Personality Problems, and DSM-Inattention.

Education. Participants were categorized into three groups based on education: elementary (E), secondary (S), and higher education (H). Significant effects for education level were found for male participants on Total Problems, F = 4.44, df = 2, p = 0.01, η2 = 0.04. According to Bonferroni correction tests, the elementary education group had significantly higher scores than those in the 2 higher education groups. When multivariate analyses of variance were conducted to test the effect of education level on the ASR subscales, results were significant for four scales for males, with the lowest problem scores in the higher education group and the highest problem scores in the elementary education group: Attention Problems, F = 7.32, df = 2, p = 0.001, η2 = 0.058 (H < S < E); and Rule-Breaking Behavior, F = 7.30, df = 2, p = 0.001, η2 = 0.06 (H < S < E). Male participants with higher education were also found to have significantly lower scores compared with the elementary education group on DSM–Depressive Problems; DSM–Avoidant Personality Problems, DSM-Inattention, and DSM–Antisocial Personality Problems.

For female participants, education level did not have a significant effect on the ASR broad scales. Education categories for female participants were found to have significant effects only in DSM-Inattention, with the elementary education group having significantly higher scores compared with those with higher education, but not to those with secondary education.

Traumatic Exposure Effects. As described above, traumatic exposure was categorized as low (L), moderate (M), and high (H) for both male and female participants. Significant effects for traumatic exposure were found for male participants on most of scales: Anxious/Depressed, F = 10.3, df = 2, p = 0.001, η2 = 0.024; Withdrawn, F = 7.8, df = 2, p = 0.001, η2 = 0.03; Attention Problems, F = 11.1, df = 2, p = 0.001, η2 = 0.058; Aggressive Behavior, F = 11.9, df = 2, p = 0.001, η2 = 0.01; Rule-Breaking Behavior, F = 11.6, df = 2, p = 0.001, η2 = 0.06; Internalizing, F = 11.5, df = 2, p = 0.01, η2 = 0.03; Externalizing, F = 11.1, df = 2, p = 0.01, η2 = 0.03; and Total Problems, F = 12.3, df = 2, p = 0.01, η2 = 0.04 (Table 4). According to post hoc analysis, male participants with low traumatic exposure during the war reported lower scores than males with moderate or high traumatic exposure during the war (p < 0.01). On the other hand, no significant differences for traumatic exposure were found for males on the Intrusive syndrome or the Personal Strengths scale. Traumatic exposures during the war was found to have a significant effect on the mean scores of all DSM scales for male participants, with participants with higher exposure having higher scores on all DSM scales (p < 0.01) compared with those with low and moderate exposure during the war.


Table 4 | ANOVA results for Total Problems of ASR according to traumatic experience, SES, education, drinking and smoking.
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For females, traumatic exposure had significant effects on Somatic Complaints, F = 7.12, df = 2, p = 0.01, η2 = 0.11 (H > L > M); Attention Problems, F = 4.51, df = 2, p = 0.01, η2 = 0.07 (H > M > L); and Internalizing Problems, F = 4.61, df = 2, p = 0.01, η2 = 0.07 (M > H > L). For female participants, traumatic exposure was found to have significant effect on Depressive Problems; Somatic Problems; ADHP; and Inattention. Females with higher traumatic exposure had significant differences compared with those with a low level of exposure.

Well-being. Participants were categorized into three groups based on well-being in poor (P), moderate (M), and better (B). Significant effects for well-being were found for male participants on 11 scales: Anxious/Depressed, F = 6.82, df = 2, p = 0.001, η2 = 0.05; Withdrawn, F = 7.82, df = 2, p = 0.001, η2 = 0.06; Somatic Complaints, F = 5.00, df = 2, p = 0.007, η2 = 0.04; Thought Problems, F = 4.52, df = 2, p = 0.012, η2 = 0.04; Attention Problems (F = 12.28, df = 2, p = 0.000, η2 = 0.09; Aggressive Behavior, F = 5.14, df = 2, p = 0.007, η2 = 0.04; Rule-Breaking Behavior, F = 6.99 df = 2, p = 0.001, η2 = 0.05; Internalizing, F = 8.66, df = 2, p = 0.00, η2 = 0.07; Externalizing, F = 5.22, df = 2, p = 0.006, η2 = 0.04; and Total Problems, F = 7.98, df = 2, p = 0.00, η2 = 0.046. According to Bonferroni correction tests, the better well-being group had significantly lower scores than those in the two other groups. Male participants with better well-being were also found to have significantly lower scores compared with the other group on DSM–Depressive Problems; DSM–Avoidant Personality Problems, DSM-ADHD; DSM-Inattention, and DSM–Antisocial Personality Problems (p < 0.01).

For females, well-being had significant effects on Anxious/Depressed, F = 10.50, df = 2, p = 0.000, η2 = 0.15; Withdrawn, F = 7.46, df = 2, p = 0.001, η2 = 0.11; Somatic Complaints, F = 4.76, df = 2, p = 0.01, η2 = 0.07; Attention Problems, F = 10.08, df = 2, p = 0.00, η2 = 0.14; Aggressive Behavior, F = 6.99, df = 2, p = 0.001, η2 = 0.10; Rule-Breaking Behavior, F = 6.00, df = 2, p = 0.003, η2 = 0.09; Internalizing Problems, F = 10.44, df = 2, p = 0.00, η2 = 0.15; Externalizing Problems, F = 4.51, df = 2, p = 0.01, η2 = 0.07; and Total Problems, F = 9.99, df = 2, p = 0.00, η2 = 0.14.

For female participants, well-being was found to have significant effect all DSM-scales, except for DSM–Obsessive-compulsive disorder (p > 0.01).

Effects of Drinking and Smoking. Drinking was categorized into the categories of regular drinker (R), nonregular drinker (NR), and nondrinker (N). Significant effects of drinking category were found for men on Anxious/Depressed, F = 5.09, df = 2, p = 0.007, η2 = 0.04 (R > NR > N); Thought Problems, F = 11,79, df = 2, p = 0.001, η2 = 0.088 (R > NR > N); Aggressive Behavior, F = 4.78, df = 2, p = 0.009, η2 = 0.038 (R > NR > N); and Total mean scores, F = 4.59, df = 2, p = 0.01, η2 = 0.036 (R > NR > N). Results of Bonferroni correction showed that regular drinkers had significantly higher mean scores than nondrinkers, and also nonregular drinkers had significant differences from nondrinkers. For DSM scales, drinking categories had a significant effect for male participants only on DSM–Avoidant Personality Problems, DSM-ADHP (and the Hyperactivity-Impulsivity subscale), and Obsessive-Compulsive Problems. Results showed that nonregular drinkers had significantly higher scores than nondrinkers on those four scales.

For females, drinking alcohol had a significant effect on Anxious/Depressed, F = 4.63, df = 2, p = 0.01, η2 = 0.07 (NR > R > N); Attention Problems, F = 4.37, df = 2, p = 0.01, η2 = 0.06 (R > NR > N); and Externalizing Problems, F = 4.07, df = 2, p = 0.01, η2 = 0.06 (NR > R > N). Significant differences according to Bonferroni correction were found between NR drinkers compared with nondrinkers and not found with regular drinkers. For female participants, drinking was related to only two DSM scales, ADHP and the Inattention subscale, with nonregular drinkers having higher scores that nondrinkers.

Multivariate analyses of variance indicated that smoking category (regular smokers = R, nonregular smokers = NR, and nonsmokers = N) had no significant effects on mean scores of any ASR scales for male participants, but it was significant for female participants on nine scales: Anxious/Depressed, F = 8.85, df = 2, p = 0.001, η2 = 0.126; Withdrawn, F = 7.63, df = 2, p = 0.001, η2 = 0.11; Somatic Complaints, F = 4.20, df = 2, p = 0.01, η2 = 0.06; Thought Problems, F = 4.52, df = 2, p = 0.01, η2 = 0.069; Attention Problems (F = 7.17, df = 2, p = 0.001, η2 = 0.11; Aggressive Behavior, F = 12.89, df = 2, p = 0.001, η2 = 0.17; Rule-Breaking Behavior, F = 8.25, df = 2, p = 0.001, η2 = 0.118; Intrusive, F = 4.73, df = 2, p = 0.01, η2 = 0.07 (NR vs. N, p = 0.02); and Total Problems, F = 12.69, df = 2, p = 0.001, η2 = 0.17. Female nonsmokers had lower scores in all ASR scales than the R and NR smoking groups (regular and nonregular group), but Bonferroni correction showed that only the differences between NR smokers and N smokers on Withdrawn, Somatic Complaints, Thought Problems, Attention Problems, and Intrusive (p < 0.01) were significant. Female participants from the category of nonregular smokers had significantly higher scores on all DSM scales (except Anxiety scale p > 0.01) compared with those in the nonsmokers group. Bonferoni correction showed that significant differences were found between nonsmokers with nonregular smokers in DSM–Somatic Problems, DSM–Avoidant Personality Problems, DSM-Inattention, and DSM–Antisocial Personality Problems. Between nonsmokers and regular smokers, significant differences were found in DSM–Depressive Problems and DSM-ADH Problems (and the Hyperactivity-Impulsivity).

A MANOVA was conducted to test the effect of Personal Strengths categories (low [L], moderate [M], higher strengths [H]) on ASR scales. Results showed that Personal Strengths categories had significant effects on almost all scales of ASR except, Somatic Complaints, Attention Problems, and Rule-Breaking Behavior for male participants. Male participants from the group with low personal strengths had significantly higher problem scores compared with participants from higher personal strengths on scales Withdrawn, F = 3.41, df = 2, p = 0.001, η2 = 0.055 (L > M > H); Intrusive, F = 6.76, df = 2, p = 0.001, η2 = 0.054 (L > M > H); Internalizing, F = 4.86, df = 2, p = 0.009, η2 = 0.038 (L > M > H); Externalizing, F = 3.83, df = 2, p = 0.002, η2 = 0.048 (L > M > H), and Total Problems, F = 6.16, df = 2, p = 0.002, η2 = 0.048 (L > M > H).

For DSM scales, personal strengths categories had significant effect on Anxiety Problems, F = 24.99, df = 2, p = 0.001, η2 = 0.171 (L > M > H), and Obsessive-Compulsive Problems, F = 6.13, df = 2, p = 0.003, η2 = 0.048 (L > M > H).

The same results were found for female participants. For eight empirical scales including the three broad scales, personal strengths had significant effects except on Thought Problems. In DSM scales, only Somatic Complaints, Inattention, and Hyperactivity-Impulsivity subscales were not found to be affected by personal strengths. Bonferoni correction showed that significant differences were between the higher personal strengths group and the lower personal strengths group, but not with those who reported moderate strengths. Results showed that more personal strengths were associated with fewer emotional and behavioral problems in both participants.

Multiple Regression Results

Multiple regression was used to test the prediction of ASR scales by traumatic war experience, smoking, drinking alcohol, and well-being for veterans and the wives of veterans. Using Internalizing Problems, Externalizing Problems, and Total Problems as outcome variables and trauma experience, smoking, drinking alcohol and well-being as predictors, we found that the model significantly predicted Internalizing Problems for male participants (F(4, 242) = 14.75, p < 0.001, with R2 = 0.199). Traumatic exposure (Btrauma = −0.32, t(242) = −5.31, p < 0.001), drinking (Balcohol = −0.17, t(242) = −2.93, p < 0.001), and well-being (Bwell-being = −0.23, t(242) = −3,79, p < 0.001) contributed significantly to the model, but smoking (Bsmoking = −0.04, t(242) = −1.79, p = 0.41) did not. The multiple regression model for male participants with all four predictors also produced significant effects for Externalizing (F(4, 242) = 11.69, p < 0.001, with R2 = 0.16) and Total Problems (F(4, 361) = 27.75, p < 0.001, with R2 = 0.20). Only smoking did not contribute to the multiple regression model for Total Problems and Externalizing Problems (Table 5).


Table 5 | Multiple regression analysis summaries for traumatic experience, wellbeing, smoking and drinking predicting Internalizing, Externalizing and Total problems.

[image: ]



For female participants, we found that the model significantly predicted Internalizing Problems (F(4, 122) = 8.11, p < 0.001, with R2 = 0.216). Traumatic exposure (Btrauma = −0.32, t(122) = −2.71, p = 0.008) and well-being (Bwell-being = −0.302, t(122) = −2.71, p = 0.008) contributed significantly to the model, but smoking (Bsmoking = −1.73, t(122) = −1.96, p = 0.51) and drinking (Balcohol = −2.47, t(122) = −1.47, p = 1.47) did not. The model produced significant effects for Externalizing (F(4, 122) = 5.73, p < 0.001, with R2 = 0.16) in female participants when smoking (Bsmoking = −1.45, t(122) = −2.42, p = 0.01) was a significant predictor. The model significantly predicted Total Problems (F(4, 122) = 7.30, p < 0.001, with R2 = 0.21), and only drinking did not contribute significantly to the model.

We looked for interaction effects between these four variables for Internalizing Problems, Externalizing Problems and Total Problems. There was a significant interaction effect between war exposure and smoking with Internalizing Problems F(4) = 4.31, p = 0.002, for veterans, but this was not the case for wives of veterans. Veterans with high exposure during the war and were smokers had more Internalizing Problems than those having low exposure and nonsmokers. We observed an interaction effect between well-being and smoking F(6) = 2.86, p = 0.012, with Internalizing Problems for veterans. Veterans with poor wellbeing and smokers had more Internalizing Problems compare to those that had better wellbeing and nonsmokers. For the wives of veterans, the interaction effect was not significant for all the scales.

Discussion

Our multiple regression analysis indicated that traumatic exposure, drinking, smoking, and well-being combined in one model explained 18.5% of Internalizing Problems, 16.4% of Externalizing Problems, and 20.5% of Total Problems for veterans. For the wives of veterans, the model explained 21.6% of the variance in Internalizing Problems, 16.3% of Externalizing Problems, and 19.9% of Total Problems. Results showed that traumatic exposure, drinking, and well-being were most significant predictors for emotional and behavioral problem in veterans and the wives of veterans.

The overall prevalence rates of elevated Internalizing (10.1% in males vs. 11.1% in females), Externalizing (6.9% vs. 7.1%), and Total Problems (8.1% vs. 11.9%) in our study were not high, given that we used a 16th percentile cutoff point using Kosovar norms. In addition, we did not find any effect of gender on prevalence. Our rates are also comparable to those found in other countries, such as in a UK military sample (27), which found a prevalence of 4.5% for any anxious/depressed syndrome, 1.8% for somatization disorder, 18% for alcohol abuse, and 11% for any depressive syndrome.

Other studies that did not use the same questionnaire or methodology have reported that depression was more common than PTSD in war veterans, and with regard to long-term effects, PTSD seems not to be the most common challenge for those who are unwell (28–32). Instead, alcohol, depression, and anxiety disorders are the most commonly observed difficulties in these studies. There are studies that found a high correlation between PTSD and depression (33, 34), suggesting that there may be a substantive relationship between them.

Our finding of few significant gender differences between veterans and wives of veterans is consistent with another study (35) of the prevalence of mental health problems in veterans’ wives seeking help in primary care, which found that they have the same prevalence of problems as their spouses, despite the fact that wives of veterans were less preoccupied with the stigma against receiving primary care services. A study of Vietnamese refugees resettled in Australia for 11 years (36) suggested that they may show good mental health adaptation. Furthermore, the overall service burden of mental disorders was lower for Vietnamese resettled refugees compared with Australian-born respondents. This could reflect cultural differences in the expression of mental distress (37, 38). It could also mean, however, that there was a lack of specialized facilities and services that would allow the veterans and their wives in our study to explore their trauma, which might cause them to turn inward and keep it inside the family system.

Also, the study found that both veterans and wives of veterans had no differences on seeking professional help for their emotional and behavioral problems. Only one veteran and none of the wives of the veterans had asked for professional help, even though 35 veterans and 35 wives of veterans had “Total Problems” scores in the clinical range. Emotional and behavioral distress related to the negative interpersonal effects of the veterans’ and wives of veterans’ untreated invisible wounds may influence the access to services as well. A high percentage of soldiers were not accessing health and psychological care or not receiving adequate treatment (39).

Posttraumatic stress disorder has been the focus of many studies, whereas emotional and behavioral problems more generally do not seem to have been widely addressed. However, some studies have been interested in exploring the connection of emotional problems with PTSD (40). High levels of anxiety were found in veterans with PTSD and in those without PTSD. This leads to the interesting conclusion that high levels of anxiety in disabled veterans might result from still unprocessed traumatic exposure and unsuccessful adaptation to their physical disabilities, but this does not explain why high prevalences have been found in those without PTSD (41). Meanwhile, other studies (42) found that the prevalence of psychiatric disorders was similar in disabled non-Gulf veterans and disabled Gulf veterans (19% vs. 24%).

It was reported that although the symptoms of PTSD and panic did not change after the soldiers returned, the symptoms of depression, anxiety, and alcohol use had increased significantly (43). We may speculate that because of lack of services and high level of stigma, many wives and veterans may remain untreated, even though the changes in family dynamics after the return of veterans from the war and the culture of communication within family make it necessary for all of them. “Veterans we worked with in Kosova may have been forced to cultivate a stoic sense of heroism and devotion to the homeland, but many of them are not able to convey what they really feel concerning the reality: the goal of protecting their family and in particular their children. Many veterans’ families remained without institutional support. They ensured the survival of their family with great difficulty. Our assumption is that they developed an unspoken language that protected them from social pressure but at the same time helped make a distinction between reality and their interior world” (44).

The importance of social support from family and friends is found to be a significant predictor for traumatic symptoms among people who have missing family member(s) as a result of war and who have experienced ambiguous loss (45). Social support was associated with lower levels of both depression and anxiety in a community sample in Mitrovica (46).

It may be speculative, but it seems that the wives of veterans in our sample have managed to synchronize their symptoms within the family even in the absence of specialized services for them and their spouses. This raises the question of whether primary care services are able to provide professional services for the treatment of war-related mental health problems.

A very interesting fact that was not well documented immediately after the end of the war is that a large part of the people in Kosovo who have had health problems, including mental health problems, did not experience exacerbation of their problems in the absence of therapy during the exodus from Kosovo to neighboring countries. Rather, they reported in clinical settings that they were stabilized and that the symptoms returned as soon as they returned home. Mental health resarchers have been attempting to discover the mechanisms that have caused this phenomenon.

Our study found a low prevalence of regular drinking, but the occasional use of alcohol was more common among veterans and wives of veterans. Use of acohol has been reported to be more common among veterans (47–49), but this was not the case in our sample, or at least it is not greater than in other countries, as we had no previous national data for comparison. Our findings are consistent with some similar studies (50), even if they did not use mostly Muslim participants. However, in interpreting these data, we must consider the culture of Kosovo. Over the past 20 years, alcohol and tobacco use has not been a cutural norm in Kosovar families.

Global social-political changes have created far more roles and responsibilities for women. This is true in Kosovo as well. Inadequate preparation of the society for the complex process of female emancipation may correspond to the phenomenon of alcoholism. What is apparent in our society in recent years is the promotion of alcohol to women, which has diminished the proportion of male drinkers. Alcohol is turning into a trend for young people. However, the use of alcohol, in the veteran as well as in the nonveteran population, is not high in our country. Excessive use of alcohol is associated with feelings of insecurity, loneliness, decreased self-esteem, stress, frustrations, discomfort in couple relationships, divided life (partner or part of the family in migration), and health problems (51). An interesting argument might be that the use of alcohol could be a way of dealing with adjustment disorder (52).

The alcohol consumption among military spouses or partners is related to similar factors as among women in the general population (53). Although the percentage of alcohol use has been very low in women, its regular use has been found to be associated with more emotional problems such as anxiety, attention problems, and aggressive behavior. The fact that among the wives of veterans alcohol consumption was associated with behavioral problems is no cause for surprise. While smoking had no significant effects on scales of ASR for veterans, it had a significant effect on veterans’ wives scores in the Internalizing, Externalizing, and Total Problems scales and also in all scales of ASR compared with those in the nonsmoking group. There are studies that support the relationship between alcohol use and smoking and mental health problems (54, 55).

Our study produced interesting results about the influence of sociodemographic variables, such as education, income, and place of living, on emotional and behavioral problems. Wives of veterans living in rural areas showed higher scores on almost all scales of ASR compared with those living in urban areas and to veterans from both urban and rural areas.

Veterans from the low education group had the highest scores compared with other groups. For wives of veterans, there were no differences between groups in all three broad scales of ASR according to education level. Low income was found to be a significant predictor for emotional and behavior problems. Such results are found in other countries too.

All subscales of the ASR were found to have significant mean differences according to traumatic exposure except Intrusive scale for male participants. In all these eight scales, the highest scores came from the higher-exposure group of veterans. Female participants showed significant differences between exposure groups only for Somatic Complaints. The moderate group contains higher scores than the two other groups.

Complex mental health symptoms experienced by people who are faced with traumatic events, such as war, migration, and other types of traumas, place mental health scientists in a position where they must attempt to elucidate the structure of the relationship between symptoms and events. It is not enough to build programs or services that are shaped by explanations that are truncated and not comprehensive or scientific. There are suggestions for providing components for building a verifiable conceptual framework that allows for the understanding of individuals’ mental health, resilience, and adjustment to migration challenges (56), which may be applied to the war experience challenges too.

Limitations

The findings of this study should be viewed in the context of some limitations. First, we recruited participants from the IOM list of 24,577 war veterans provided by the Kosovar National Association of War Veterans, which was compiled immediately after the war. We used this list because it appeared to be the most reliable source for actual KLA veterans, as opposed to also including people who played a support role in the war but were not fighters, such as supply and medical personnel. The noncombatants who subsequently registered as war veterans have, in fact, become a troubling political issue because they are so numerous and because there is little consensus about whether they should receive the same kinds of benefits as combatants receive. In any event, had we used one of the other longer lists, we might have ended up with a somewhat different sample, including men who were noncombatants, which would have detracted from our study. Second, self-report questionnaires were filled out by the veterans and veterans’ wives, but our participants were not dyads (couples) because of the fact that they were initially recruited to be informants about their children. Third, our participants may not have accurately reported their trauma level. Fourth, the number of drinkers among the participants in each of the groups was very small. We found several interesting interactions, which might be fruitful to explore in observational studies. Finally, because these data were cross-sectional, any proposed causal pathways must be considered with care.

Conclusion

Parsing out the relationship between the level of exposure to traumatic events and emotional problems and behavior in veterans and their wives would help global mental health researchers address the contextual and experiential dimensions of this relationship. Risk of indirect traumatization including transgenerational transmission underlines the importance of such research. When provided with information on the moderated effects of demographic variables, mental health professionals will be able to identify measurable factors that determine resilience or vulnerability and to better develop and evaluate targeted prevention, treatment, and recovery strategies for mental health problems. Significant training needs to exist among primary care services to improve knowledge of and expertise on veterans’ mental health issues and those of their family members.

Data Availability

The datasets generated for this study are available on request to the corresponding author.

Ethics Statement

The study was performed in accordance with the Declaration of Helsinki and was approved by the Ethical Review Committee of the Medical University of Pristina. Written informed consent has been obtained from all study participants.

Author Contributions

MIS wrote a first draft of the manuscript. LR, MES and SU reviewed and commented the version. MES and LR revised the commented version, which was reviewed again by all coauthors.

References

	1.	Murthy RS, Lakshminarayana R. Mental health consequences of war: a brief review of research findings. World Psychiatry (2006) 5(1):25–30. 

	2.	Shahini M, Shala M. Post-traumatic stress disorder in Kosovo veterans. SAGE Open (2016) 6(1):1–7. doi: 10.1177/2158244016633737

	3.	Eytan A, Munyandamutsa N, Nkubamugisha PM, Gex-Fabry M. Long-term mental health outcome in postconflict settings: similarities and differences between Kosovo and Rwanda. Int J Soc Psychiatry (2014) 61:363–72. doi: 10.1177/0020764014547062

	4.	Priebe S, Bogic M, Ajdukovic D, Franciskovic T, Galeazzi GM, Kucukalic A, et al. Mental disorders following war in the Balkans: a study in 5 countries. Arch Gen Psychiatry (2010) 67:518–28. doi: 10.1001/archgenpsychiatry.2010.37

	5.	Institute of Medicine. Returning Home from Iraq and Afghanistan: assessment of Readjustment Needs of Veterans, Service Members, and Their Families. Washington, DC: The National Academies Press (2013). doi: 10.17226/13499

	6.	Kashdan TB, Morina N, Priebe S. Post-traumatic stress disorder, social anxiety disorder, and depression in survivors of the Kosovo war: experiential avoidance as a contributor to distress and quality of life. J Anxiety Disord (2009) 23:185–96. doi: 10.1016/j.janxdis.2008.06.006

	7.	Solomon Z, Shimrit D-A, Gadi Z, Danny H. Marital adjustment, parental functioning, and emotional sharing in war veterans. J Fam Issues (2011) 32(1):127–47. doi: 10.1177/0192513X10379203

	8.	Calhoun PS, Beckham JC, Bosworth HB. Caregiver burden and psychological distress in partners of veterans with chronic posttraumatic stress disorder. J Trauma Stress (2002) 15(3):205–12. doi: 10.1023/A:1015251210928

	9.	Shalev AY. What is posttraumatic stress disorder? J Clin Psychiatry (2001) 62 Suppl 17:4–10.

	10.	Dennis PA, Dennis NM, Van Voorhees EE, Calhoun PS, Dennis MF, Beckham JC. Moral transgression during the Vietnam war: a path analysis of the psychological impact of veterans’ involvement in wartime atrocities. Anxiety Stress Coping (2017) 30(2):188–201. doi: 10.1080/10615806.2016.1230669

	11.	Wilk JE, Quartana PJ, Clarke-Walper K, Kok B. Aggression in US soldier’s post-deployment: associations with combat exposure and PTSD and the moderating role of trait anger. Aggress Behav (2015) 41(6):556–65. doi: 10.1002/ab.21595

	12.	Norman SB, Schmied E, Larson GE. Physical aggression among post-9/11 veterans. J Mil Behav Health (2015) 3(1):47–54. doi: 10.1080/21635781.2014.995250

	13.	McCubbin JA, Zinzow HM, Hibdon MA, Nathan AW, Morrison AV, Hayden GW, et al. Subclinical posttraumatic stress disorder symptoms: relationships with blood pressure, hostility, and sleep. Cardiovasc Psychiatry Neurol (2016) 9. doi: 10.1155/2016/4720941

	14.	Frančišković T, Stevanović A, Jelušić I, Roganović B, Klarić M, Grković J. Secondary traumatization of wives of war veterans with posttraumatic stress disorder. Croat Med J (2007) 48(2):177–84. 

	15.	Klaric M, Franciskovic T, Stevanovic A, Petrov B, Jonovska S, Nemcic Moro I. Marital quality and relationship satisfaction in war veterans and their wives in Bosnia and Herzegovina. Eur J Psychotraumatol (2011) 2:8077. doi: 10.3402/ejpt.v2i0.8077

	16.	Klaric M, Franciskovic T, Pernar M, Nembic Moro I, Milicevic R, Cerni OE, et al. Caregiver burden and burnout in partners of war veterans with post-traumatic stress disorder. Coll Antropol (2010) 34 Suppl 1:15–21. 

	17.	Franciskovic T, Stevanovic A, Jelusic I, Roganovic B, Klaric M, Grkovic J. Secondary traumatization of wives of war veterans with posttraumatic stress disorder. Croat Med J (2007) 48(2):177–84. 

	18.	Dekel R, Solomon Z, Bleich A. Emotional distress and marital adjustment of caregivers: contribution of level of impairment and appraised burden. Anxiety Stress Coping Int J (2005) 18(1):71–82. doi: 10.1080/10615800412336427

	19.	Evans L, McHugh T, Hopwood M, Watt C. Chronic posttraumatic stress disorder and family functioning of Vietnam veterans and their partners. Aust N Z J Psychiatry (2003) 37:765–72. doi: 10.1111/j.1440-1614.2003.01267.x

	20.	Lev-Wiesel R, Amir M. Secondary traumatic stress, psychological distress, sharing of traumatic reminisces, and marital quality among spouses of holocaust child survivors. J Marital Fam Ther (2001) 27(4):433–44. doi: 10.1111/j.1752-0606.2001.tb00338.x

	21.	Di Lellio A, Schwandner-Sievers S. The Legendary Commander: the construction of an Albanian master-narrative in post-war Kosovo. Nations Natl (2006) 12(3):513–29. doi: 10.1111/j.1469-8129.2006.00252.x

	22.	De FC, Blanchet A, Hopkins W, Bui E, Ait-Aoudia M, Jehel L. Validation of a French adaptation of the Harvard Trauma Questionnaire among torture survivors from sub-Saharan African countries. Eur J Psychotraumatol (2012) 3. doi: 10.3402/ejpt.v3i0.19225

	23.	Mollica RF, Caspi-Yavin Y, Bollini P, Truong T, Tor S, Lavelle J. The Harvard Trauma Questionnaire. Validating a cross-cultural instrument for measuring torture, trauma, and posttraumatic stress disorder in Indochinese refugees. J Nerv Ment Dis (1992) 180(2):111–6. doi: 10.1097/00005053-199202000-00008

	24.	Achenbach TM, Rescorla LA. Manual for the ASEBA Adult Forms & Profiles. VT, USA: Research Center for Children, Youth, & Families, University of Vermont, Burlington (2003). 

	25.	Ivanova MY, Achenbach TM, Rescorla LA, Tumer LV, Ahmeti-Pronaj A, Au A, et al. Syndromes of self-reported psychopathology for ages 18–59 in 29 societies. J Psychopathol Behav Assess (2015) 37(2):171–83. doi: 10.1007/s10862-014-9448-8

	26.	Fairchild AJ, Mackinnon DP, Taborga MP, Taylor AB. R2 effect-size measures for mediation analysis. Behav Res Methods (2009) 41(2):486–98. doi: 10.3758/BRM.41.2.486

	27.	Iversen AC, van SL, Hughes JH, Browne T, Hull L, Hall J, et al. The prevalence of common mental disorders and PTSD in the UK military: using data from a clinical interview-based study. BMC Psychiatry (2009) 9:68. doi: 10.1186/1471-244X-9-68

	28.	Murphy D, Iversen A, Greenberg N. The mental health of veterans. J R Army Med Corps (2008) 154(2):136–9. doi: 10.1136/jramc-154-02-13

	29.	Toomey R, Kang HK, Karlinsky J, Baker DG, Vasterling JJ, Alpern R, et al. Mental health of US Gulf War veterans 10 years after the war. Br J Psychiatry (2007) May190:385–93. doi: 10.1192/bjp.bp.105.019539

	30.	Blanchard MS, Eisen SA, Alpern R, Karlinsky J, Toomey R, Reda DJ, et al. Chronic multisymptom illness complex in Gulf War I veterans 10 years later. Am J Epidemiol (2006) 163(1):66–75. doi: 10.1093/aje/kwj008

	31.	Ikin JF, McKenzie DP, Gwini SM, Kelsall HL, Creamer M, McFarlane AC, et al. Major depression and depressive symptoms in Australian Gulf War veterans 20 years after the Gulf War. J Affect Disord (2016) 189:77–84. doi: 10.1016/j.jad.2015.09.016

	32.	Ikin JF, Creamer MC, Sim MR, McKenzie DP. Comorbidity of PTSD and depression in Korean War veterans: prevalence, predictors, and impairment. J Affect Disord (2010) 125(1–3):279–86. doi: 10.1016/j.jad.2009.12.005

	33.	Lapierre CB, Schwegler AF, Labauve BJ. Posttraumatic stress and depression symptoms in soldiers returning from combat operations in Iraq and Afghanistan. J Trauma Stress (2007) 20(6):933–43. doi: 10.1002/jts.20278

	34.	Angkaw AC, Ross BS, Pittman JO, Kelada AM, Valencerina MA, Baker DG. Post-traumatic stress disorder, depression, and aggression in OEF/OIF veterans. Mil Med (2013) 178(10):1044–50. doi: 10.7205/MILMED-D-13-00061

	35.	Eaton KM, Hoge CW, Messer SC, Whitt AA, Cabrera OA, McGurk D, et al. Prevalence of mental health problems, treatment need, and barriers to care among primary care-seeking spouses of military service members involved in Iraq and Afghanistan deployments. Mil Med (2008) 173(11):1051–6. doi: 10.7205/MILMED.173.11.1051

	36.	Steel Z, Silove D, Chey T, Bauman A, Phan T, Phan T. Mental disorders, disability and health service use amongst Vietnamese refugees and the host Australian population. Acta Psychiatr Scand (2005) 111(4):300–9. doi: 10.1111/j.1600-0447.2004.00458.x

	37.	Steel Z, Silove D, Giao NM, Phan TT, Chey T, Whelan A, et al. International and indigenous diagnoses of mental disorder among Vietnamese living in Vietnam and Australia. Br J Psychiatry (2009) 194(4):326–33. doi: 10.1192/bjp.bp.108.050906

	38.	Tanielian T, Woldetsadik MA, Jaycox LH, Batka C, Moen S, Farmer C, et al. Barriers to engaging service members in mental health care within the U.S. military health system. Psychiatr Serv (2016) 67(7):718–27. doi: 10.1176/appi.ps.201500237

	39.	Hoge CW, Grossman SH, Auchterlonie JL, Riviere LA, Milliken CS, Wilk JE. PTSD treatment for soldiers after combat deployment: low utilization of mental health care and reasons for dropout. Psychiatr Serv (2014) 65(8):997–1004. doi: 10.1176/appi.ps.201300307

	40.	Jevtovic S, Gregurek R, Kalenic B, Brajkovic L, Bras M, Loncar M, et al. Correlation of sleep disturbances, anxiety and depression in Croatian war veterans with posttraumatic stress disorder. Coll Antropol (2011) 35 Suppl 1:175–81. 

	41.	Gregurek R, Pavic L, Vuger-Kovacic H, Potrebica S, Bitar Z, Kovacic D, et al. Increase of frequency of post-traumatic stress disorder in disabled war veterans during prolonged stay in a rehabilitation hospital. Croat Med J (2001) 42(2):161–4. 

	42.	Ismail K, Kent K, Brugha T, Hotopf M, Hull L, Seed P, et al. The mental health of UK Gulf War veterans: phase 2 of a two phase cohort study. BMJ (2002) 325(7364):576. doi: 10.1136/bmj.325.7364.576

	43.	Duma SJ, Reger MA, Canning SS, McNeil JD, Gahm GA. Longitudinal mental health screening results among postdeployed U.S. soldiers preparing to deploy again. J Trauma Stress (2010) 23(1):52–8. doi: 10.1002/jts.20484

	44.	Shahini M, Ahmetaj A, Charles L Family therapy in postwar Kosova: reforming cultural values in new family dynamics. 2016, AFTA Spingerbriefs in Family Therapy https://doi.org/10.1007/978-3-319-39271-4_6. doi: 10.1007/978-3-319-39271-4_6

	45.	Arenliu A, Shala-Kastrati F, Berisha A,V, Landsman M. Posttraumatic growth among family members with missing persons from war in Kosovo: association with social support and community involvement. Omega (Westport) (2017) 1–4. doi: 10.1177/0030222817725679

	46.	Nakayama R, Koyanagi A, Stickley A, Kondo T, Gilmour S, Arenliu A, et al. Social networks and mental health in post-conflict Mitrovica, Kosova. BMC Public Health (2014) 14:1169. doi: 10.1186/1471-2458-14-1169

	47.	Fear NT, Iversen A, Meltzer H, Workman L, Hull L, Greenberg N, et al. Patterns of drinking in the UK Armed Forces. Addiction (2007) 102(11):1749–59. doi: 10.1111/j.1360-0443.2007.01978.x

	48.	Fear NT, Wessely S. Combat exposure increases risk of alcohol misuse in military personnel following deployment. Evid Based Ment Health (2009) 12(2):60. doi: 10.1136/ebmh.12.2.60

	49.	Fear NT, Jones M, Murphy D, Hull L, Iversen AC, Coker B, et al. What are the consequences of deployment to Iraq and Afghanistan on the mental health of the UK armed forces? A cohort study. Lancet (2010) 375(9728):1783–97. doi: 10.1016/S0140-6736(10)60672-1

	50.	Head M, Goodwin L, Debell F, Greenberg N, Wessely S, Fear NT. Post-traumatic stress disorder and alcohol misuse: comorbidity in UK military personnel. Soc Psychiatry Psychiatr Epidemiol (2016) 51(8):1171–80. doi: 10.1007/s00127-016-1177-8

	51.	Gribble R, Thandi GK, Goodwin L, Fear NT. Hazardous alcohol consumption among spouses or partners of military service personnel: a systematic review of the literature. J R Army Med Corps (2018) 164(5):380–8. doi: 10.1136/jramc-2017-000845

	52.	Goodwin L, Jones M, Rona RJ, Sundin J, Wessely S, Fear NT. Prevalence of delayed-onset posttraumatic stress disorder in military personnel: is there evidence for this disorder?: results of a prospective UK cohort study. J Nerv Ment Dis (2012) 200(5):429–37. doi: 10.1097/NMD.0b013e31825322fe

	53.	Jones E, Fear NT. Alcohol use and misuse within the military: a review. Int Rev Psychiatry (2011) 23(2):166–72. doi: 10.3109/09540261.2010.550868

	54.	Iversen A, Waterdrinker A, Fear N, Greenberg N, Barker C, Hotopf M, et al. Factors associated with heavy alcohol consumption in the U.K. armed forces: data from a health survey of Gulf, Bosnia, and era veterans. Mil Med (2007) 172(9):956–61. doi: 10.7205/MILMED.172.9.956

	55.	Jenkins SC, Stevelink SA, Fear NT. Factors associated with poor self-reported health within the UK military and comparisons with the general population: a cohort study. JRSM Open (2017) 8(5):1–7. doi: 10.1177/2054270417692729

	56.	Weine SM, Langenecker S, Arenliu A. Global mental health and the National Institute of Mental Health Research Domain Criteria. Int J Soc Psychiatry (2018) 64(5):436–42. doi: 10.1177/0020764018778704

Conflict of Interest Statement: The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

Copyright © 2019 Shahini, Rescorla, Shala and Ukshini. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.








ORIGINAL RESEARCH
published: 27 September 2019
doi: 10.3389/fpsyt.2019.00688

[image: image2]


Implementing a Need-Adapted Stepped-Care Model for Mental Health of Refugees: Preliminary Data of the State-Funded Project “RefuKey”

Beata Trilesnik 1*†, Umut Altunoz 2†, Janina Wesolowski 3, Leonard Eckhoff 4, Ibrahim Ozkan 5, Karin Loos 6, Gisela Penteker 6 and Iris Tatjana Graef-Calliess 2,7


1 Department of Psychology, Humboldt University of Berlin, Berlin, Germany, 2 Department of General Psychiatry and Psychotherapy, KRH Psychiatry Wunstorf, Wunstorf, Germany, 3 Department of Economic and Social Psychology, Institute of Psychology, Georg-August-University Goettingen, Goettingen, Germany, 4 Faculty of Physics, Ludwig Maximilian University of Munich, Munich, Germany, 5 Psychiatric Outpatient Clinic, Asklepios Fachklinikum Göttingen, Göttingen, Germany, 6 NTFN e.V., Hannover, Germany, 7 Department of Psychiatry, Social Psychiatry and Psychotherapy, Hannover Medical School, Hannover, Germany



Edited by:
 Thomas Wenzel,  Medizinische Universität Wien, Austria

Reviewed by:
 Andreas Hoell,  Central Institute for Mental Health, Germany
 Mohammed T. Abou-Saleh, University of London,  United Kingdom 
Siroos Mirzaei,  Wilhelminen Hospital,  Austria

*Correspondence:
Beata Trilesnik
btrilesnik@gmail.com

†These authors have contributed equally to this work and share first authorship

Specialty section:
This article was submitted to Public Mental Health, a section of the journal Frontiers in Psychiatry

Received: 20 May 2019

Accepted: 27 August 2019

Published: 27 September 2019

Citation:
 Trilesnik B, Altunoz U, Wesolowski J, Eckhoff L, Ozkan I, Loos K, Penteker G and Graef-Calliess IT (2019) Implementing a Need-Adapted Stepped-Care Model for Mental Health of Refugees: Preliminary Data of the State-Funded Project “Refukey”. Front. Psychiatry 10:688. doi: 10.3389/fpsyt.2019.00688




Introduction: Refugees have been shown to be a rather vulnerable population with increased psychiatric morbidity and lack of access to adequate mental health care. By expanding regional psychosocial and psychiatric-psychotherapeutic care structures and adapting psychiatric routine care to refugees’ needs, the state-funded project “refuKey” based in Lower Saxony, Germany, pursues to ease access to mental health care and increase service quality for refugees. A stepped-care treatment model along with intercultural opening of mental health care services is proposed.

Methods: The project is subject to a four-part evaluation study. The first part investigates the state of psychiatric routine care for refugees in Lower Saxony by requesting data from all psychiatric clinics, participating and non-participating ones, regarding the numbers of refugee patients, their diagnoses, settings of treatment, etc. The second part explores experiences and work satisfaction of mental health care professionals treating refugees in refuKey cooperation clinics. The third part consists of interviews and focus group discussions with experts regarding challenges in mental health care of refugees and expectations for improvement through refuKey. The fourth part compares mental health parameters like depression, anxiety, traumatization, somatization, psychoticism, quality of life, as well as “pathways-to-care” of refuKey-treated refugees before and after treatment and, in a follow-up, to a non-refuKey-treated refugee control group.

Results: RefuKey-treated refugees reported many mental health problems and estimated their mental health burden as high. The symptoms decreased significantly over the course of treatment. Mental health in the refuKey sample was strongly linked to post-migration stressors.

Discussion: The state of mental health care for refugees is discussed. Implications for the improvement and the need for adaptation of routine mental health care services are drawn.

Keywords: mental health, post-migration living difficulties, refugees, stepped-care model, intercultural opening



Introduction

Recent years have marked a stark increase in refugees1 leaving their home countries due to conflicts, poverty, and persecution. The numbers for forced displacement are highest on record with 28.5 million globally displaced people in 2018 (1). In 2015, roughly 890,000 asylum seekers arrived in Germany, of whom 441,900 officially applied for asylum, making Germany the most popular host country in the EU (2).

Several studies have shown an elevated risk for mental disorders in samples of refugees (3–5). A recent meta-analysis on refugee mental health reported increased prevalence rates for posttraumatic stress disorder (PTSD; 4.4–86%), depression (2.3–80%), and anxiety disorders (20.3–88%) (3). Compared to studies with small sample sizes, studies of higher methodological quality with large sample sizes generally report lower prevalence rates of mental disorders in refugees (3, 4). Even though prevalence rates should be interpreted with caution due to the heterogeneity of study designs and sample characteristics, there is evidence that refugees constitute a particularly vulnerable population with about 10 times increased risk of PTSD in comparison to the host countries’ native population [e.g., Refs. (3, 4)]. Furthermore, there is a growing body of evidence that the incidence of psychosis in migrant populations is elevated compared to non-migrant population (6). Recent studies further report that risk of developing psychotic disorders is higher for refugees than non-refugee migrants (7, 8).

In this context, research highlights the importance of post migratory factors showing that various stressors related to socioeconomic difficulties in host countries, social and interpersonal challenges, lengthy asylum-seeking process, and complicated immigration policies facilitate long-term mental health problems in refugees after resettlement (3, 9–11). For instance, Knipscheer et al. (12) reported negative effects of the asylum-seeking process on mental health, as they found an association between lack of refugee status and symptom severity of PTSD and depression. Generally, stressful life events that frequently moderate the onset of psychotic disorders might be particularly common among refugees (e.g., migration itself, physical and sexual abuse, perceived discrimination) (9, 13, 14).

Despite the fact that refugees, due to various risk factors, represent a population vulnerable to mental disorders, several structural and social barriers in host countries are preventing this population from receiving adequate mental health care (15). For one, refugees report difficulties in dealing with a foreign, complex health care system (16). Language deficiency represents one of the major access barriers to and a potential source of miscommunication within the health care system, leading to a risk of inadequate clinical assessment (15, 17). Further, the cultural background of an individual might affect symptom patterns, perception of mental disorders, as well as beliefs about mental health care and acceptability of certain treatments (15, 18). Therefore, lack of intercultural competence of mental health care providers, along with the inability to understand the effect of culture on different aspects of mental disorders, present an impediment for adequate health care (19, 20).

In many countries, including Germany, asylum seekers’ access to health care is limited directly by law. For the first 15 months after arrival in Germany, asylum seekers’ access to health care only covers measures deemed essential for life preservation [e.g., emergency medical care, treatment for acute and painful conditions, care during pregnancy and childbirth, vaccinations; AsylBLG2 sections 4 and 6 (21)]. During this period, regular treatment of mental disorders is not covered. Since 2016, asylum applications are steadily decreasing in Germany (2). However, the current situation still is a great challenge on how to address the needs of refugees for mental health care adequately. In that regard, stepped-care models may provide a promising framework, as they have proven their effectiveness for various disorders in different settings and regions of the world and are recommended for routine care practices (22). Within stepped care, treatment is distributed to several steps with different treatment thresholds, ranging from lower to higher intensities. This enables an optimized provision of mental health care, which takes into account limited clinical and therapeutic resources (22).

The refuKey project aims to enhance regional psychosocial, psychiatric, and psychotherapeutic care services for refugees by means of stepped-care approaches optimizing regular mental health care in Lower Saxony, Germany (23). Within the scope of the refuKey project, psychosocial counseling centers (PCCs) have been founded close to refugee reception centres and joined forces with a psychiatric clinic nearby as cooperating competence centres. The project provides the clinics and PCCs with professional interpreters and academic refuKey staff to support treatment teams in coping with bureaucratic procedures as well as to help reduce diagnostic and therapeutic insecurities in dealing with refugee mental health and to ensure optimal regional networking. The refuKey staff is composed of clinical psychologists, psychiatrists, psychotherapists, and social workers who are trained and experienced in transcultural competence. By integrating low- and high-threshold programs, the refuKey project works to provide need-adapted mental health care for refugees and to promote intercultural opening of the mental health care system. The project started in May 2017 and is a cooperation between the Network for Traumatized Refugees in Lower Saxony (NTFN e.V.) and the German Association for Psychiatry, Psychotherapy, and Psychosomatics (DGPPN). The project is funded by the Ministry of Social Affairs, Health and Equality of Lower Saxony. RefuKey is meant to serve as a model/pilot project for further action. This paper aims to present the first naturalistic data of the refuKey project evaluation study.



Objectives

The study’s objective is to evaluate the efficacy of the project by answering the following three questions: First, do refugees have better access to mental health care as a result of the project? Better access is defined by an increase in the number of refugee patients treated in participating psychiatric clinics and PCCs as well as an increase in referrals between these institutions. Second, is there a decrease in re-hospitalization rates of refugees in participating psychiatric clinics, as well as a significant improvement of the mental state of refuKey-treated refugees as compared to non-refuKey-treated refugees? Third, is there a decrease of work-related strain in mental health care professionals working with refugees over the course of the project in participating psychiatric clinics?





Methods



Study Design

The study uses a complex naturalistic mixed-methods multi-centric design examining different aspects of treatment in four study parts (Figure 1). The first part investigates the state of psychiatric routine care for refugees in Lower Saxony at the start and end of the project. For this, secondary data from all psychiatric clinics in the state, both participating and not participating in refuKey, were requested via an online survey. The aim of the secondary data collection is to measure whether our project can facilitate access to standard psychiatric routine care comparing patient numbers, re-hospitalization rates, and referrals to follow-up treatment between refuKey participating and non-participating clinics. The second part explores the experiences and work-related strain of mental health care professionals involved in mental health care provision for refugees in psychiatric clinics participating in refuKey as well as in a non-participating clinic as a control group, is collected using standardized questionnaires provided at the start and end of the project. Challenges in providing mental health care to refugees and expectations for improvement through refuKey are assessed throughout the project in the third part with structured interviews and focus group discussions. The fourth and main part of the study measures mental health as well as “pathways-to-care” of refuKey-treated refugees before and after treatment using a standardized questionnaire to examine if refuKey treatment is effective. RefuKey treatment outcomes will be compared to a non-refuKey-treated refugee control group to check if refuKey treatment is superior to treatment as usual.
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Figure 1 | RefuKey evaluation study design.




The study was approved by the Ethics Committees of Hannover Medical School and the Medical Association of Lower Saxony.




Sample

For the first study part, chief physicians of psychiatric clinics were recruited via a presentation of the project to the Committee3 of chief physicians of all psychiatric clinics in Lower Saxony and by sending a link to the survey through the committee’s mailing list. Seven clinics participated in the survey.

The sample of the ongoing second study part includes professionals who treat and care for refugee patients in psychiatric clinics participating in refuKey. We ask 10 representatives of a multi-professional team per psychiatric setting covering the professions of psychiatrists; psychologists; occupational, art, music, and body therapists; nurses; and social workers where applicable according to specific settings. A sample of 100 psychiatric clinic employees is planned. All participants are informed about the study by an information sheet and sign the form of consent prior to participation.

In this study part, an expert is defined as someone who works in refugee mental health provision at different levels of delivery within institutions participating in refuKey. The expert sample consists of members of the project steering group, directors of psycho-social centers, clinic directors, clinic personnel, as well as refuKey personnel and counts 14 participants at the start of the project.

Refugees receiving treatment and counseling in refuKey PCCs or psychiatric clinics are included in the sample of the fourth study part. Data collection for this part of the study will continue until the end of the project. Data are collected in four psychiatric clinics (Asklepios Clinic for Psychiatry and Psychotherapy in Goettingen, AWO Psychiatric Centre in Koenigsluther, Karl-Jaspers-Clinic in Oldenburg, Niels-Stensen-Clinics in Bramsche) and five PCCs (Brunswick, Goettingen, Lueneburg, Oldenburg, Osnabrueck) in Lower Saxony, Germany. Written informed consent is obtained from all participants. All participants are informed about the study by an information sheet and sign the form of consent prior to participation.

Refugees who make use of refuKey open counseling hours irregularly as well as refugees who are not capable of filling out a questionnaire due to insufficient educational background or acute mental health conditions (e.g., acute suicidality or acute psychotic symptoms) are excluded from the sample. So far, 171 refugees have participated in the study, while 283 refugees were excluded due to referral to a different mental health institution, transfer to another city, deportation, refusal to participate in the study, or meeting the exclusion criteria. A total of 133 pre-treatment as well as 28 post-treatment measurements including 28 paired pre- and post-treatment measurements were included in the analyses, while 29 participants were excluded due to missing data (Figure 2). Additional information about current symptoms and complaints as well as their severity was available for only 100 of the participants. Data from the control group will be collected as a double-blind study from all refugee patients treated in a psychiatric clinic in Lower Saxony, which does not participate in refuKey at a future point in time.
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Figure 2 | Refugee sample. *Due to the naturalistic design of the study and the hardships of data collection along the treatment process, the information about complaints and “pathway to care” is missing for 71 participants.






Measures



Secondary Data Collection

In the first part of the study, secondary data were collected in psychiatric clinics in Lower Saxony via a short online survey consisting of 11 questions. The survey asked for numbers of refugee patients treated, their diagnoses and reasons for admission, type of diagnostic assessment, settings, types and length of treatment, use of interpreters, re-hospitalization rate, referral to follow-up treatment in the first quarter of 2018, and for a rating of suggested impediments to the quality of mental health care for refugees.




Survey Among Treatment Teams

In the second part, we applied the Maslach Burnout Inventory— Human Services Survey (MBI) by Maslach and Jackson (24) to measure the work-related strain in the care for refugee patients. The MBI consists of 21 items rated from 1 to 6 (1 = “never” to 6 = “very often”). Internal consistency was reported to lie between Cronbach’s α of .71 and .82 (24).

We used the Current Mood Scale (Aktuelle Stimmungsskala, ASTS) by Dalbert (25) to assess personnel’s mood while providing mental health care for refugee and non-refugee patients. The ASTS assesses mood in the categories of sadness, hopelessness, tiredness, anger and positive mood with 19 items on a seven-point Likert scale (1 = “extremely” to 7 = “not at all”). The internal consistency is relatively high (Cronbach’s α = .83–.94) (25).

Additionally, sociodemographic data, such as age, sex, migration background, and occupation, as well as workplace-related data, such as work setting, income, and whether or not refugees are treated, are collected.




Survey Among Experts

The experts in the third part of the study were interviewed using a structured questionnaire composed of open questions asking about challenges in the mental health care of refugees. In particular, they were asked about financial constraints, networks and cooperation, difficulties for treatment teams, and barriers to mental health care access faced by refugees. Expectations about improvements through refuKey were asked about as well.




Primary Data Collection

A standardized questionnaire consisting of validated scales widely used in international refugee research is applied in the fourth part of the study (Health TA Center: Assessment for Trauma and Mental Health in Refugees, www.refugeehealthta.org). The questionnaire is available in eight languages: German, English, Arabic, Farsi, Dari, French, Serbian, and Russian. It contains, if available, validated adaptations of the scales in those languages and, if not, translations into them and back. The questionnaire was tested in a test run.



Mental Health

We assessed the following mental health parameters: general mental well-being with the Warwick Edinburgh Mental Well-Being Scale by Tennant et al. (26), depression and anxiety with the Hopkins Symptom Checklist 25 by Derogatis et al. (27), somatization and psychoticism with the Symptom Checklist 90 by Derogatis (28), traumatization with the Harvard Trauma Questionnaire by Mollica et al. (29), as well as quality of life with the WHO Quality of Life Questionnaire (30).

The Warwick Edinburgh Mental Well-Being Scale (WEMWBS) measures general mental well-being as a sum score of 14 positively worded items rated on a five-point Likert scale. The questionnaire shows high internal consistency (α = .91) (26).

The Hopkins Symptom Checklist 25 (HSCL-25) is a well-known and widely used clinical screening instrument. It assesses anxiety experienced in the last 7 days by means of 10 items and depression by means of 15 items with four categories of response (1 = “not at all,” 2 = “a little,” 3 = “quite a bit,” 4 = “extremely”). Internal consistency is high (α = .89) (31). The scale has been adapted to many languages and has been used with a number of refugee groups.

The Symptom Checklist 90-R (SCL-90) evaluates a broad range of psychological symptoms experienced in the last 7 days rated on a five-point Likert scale. Internal consistency was shown to be at α = .77 for the somatization subscale and α = .73 for the psychoticism subscale (32).

The Harvard Trauma Questionnaire (HTQ) is a cross-cultural screening instrument assessing trauma exposure and its subjective description as well as head trauma and trauma-related symptoms in refugees. In this study, only the last part composed of 30 items regarding posttraumatic symptoms experienced in the last week was administered. The first 16 items reflect the DSM-IV criteria for PTBS and the other 14 items describe trauma-related symptoms. Items are rated on a 1 (“not at all”) to 4 (“extremely”) Likert scale. Internal consistency of the scale is high (α = .96) (29).

The WHO Quality of Life Questionnaire (WHOQoL)—BREF is a short version of the WHO Quality of Life scale, which is cross-culturally applicable. It has 26 items and a response scale ranging from 1 to 5. The questionnaire assesses physical and psychological quality of life, social relationships, and environment. Psychometric properties were tested internationally and have been reported as high (α = .78, α = .89, α = .70, and α = .80, respectively) (33).




Other Factors

Furthermore, we measured current migrant life stressors with the Post-Migration Living Difficulties Checklist (PMLDC) by Silove et al. (34). The 17-item version that we selected is rated on a scale from 1 (“no problem at all”) to 5 (“a very serious problem”) and showed good internal consistency of α = .72 (35). Additionally, the three-item scale for perceived discrimination by Finch et al. (36) was used and adapted to the refugee context (internal consistency: α = .76). The sociodemographic and flight-specific data as well as data about current complaints and help-seeking behavior are assessed with the National Migration Questionnaire by the German Association for Psychiatry, Psychotherapy, and Psychosomatics.






Statistical Analysis

Statistical analyses of the data collected so far were conducted using IBM SPSS Statistics 24 (IBM-Deutschland GmbH, Munich, Germany). Descriptive statistics are given in terms of means and standard deviations for continuous variables, and counts and percentages for categorical variables. Prevalence rates were calculated on the basis of cutoff scores, where applicable. Comparability of the participant and non-participant sample was assessed with analyses of variance (ANOVAs) regarding continuous variables, and with chi-square-analysis (χ2) regarding discrete variables. Descriptive analyses were followed by multivariate analyses of variance (MANOVAs), after having performed power analysis4, comparing the mental state of refugees treated in psychiatric clinics vs. PCC, and by a paired samples t test for a comparison of the refugees’ mental state before and after treatment. Analyses were conducted at a significance level of p = .05. Assumption of normal distribution was tested in the paired sample using the Shapiro–Wilk Test. The data were normally distributed except for psychoticism, somatization, and trauma symptomatic in the post-treatment measurement. In these cases, the Wilcoxon Signed Rank Test was applied in addition to the paired samples t test. Finally, Pearson’s correlation analysis was carried out for the link between post-migration living difficulties and mental health indices.





Results



Secondary Data Collection

The rate of return in this part of the study was relatively low. Of the 32 psychiatric clinics that were approached in the state of Lower Saxony, only 7 completed the survey. Lack of available data about refugee patients in the hospital documentation systems was the major reason for non-participation.

The clinics that did complete the survey reported varying numbers of refugee patients across settings, ranging from 1 to 180 patients in the first quarter of 2018 (see Figure 3).

The chief physicians of these clinics (N = 5) also rated a given variety of impediments to high-quality mental health care for refugees, i.e., differences in gender roles, institutional racism, time consumption, lack of compliance, lack of trust by the patient, different systems of values, different presentation of symptoms, different understanding of disease, diagnostic uncertainty, and linguistic difficulties. Most notably, out of these, language barriers and lack of sufficient time were reported by all clinics as significant impeding factors. The answers to the other questions in this survey are omitted in this report because of the low return rate.
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Figure 3 | Numbers of refugee patients in seven psychiatric clinics in Lower Saxony in the first quarter of 2018 (N = 7 psychiatric clinics).






Survey Among Experts

The impediments to high-quality mental health care for refugees reported by the expert sample match to some extent with those reported by the clinics (see Figure 4). In particular, language barriers and limited personnel resources were among the four most widely reported factors together with the insecure legal status of refugees and bureaucratic workload, which was the most-reported factor of all. The other results of the expert survey fall outside the scope of this article.
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Figure 4 | Impediments to high quality of mental health care for refugees and the number of namings (N = 14 experts).






Primary Data Collection

Sociodemographic and flight-specific data reported by the refugees treated or counseled within refuKey-participating institutions are presented in Table 1. The participant sample in this study so far consisted of 54% males and 46% females, with a mean age of 31.07 years. Participants came from 30 different countries of origin, with Afghanistan (15.4%), Iran (14.2%), Syria (8.0%), and Iraq (6.8%) ranking at the top, followed by Kosovo, Lebanon, Turkey, and Sudan (3.1% each). Notably, over 60% of the participants had an insecure residency status (ranging from threat of deportation to having a residence acceptance), while almost one third of participants did not or could not report any information on residence status.



Table 1 | Sociodemographic and flight-specific characteristics for participating and non-participating refugee patients (ANOVA and chi-squared analysis).
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The refugee patients participating in this study are comparable to those not participating or excluded from the study, in terms of age, gender, and marital status as well as duration of residence and reasons for flight. However, we found significant differences in levels of education [χ2(6) = 19.061, p < .01] as study participants were more educated than non-participants. In terms of legal status, fewer study participants had a residence permit and more are under threat of deportation or are only temporarily tolerated in comparison to non-participants [χ2(7) = 14.922, p < .05].

Complaints and symptoms reported by the participants as reason for seeking help in refuKey are given in Figure 5. By far, the most commonly encountered symptom was that of sleeping problems, with three quarters of participants (76%) suffering from it. Furthermore, approximately half of the participants reported symptoms of depression (57.3%), anxiety (54.2%), psychosomatic problems (43.7%), as well as posttraumatic symptoms (44.8%). The mental health burden of refugees in our sample was very high, reflected by participants’ symptom severity estimation shown in Table 2. Three quarters (74.8%) reported strong to extreme symptom severity.
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Figure 5 | Reported symptoms and complaints in % (N = 100 study participants).





Table 2 | Estimation of symptom severity/burden in % (N = 100 study participants).
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The prevalence of clinically relevant symptoms and their severity decreased in the course of treatment as demonstrated in Table 3. Prevalence rates decreased from 92.6% to 72.4% for depressive symptoms, from 85.7% to 75.9% for anxiety, from 96.6% to 63% for psychoticism, from 79.3% to 42.9% for somatization, and from 69% to 64.3% for traumatization. Prevalence of very severe symptoms went down to zero after treatment.



Table 3 | Prevalence of clinically relevant symptoms and their severity before and after treatment.
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Table 4 compares mental health parameters of participants treated in a clinic and participants treated in a PCC. Pre-treatment values did not differ significantly between clinic and PCC, except for pre-treatment depression values being higher in the PCC sample than the clinic sample (F = 5.126, p < .05).



Table 4 | Mental health of refugees turning to psychiatric hospitals and PCC (MANOVA).
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When comparing post-treatment values to pre-treatment values using a paired t test, we found statistically significant improvements in mental health of refugee patients within refuKey in the aggregated sample (clinic and PCC; see Table  5). Significantly reduced mental health burden with moderate to high effect sizes (Cohen’s d between .5 and 1) was found for the majority of the measured indices including general well-being (t = −2.644, p < .05, Cohen’s d = .499), depression (t = 3.902, p < .001, Cohen’s d = .613), anxiety (t = 3.345, p < .01, Cohen’s d = .751), psychoticism (t = 4.945, p < .001, Cohen’s d = .952), somatization (t = 4.807, p < .001, Cohen’s d = .908), and traumatization (t  = 2.529, p < .05, Cohen’s d = .487) but not for quality of life (t = −1.816, n.s.) or post-migration stressors (t = .919, n.s.). Since post-treatment psychoticism, somatization, and traumatization were not normally distributed and our sample size was slightly smaller than 30 (the minimum sample size for which this violation could be ignored), the Wilcoxon Signed Rank Test was applied additionally, showing the same result (p < .001, p < .001, p < .05, respectively). After Bonferroni correction for multiple testing, the improvements were still significant for depression, anxiety, somatization, and psychoticism.



Table 5 | Mental health scores of refugee patients before and after treatment within refuKey (paired t test).
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Post-migration living difficulties reported by participants are shown in Table 6. Family issues (separation from family, worries about family back home, inability to return to home country in case of emergency, loneliness), asylum procedure (fear of being sent back to country of origin), and socioeconomic living conditions (difficulties with employment, difficulties obtaining appropriate accommodation) represented major problems for the participants.






	
Table 6 | Prevalence of post-migration living difficulties (PMLDC) before treatment.





	
	
N


	
M


	
SD





	
Communication difficulties 


	
134


	
3.18


	
(1.31)





	
Discrimination


	
125


	
2.64


	
(1.45)





	
Conflicts with your own/other ethnic groups in Germany


	
128


	
1.94


	
(1.42)





	
Separation from your family


	
130


	
3.68


	
(1.51)





	
Worries about family back home


	
131


	
4.02


	
(1.37)





	
Being unable to return to your home country in an emergency


	
128


	
4.09


	
(1.46)





	
Difficulties with employment (being permitted to work, finding work, bad working conditions, etc.)


	
123


	
3.53


	
(1.50)





	
Difficulties in interviews with immigration officials


	
131


	
3.22


	
(1.67)





	
Conflicts with social workers/other authorities


	
128


	
1.95


	
(1.42)





	
Not being recognized as a refugee


	
119


	
3.35


	
(1.76)





	
Being fearful of being sent back to your country of origin in the future


	
132


	
4.63


	
(.96)





	
Worries about not getting access to treatment for health problems


	
133


	
3.38


	
(1.57)





	
Not enough money to buy food, pay the rent, or buy necessary clothes


	
131


	
3.11


	
(1.46)





	
Difficulties obtaining financial assistance


	
124


	
2.79


	
(1.58)





	
Loneliness, boredom, or isolation


	
131


	
4.15


	
(1.23)





	
Difficulties learning German


	
133


	
3.26


	
(1.41)





	
Difficulties obtaining appropriate accommodation


	
130


	
3.76


	
(1.50)










Finally, Table 7 presents correlations of the Post-Migration Living Difficulties index with the measured mental health indices. Each of these correlations is both highly significant as well as moderate in strength ranging from r = −.250 for general well-being to r = −.537 for quality of life.






	
Table 7 | Correlation between mental health indices and Post-Migration Living Difficulties Scale (PMLDC, Pearson’s correlation analysis).





	
	
N


	
r


	
Sig. (2-tailed)





	
General well-being (WEMWBS)


	
131


	
−.250**


	
.004





	
Depression (HSCL-25-D)


	
129


	
.415**


	
.000





	
Anxiety (HSCL-25-A)


	
131


	
.341**


	
.000





	
Psychoticism (SCL-90-P)


	
133


	
.367**


	
.000





	
Somatization (SCL-90-S)


	
134


	
.401**


	
.000





	
Traumatization (HTQ)


	
130


	
.457**


	
.000





	
Quality of Life (WHOQoL)


	
132


	
−.537**


	
.000





	
WEMWBS, Warwick Edinburgh Mental Well-Being Scale; HSCL-25-D, Depression subscale of the Hopkins Symptom Checklist; HSCL-25-A, Anxiety subscale of the Hopkins Symptom Checklist; SCL-90-P, Psychoticism subscale of the Symptom Checklist 90-R; SCL-90-S, Somatization subscale of the Symptom Checklist 90-R; HTQ, Traumatization subscale of the Harvard Trauma Questionnaire; WHOQoL, WHO Quality of Life Questionnaire; PMLDC, Post-Migration Living Difficulties Checklist; r Pearson’s correlation coefficient, Sig. level of significance.













Discussion

The present paper describes the implementation and scientific evaluation of the refuKey project in Lower Saxony, Germany. RefuKey aims to reduce cultural and structural barriers to mental health care faced by refugees by using a need-adapted stepped-care approach and to promote intercultural opening in psychiatric routine care by using a multi-centric approach. The refuKey project offers a differentiated support and care model that includes psychiatric and psychotherapeutic treatments as well as psychosocial counseling with the involvement of interpreters, giving refugees low-threshold access to mental health care services. Furthermore, it provides qualified training in transcultural competence, interpreter-assisted psychotherapy, bureaucratic and legal issues, etc. for mental health care professionals and interpreters. With this approach, refuKey incorporates into its mental health care model all the aspects subsequently recommended in a position paper by the National Academy of Science in Germany (37).

Evidence on refugee mental health care in psychiatric settings in Germany is generally quite scarce. Our secondary data survey provides first insight into the current situation of psychiatric-psychotherapeutic routine care for refugees in Lower Saxony, Germany. The survey shows large differences in the numbers of treated refugees between the psychiatrics clinics as reported by chief physicians, suggesting different levels of transcultural opening in these mental health institutions. Another important finding is the lack of systematic documentation of refugees in psychiatric clinics, explaining the low rate of return in our survey. Records about the authority covering the costs of treatment are often the only indication of refugee status of a patient. Furthermore, the authorities responsible for refugees’ health care differ between federal states and change depending on the duration of stay5. Due to these differences, some of the refugees cannot be identified as such in the documentation systems of clinics, which makes it difficult to make inferences about the mental health care of this vulnerable group in Germany. An attempt to standardize the documentation processes in medical institutions in Germany is therefore indispensable for improving intercultural opening and finding new strategies for refugee mental health care.

Additionally, in the secondary data collection, chief physicians of psychiatric clinics reported various barriers with a negative impact on the quality of mental health care of refugees. The most commonly reported barriers were 1) communication problems due to lack of language proficiency and 2) the resulting additional time required for psychiatric assessment. Experts also pointed out several difficulties concerning their work with refugees. These included health care barriers (e.g., insecure residence status, bureaucratic burden, linguistic problems) as well as difficulties associated with characteristics of the refugee population itself (e.g., lack of culturally sensitive treatment options, culturally shaped disease patterns, refugees’ living conditions). These findings are in line with various structural and social barriers faced by refugees in the health care system that are reported in the literature (15). They also highlight the need for an intercultural opening of the health care system that would, for example, include culturally adapted interventions, cultural competence training for mental health care professionals as well as availability of professional interpreters to overcome language barriers, as implemented by the refuKey project.

First preliminary findings on the treatment of refugees within refuKey showed significant improvements (both statistically and in terms of effect sizes) on most general and symptom-specific outcome measures. RefuKey patients displayed increased general well-being and lower depression, anxiety, psychoticism, somatization, and traumatization values at the end of treatment, while perceived quality of life did not increase significantly, which could be ascribed to insufficient statistical power due to small sample size. As the post-migration stressors did not change over the course of the treatment and despite the fact of possible confounders, the improvement in refuKey patients’ mental health might be attributable to the treatment itself. However, a control group is needed to evaluate the specific effectiveness of treatment within refuKey as compared to treatment as usual.

Another important point to emphasize is that refugees admitted to psychosocial counseling centers showed psychiatric symptom severity levels similar to those admitted to psychiatric clinics. In this context, it is especially important to distinguish between the refugees who could be treated solely by psychosocial interventions in the PCCs and those who display more severe symptoms, in order to provide sufficient care for the latter group through cooperation and networking between PCCs and psychiatric clinics. This finding speaks in favor of a need-adapted stepped-care model with cooperating competence centers as implemented in the refuKey project to overcome structural and social barriers. In this sense, experience that will be gained in the course of the refuKey project regarding the close collaboration between PCCs and psychiatric clinics will deepen our understanding of how to implement stepped-care approaches, especially concerning the extent of the needed support and the question of how to overcome access barriers.

Additionally, we examined the relationship between post-migratory living difficulties and indicators of mental health in refugees treated within refuKey and found an association between the two. Specifically, a higher load of post-migration stressors was strongly associated with lower quality of life and moderately associated with lower general well-being. A moderate association of post-migratory living difficulties with more severe syndrome-specific outcomes such as symptoms of depression, anxiety, psychoticism, somatization, and traumatization was similarly observed. Exposure to multiple post-migration stressors combined with psychological resource constraints faced by refugees may lead to poorer mental health and thus explain this association(38). In this study, the main stressors reported by refugee participants were fear of deportation, concerns about family members back home, inability to return home in case of emergency as well as loneliness, boredom, and isolation. Similarly, studies examining the nature of post-migration stressors in samples of asylum seekers reported fear of deportation and concerns about family members back home, but also delays in processing asylum applications, and not having a work permit as main stressors (39, 40). Furthermore, the link between psychoticism and post-migration stressors has been addressed by research showing elevated risk of psychosis not only in first- but also in second-generation migrants (6). Selten and Cantor-Graae, (41) suggest that social defeat, defined as the long-term experience of an outsider status or a subordinate position, might be the mechanism underlying the enhanced risk of psychosis in the respective population.

Interestingly, we found no increase in quality of life after treatment but observed a strong negative association between quality of life and post-migration stressors. This finding might suggest that in contrast to the other mental health measures, quality of life depends more on factors such as post-migration stressors, which are not solely influenced by a psychotherapeutic or psychiatric treatment. Even though our analysis of the former relationship does not allow causal inferences, it seems likely that attempts to reduce post-migration stressors could improve quality of life in refugees. This hypothesis is supported by longitudinal evidence examining distress in refugees in relation to the state of their asylum-seeking process, which revealed a decrease in mental health burden only for those refugees who obtained a positive legal status outcome within the measurement data points (40). Moreover, Laban, Gernaat, Komproe, Schreuders, and De Jong (42) compared recently arrived (<6 months) with long-term (>2 years) asylum seekers and found increased prevalence of psychiatric disorders in the long-term group, which implies an influence of post-migration factors on mental health. Thus, it would be beneficial to the mental health of refugees to reduce post-migration stressors through appropriate administrative changes to the asylum procedure and social policies. Providing culturally adapted and timely mental health care for refugees including support for social integration has also positive socio-political consequences. Integration of refugees to the host country is a manifold and multifaceted process, including adaptation into the educational, labor, health, and community systems and affected by various factors such as pre- and post-migratory experiences and openness of the host society towards cultural diversity (43). Moreover, it has been shown that the psychiatric impairment goes along with poor integration measures in refugees (35). Therefore, early recognition and mitigation of the psychiatric symptoms via culture-sensitive and need-adapted approaches are crucial to promote social integration and psycho-social functioning of the refugees who have to contend not only with their previous traumatic experiences but also with the post-migratory stress factors.

With our primary dataset, we provide a naturalistic overview of various demographic and clinical variables in a help-seeking refugee population. Therefore, our results should not be generalized to refugees outside psychiatric and psychosocial settings. Furthermore, no causal conclusions regarding post-migration factors can be drawn from our data, since it is cross-sectional. Additionally, since this is an ongoing study, the statistical power is still low. Therefore, we could not yet control for covariates within our analysis and cannot exclude that the results are influenced by a third variable (e.g., country of origin, changes in asylum status), so that the results should be interpreted with caution. Self-reports were provided in the patients’ native language to overcome a possible source of bias, which can be regarded as one of the key strengths of our study. It is also important to emphasize that it is challenging to assess the effectiveness of these complex interventions in a way that allows for drawing robust conclusions. For that reason, further evaluation strategies such as prospective comparative methods will be combined with the ongoing evaluation process.

To conclude, this study provides the first scientific naturalistic preliminary dataset from the implementation of an innovative need-adapted stepped-care model project (refuKey) in Lower Saxony, Germany. The existence of structural and social barriers regarding the access of refugees to adequate and high-quality mental health care was discussed. Our data also support findings concerning the impact of the post-migratory living difficulties on mental health and quality of life of refugees. In addition, the need for stepped-care approaches and firm networking between psychosocial centers and psychiatric clinics was underlined. First results suggest a positive impact of the project on the mental health care situation of asylum seekers who seek help from refuKey mental health care services and indicate that the mental health care model implemented by the project might serve as a good adaptation to the needs of refugees.
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Footnotes



1	In this article, we prefer to use the term “refugees” as an umbrella term, which denotes all asylum seekers regardless of the recognition of their claim.



2	Asylum Seekers Benefits Act.




3	Psychiatry conference Lower Saxony (Niedersächsische Psychiatrie Konferenz).




4	GPower analysis indicated a 93% chance of detecting a large effect size and a 49% chance of detecting a medium effect size (G*Power uses f2 as the effect size parameter (.12 = .01 is small, .252 = .0625 is medium, and .402 = .16 is large) between the two groups as significant at the 5% level (two tailed).




5	Within the first 15 months, the authorities determined by federal law are responsible for the provision of health care services for refugees (§4&6 AsylbLG). Afterwards, refugees receive the benefits of health insurance (§2 AsylbLG, §264 SGB V) that are covered by the social welfare office.
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The effects of parental trauma on offspring of Holocaust survivors (OHS) are debated in the literature. Recently, scholars suggested that it may be more productive to ask when and via which mechanisms such effects are observed. Following, the current study examines if parental Holocaust-related posttraumatic stress disorder (PTSD) symptoms are linked with the aging processes of their middle-aged offspring. Beyond this association, we also suggested a putative mediation path, indicating three underlying mechanisms by which parental trauma lingers on: perceived parent–child role reversal, secondary traumatization, and depressive symptoms. Using a convenience sample of 682 community-dwelling participants, comprising 341 older adult parent–middle-aged offspring dyads (M age = 81.71 and 54.58 for parents and offspring, respectively) to address this issue. Parents reported PTSD with the valid measure of PTSD Checklist for Diagnostic and Statistical Manual of Mental Disorders, fifth edition. OHS reported perceived parent–child role reversal, secondary traumatization, depressive symptoms, and completed indices of successful aging. Based on parents’ reports, we divided the parent–offspring dyads into three groups: OHS whose parents had probable PTSD (n dyads = 43), OHS whose parents did not have PTSD (n dyads = 161), and comparison with parents who did not undergo the Holocaust (n dyads = 137). Findings reveal that OHS with parents suffering from probable PTSD aged less successfully than comparisons. Serial mediation analyses validated the aforementioned putative pathway (perceived parent–child role reversal, secondary traumatization, and depression) linking parental PTSD with offspring successful aging. Our findings are discussed through a vignette depicting a fictional OHS character. These underlying mechanisms suggest that different types of interventions, each geared towards a specific mechanism, may mitigate the lingering effect of parental PTSD on diminished OHS successful aging.

Keywords: Holocaust, intergenerational transmission, parental posttraumatic stress disorder, parent–child role reversal, successful aging



Introduction

A fair amount of earlier evidence suggests that mass trauma exposure, such as genocide, may shape late-life physical [e.g., (1–3)] and psychological (4, 5) morbidity in survivors. Admittedly, less is known about how parental exposure to genocide may affect the aging process of subsequent generations which were not directly exposed [see (6) for exception]. Accordingly, the goal of the current study is twofold: first, to examine whether offspring of Holocaust survivors’ (OHS) aging is associated with parental trauma and posttraumatic stress disorder (PTSD), namely, tying parental trauma to offspring’s successful aging; second, to assess potential mediators that may link parental trauma and PTSD to OHS’s successful aging. These mediators include the parent–child role reversal common in Holocaust survivor families, whereby the child assumes a parental role as explained below, as well as secondary traumatization and depressive symptoms experienced by the OHS. These variables are hypothesized to serially mediate the association between parental PTSD and the offspring’s successful aging.



Trauma and Successful Aging

The notion that parents’ trauma transmits into offspring has been debated (e.g., 7–9). Using a meta-analysis to examine 32 studies on this topic did not reveal an overall effect of OHS being more impaired on psychosocial functioning (10). Still, this study did find indications of greater distress among OHS relative to comparisons if they experienced stressful events. For example, OHS who coped with breast cancer reported greater distress relative to comparisons (those whose parents did not undergo the Holocaust) patients (11). Recently, a literature review (12) revealed that half the studies addressing transmission of trauma to OHS found some indications of more psychopathology in OHS participants; yet, these authors noted that those studies were methodologically inferior to the studies which did not find such effects. In both middle-aged and older OHS, impaired physical health was noted [(13, 14); but see (15), who did not find such results].

In light of the mixed evidence regarding mental and physical health of OHS, researchers claim that efforts should shift from focusing on “if OHS are more vulnerable?,” to questions addressing the mechanisms and conditions, under which transmission may be observed. For example, in which families should we expect to see trauma transmission, and by which mechanisms should transmission transpire (8, 16)? Following, it may be that intergenerational transmission of trauma is not automatic, nor is it an unavoidable outcome of parental trauma; rather, it may stem from an unresolved attempt by parents to cope with their own trauma.

Aligned with this idea, parental PTSD has been generally associated with an increased risk for psychopathology in young offspring (17, 18). OHS also showed increased vulnerability to PTSD and other psychiatric disorders, especially when they perceived both their parents to have PTSD (19) or perceived one of the parents to have a negative parental style (16), meaning parents characterized as being stuck in the trauma or those who are numb and emotionally detached. It remains to be resolved whether and how parental PTSD is linked with the aging process of OHS.




Secondary Traumatization Mediates Parental PTSD–Offspring’s Successful Aging Link

The term secondary traumatization is defined by manifestation of PTSD symptoms in cases where there was no direct exposure, e.g., if an OHS would have nightmares about parental Holocaust experiences (20, 21).

In Shrira et al. (6), the link between parental PTSD–offspring’s successful aging was mediated by OHS’s secondary traumatization. This finding is most important for two reasons: first, not much is known with regard to secondary traumatization in OHS [for exceptions, see (22, 23)]. Second, although many studies have linked PTSD to impaired health and premature death (24–26) and negative aging evaluations (27), secondary traumatization is not often considered in the aging context. In the next two sections, we respectively address two additional potential mediators of the association between parental PTSD (emerging from long-term trauma) and offspring’s successful aging.




Parent–Child Role Reversal

Initial data reveal elevated secondary traumatization in a minority of OHS who reported faulty parental communication of trauma, i.e., parental trauma was communicated in an intrusive manner [cf. (28)]. Their secondary traumatization level in turn was related to more impaired health problems and negative perceptions regarding aging (29). There are several documented detrimental parenting styles that some Holocaust survivors (HS) have been known to engage in, e.g. HS parents becoming overprotective, viewing the world as a place fraught with danger, such as allowing their children to go on an organized field trip (30, 31). In other cases, the parent who has not adequately dealt with their own trauma may reject their children. Yehuda et al. (32) found that the more an OHS felt rejected as a child by their parents, the greater the trauma transmission was. The third and perhaps most detrimental parenting style is that of role reversal, namely, the parental child, where the child assumes the role of the parent—who is too emotionally frail to function as a parent and who also has too many unmet needs (33). The parents’ psychopathological need for an attachment figure, due to their own arrested attachment resulting from childhood exposure to genocide, renders their own child, their “parent” (30, 31). Such OHS may feel burdened by being charged with taking care of parents’ emotions and well-being at the expense of their own attachment and development. Some HS, particularly those who are more affected by their past trauma, may indirectly convey their emotional susceptibility to OHS, causing them to be the “parent,” who is now worrying about their well-being [see (23, 34)]. We thus hypothesize that parental PTSD may lead to role reversal, which will in turn lead to higher secondary traumatization [e.g., (23)]. Below, we address how this path of parental PTSD via role reversal, via secondary traumatization, will lead to depression.




Secondary Traumatization and Depression

Although it is known that PTSD and depression overlap often, and that such a comorbid condition is often qualitatively different (35), depression is often ignored. Depression is also frequently ignored with regard to the issue of secondary traumatization, although we know that there are strong associations between the two conditions (36). This lacuna also exists with regard to the Holocaust literature (37, 38). Nevertheless, it is very likely that parental PTSD, leading to OHS role reversal, which would putatively perpetuate a higher secondary traumatization level, would cumulate in high levels of depressive symptoms. In turn, suffering from depressive symptoms would, by definition, impair one’s level of successful aging, as noted below.




Successful Aging

Successful aging may be addressed in several manners. The seminal successful aging operationalization by Rowe and Kahn (39) is based on the tenet that disease, disability, and decline may not be inevitable aging processes. Successful aging is thus described as the combination between a lack of disease and disability along with an active engagement with life. Some critique this position, as it may include very few older people who are able to maintain high levels of functioning (40). A contemporary view suggests moving from a binary definition of successful aging (i.e., successful vs. unsuccessful aging) to a continuous measure, as even when aging may be associated with limitations in one aspect of functioning, persons may perform relatively well in other domains (41). Following, we operationalize successful aging as a continuous, multidimensional construct that incorporates several indices [cf. (42)].




Summary and Hypotheses

To recapitulate, we assessed the relationship of parental PTSD with the primary outcome of successful aging, as well as with the secondary outcomes of parent–child role reversal, secondary traumatization, and depressive symptoms. We propose a model in which parental PTSD relates to role-reversal (parental child) among OHS. Role reversal should associate with higher levels of secondary traumatization in OHS, which in turn should be positively associated with their depressive symptoms. Finally, higher depressive symptoms should associate with less successful aging in OHS.

More specifically, we hypothesized that OHS with parental PTSD will present less successful aging relative to comparisons (i.e., those whose parents were not exposed to the Holocaust), whereas OHS without parental PTSD will age as successfully as comparisons. Second, we hypothesized that the association of parental PTSD with offspring successful aging will be serially mediated via parenting (role reversal), OHS’s secondary traumatization level, and level of depressive symptoms.





Material and Methods



Participants

A convenience sample included 682 community-dwelling participants, who who comprised 341 dyads, of parents and adult offspring. All parents were Jewish of European origin born before 1945. Offspring were born after 1945 and had two parents who were alive during World War II. HS and their offspring included 204 dyads, and comparison parents without a Holocaust background and their offspring included 137 dyads. Holocaust background was determined by parents’ presence under Nazi or pro-Nazi occupation or domination during World War II.

Dyads were next divided according to probable parental PTSD (for more details see the Measures section). There were 43 Holocaust dyads with a parent suffering from probable PTSD, 161 Holocaust dyads with a parent without PTSD, and 137 comparison dyads (all of them with parents without PTSD).

Table 1 presents the background characteristics of the study groups. HS with or without PTSD were older than comparison parents. HS with probable PTSD had lower education level and rated their economic status as lower than both other groups. The groups did not significantly differ in parental gender and marital status. OHS whose parents had probable PTSD were older relative to comparison offspring. The offspring groups did not significantly differ in any of the other background characteristics.





Table 1 | Background characteristics of the study groups.
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In the total sample, 12.6% of parent–offspring dyads were father–son dyads, 22.0% were father–daughter dyads, 23.2% were mother–son dyads, and 42.2% were mother–daughter dyads. The ratio of the dyad types did not significantly differ across the three study groups, χ2(6) = 3.20, p = 0.78.

Among HS, the median year of emigrating to Israel was 1949, and median age at the time of immigration to Israel was 19. Holocaust-related experiences (e.g., being in a concentration camp, work camp, ghetto, hiding, living with partisans, having been exposed to hunger, extreme weather conditions, and extreme physical abuse) were documented among HS. Compared to survivors without PTSD, a significantly greater number of survivors with probable PTSD were in work camps [41.9% vs. 19.3%, χ2(1) = 9.50, p = 0.002], exposed to hunger [37.2% vs. 20.5%, χ2(1) = 5.19, p = 0.02), extreme weather conditions [34.9% vs. 19.3%, χ2(1) = 4.74, p = 0.02], and physical abuse during the Holocaust [16.3% vs. 5.0%, χ2(1) = 6.37, p = 0.01]. Significantly more survivors without PTSD reported to have been in hiding than survivors with probable PTSD [47.8% vs. 23.3%, χ2(1) = 8.37, p = 0.004].




Measures

Background characteristics. Background characteristics were completed by all respondents and included age, gender, education, and marital status. Education was rated on a scale from “no formal education” (1) to “academic degree” (6). Self-rated economic status was rated with a single item on a scale from “not good at all” (1) to “very good” (5).

PTSD symptoms. PTSD symptoms were rated by all parents via the PTSD Checklist for Diagnostic and Statistical Manual of Mental Disorders, fifth edition (43). This questionnaire is a 20-item measure of PTSD symptoms as appearing in the Diagnostic and Statistical Manual of Mental Disorders, fifth edition (44). HS were instructed to refer to their experiences during the Holocaust, whereas comparison parents were instructed to refer to the most traumatic event that had happened to them. Most comparison parents referred to a sudden death of a close person (32.3%) or to a life-threatening illness or disability that happened to a close person (19.4%). Others referred to being diagnosed with a life-threatening illness (8.1%), undergoing (or being injured in) war, combat or terrorist attack (9.6%), surviving a severe accident (6.5%), being physically attacked (4.8%), or undergoing other life-threatening events (e.g., natural disaster, experiencing abuse, etc., 19.3%).

For each symptom, parents were asked to choose their response on a 5-point Likert scale from 1 (not at all bothered) to 5 (extremely bothered) when referring to the last month. The PTSD symptom score was the sum of ratings. Higher scores indicated higher levels of PTSD symptoms. The PTSD Checklist for Diagnostic and Statistical Manual of Mental Disorders, fifth edition was found to have excellent convergent and discriminant validity (45). The Hebrew version of the scale was previously used (6). Cronbach’s α coefficient for this sample was 0.91. Probable PTSD was determined by a cut-off score of 33 or higher (cf. 45).

Perceived parental rearing behaviors. Offspring completed the Perceived Parental Rearing Behavior Questionnaire (46). The questionnaire includes 20 items examining perceived parenthood in four areas. The advantage of a self-report measure is that, frequently, the subjective experiences are more influential than the so-called objective reality (46). Offspring were instructed to refer to the parent who participated in the study. For each behavior, offspring were asked to choose their response on a 5-point Likert scale from 1 (not at all) to 5 (all the time) when referring to how the parent behaved towards them during their childhood. The behavior score was the sum of ratings in each scale. The scales included role reversal (seven items; e.g., “I felt like a parent to my parent”), affection (seven items; e.g., “My parent showed me that s/he loved me”), punishing (three items; e.g., “My parent hit me”), and overinvolvement/protection (three items; e.g., “My parent was too involved in my life”). Higher scores indicated higher frequency for each of the behaviors. Cronbach’s α coefficient was 0.71, 0.88, 0.66, and 0.70, for role reversal, affection, punishing, and overinvolvement/protection scale, respectively. The original questionnaire was developed in Hebrew.

Secondary traumatization. Offspring completed the modified Secondary Trauma Questionnaire (21). They rated the frequency in which they experienced 18 symptoms of distress, due to traumatic events experienced by their parent, using a scale ranging from 1 (never or rarely) to 5 (very often). Participants were asked to specifically refer to the parent who participated in the study. OHS were asked to relate to the Holocaust as the traumatic event, and comparisons were instructed to refer to the traumatic event reported by their parents (the students informed them of that event before they began to complete the questionnaire). The final score was based on the sum of answers. Higher scores reflect higher secondary traumatization. Cronbach’s α was 0.91. Previous studies have used the Hebrew version of this measure [e.g., (29, 47)].

Depressive symptoms. Offspring completed the depression subscale derived from the 18-item Brief Symptom Inventory (BSI-18) (48). We computed the mean of six items rated on a scale ranging from 0 (not at all) to 4 (very much) with a Cronbach’s α of 0.86. Previous studies have used the Hebrew version of this measure [e.g., (6)].

Successful aging. Offspring completed several indices of successful aging including chronic medical conditions, disability, somatic symptoms, and a global assessment of health (self-rated health).

Chronic medical conditions were assessed by a sum of 11 listed illnesses that participants reported to have been diagnosed with by a physician. The illnesses consisted of heart disease, high blood pressure, high cholesterol, stroke or cerebral vascular disease, diabetes or high blood sugar, chronic lung disease, such as chronic bronchitis or emphysema, asthma, arthritis (including osteoarthritis or rheumatism), osteoporosis, cancer or malignant tumor, and Parkinson’s disease.

Disability was measured by asking respondents to rate difficulties in preforming five functional activities [adapted from (49)] including stooping, kneeling, or crouching, reaching or extending arms above shoulder level, pulling or pushing heavy objects, lifting or carrying heavy weights, and picking up a small coin from a table. Each activity was rated on a scale from 1 (not difficult to perform at all) to 4 (extremely difficult to preform). The final score was based on the average of answers. Higher scores reflect higher disability. Cronbach’s α was 0.70. Previous studies have used the Hebrew version of this measure [e.g., (29)].

Somatic symptoms were assessed using the somatization subscale derived from the 18-item Brief Symptom Inventory (BSI-18) (48). We computed the mean of six items rated on a scale ranging from 0 (not at all) to 4 (very much) with a Cronbach’s α of 0.76. Previous studies have used the Hebrew version of this measure [e.g., (6)].

Self-rated health was rated on a scale from 1 (very good) to 5 (not good at all) (50).

In order to compute the overall successful aging score, the four scores were standardized (medical conditions, disability, somatic symptoms, and the reverse-coded self-rated health score), and then, the standardized scores were averaged. Subsequently, the averaged standardized score was multiplied by −1, so that high scores will reflect greater successful aging [cf. (6, 51)].




Procedure

Undergraduate student from a yearly seminar were instructed to recruit eligible participants available in their surroundings. The seminar students were instructed how to approach the interviewees and respond to potential difficulties. This study was conducted across three yearly seminars, from January 2014 until April 2018. The seminar students requested participants to take part in a study, which aimed to examine how families cope with difficult life events. Participants read and signed an informed consent form, which also noted that the questionnaire included queries regarding aging, death, various difficult life events, and the Holocaust. Following that, participants (mostly offspring) accessed an online questionnaire via a link sent to them. The students interviewed participants (mostly parents) who could not complete the online questionnaire themselves. Participants were interviewed, predominantly in the urban areas around Haifa (12.8% of HS living in Israel), Tel Aviv (12.0%), and Jerusalem which (11.3%), areas with the highest HS prevalence in Israel1 in their homes or other places convenient to them. The study received approval by an ethic review committee in Bar-Ilan University on November, 2014.




Data Analysis

Group differences in perceived parental rearing behaviors, secondary traumatization, depressive symptoms, and successful aging were assessed with a series of univariate analyses of covariance (ANCOVAs). As parental age and education level, as well as offspring age, significantly differed between the groups, these variables were controlled for. We also controlled for parental and offspring gender, as gender may potentially moderate intergenerational transmission (19).

The PROCESS macro (52) was applied to test the hypotheses regarding the serial mediation effects. The multicategorical independent variable (study groups) was coded into two dummy indicator variables, D1 and D2, denoting Holocaust exposure without PTSD and with probable PTSD, respectively, and leaving the comparisons as the reference group. To predict offspring successful aging, we used perceived parental rearing behavior (the ones found to significantly1 differ between the groups), secondary traumatization, and depressive symptoms as three mediators, M1, M2, and M3, respectively. Possible mediation paths were assessed in a serial mediation analysis using a bias-corrected bootstrap with 5,000 resamples. The serial mediation analysis controlled for all the abovementioned covariates.





Results



Group Differences in Main Study Variables

Table 2 presents the results of the ANCOVAs comparing the groups on successful aging, perceived parental rearing behaviors, secondary traumatization, and depressive symptoms.





Table 2 | Results of univariate analyses of covariance comparing groups on successful aging, perceived parental rearing behaviors, secondary traumatization, and depressive symptoms.
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The groups significantly differed in successful aging, role reversal, secondary traumatization, and depressive symptoms. Bonferroni post hoc tests showed that OHS with or without parental PTSD had lower successful aging score than comparisons. OHS with parental PTSD also reported higher role reversal, secondary traumatization, and depressive symptoms compared with both other groups. The groups did not differ in perceived parental affection, punishing, or overinvolvement.

Supplementary analyses assessed the effect of paternal vs. maternal PTSD. OHS with parental PTSD were thus divided into two subgroups: those with paternal (n = 12) and maternal PTSD (n = 31). In ANCOVAs comparing the four groups, i.e, OHS with paternal PTSD, maternal PTSD, OHS without parental PTSD, and comparisons, we controlled for all abovementioned covariates except for parental gender. The groups differed in successful aging, F(3,326) = 6.00, p = 0.001, η2 = 0.052. Bonferroni post-hoc tests showed that all three OHS groups (with paternal or maternal PTSD and without parental PTSD) reported lower successful aging score than comparisons. The groups further differed in role reversal, F(3,322) = 4.81, p = 0.003, η2 = 0.043, and secondary traumatization, F(3,318) = 6.40, p < 0.0001, η2 = 0.057. Both OHS with paternal or maternal PTSD reported higher role reversal and secondary traumatization than comparisons. The groups did not differ in perceived parental affection, punishing, or overinvolvement (F < 1.10). Finally, the groups differed in depressive symptoms, F(3,321) = 4.64, p = 0.003, η2 = 0.042. OHS with maternal PTSD reported higher depressive symptoms than comparisons.




Serial Mediation Analysis Predicting Offspring Successful Aging

Table 3 presents the findings from the serial mediation analyses (adjusted for covariates). Both parental exposure to the Holocaust (D1) and parental PTSD (D2) predicted lower successful aging score among offspring (Y). As both dummy variables were significant, the group difference reflected lower successful aging among OHS (both with and without probable PTSD) relative to comparisons. Parental PTSD explained 8% of the variance in successful aging. Moreover, parental PTSD (D2) predicted higher role reversal (M1). Parental PTSD explained 8% of the variance in role reversal. When both study group variables (D1 and D2) and role reversal (M1) were included as predictors of offspring secondary traumatization (M2), both parental PTSD (D2) and role reversal predicted higher secondary traumatization among offspring (M2) (explaining 24% of the variance in secondary traumatization). In addition, when both study group variables (D1 and D2), role reversal (M1), and secondary traumatization (M2) were included as predictors of offspring depressive symptoms (M3), both role reversal and secondary traumatization predicted higher depressive symptoms among offspring (M3) (explaining 34% of the variance in depressive symptoms). Finally, when study group variables (D1 and D2) alongside the three mediators—role reversal (M1), offspring secondary traumatization (M2), and offspring depressive symptoms (M3)—were included as predictors of offspring successful aging (Y), parental exposure to the Holocaust (D1), and offspring depressive symptoms (M3) significantly predicted less successful aging (Y) (explaining 34% of the variance in successful aging).






Table 3 | Estimated unstandardized coefficients (coeff.) for the effect of study group (D1 and D2) on offspring successful aging (Y), mediated by role reversal (M1), secondary traumatization (M2), and depressive symptoms (M3).
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The bootstrap analyses estimating the indirect effects of study group on offspring successful aging found three significant indirect effects. One indirect effect connected parental PTSD to less successful aging among offspring through a) higher perceived role reversal, which was then related to b) higher depressive symptoms [indirect effect = −0.03, 95% lower limit confidence interval (LLCI) = −0.08, 95% upper limit confidence interval (ULCI) = −0.005]. A second indirect effect connected parental PTSD to less successful aging among offspring through a) higher secondary traumatization, which was then related to b) higher depressive symptoms (indirect effect = −0.08, 95%LLCI = −0.17, 95%ULCI = −0.02). Finally, a third indirect effect connected parental PTSD to increased role reversal that was related to higher secondary traumatization among offspring, which was then related to higher depressive symptoms among offspring, which was finally related to less successful aging among offspring (indirect effect = −0.04, 95%LLCI = −0.08, 95%ULCI = −0.01).

Figure 1 presents the indirect effects connecting parental PTSD to offspring successful aging.
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Figure 1 | Offspring perception of role reversal, secondary traumatization, and depressive symptoms mediate the relationship between parental PTSD and offspring successful aging (controlled for parental and offspring age, parental education level, and self-rated economic status, and parent’s and offspring gender). Values refer to estimated unstandardized coefficients from the first four regression equations presented in Table 3. **p < 0.01.









Discussion

This study has shown two main results. First, it revealed that the aftermath of parental PTSD lingers and is associated with successful aging of the middle-aged OHS, thereby suggesting intergenerational trauma transmission. Second, the current results support a pathway, which potentially reflects a putative underlying complex mechanism via which the aftermath of parental trauma lingers on more than seven decades later to affect OHS. Namely, parental PTSD can lead to a parent–child role reversal, which in turn may exacerbate secondary traumatization leading to OHS increased depressive symptoms, which in turn impairs successful aging. Each of these findings is discussed below.

The first finding suggests intergeneration transmission, echoing earlier scholars who called on reshifting the focus from asking—if intergenerational transmission of Holocaust trauma exists—to the question of, under what conditions does intergenerational transmission exist (8, 16)? The current study shows that it exists, at least when parents had PTSD (17, 18). This finding can be appended to those findings, which found effects of intergenerational transmission, at least under some conditions. As it seems that effects on offspring aging were not related to parental trauma exposure per se, but rather only to parental PTSD—these results as shown below (indirect pathway) seem able to resolve some of the aforementioned questions about the underlying mechanisms involved (8).

To the best of our knowledge, only one single paper has previously substantiated the OHS successful aging–parental PTSD link (6). Earlier works did not typically examine physical health among OHS (for exceptions, see 13–14, 15, 53). Even in those exceptions, parental PTSD was not addressed. Although lower health measures were obtained in OHS (with HS mothers) (13), such data emerged from a sample which may have been biased. Shrira et al. (14) revealed in a random sample that examined OHS vis-à-vis comparisons that OHS (especially OHS with two survivor parents) reported more medical issues, higher medication use, and increased physical symptoms. In other studies that applied nonselect samples, OHS were the same as comparisons in their physical morbidity (15, 53); note, however, that in both these studies, the OHS were relatively young.



The Story of the Indirect Pathway

The main and critical finding, which was beyond the more direct track, suggests the underlying mechanisms linking parental PTSD and offspring aging. The mediation pathway tells a complex story that addresses the underling mechanisms involved in intergenerational transmission of trauma to OHS. These mechanisms can be seen as putative claims that may resolve Kellermann’s (8) question concerning how such trauma transmits.

The current results validated the entire pathway beginning from parental PTSD proceeding to parent–child role reversal, continuing to offspring secondary traumatization that potentially catalyze offspring depressive symptoms that finally may affect offspring aging. Although each individual link was established as reviewed in the introduction, herein, we address the integrative story. We do this with the aid of a fictional character called Sophia, who personifies a representative case of OHS whose parents suffered from PTSD. One of the first things Sophia said when asked to describe herself, was “that I would do anything to alleviate the suffering of my Mom. If anyone, and I mean anyone would hurt her, they will face my wrath.”

Sophia’s mother was in Auschwitz and had a tattooed number. She had PTSD and was frequently hypervigilant; thinking that Sophia was in danger, she also avoided Holocaust reminders such as going to a Holocaust museum or taking showers in a public place (e.g., beach), her arousal level when reminded about such issues rose dramatically, and as shown below, she also displayed negative alterations in cognitions. When Sophia was a baby, her mother was not always present emotionally; she felt her mother was “there”—thinking about her parents’ sibling who perished. She remembers her younger brother (Muli, named after her Father’s brother Shmuel) alternately being hugged very tight by her mother at times (as if to say I won’t let anything happen to you, literally afraid for his life, or perhaps her mother needed assurance that he was real) while at other times receiving less tactile affection. It was as if her mother expressed warmth but was hesitant/ambivalence towards hugging, perhaps being afraid to get too close, because it will bring only pain; it is a vulnerability to love. Sophia thinks that it was the same for her.

Incidentally, Sophia’s name was twist of a Yiddish name, named after her mother’s sister who perished. Sophia remembers from a very early age her mother saying that she Sophia is her mother’s victory over the Nazis. Sophia also remembers from a very young age her mother listening to a radio program for tracing lost relatives from the Holocaust, which was broadcasted every afternoon, where people called in giving names and places to ask if anyone knew what happened to them. She remembers the tension at home during this program being so “thick” along with the eerie “quiet.” Often, her mother after this program would be reclusive and withdrawn.

Her mother always worried and never believed anything a bureaucrat would say. Thus, for example, if the official at social security asked her to bring one document, she would literally panic and worry, looking for all documents that might be related. Sophia would calm her down and explain that she needed only the requested document. She would also often go with her mother on errands, where her presence as a reassuring figure, to calm her frantic mother down, was often needed.

One of Sophia’s earliest memories was to go into her father’s room when he was having a nightmare, screaming and shouting in Yiddish, a language she did not fully speak. In the beginning, she would sit there shaking. After a while, she felt it was her job to sit there, calm him down by either making soothing noises, stroking his arm, or bringing her father a cup of water. Incidentally, she felt that if she would rub off his tattooed number, she could make his pain disappear. When neighbors complained about the noise her father made at nights, they would come to her. Her father, a biochemist by training, worked in construction, rarely spoke, and in some ways much less dominant than her mother. Yet, there was much strength in his stoic but quiet demeanor.

Her mother, who worked in a bakery, tried her best to give her treats. Fridays were special, as Sophia would come after school to work in the bakery with her mother. At the age of 6, Sophia remembers a German tourist entering the bakery. Her mother literally lost it. She started screaming, that he should leave, people started stopping and asking what was wrong. A small-to-medium crowd of tens of people had already gathered. Her mother speaking German and screaming at this person, that he already did enough, she was thrusting her arm out to him with the tattooed number. At the end, the police arrived on the scene.

For Sophia, to obtain permission to go on a school field trip was no trivial manner. This is also an issue for her as a mom when her own child wants to go on a trip. Likewise, her staying out late at night as a teenager was often a point of profound strife. When a boy in her high school was killed in a terror attack, her mother who found her crying, said “crying will help bring him back?”

Indeed, it is very clear that Sophia’s parents loved her very much, and raised a family providing for them to their best ability. Yet, as they were suffering from PTSD, they may have been reliving the worst nightmares of the past and thus their diminished presence in the present. From Sophia’s case, one can obviously see that HS with PTSD, who may be living in the past, especially after being exposed to an infinite number of trauma reminders [cf. (54)], may be less available to care for the needs of their children leading to their greater susceptibility to developing psychological distress (55). A parent suffering from PTSD after experiencing massive trauma at a much younger age may not find adaptive ways to cope (30). Coping with such PTSD may demand many resources (56). When parental resources are lacking, as clearly in Sophia’s parents’ case, it may be conducive in creating a parent–child role reversal, as children sacrifice their own needs in order to try and satisfy the needs of their parents (57). Posttraumatic HS may also have themselves been robbed of forming secure attachment as they focused on survival during these formative years (30). Such a situation may lead to OHS  becoming a “parent” to supply that protection and unconditional love towards their parents, who were themselves robbed.

One example driving this parent–child role reversal may be the recurrent thoughts experienced by parents. For example, a HS parent who experiences nightmares may be calmed down by the child who comes in every night, sits with the parent, and may bring them a cup of water. Other examples may relate to avoidance judgments the parents make (e.g., “Do not go on a field trip”), whereby the OHS may assume the role of psychotherapist, educator, parent—facilitating their “fitting in.”

Taking the above into consideration renders likely the probability of the “parental child” to experience more secondary traumatization. This is true not only because the parent exhibits PTSD (37), but rather also because the child has fewer resources and more difficulty with emotional regulation. Instead of being able to reframe, such persons may opt for avoidance of negative stimuli; while this may temporarily alleviate some pain, it will exacerbate the situation. This in turn may expedite the downhill spiraling of given situations, such as when being reminded of parental trauma, OHS might prefer a lower type of emotional regulation e.g.., avoidance. For example, when confronted with any reminder of parental PTSD (58), or any trauma reminder (54), e.g., seeing a child on television who wakes up from nightmares, such avoidance may in turn strengthen their levels of secondary traumatization.

Having elevated secondary traumatization would likely increase risk for developing depression (59). Often prolonged or chronic secondary traumatization is linked with depression (60). In addition, being depressed, especially as one ages, puts one in a frame of mind of a negative schema (Sophia as a mom being hesitant to let her own children go on a field trip), whereby it is likely that one will focus on losses as opposed to gains. This is important, as a balanced and adapted approach to losses and gains comprises an important concomitant of successful aging [e.g., (61)]. Accordingly, depression is associated with multiple adverse physical health outcomes (62). Therefore, similarly to the way depression mediates the effects of PTSD on health behaviors (e.g., physical inactivity and medication nonadherence) and health [cf. (62)], it may well mediate the effect of secondary traumatization on health.

Hitherto through the conglomerated persona of Sophia, we have tied the results with detailed description of what can transpire in some HS families. Still, it should be noted that Sophia’s case should not be considered as typical of all OHS. Indeed, most OHS function well to the same degree as comparisons (8, 10). Previous works (16), as well as the current findings, seem to suggest that specific characteristics such as parental PTSD is what enabled the process of intergenerational transmission.




Limitations and Future Studies

These data should be examined in context of the following limitations. First, we employed a convenience sample which was biased towards academic education and elevated socioeconomic status in a cross-sectional design. Yet, such a sample was also advantageous. Namely, the current study which in contrast to previous works did not specifically select participants from Holocaust organizations, thus likely leading to a less biased sample where obtaining effects is more difficult (10, 64). Given the cross-sectional design, we apply caution regarding causality; at the very most, the significant mediated pathway suggests a possible mechanism that still requires longitudinal verification. Moreover, the sample may not have been large enough to enable clear comparisons of paternal and maternal PTSD. In principal, we also found it difficult to collect data from OHS whose both parents are alive and sufficiently healthy to rate their PTSD levels. Hence, due to this limitation, we could not examine the interaction between paternal and maternal PTSD. Previous studies show that maternal exposure (13) or maternal PTSD (19) may have stronger effects on offspring, whereas other studies found paternal effects as well (23). This issue should be further investigated in the context of offspring successful aging with larger groups of OHS whose Holocaust survivor parents are suffering from Holocaust related PTSD Fourth, our measures of parental PTSD and successful aging were obtained via self-report while the interviewers were seminar students. Future studies should include professional interviewers and use a psychiatric assessment of parental PTSD. Other measures, such as biological indices of offspring physical health, which can further increase clarification of result interpretation, were also not included.




Practical Implications

These data indicate the importance of an interdisciplinary approach. Namely, there might be several underlying mechanisms involved in subsuming the link between parental PTSD and offspring’ successful aging. These processes may be instrumental both in preventive and reactive interventions aimed to increase OHS successful aging. As noted above, the model enables several interventions, each geared at a different model phase, for example, psychotherapy aimed at alleviating the parental child syndrome, or trauma therapy that may reduce secondary traumatization, or therapies designed for depression which may relieve depression symptom levels. OHS successful aging may be further enhanced through preventive programs that may include focusing on specific OHS groups who may be at higher risk for late-life physical health impairments, such as those with parent–child role reversal, high levels of secondary traumatization, and those with elevated depression symptoms. Applying such a focused approach may enable the developing of a campaign to highlight the value of psychosocial interventions as well as preventive activities (e.g., exercise, performing common screening tests) (64). Moreover, more reactive interventions can address successful aging issues and focus on negative aging perceptions, especially in light of data demonstrating that favorable age perceptions are beneficial to future functioning (65).
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Background and Objectives: Nepal has witnessed several periods of organized violence since its beginnings as a sovereign nation. Most recently, during the decade-long Maoist Conflict (1996–2006), armed forces used excessive violence, including torture, resulting in deaths and disappearances. Moreover, there is widespread gender-, ethnic- and caste-based discrimination, and grossly unequal distribution of wealth in the country. While the immediate mental health effects of the conflict are well studied, less is known about the long-term effects of the conflict. This article sets out to explain how Nepalese survivors of violence perceive their wellbeing and mental health, search for help and construct their health care pathways and therapeutic itineraries. The aim is to provide a better understanding of local explanatory models and healthcare behaviors.

Methods: Semi-structured interviews were carried out with 25 people (14 men, 11 women) aged 30 to 65 in Dang district in 2013. To elicit illness narratives, a translated and culturally adapted version of the McGill Illness Narrative Interview (MINI) was used. Additionally, participants were interviewed about their war experiences and present-day economic and social situations. The transcripts were coded using deductive and inductive approaches and analyzed through thematic analysis.

Results: The study provides insight into temporal narratives of illness experience and explanatory modules. Symptoms were found to be widespread and varied, and were not solely attributed to violent experiences and memories, but also to everyday stressors related to survivors’ economic, social, and familial situations. In terms of help- and health-seeking behavior it was found that participants resorted to various coping strategies such as social activities, avoidance, withdrawal, and substance use. Many participants had received biomedical treatment for their psychosocial problems from doctors and specialists working in public and private sector clinics and hospitals as well as different forms of traditional healing.

Conclusions: These results shed light on the long-term impact of the Nepalese conflict on survivors of extreme violence, highlighting local explanatory models and help- and health-seeking behaviors. These findings inspire recommendations for the development of context specific and holistic psychosocial interventions focusing on well-being, social determinants of health, and human rights.
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Introduction

Nepal, although never colonized by any other country, has witnessed structural and organized violence since its unification as a sovereign nation in the mid-eighteenth century including, most recently, during the decade-long Maoist Conflict (1996–2006) (1). During the Maoist Conflict, armed forces used excessive violence, including torture, resulting in deaths and disappearances. Moreover, there continues to be widespread gender, ethnic, and caste-based discrimination, and grossly unequal distribution of wealth. While the immediate mental health effects of the conflict are well studied, this article provides insight into the ways Nepalese survivors perceive their mental health problems, seek help, and respond to mental health treatment in the long-term.

Understanding the long-term effects of armed conflict on people’s mental health and wellbeing is crucial for several reasons. On the one hand, the long-term recovery from wars is complex as communities undergo reconstruction and reorganization of social and political life and struggle to provide adequate health and social support to those suffering from physical and mental health problems (2, 3). In contrast, support for survivors is usually provided on a short-term basis in the form of humanitarian assistance, which now increasingly also includes the provision of psychiatric and psychosocial services to address trauma-related mental health problems (4–8). One reason for the provision of short-term mental health support in the face of long-term suffering might be the fact that there is little systematic research into the long-term consequences of war and violence on people’s mental health and wellbeing.

Research tends to be conducted in the immediate aftermath of conflict periods, and the few existing longitudinal studies have tended to focus on small sets of psychological symptoms or syndromes or on high-income country settings (9, 10). Nevertheless, findings related to the long-term mental health effects of war among Bosnian and Croatian civilians have highlighted that psychological symptoms and general psychological distress decrease over time, and that only a subsample of survivors continue to suffer from high levels of psychological symptoms due to distinct war experiences and contemporary stressors (9, 11). Similarly, a study focusing on mental health outcomes among Sri Lankan adolescents four years after the tsunami highlighted the interplay between traumatic experiences, social support networks, and ongoing daily stressors. It was found that daily stressors were transmitters of the impact of trauma on adolescents’ mental health problems and that social support moderated pathways from trauma to daily impairment. Consequently, it was recommended that interventions focus “not only on trauma processing but also on reducing current stress and improving social support” (12, p. 487).

These findings are in line with previous research that has highlighted the importance of investigating how war-related stressors cause and/or amplify existing daily or chronic stressors, and how such chronic stressors mediate the impact of war on mental health and psychosocial functioning (13). It has further been emphasized that such an integrated understanding should inform the development and implementation of holistic and context-specific interventions (2). Holism is crucial in that interventions which solely focus on healing the effects of war exposure have been shown to have limited impact as long as people face ongoing exposure to structural violence and daily stressors related to poverty, job insecurity, and housing, among others. Context-specificity is important as both war-related and chronic stressors differ across geographic, economic, cultural and sociopolitical settings as well as by age and gender (see also 14).

Even though it is now widely accepted that there exists a bidirectional relationship between war exposure and social determinants of health even in the long-term, the development of and evidence-base for holistic and culturally sensitive context-specific interventions continues to be sparse (15, 16). Johnson, (15) has linked the reasons for this gap to several factors including that (i) responses to social determinants are political rather than merely clinical; (ii) clinical professionals and researchers may feel as though they are overstepping boundaries when intervening in people’s private lives and may feel overwhelmed or even helpless in the face of social challenges; (iii) the range of targets for social interventions is wide as it encompasses national, communal, family and individual levels; (iv) there are other professions that are viewed as already intervening on social levels; and (v) the mental health field continues to be domineered by psychiatry and psychology with a less developed literature and work-force in social care. Despite these obstacles, calls for investing in national and local policies that directly target the underlying social causes of mental illness are becoming louder.

Our article seeks to contribute to this nascent field by exploring how Nepalese survivors of the Maoist Conflict (1996–2006) experience and reflect on their mental health and wellbeing, help- and health-seeking, as well as received treatment seven years after the end of the conflict. We begin by reviewing the epidemiological, public health and anthropological literature in order to establish mental health outcomes during and right after the conflict. This is followed by findings of our own investigation into temporal narratives of illness experience; salient prototypes regarding current health problems; and causal attributions and treatment expectations. In addition, help- and health-seeking behavior and pathways to care will be explored as they unfold in the present. The findings inspire recommendations for the development of holistic as well as culture- and context-specific, and long-term psychological and social interventions focusing on well-being, social determinants of health, and human rights.



Background Literature Review

The Nepalese Civil War, also known as the Maoist Conflict or Maoist Revolution, was a decade-long armed conflict between the Communist Party (Maoists) and the government of Nepal that ended with a comprehensive peace agreement in 2006. Between 1996 and 2006, armed forces on both sides of the conflict are alleged to have used excessive violence resulting in deaths and enforced disappearances. The conflict has resulted in between 13,000 to 16,500 deaths, with thousands more missing. More than 150,000 people were internally displaced and more than 100,000 incidents of torture have been reported (17–19). Despite being considered one of the poorest countries in the world and affected by a long history of political instability and frequent natural disasters (i.e., seasonal floods, landslides and earthquakes), the country has achieved noteworthy progress in reducing poverty, getting children into school and improving maternal and child health. For example, the infant mortality rate has gone down from 108 per 1,000 live births in the1990s to 27.4 in 2017. Moreover, the percentage of people living below the national poverty line decreased to 21.6 in 2017 from 42 in 1990. According to the human development index (HDI) report, Nepal is now among the medium development countries with an HDI ranking of 149 out of 189 countries with a per capita income of US $1004, life expectancy of 70.6 years and adult literacy rate of 59.6% (20, 21).

While there have been rapid social, cultural, political, and economic changes in recent years, inequalities in wealth distribution and according to gender, caste, and ethnicity prevail. Theoretically, Nepal abolished caste-based discrimination in 1963; however, caste-based exclusion is still widespread and affects every aspect of life, particularly among Dalits (“untouchables”) in rural areas of Nepal (22, 23). Moreover, there is a high rate of domestic and other forms of gender-based violence (24). Thousands of women and girls are trafficked to India, the Middle East, and other countries for forced sexual exploitation, forced labor, and forced marriages every year (25). In fact, Nepal has one of the highest rates of child marriage in Asia (37% of girls are married before the age of 18) (26). These inequalities persist despite the fact that the Maoist Conflict is believed to have emerged from and sought to change extant poverty, unequal division of wealth, and ethnic, regional, and caste discrimination in the country (1, 27–29).


The Effects of the Maoist Conflict on Mental Health

Mass violence during the Maoist Conflict as well as protracted and organized political violence and injustice have been shown to negatively affect the mental health of exposed populations (29, 30). High rates of psychiatric morbidity and disability were found among ethnically Nepali Bhutanese refugees (1, 31, 32), female survivors of human trafficking (25, 33), torture survivors (1, 19, 32, 34), and internally displaced persons (30, 35). Despite the lack of a Nepalese term equivalent to “trauma” and the coexistence of different local idioms of distress (36, 37), studies conducted in Nepal found high rates of symptoms consistent with PTSD. A case control survey comparing tortured and non-tortured Bhutanese refugees living in Nepal found a higher prevalence of PTSD (14 vs. 3%), anxiety (43 vs. 34%) and depression (25 vs. 14%) among those who had experienced torture (32). Similar findings were reported from another case-control study of PTSD among tortured (43%) and non-tortured (4%) Bhutanese refugees in Nepal (38). Studies have also revealed a higher prevalence of psychosocial and mental health problems, including PTSD, among displaced persons relative to the general population. A cross-sectional study conducted during the armed conflict shows that 53% of displaced persons suffered from PTSD, while 81 and 80% suffered from anxiety or depression, respectively (35). In 2008, the Center for Victims of Torture (CVICT) and the Transcultural Psychosocial Organization (TPO) of Nepal, carried out an epidemiological survey with 720 randomly selected adult samples in three districts of Nepal. It was found that 28, 23, and 10% of the sample met the symptom criteria for depression, anxiety and PTSD respectively (39). The differences in prevalence rates between these various studies has been considered difficult to explain and is most likely due to methods and sampling procedures (19).

Besides trauma-related mental disorders, research has also been conducted on local expressions of distress and Nepali “ethnopsychology” (37, 40). Kohrt and Harper (41) indicate that there are five dimensions of self-connected to mental health in Nepal, including what is called the man (heart–mind); dimāg (brain–mind); jiu (physical body); sāto (spirit); and ijjat (social status). The man and dimāg are particularly relevant for mental health: too much activity in the man is associated with psychosocial complaints while dimāg dysfunction is associated with being crazy, mad, or psychotic. Other studies have identified local idioms of distress and found that jham-jham (numbness and tingling) and gyastrik (dyspepsia) are common complaints that can be associated with depression (42). Among Nepali speaking Bhutanese refugees in Nepal, Sharma and Van Ommeren (18) have listed a number of idioms of distress including dukha lāgyo (sadness), dar laagyo (fear), jharko lāgyo (irritation), jiu sukera gayo (drying of the body) and kat kat khancha (tingling and burning sensation). Kohrt and Hruschka (37) have conducted a careful study inquiring into Nepali idioms of distress in connection to conceptions of local ethnopsychology and ethnophysiology. The study highlights that terms such as “depression” and “trauma” are not widely understood while local expressions such as dukha (trouble, grief, sorrow, misfortune, and hardship), chinta (anxiety, worry, trouble), dar (fear, dread, awe, terror), or ris (anger, wrath, ill temper, resentment) are commonly used to refer to related emotional states. Other studies have drawn attention to high rates of somatization among survivors of violence (38, 43).

Taken together, these studies make apparent that psychological trauma is a multifaceted concept and that people in Nepal express experiences of psychological trauma through a variety of idioms reflecting impacts on the heart-mind, brain-mind, body, spirit and social status as well as differences in perceived types of traumatic events, symptom sets, emotion clusters, and vulnerability. Less research is available on the long-term impact of the Maoist Conflict on mental health; the ways in which these long-term effects intersect and interact with chronic daily stressors; and what locally meaningful and appropriate mental health interventions and social support mechanisms could or should look like (an important exception is the development of ecological interventions for former child soldiers in the armed conflict (44, 45).



Access to Mental Health Treatment and Care in Nepal

In Nepal, available treatment for mental health problems is pluralistic. Among commonly practiced types of healthcare are Ayurveda, Tibetan medicine, and homeopathy, which are mostly available in cities, and widely available traditional healing (ritual or faith-based healing, astrology, herbal medicine) and biomedicine (42, 46, 47). Interestingly, it has been found that biomedical treatment related to mental health is sought only as a last resort by most people—generally after all other means of healing and treatments fail (42, 48, 49). This might be related to the scarcity of mental health professionals and service availability outside the boundaries of major cities (50). It has been estimated that there are only about 110 psychiatrists, 15 clinical psychologists, and 400–500 paraprofessional psychosocial counsellors in the entire country (50, 51). In contrast, traditional healers are readily accessible with approximately one traditional healer per 650 persons (41). Other reasons proposed for the low uptake of biomedical practice include Nepali cultural beliefs attributing mental health problems to spirit afflictions (48) and the lack of recognition of mental health problems except for “madness” in Nepali ethnopsychology and associated stigma related to mental illness (36, 41).

Despite the apparent limitations of biomedical and specialized mental health care, it has been noted that the western biomedical model of psychiatric care is being increasingly recognized and practiced, especially in hospitals and private clinics in major cities and by non-governmental organizations (50, 52–54). In collaboration with NGOs, the Nepal government is in fact working on developing a district-level mental health plan in an effort to integrate mental health care into primary health care and to revise mental health policy. There has also been a burgeoning interest in understanding local cultural knowledge of mental illness and care, and translating that knowledge into culturally appropriate interventions (36, 55). However, due to a weak governing body, these efforts have not been translated into sustainable mental health care strategies.




Methodology

This research builds on previously conducted epidemiological research identifying prevalence rates of mental health problems, factors associated with poor mental health and protective and risk factors in post-conflict Nepal (39). Based on this work, a clinical trial was carried out testing a novel treatment aiming to diminish traumatic memory and its effects among Nepalese torture survivors suffering from chronic PTSD. The means selected to accomplish this was the implementation of a small, pilot randomized controlled trial (RCT). Our main hypothesis tested the efficacy of reconsolidation blockade using the beta-blocker propranolol vis-à-vis the selective serotonin reuptake inhibitors (SSRI) paroxetine, the “gold standard” pharmacological treatment for PTSD across the world. In this study, reconsolidation blockade using propranolol was as effective as paroxetine for treating PTSD in a sample of Nepali torture survivors (publication forthcoming). The results presented in this article form part of the qualitative component of the research project which was complementary and explored the ways in which people suffering from trauma-related health problems as well as ongoing socioeconomic stressors perceive their mental health problems, seek help and construct their health care pathways and therapeutic itineraries.


Setting

This qualitative study took place in Nepal’s Dang district from mid-February until April 2013. Dang district is located approximately 280 km west of Kathmandu. The district’s population is estimated to be 552,583 people belonging to multiple linguistic and ethnic groups including Tharu (30%), Chhetri (25%), Magar (14%), Brahman-Hill (10%), Kami (6%), and other (16%). Dang was badly affected during the Maoist armed conflict. Civilians were subjected to extreme violence including killing, abduction, disability and injury due to landmines, torture and sexual abuse. The region continues to be affected by poverty, deprivation and discrimination (https://nepalmap.org/profiles/district-60-dang/).

Poverty and other social determinants have a decidedly negative impact on people’s health and wellbeing. Approximately 39.3% of children under the age of five are malnourished, only 55.3% of the population have access to safe drinking water, and access to healthcare is limited with only one hospital, four primary health centers, ten health posts and 26 sub-health posts available in the region (see https://nepalmap.org/profiles/district-60-dang/). A recently conducted epidemiological study that involved randomly selected participants from three districts identified that living in Dang was a risk factor for psychosocial and mental health problems (39). Yet despite the fact that psychosocial wellbeing and mental health are increasingly recognized by the government to be important issues related to the overall health status of the population, no working care system exists to address the needs of people with mental health problems.



Study Population and Sampling

Study participants were adult male and female survivors of torture and violence during the Maoist Conflict. They were purposively recruited by combining criterion and snowball sampling approaches. Criteria for inclusion were being over the age of 18 years, having been directly affected by the Maoist Conflict, and being a resident of the Dang district. Local research assistants who had been hired as case finders for the clinical trial component of this study helped to identify potential participants for the qualitative component of the project. Potential participants were then visited at their homes and screened to identify whether their traumatic experiences dated back to the armed conflict. If they met all inclusion criteria, they were recruited to the study. Additionally, a snowball sampling approach was followed whereby each participant was asked if they knew of any person who had been affected by the conflict like themselves and if they could put us in touch with them for the purpose of screening and recruitment.

The sample consisted of 25 participants (14 men, 11 women) aged between 30 and 65. All of them were civilians with three former Maoist fighters (2 male, 1 female) among them. Most lived in villages while five participates lived in towns. Most of the participants were farmers and very few held additional occupations such as health volunteer (n = 1), teacher (n = 1), VDC leader (n = 2), and restaurant owner (n = 1). The majority had some reading and writing skills, with three participants being illiterate. Most participants considered their economic situation “simple” but sufficient to make a living and support their families. Thirty-two percent of the interviewees described themselves as poor and experienced difficulty providing for their families, particularly their children, in terms of food, clothing and school supplies (See Table 1).


Table 1 | Study participants including traumatic experiences and most important daily stressors.





Data Collection and Analysis

Data were collected through semi-structured interviews and observations carried out during and after interviews of interactions between household members and living standards. The topic guide included questions about family structure, socioeconomic situation, and work, and inquired into experiences during the Maoist Conflict. To elicit illness narratives, we used a translated and culturally adapted version of the McGill Illness Narrative Interview (MINI; Nepalese translation: https://www.mcgill.ca/tcpsych/files/tcpsych/mini-nepali-revised_v.3.1_0.pdf) (56). The MINI is a theoretically driven, semi-structured, qualitative interview protocol which is divided into three sections: i) a basic temporal narrative of symptom and illness experience; ii) salient prototypes related to current health problems, based on the previous experience of the interviewee, family members or friends and mass media or other popular representations1; and iii) any explanatory models, including labels, causal attributions, expectations for treatment, course and outcome. Additionally, we used the supplementary sections of the MINI which explore help-seeking and pathways to care, treatment experience, adherence and impact of the illness on identity, self-perception and relationships with others.

Interviews were conducted with individual participants except in two instances where couples were interviewed together based on their specific request for such an arrangement. Interviews were carried out by both authors. They were conducted in Nepali by the second author and involved, when the first author was interviewing, the help of a Nepali translator. The interviews lasted between 40 min and 1 h and were, with the consent of study participants tape-recorded and later transcribed verbatim and translated into English. Both authors read the transcripts carefully before coding them by combining deductive and inductive approaches (57, 58). The data were analyzed using thematic analysis (59). Specifically, the coded data were, first, categorized and linked by relationship into categories. Thereupon, links were established between the categories and defined properties such as phenomena, causal conditions, context, action strategies and consequences. Through an interpretative process, it was possible to identify the core themes which are presented in the following results section.



Ethics Approval

Ethical approval for this study was received from the Research Ethics Board of the Douglas Mental Health University Institute in Montreal, Canada and from the ad-hoc ethical committee at the Department of Psychiatry and Mental Health at Tribhuvan University Teaching Hospital in Kathmandu, Nepal. We obtained written informed consent for the publication of the data from the participants.




Results


Narratives of Symptoms and Illness Experiences

To develop an in-depth understanding of how survivors of the armed conflict in Nepal perceive their distress and related health problems seven years after the conflict, we elicited basic temporal narratives of symptoms and illness experiences. We asked the following questions: (i) From what kind of emotional or physical health problems do you suffer? And, since when do you suffer from these health problems? (ii) When you have these health problems, what kinds of symptoms do you experience? (iii) What else happens when you experience these (symptoms)? These questions were designed to act as a prompt for further discussion concerning the frequency, intensity and location of symptoms.

Respondents listed many and a wide range of symptoms of emotional, physical, and psychosomatic nature. The following excerpt of an interview with an older couple who had been tortured, beaten, and almost drowned to death by Maoist fighters is exemplary:


Husband: In my dreams I see people dying and (I feel) dizzy and shaking, I see those same Maobadi (Maoists). I see the same unfortunate event in my dreams.

Q: Does this happen to you (wife) too? Seeing something like that in your dreams?

Wife: Yes, the same thing happens to me too. Sometimes (I dream) that I’m walking along the river, and sometimes that they’ve thrown me into the river. (…) When I’m about to wake up and my heart is racing, I remember that event and I feel that maybe it is still happening? Maybe they’ll come back and try to kill my husband again? Maybe they’ll kill me?

Q: When those kinds of things come to your mind, do you experience any emotional or physical symptoms? If so, what kind of symptoms do you experience?

Wife: In my body unusual things happen, my stomach hurts, my mind is restless (man ātinchha), sometimes my chest hurts, my heart hurts (mutu dukhchha); during this time, it feels like my ribs hurt, my finger doesn’t function well because my nerve is swollen so I cannot even knead dough, I can’t cut grass, you know I can’t even serve dinner well.



The couple refers to a combination of symptoms related to their gruesome experiences. In this short excerpt they mention nightmares and sleeping problems, dizziness and body shaking, pain in stomach, chest, ribs and heart, restlessness of the mind and swollen nerves. Frequently mentioned symptoms and feelings expressed by other study participants included sleeping problems (n=14), worries (n = 11), headache (n = 8), pain (n = 7), eating problems (n = 6), goosebumps (n = 6), anger (n = 5), fear (n = 5), emotional pain (n = 4), listlessness (n = 4), restlessness (n = 4), nightmares (n = 4), and mental tension (n = 4). Less frequently mentioned yet shared were back pain, weakness, stomach pain, thinking too much, heat in their bodies, and flashbacks. Other symptoms included heart pain, heart racing, chest pain, forgetting, stress, sweating, speaking problems, avoidance, hurting eyes, dizziness, constriction of the throat, high blood pressure, and vision problems. Finally, a number of symptoms were only mentioned by individual respondents (see footnote).2

Since study participants were allowed to freely list their symptoms, a wide range were mentioned which is in line with previous studies (see 18, 19, 35). While all respondents mentioned various symptoms (ranging from 2 to 19 per person), the illness narratives revealed that symptoms were not equally distributed. Men experienced slightly fewer symptoms than women (average number of symptoms for men 7.8 and for women 9.4), and among women, widows experienced more symptoms than non-widowed women (average symptoms for widows 11 and for non-widowed women 8). These discrepancies did not appear to be solely a reflection of the type or frequency of violence experienced during the conflict, but also of current social determinants, including participants’ economic situation, gender-based discrimination, and issues of marginalization and community exclusion (see below).



Causal Attribution: Traumatic Experiences

Most participants stated that their symptoms had been initially caused by the violence and insecurity they had to endure and witness during the decade-long armed conflict. They reported that their symptoms increased or tended to reappear when they recalled the armed conflict and related violence, were confronted with persons who had inflicted violence on them or their family members, or visited places that reminded them of particular gruesome events.

Many of the participants listed a number of violent experiences including the loss of family members (n = 9), living through and surviving torture (n = 9), experiencing and witnessing kidnappings (n = 3), imprisonment (n = 2), and long-term displacement (n = 2). The loss of family members was experienced as extremely painful, affecting a person’s entire being emotionally, physically, and socially. A man told us about the shock he had felt when his son was shot in their family garden and how this experience haunts him until this very day. He said, “even now, my mind doesn’t work. If I think something, I forget about it immediately.” He continued to feel depressed, felt as though there was no one he could rely on, and had lost his faith in the gods: “I feel that the fasting (barta) for the gods and goddesses is useless. I don’t believe in any gods now.”

A woman highlighted the pain she experienced remembering how her daughter was murdered. Due to the fact that her daughter’s bodily remains were never located, she was still unable to find emotional closure. She stated, “Perhaps if I had seen my daughter’s corpse, if I had gotten the chance to cremate [her body], then maybe there wouldn’t be so much pain, but I didn’t get to see her corpse. It is unknown where they killed her or where they threw her body, and even now I feel maybe she’s still alive.” She explained that the grief and uncertainty caused her sleeping problems and unstable health.


My 14-year-old daughter died, the enemy killed her. The difficulty during that time was indescribable, I didn’t feel like eating, my health was not stable, no matter what (…). I withstood a lot of [emotional] pain. (…) It was difficult for me to even feed and dress myself. I didn’t get pennies from anywhere, I had difficulties to educate my children.



She went on to explain that remembering her daughter presently led to her feeling emotionally low which became particularly strong when she saw young girls passing by who were her daughter’s age as they made her wonder who her daughter would have become had her life not been cut short.

Mostly male participants reported that their suffering and emotional pain was caused by experiences of torture during the conflict. They reported gruesome mistreatment at the hands of government forces and Maoists including severe beatings with rifles, stones, and boots; breaking of bones; cutting; attempts at drowning; blind folding; and shackling with ropes and sticks. A village teacher provided the following testimony:


It was around 10 o’clock in the evening when they came … there were 10-15 of them. Some had covered their face (…). They surrounded my house (…). When I went outside, they captured me all of a sudden and blindfolded me. Then they took me to a small river. They accused me of being CID [a spy]. They took me to the bank of the river and started beating me. They pointed the guns at me and acted as if they were going to kill me. They beat me very badly. I told them that I was a teacher at the village, not a spy, but they did not accept what I said (…). I told them that I teach students in the village. After that, they beat me a lot and in the end they broke my leg. They broke my leg into three pieces and left me (…). Two of them carried me and threw me on the front lawn of my house.



He went on to explain that it was since then that he felt his body trembling (jieu thar thar garne), felt weak, had nightmares, anticipated his attackers’ return as he lay half awake, and suffered from fear and heart ache—”It (the heart) doesn’t ache (physically), it’s not in my body”, he explained, “but it is in my man (heart–mind) and in my dimāg (brain–mind)”. Similarly, a farmer told us that he had suffered from fear and the anticipation of violence at nightfall since the time he was severely beaten until his aggressors thought he was unconscious.

Other participants considered that the onset of their symptoms was related to witnessing the killings and torture of others, their imprisonment, displacement and insecurity, and the many threats they had received throughout the time of the conflict. However, it is important to state that not all of study participants were plagued by physical or emotional symptoms. Time did appear to heal some wounds and moving forward was possible despite the memories, sadness, and grief. A woman who had lost her husband in the conflict and whose illness symptoms had become fewer summarized: “We have been surviving regardless of suffering or prosperity, with or without food.” Another participant reflected about how grief and social problems decreased over time saying, “There aren’t as many difficulties as there used to be before. There will always be problems, but you can’t make them into a mountain, you can’t think that this is how things are going to be, you can’t cry about it.” While time seemed to heal some wounds, these narratives also highlight that experiences of violence can have long-term impacts on people’s health and wellbeing; related memories continued to cause psychological and physical pain, fear, troubled sleep, and emotional heartache for many.



The Interrelation Between War Experiences and Daily Stressors: Impact on Mental and Psychosocial Health

All study participants explained that their health problems were not solely caused or amplified by violent experiences and memories, but also by chronic, daily stressors. Unlike war experiences, daily stressors were mostly not particularly eventful or spectacular, but instead formed part of the daily routine of living, pertaining to participants’ economic, social, and familial situations. Yet, despite their structural differences, chronic daily stressors and the effects of the armed conflict were not experienced as separate from one another– they came together in people’s lives and, thereby, co-created illness experiences.

The Maoist Conflict had been fueled by people’s frustrations with economic inequality and poverty, and its outcome was perceived as a disappointment by many. All participants complained that their economic situation had not markedly improved due to the fact that subsistence farming did not yield enough income and available jobs did not pay enough to provide for children and purchase additional food and adequate clothing. A middle-aged widow stated:


I (often don’t) feel sleepy at night, and before I (know) it, it is light outside. I think about how I would raise my children. When they were little, there weren’t too many expenses for them, but the older they get, the more expenses they require. Look, my children are growing up, and they yell at me when I can’t fulfil their financial demands (…). My children also ask me what I am so worried about. My children tell me not worry, that we must find something or the other (a source of income). But, sometimes it’s like we can’t even eat dinner. Of course, I worry, why wouldn’t I worry.



Others complained that their dire economic situation did not allow them to pay for specialist doctors’ visits or medication. A middle-aged farmer who suffered from health problems related to the torture he had endured at the hands of government forces during the Maoist Conflict laid his situation out for us, explaining, “I don’t have any land of my own, I have to go plough others’ land. Fertilizer is expensive. If we don’t put fertilizer then there is no production, and when there is no production then I get worried about where I’m going to find the money for (medical) treatment”. Indeed, economic problems themselves were considered to cause or aggravate health problems and to impact on general wellbeing due to worries, sleeplessness, and problems with the heart-mind (man). Despite people’s overall negative perception of their economic situation, there were a few study participants (n = 4) who felt that their particular situation had improved due to the fact that their children were employed (n = 2) or that they received regular monetary support from family members who worked abroad (n = 2). With the extra help from family members, they were able build a new house, purchase some land for agricultural production, and support their basic needs.

Problems related to social status were also highlighted as negatively impacting on health and wellbeing. Particularly the narratives of war widows and persons with physical disability bring to the fore how war exposure and daily stressors intersect and co-create experiences of marginalization and ill health. All widows we talked to told us that the loss of their husbands during the armed conflict was devastating on multiple levels. Grieving for their husbands, they also had to face the consequences of losing their social status and respect among fellow villagers. A widow who continued to live with her in-laws in comfortable living conditions told us how radically her life had changed upon the loss of her husband, who was shot during a political campaign. “When I had my husband, many people used to come and chat … the life back then was so enjoyable. We used to be respected by so many. Many big people from the political party used to come here day and night.” After pausing to reflect she added, “Now, after he left us, I don’t know why, but no one comes to visit. It seems no one cares. People want to gather around burning wood. Who wants to gather around wood that is not burning?”

This sense of being considered cold and without purpose (wood that is not burning) led to exclusionary practices. This was illustrated by a widow who stated that others looked down upon her, related to her with disgust, and excluded her from social gathering and even family events. In frustration she exclaimed, “After our husbands die, we can’t die with them. And even though it is difficult, we have to carry on caring for our children.” Similarly, others complained that they might as well have died with their husbands instead of living a life at the margins of society, that others blamed them for the death of their husbands, and that they felt disabled without male support. “Well, without a husband around I feel limbless, I don’t have much support” a woman began. She continued, “When I walk around without a husband, I receive unfair treatment from others and (…) other people and my sons blame me.” Such statements were echoed by other widows who lacked support, had difficulty finding work with a decent income, and could not support their children financially while also protecting them from others’ prejudices.

The comparison between losing one’s husband and losing a limb was an apt one as men who suffered from torture-related physical disabilities also complained about the societal exclusion they experienced, disrespectful treatment and discriminatory practices which hindered them in finding employment. A middle-aged man whose leg had been broken and crushed by government forces felt that his disability had brought a part of his life to an end. He said, “Well, what can you do in life. If I were able to use my foot well, then I could go to someone else’s house and work. I would be able to live (from these earnings).” However, it was not just the missing limb, the disability, that kept men like him homebound. It was also the prejudice and lack of respect that people harbored towards the disabled. “I’m without a limb and they feel that whatever I do or say comes from a lowly level” someone said. Instead of being able to care for themselves, they perceived themselves as a burden for other family members who had to struggle to meet their and others’ needs. A former Maoist fighter, who was blinded as part of the torture that government prison guards had exposed him to, stated with resignation in his voice, “I must be fed, I must be cooked for, and going to the bathroom is whole other story…” His wife, a former Maoist fighter like her husband, struggled with “mental tension”, stomach pain, sleeping and eating problems, thinking too much and fatigue due to her memories of the violence she had been forced to endure and challenges connected to keeping the family farm running on her own. She was responsible for raising a small son, caring for her husband, keeping the house in order, and dealing with the cattle and agricultural production.

Strained family relations were an additional source of stress. While most participants considered their families supportive and generous, some women complained about being exploited and ill-treated by their in-laws. A widow shared with us that she had been used as a maidservant since her husband’s death while her in-laws remained idle and expected to be served. Consequently, she decided to leave their compound and live on her own despite struggling to secure an income and provide for her children. Two men, on the other hand, complained that their dreams and aspirations were cut short by their families who discouraged them from progressing in their education and careers. This, they stated, was an important source of frustration and stress. We were told, “They [my family] lack basic education, they don’t know anything (…) and can’t give advice. That’s why I don’t receive support from my family. I console my soul myself.” Others were distraught that their family members lived far away or even abroad and were, thus, unable to provide emotional support. The female Maoist fighter introduced above lamented, for instance, “Our family doesn’t live close by and I feel that if they did, then we could have talked and exchanged about the good and bad times we are experiencing.” Consequently, she often felt alone with her gruesome memories, emotional and physical pain, and pressure to provide for her husband and son.

One of the long-term effects of the Maoist Conflict was the intersection of traumatic memories with daily stressors. In their coming together, they were relentless and constant, affecting people’s social position through disability and widowhood; impacting on their ability to earn an income or perform daily tasks due to emotional and physical pain; and, as will become apparent in the following sections, affecting community cohesion, regional economy, and infrastructure.



Coping and Help-Seeking

In order to ease the physical and emotional pain induced by traumatic memories and daily stressors, study participants resorted to various coping strategies including social activities, avoidance strategies and withdrawal, and substance use. Several explained that it helped them to find meaning in their illness through analogy, that is, by comparing their experiences to others (this corresponds to “salient prototypes” outlined in the MINI (56). They made their own symptoms more bearable by relativizing them in light of the suffering experienced by others. This, it was explained to us, made them realize that they were not alone with their pain and that others might have endured even more violence and loss. We were told, “When you have so much pain in your own mind, then you make yourself feel better by looking at the pain of others.” Similarly, a woman who had lost her daughter during the armed conflict explained:


Look, a lot of people have found themselves in this conflict. I think about the pain that other people have to go through and make myself feel better about my own situation. It is not only me who has lost something, (…) I tell myself some people have lost their husbands, some people have lost their wives, some have lost their daughters too, I am not the only one who has lost someone. I tell myself that everyone has pain and problems and that is how I console myself.



Although trauma and suffering were experienced at the level of the individual, the notion of shared grief and pain created a sense of companionship and solidarity which seemed to say ‘we are in this together’. Other times, companionship through social interaction was sought more actively as a form of distraction from one’s grief and worries and a means to escape loneliness and troubling thoughts. The same woman introduced above mentioned that since the death of her daughter, she could not stand being alone and consequently sought company by walking into the village to chat with her friends and visit acquaintances. Similarly, another woman told us, “During daytime, I talk to people while walking around and I don’t feel any pain. But when I am alone in the evening and start thinking, I experience such problems.” These examples make apparent that both illness and coping are social experiences which are shaped by historical and contemporary social change.

While illness and coping may be social, this does not mean that social relations are always sought after or that such relations are necessarily positive. We found that it was mostly men who tried to control their feelings by explicitly avoiding social company. They wandered around by themselves, visited temples or quiet places on their own, or worked harder than usual. For instance, a middle-aged man stated, “When I have the problem, then I keep working all the time. I feel pain, yet I keep working. But if I feel restless, and if it hinders my work, then I take medication. This is how I am living.” A few participants tried to relax or numb their feelings with alcohol or cigarettes. While alcohol was seen as a form of escapism, cigarettes were experienced as taking the tension away and were, accordingly, viewed as a form of relaxation by some. A woman who had lost both her son and daughter along with their friends had the urge to forget her sorrow. She exclaimed, “I couldn’t forget them and so I started drinking alcohol. I was so much hurt and I wanted to learn to smoke cigarettes. If I hadn’t learned smoking cigarettes, my headache would be severe. I was suffering badly so I learned how to smoke.” Alcohol-induced forgetting and pain relief for headaches through smoking felt like justified approaches, even skills (“I learned how to smoke”), to this woman in light of her suffering.

Help-seeking was mainly interrelational in that respondents requested and drew on family, community, and institutional supports. Most stated that it was their immediate family and friends who provided them with support. Family members provided material support in the form of money or financing the building or rebuilding of homes as well as social and emotional support and care. Similarly, friends and neighbors were perceived to be supportive in that they encouraged participants to socialize, listened to them, calmed them in times of distress, and/or tried to provide some comfort when in pain. A man with disability highlighted the importance of having forged a special type of bond (mit lāune: a tradition of friendship established through ritual) with a person suffering from similar health problems as their relationship provided him with a sense of solidarity and mutual understanding while, at the same time, it “freshened his mind” when he was feeling nervous or worried.

When asked about ways in which the village community provided support, participants provided examples of how, during the years of conflict, neighbors had protected each other during invasions, had taken children into their care whose families had been detained, or had driven the wounded to nearby clinics or hospitals. After the conflict, some communities had collected donations for the disabled in order to support them and their families as they were struggling to find a source of income. Only one person noted that a lack of communal solidarity and consequent feeling of isolation and frustration. He asked rhetorically, “What could the neighbors do? They are busy taking care of themselves. They are struggling to sustain their own families; how could they help us? We do have friends but who would be of help in times of trouble? Nobody will be there when you are in trouble, everyone supports you only in times of happiness. (…) I came to learn this.”

Most study participants had also received support from non-governmental organizations and governmental institutions in the immediate years following the conflict. The aid had been short-term and predominantly consisted of monetary and in-kind donations (i.e., food, clothes, building material) as well as psychosocial activities including self-help groups and trainings (i.e., training on livestock, agriculture, small business development, investment). While the aid was welcomed, it was often considered too short-term and insufficient. A widow highlighted that the government had provided her generously with 5 lakh (500,000 rupee) as seed capital but, from then on, only provided 150 rupee per month for her children– pocket money which she considered “not even enough to buy vegetables or a samosa.”

The major complaint was directed at the unfair distribution of aid which favored influential families, people with “connections” or those with ties to particular political parties. The resulting inequalities were experienced as stressful and as negatively impacting on people’s sense of wellbeing. A widow reflected on the unfair distribution of aid stating angrily, “Whoever has endured a painful conflict, that person will not receive any help. Whoever hasn’t endured conflict has received help from institutions. Even people who haven’t endured any conflict are making fake petitions and receive funding.” Similarly, others explained that there were those who wrote “fake claims” to receive funds based on their non-existent disability or veteran status or false description of their economic situation. We were also told about the distribution of funds based on political partisanship and nepotism as well as about politicians who attempted to increase their popularity and party membership by promising people access to welfare or in-kind donations. A man said, for instance, “(political) parties started to be biased saying ‘this victim is the one I know’ and started to provide (them with) much more relief and support (compared to) others.” Trying to verify these complaints, we interviewed a village leader who indeed acknowledged the study participants’ grievances as accurate, but, relativized their complaints by adding that many villagers were actually unaware of the eligibility criteria for welfare and aid, whom to approach to receive support, and what documentation to provide in order to file a claim. Nevertheless, he admitted that those working in administrative positions tend to ignore the situation and, thus, fail to engage in advocacy and knowledge transmission to improve access to welfare and other forms of support. Thus, aid was experienced as both a welcomed relief and a source of stress and communal conflict due to the way it was distributed, its scarcity and the lack of sustainability in a context where poverty and unemployment are widespread.



Health-Seeking and Pathways to Care

Almost all study participants had received some form of biomedical treatment for their health problems as they visited a combination of doctors working in public and private sector clinics (n = 9); hospitals (n = 5) in Kathmandu, Palpa district, and India; mental health specialists (n = 2) including a neurologist and a psychiatrist; and professionals working for non-governmental organizations (n = 2) such as the ICRC or the Centre for Victims of Torture (CVICT). Although many received medication, most could not actually recall what kind, while some referred specifically to sleeping pills (n = 2), analgesics (n = 4), and medication for high blood pressure (n = 1). Medication was variously combined with other types of treatment and advice including scans (i.e. x-rays, CTs, MRI), psychiatric medication, counselling, advice from both doctors and family members not to worry or be preoccupied, exercise, and various forms of traditional healing.

Many felt that their health problems had improved over the years partly due to “time” and partly due to medical treatment, counselling and traditional healing. However, several participants felt that medication was not particularly effective as it was not perceived to lead to a cure. It was highlighted that medication had to be taken continuously while health problems kept re-surfacing at regular intervals despite the treatment. One man stated, “When I am alone, I think too much—if people are with me, then I think less. If I don’t take medicine then I can’t sleep at all. I can only sleep once I take the medicine that my son has sent me from India.” Another man explained that he had visited various doctors who had prescribed “four to five different medicines” which he considered ineffective. Finally, at a clinic in Gangalal he was prescribed medication he considered helpful and was willing to continue taking. Only one woman perceived the medication she had been prescribed to be completely unhelpful. She complained:


The pain from the death of my daughter caused so many types of illnesses. I spent about 12 lakhs (1.2 million) for my healthcare – the money that my eldest son had sent me was used to go to Kathmandu, Palpa and Lukhnow (India) where the doctors still couldn’t figure out what my problem was. (…) Even when I take the medicine that the hospital gave me, it hurts just as much as if I were not to take the medicine.



Interestingly only four participants said that they visited traditional healers for their health problems. We believe, however that this reflects under-reporting rather than actual health-seeking practice considering that well known healers lived in the area and existing literature highlights the widespread use of traditional healing for trauma-related as well as physical health problems. Those who reported seeking traditional healing visited both healers and temples to find inner peace and pain relief. For instance, we were told by one of our male participants that his illness had been variously interpreted as witchcraft by a guruba (traditional) healer and as neuroinflammation by a biomedical practitioner. When asked how he made sense of these different illness explanations, he responded:


A: (smiling) Who is correct? Both couldn’t do anything for me. Although the traditional healer couldn’t do anything, he did something. (…) I might consult others (traditional healers).

Q: So you think that you have been bewitched?

A: Yes, something like that.

Q: What did the guruba do to make you feel better?

A: He told me that using the traditional way through rituals (jhaar phuuk) would be correct.



The interviews made apparent that both biomedicine and traditional healing provided some relief, but failed to yield a lasting cure due to the chronic nature of the health problems, recurring traumatic memories, and ongoing socioeconomic stressors which were linked to psychological and physical pain. It also became apparent that there was no long-term mental health and psychosocial support program in place (most had travelled to other cities including Kathmandu to receive psychiatric treatment), nor did there appear to be any social interventions in the region that could directly address social and economic determinants of health and thus indirectly affect conflict-related memories and associated emotional pain.




Study Limitations

This study has several limitations. First, the study was cross-sectional rather than longitudinal and based entirely on retrospective self-reporting of war-exposure and related illness symptoms. Although respondents indicated that their mental health problems originated from traumatic experiences endured during the Maoist Conflict, the actual time of onset of symptoms is impossible to determine. In fact, we suspect that most people experienced a number of triggers including conflict-related violence and structural violence as well as daily stressors experienced in the aftermath. Second, the study was based on a small sample and sampling was conducted in only one out of 77 districts in Nepal. Therefore, the results may not be representative of conflict-affected populations in other geographical areas or across all linguistic, caste, ethnic, and socioeconomic groups. Third, we failed to systematically collect information about ethnicity and participants’ socioeconomic status before the conflict. Consequently, it is impossible for us to more objectively determine whether or not respondents’ socioeconomic situation had changed due to or since the conflict. Despite these limitations, the data offer crucial insights into the long-term consequences of war and the ways in which people perceive war exposure and daily stressors to affect their mental health and wellbeing.



Discussion and Conclusion

Our findings provide insight into the ways long-term consequences of war intersect with daily stressors and, in combination, affect people’s mental health and wellbeing. The findings further highlight the importance of designing interventions and support mechanisms that address not only immediate humanitarian, health and mental health needs, but also the social determinants of health (i.e., infrastructure, poverty, housing, education, and multiple forms of discrimination) which affect the context in which people are born, grow, live, work, and age (see 60). Respondents themselves highlighted how their illness experiences were co-produced by traumatic conflict-related experiences, extant social role and status-based discrimination (i.e., gender, widowed, unemployed, disabled), and daily stressors (i.e., insecure economic situation, impoverished living conditions, and lack of community and family cohesion). In combination, these various stressors were perceived to cause a wide range of symptoms spanning psychological, psychosomatic and organic domains. This finding corresponds with previous research in Nepal which has identified that people express distress through a vast number and range of symptoms (e.g., 18, 19, 35, 61; see Chase etal., (55) for a review of studies on culture and mental health in Nepal).

The onset of these symptoms was usually attributed to violence experienced during the Maoist Conflict. We were told about the gruesome events respondents had experienced and witnessed, the ways in which they relived these experiences through memories and dreams, and how they impacted them emotionally and physically even seven years later. Previous studies conducted in Nepal suggested that experiences of trauma was considered by survivors a consequence of their karma and fate (i.e., bad karma in the past leads to a bad fate) and hence stigmatization. Therefore, people preferred not to share their traumatic experiences (e.g., 37). However, we encountered no such attribution or any difficulty in talking about traumatic experiences (even experiences of sexual abuse and marital-rape were presented as index traumatic experience by the female survivors during trauma reactivation as part of the clinical trial).

Our research furthermore made apparent that while most participants attributed the onset of their symptoms to the armed conflict, they considered their overall illness experience to be co-produced by chronic daily stressors. The notion of co-production is in line with emerging evidence which suggests that social, economic, and physical environments in which people live shape their mental health (2, 16). Particular risk factors are poverty, social marginalization, isolation, inadequate housing, and changes in family structure and functioning (15, 62) (for Nepal see 29, 30, 63). Additionally, research has revealed that experiencing mental illness increases the risk for poor social conditions and weak social ties (15, 64).

We would like to further stress the notion of “co-production” as it also informed people’s coping, help- and health-seeking behaviors, as well as reflections on social support and medical treatment. Similar insight is provided by Thapa and Hauff (30) who found that perceived needs among displaced people during the Maoist Conflict included financial needs, housing, food, and education for their children. The authors conclude that responding to “perceived needs of job opportunities and social help (…) could potentially address mental health problems” (p. 593). However, in both their and our study, such support was hard to come by due to the inadequate healthcare and social welfare system and lacking resources and infrastructure.

To address mental health problems experienced by survivors of war as well as the general population in the long-term, we advocate for a multi-sectoral social, medical, and psychological approach that pays attention, first and foremost, to the political, social and economic determinants of health. There is growing evidence on such intersectoral interventions to alleviate the effects of poverty, inequality, and social marginalization on mental health by addressing upstream factors (15, 16). Downstream, specialized psychiatric support should be reserved for people suffering from trauma-related health problems such as PTSD and clinical depression (65). Having said this, we are well aware that it has proven challenging to find the right place for upstream interventions since potential targets extend well beyond mental health services to include the individual, family, community and social, as well as political levels (15, 16, 66). A further complicating factor is that interventions should not only be intersectoral but also context-specific, requiring a good understanding of the respective local history and political, socioeconomic, cultural situation.

To illustrate the different intervention levels that could address mental health problems and distress in the context of our research, we have adapted a table produced by Wahlbeck et al. [(16), p. 506]. (See Table 2).


Table 2 | Levels and targets of interventions to improve mental health of survivors of war in Dang district, Nepal (Adapted from 16).



Such a multi-level inter-sectoral approach would require a bringing together of so far fragmented services and spheres (67). Achieving this would not only have the potential to improve mental health and wellbeing, but would also address other concerns which form part of the Sustainable Development Goals. Mental health is now explicitly mentioned as part of SDG 3, highlighting the inclusion of mental health care in universal health coverage. This mentioning is important; yet, it does not account for the fact that mental health treatment alone will have limited capability to enhance mental health and wellbeing considering that research has shown that mental disorders are strongly socially, economically and politically determined (68). These determinants, in turn, can be linked to various SDGs as they relate to poverty, nutrition, education, gender and other social inequalities, living conditions, decent work, and strong institutions. Thus, in order to address mental ill health, it is crucial to work across sectors and paying attention to the “multidimensional way in which [political, social and economic] determinants interact with key genetic determinants to affect mental disorders” (68, p. 357). In order to achieve this, it will be hugely important to foster the participation of and partnerships between government sectors, civil society organizations, and affected people and their communities. Only through such a holistic and context-specific approach will it be possible to provide populations, including survivors of war, with adequate healthcare, a secure environment, and the ability to live lives they and their communities value.



Data Availability Statement

The datasets generated for this study are available on request to the corresponding author.



Ethics Statement

This study was carried out in accordance with the recommendations of the Research Ethics Board of the Douglas Mental Health University Institute in Montreal with written informed consent from all subjects. All subjects gave written informed consent in accordance with the Declaration of Helsinki. The protocol was approved by the the Research Ethics Board of the Douglas Mental Health University Institute in Montreal, Canada and from the ad hoc ethical committee at the Department of Psychiatry and Mental Health at Tribhuvan University Teaching Hospital in Kathmandu, Nepal. 



Author Contributions

HK is the Principal Investigator of the project, developed the research tools, conducted half of the interviews, coded and analyzed the data, and wrote most of the article. RP worked as a research assistant on the grant, developed the research tools, conducted half of the interviews, coded and analyzed the data, contributed to the writing, and provided feedback. 



Funding

Funding for this project was received from Grand Challenges Canada. This publication was also funded through the UK Research and Innovation GCRF RESEARCH FOR HEALTH IN CONFLICT (R4HC-MENA); developing capability, partnerships and research in the Middle and Near East (MENA) ES/P010962/1. The funder contributed to the analysis, writing and dissemination of our work. 



Acknowledgments

We would like to acknowledge the guidance, support, and mentorship provided by late Dr. Duncan Pedersen. We are grateful for the support provided by our project collaborators Dr. Alain Brunet, Dr. Bhogendra Sharma, and Bhushan Guragain; our coordinator Consuelo Errazuriz; and our research assistants and translators Phanindra Adhikari, Nar Bahadur Chadhari, Rabin Dangi, and Upasana Regmi. We are thankful for the constructive feedback received from Dr. Barbara Prainsack, Dr. Claire Marris, and Liana Chase.



Footnotes

1According to the MINI, prototypes “involve reasoning based upon salient episodes or events in one’s own or others’ experiences, which allow individuals to elaborate the meaning of their illness through analogy (Example: ‘Last year, my uncle and aunt died of lung cancer, so I got scared and decided to quit smoking’)” (Groleau, D., A. Young and L.J. Kirmayer. 2006. The McGill illness narrative interview (MINI): An interview schedule to elicit meanings and modes of reasoning related to illness experience. Transcultural Psychiatry 43, no 4: 671–91).

2Aurāhā/audāhā (feeling hot and suddenly angry), Bhalbhal hune (boiling sensation), Bad thoughts, Boredom, Breathing problems, Burning sensation, Confusion, Current in the body (feels like it), Dark mind, Depressed, Digestion problems, Dull bodily feeling, Dysentery, Fainting, Feeling allergic toward people, Feeling cold while it was warm outside, Feeling empty, Gastritis, Hearing voices, Heart stops beating (feels like it), Helplessness, Hopeless, Inability to do something, Isolation, Loneliness, Loss of control, Nerves feel like breaking, Nervousness, Panicked body, Rib pain, Sinking feeling, Stammering, Suicidal ideation, Swelling of hands, Swelling of joints, Tired, Trembling, Uncommunicative, Visions, Vomiting.
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Nowadays, the PTSD diagnosis is often a prerequisite for the survivor’s access to specialized treatment services and for obtaining legal recognition or financial compensation when exposed to violence. However, some survivors do not meet all necessary criteria for the PTSD diagnosis, particularly not in the long term. Therefore, they run the risk of being misdiagnosed, inadequately helped or undertreated, and may remain legally unrecognized and unprotected. In this article the “hidden” long-term impacts of exposure to war and violence, beyond the PTSD diagnosis, are presented, discussed, and illustrated with case presentations. They include dissociative states, attachment problems, personality changes, guilt, shame, rage, identity issues, moral injury, substances abuse, damaged core beliefs, and bodily sensations linked to stress activation. These phenomena are not persistent, but fluctuate over the survivor’s life trajectories. Moreover, the “hidden” impacts are framed within theoretical models for understanding long-term impacts of exposure to violence. The models help us grasp the dynamics of interactions between resilience, psychological damage, context and time. These interactions are non linear, and contingently result in development of psychopathological phenomena when reaching a threshold during a process of accumulating potentially traumatic experiences over a survivors’ lifetime. Understanding psychological impacts of exposure to violence as a spectrum of interchangeable phenomena over a lifetime, and learning to recognize the “hidden” manifestations of psychological trauma will help to improve mental and legal assistance to the survivors both on a short and long term.
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Introduction

Exposure to life-threatening events can cause psychological problems, and, at some point, most people will be exposed to one or more of such events in their lives (1). The posttraumatic stress disorder (PTSD) is a diagnostic category (2) constructed with the aim to capture these problems in individual survivors of trauma. According to a body of research (3, 4), the prevalence of PTSD varies from 1 to 40%, depending on the populations examined and the types of traumatic experiences they have been submitted to. More specifically, in refugee survivors of war and violence, prevalence of PTSD ranges from 12 to 34% (5). PTSD typically co-exists with other forms of psychopathology, and 90% of survivors with PTSD have at least 1 lifetime comorbid disorder (3). The most prevalent comorbid conditions are depression, alcohol abuse or dependence, and another anxiety disorder, and there is increasing evidence for co morbidity with a borderline personality disorder (6). In 38.2% of military and 15.3% of civilian cases, PTSD can occur in a delayed form, years after exposure to traumatic experiences (7).

Research with the US veterans population (8) shows that many veterans do not seek treatment for PTSD. They perceive social stigma for suffering from a mental health adversity as the main barrier to seek assistance, together with institutional factors, like having a perception of not “fitting into” the care system, having doubts about treatment staff’ sensitivity and skills, and experiencing logistic barriers. Further, the more severe mental health problems are, the more difficulty veterans and other trauma survivors seem to have in navigating the complexities of accessing care (9, 10). Research on accessibility of care for trauma survivors among immigrants shows that this heterogeneous group also faces substantial obstacles in accessing health care services (11). Based on a longstanding clinical experience in the Netherlands and recent research in several European countries (12), we hypothesize that the barriers for the refugee population in host countries are even higher, as many treatment facilities are reluctant to assist them because of communication problems (i.e. interpreters should be paid by the facility), and a lack of experience with assisting clients with other cultural backgrounds. Also, the highly specialized trauma treatment facilities often only accept clients presenting themselves with PTSD, and exclude those suffering from other mental health adversities when exposed to traumatic experiences. The treatment itself is often following a trauma-focus protocol and the intervention usually shows a lack of sensitivity for contextual issues in daily lives of clients.

Although the PTSD framework has helped to understand the impacts of exposure to traumatic experiences, and has produced significant advances in the knowledge about aetiology, prevalence and treatment of post traumatic psychological phenomena, it has also been criticized for promoting a medicalised and a reified perspective of post traumatic psychological impacts, and for being culture-insensitive (13, 14). The dominant emphasis on PTSD in current research and literature, has also been denounced for simplifying human reactions to traumatic experiences to a binary distinction between pathology (PTSD) versus absence of it (15), while at the same time, clinical practice shows that survivors of trauma can present with a wide range of psychopathological phenomena over their lifespans. These phenomena mirror different aspects of survivors’ (mal)adjustment to post traumatic impacts. These aspects, the “hidden” impacts of trauma, are still insufficiently understood, and should receive a more prominent place in future research.



Framing Psychological Impacts Beyond Ptsd

Over the past decades, several theories and conceptualizations have been developed to come to grips with the complexity of psychological posttraumatic impacts beyond the PTSD paradigm. These models consider the complex interplay of multiple and reciprocal psychosocial, policy-related and ecological factors that simultaneously impact on the key domains of survivors’ lives (16), and subsequently determine their psychological reactions.

The concept of cumulative trauma (17) introduced the dimensions of time and the interactive relationship between an individual and his/her ecological surroundings into the discussion regarding trauma, thereby transforming the event (traumatic experience) into a process over the survivor’s life trajectory.

The concept of sequential traumatization (18) stressed that ongoing changes in the environmental/historical context of the individual survivor interact with traumatic experiences over time, recognizing that the quality and quantity of traumatic sequences can differ in various contexts and at different times across a lifespan.

Conservation of Resources (COR) theory (19, 20) viewed loss of resources when exposed to traumatic experiences as the key component in the process leading to development of mental health problems. According to this theory, individuals accumulate resources in order to accommodate, withstand, or overcome threats. These resources are personal, such as self-esteem, material, such as money, and conditional, such as status and social support. Stressful or traumatic events consume these resources, and augment one’s sensitivity to subsequent stressors. COR theory analyses a flux of resources at times of stress, and provides a framework for comparing the relative loss of resources with risk of adverse mental health outcomes.

As the PTSD concept is criticized for a lack of cultural sensitivity, the framework of Social Constructivism (21) was developed. It stressed the importance of understanding survivors’ worldviews or life experiences as they are rooted in their specific cultural contexts (the insider, emic perspective), instead of looking for universal truths (the outsider, ethic perspective) while trying to understand the complexity of posttraumatic damage. It also accentuated the role of the process of giving meaning in mediating human responses to life adversities. The framework pointed to the importance of focusing on local idioms of distress, identification of local mental health concerns and priorities, understanding the effects of organized violence on multiple levels of the survivor groups cosmology or world views (in relation to the family, community, and society), understanding of local patterns of help-seeking behaviour, and last but not least, identifying local resources that can promote healing and adaptation, and thereby create context relevant intervention strategies.

The Integrative Contextual Model (22, 23) for understanding, and assessment of post trauma mental health consequences merged the developmental and the ecological perspectives. This model perceives a mental health problem as a consequence of imbalance between sources of psychological resilience and damage, which are rooted in all levels of survivor’s ecological environment. This balance may change over time, as the dynamic of the relationship between mental health problems and context is bidirectional. In order to understand the complexity of this relationship, one should be guided by a string of causation principles and grasp the logic of fluctuation of psychopathology over survivor’s life trajectory.

Bonanno et al. (24) and Bonanno and Mancini (15) challenged the assumption that aversive life events produce a single homogeneous distribution of change over time, and identified a heterogeneity of responses in individual survivors. These unique trajectories of adjustment in the aftermath of potentially traumatic events (PTEs) are: resilient trajectory, gradual recovery, delayed reactions, and chronic dysfunction. These authors advocate a dimensional rather than a categorical structure of individual responses after trauma.

The Adaption and Development After Persecution and Trauma (ADAPT) model (25) helped understanding comorbid psychopathological patterns in relation to the distinct pathways arising from disruptions of a combination of the five core psychosocial pillars after trauma. These pillars are: safety, integrity of bonds and networks, systems of justice, roles and identities, and systems of meaning and coherence. It suggested that identifying the links that connect the disrupted psychosocial domains with the manifestations of psychopathology of the individual and the capacity of the individual and its collectives to mount effective adaptive responses, is key to achieving a comprehensive understanding of the survivors’ needs and to the designing of suitable interventions. For example, severe and persisting insecurity may perpetuate PTSD symptoms, multiple traumatic losses, separations and material deprivations resulting in prolonged grief, separation anxiety and depression. A perception of injustices on the other hand tends to generate persisting anger.

The Development-based Trauma Framework (DBTF) (26) pointed out that the linear dose-dependent model for understanding posttraumatic impacts is insufficient in explaining the risk for developing psychopathology, and stressed the relevance of non-linear dynamics in a threshold model. Also, the model includes the notion of Cumulative Trauma Disorder (CTD) as a framework for chronic and cumulative effects of trauma, and an alternative for the PTSD concept. CTD was described as a trans-diagnostic cluster which may encompass a wide range of psychopathological phenomena comorbid with PTSD, such as psychosis, dissociation, depressive, anxiety, and somatisation disorders, and memory and executive function deficits.

Building on the previous theories, we suggest the following model for understanding the complexity of posttraumatic responses over the survivor’s life trajectory.

To begin with, we conceptualize mental health of an individual as a balancing act of protective resources and risk factors. Both protective resources and risk factors are rooted in all levels of the ecological and social environment: the micro level (disposition, personality), the meso level (family interaction and support, community, working environment, social life), the exo level (broader social and political environment), and the macro level (spirituality, (sub)culture, belief system, ideology) (27).

As long as the “vulnerability scale” remains balanced, individuals will have a good mental health although they have been impacted by adversities in their lives and may have temporarily presented with symptoms of psychopathology. In case of imbalance of the “vulnerability scale”, the balance can be re-established by receiving interventions focussing on “healing” of the damage (such as psychopathology) and enhancing protective resources, as both types of interventions will strengthen resilience.

When a PTE strikes the ecological environment, it can cause damage on all of its levels. In the following paragraph, we will focus on the micro level only, and comment on the long-term mental health consequences of exposure to PTEs.

Because each individual adjustment following a PTE is the outcome of a unique, cumulative mix of person-centred and socio contextual risks and protective factors (28), four different types of reactions can be observed in survivors (24). The resilient type will experience no or just few symptoms of sub threshold psychopathology. The recovering type will develop initial symptoms and may cross the threshold for the acute stress disorder or the PTSD diagnoses, but this will soon be followed by complete recovery. The delayed type will develop symptoms of distress and even cross the threshold for PTSD when exposed to a PTE, but will not fully recover. Over the life trajectory, the sub threshold PTSD symptoms will at times be present, they show a tendency to worsen over time (7), and evolve into PTSD at a later stage. Research has shown that delayed PTSD seems to endorse prodromal symptoms with a progressive addition of symptoms over time, and intervening stressful events during life precipitate its onset (29). Also, studies have demonstrated that individuals with sub threshold PTSD experience impairment in their daily lives (30). Finally, the chronic type will develop PTSD when impacted by a PTE, and will keep suffering from an ongoing level of distress over time.

The “hidden” impacts of exposure to PTE’s are observed, particularly, in the delayed type of reaction. These individuals may present themselves with different and changing types of symptoms during their life trajectories, and may at times be diagnosed with “full-blown” psychopathology other than PTSD. We hypothesize that the efforts these individuals invest in coping with their subthreshold PTSD complaints may result in the advancement of dissociative states, attachment problems, personality changes, guilt feelings, shame and rage, identity issues, moral injury, damaged core beliefs, and bodily sensations caused by chronic stress activation. However, these psychopathological phenomena are not persistent, like in the complex PTSD (31), but interchangeable, and they may ebb and flow over the course of life. They resemble the trajectories described earlier as the developmental trauma disorder (32) in children with complex trauma histories. These children are given a range of “comorbid” diagnoses, as if they occur independently from the PTSD symptoms, although they mirror the pervasive effects of trauma on child development. The “hidden” impacts are often hidden for both the survivor and the therapist. The survivor is not aware of a causal relation between these impacts and the exposure to PTEs over his/her lifetime.

We hypothesize that both, the resilient and the recovering types, have an adaptive coping and low vulnerability. These characteristics are, among others, rooted in a stable childhood. A recent study (33) supports this notion showing that a child growing up in a supportive family can have lifelong protective effects, whereas a conflicting and unstable one can construct lifelong patterns of pessimistic appraisals and result in increased vulnerability to PTSD symptoms in later life. The same research supported the conception that the same PTE can have positive and negative outcomes, depending on contextual factors. In both types mentioned, resources, as defined in the COR theory, remain available over time. Moreover, resilient individuals have the capacity for generative experiences and positive emotions despite adversity (34). The delayed type is characterized by medium vulnerability and a maladaptive coping, while the chronic type has a maladaptive coping, and a high vulnerability. In these last two types, resources remain scarce over life. Also, the chronic type may present itself with the chronic form of PTSD or with the complex PTSD (31), as in survivors of both early childhood trauma and other traumatic experiences, such as exposure to war and persecution, later in life (35).

Taking the developmental perspective into account, we suggest that individuals with the resilient and the recovering trajectories will maintain their types of adjustment during their life as long as they will not be confronted with an overload of ongoing and chronic stress and they will be able to keep their protective resources. In failing to do so they can develop other psychopathology, and they run the risk of developing the delayed or chronic types of reactions. Earlier research (36) has suggested that high levels of resilience are only present up to a certain point of threat or loss, and when the threshold is reached resilience to stress weakens and even disappears. Accordingly, a linear increase in the risk for PTSD development in relation to increasing frequency of PTE exposure has been documented (37). However, other research (38) suggests that there is more stability than change in resilience over a longer period of time, meaning that resilient individuals may preserve their capacities for resilience even when repeatedly exposed to PTEs during their lives. As the resources required for resiliency are acquired and aggregated across the lifespan, the amount of resources an individual assembles during his/her life is proportionately dependent on their availability (39).

The ongoing stress in an instable environment of the delayed and the chronic types, together with their vulnerability grade, coping styles, and limited availability of protective resources, seems responsible for the maintenance of symptoms over the life trajectory, combined with the decline of resilience by increased intensity or continued trauma exposure (40). Regarding the impact of the ageing process on vulnerability, some studies (41) predict that old age is related to increased vulnerability to PTEs, because of the lack of psychosocial resources together with obstacles to using them (42). Other studies (43) suggest that older survivors may become more resilient and express a posttraumatic growth (44). This growth might be related, over time, to the strengthening of a survivor’s identity through development of a deeper sense of meaning, spirituality and closeness with others.

Last but not least, we suggest that the delayed and the chronic trajectories may, ideally, alter towards the recovering one when survivors receive adequate mental health assistance that focuses on the original traumatic experience which tangled the trajectories in combination with interventions directed at strengthening their resilience capacities. This can even be the case when survivors present themselves with other, the “hidden” psychopathological phenomena. We call this the upwards shifting according to the model presented in Figure 1. However, this is a time consuming process as a rich reservoir of resources should be built in order to protect the survivor. Since research suggests that the accumulation of resource losses is more rapid and powerful than the accumulation of resource gains over time (39), this endeavour in treatment may sometimes resemble “running against the wind”.




Figure 1 | Heterogeneity of long-term impacts of potentially traumatic events (PTEs).



In the following paragraph, we will focus on the delayed type of reaction to PTEs and describe different “hidden impacts” of PTEs on survivors’ mental health.



Case 1—Rosa: the Lady Who Destroys Biscuits

Rosa was referred by her general practitioner to a psychologist for burnout complaints and psychosomatic symptoms. She is a fifty-five year old woman originating from Azerbaijan and living in the Netherlands since 1994. Her complaints started three years before the referral, when she dropped out of work as a quality officer in a pastry factory. At her workplace, Rosa was very dedicated and often worked long hours. The factory, originally a family business, was taken over by an investor. This led to changes in the corporate culture resulting in exploitation, misbehaviour and loss of quality of the pastry. Rosa was unable to cope with these changes and this led to a halt of her work. She developed stress reactions that manifested themselves in allergies, bad sleep, fluid retention, and weight gain. In addition she also suffered from anger outbursts at unexpected moments, which she found very shameful.

In the initial phase of her treatment, Rosa insisted on speaking about the losses she experienced in the pastry factory out of the conviction that this was the main cause of her complaints. She casually disclosed that she had destroyed biscuits made in the factory in various stores. Although she felt ashamed, she also explained this behaviour as an act of justice, as she found that the quality of the biscuits had deteriorated after she left her work. In this way Rosa expressed her anger and coped with the loss of her workplace. At the time that Rosa dropped out of her job, huge numbers of refugees fleeing the civil war in Syria were entering the Netherlands. They were housed in temporary accommodations and also in her place of residence. Meeting them in the shopping centre and seeing empty looks in the eyes of some of them filled Rosa with horror and physical disgust. Although being a refugee herself, she confessed, she did not have empathy for the newcomers.

In the next sessions, Rosa’s background was carefully explored. She was born in Baku, the capital city of Azerbaijan, in an educated and open minded ethnic Azeri family. She has a two years younger brother. She shared having a normal psychosocial development in her youth and adolescence, and being brought up by caring and loving parents. Her brother moved to Canada in 1987 to study, married a Canadian, got two daughters and build a career in computer business. In the late 1970s, Rosa married Vartan, a now fifty-six year old ethnic Armenian man, also originating from Baku. Vartan too was brought up in a family with a tradition of being open minded. They set out to build a family in a country where ethnically mixed marriages were not commonly accepted. Their only daughter Sofia was born in 1989. Rosa acknowledged that she has a similar character to her, being highly sensitive and open to other people.

In the first sessions Rosa remained aloof while sharing about her past, only starting to report in more detail about her life when she realized that the therapist was well aware of what happened in Azerbaijan in the 1990s. Then she shared that she was working at the police department of Baku as a Special Victims Unit (SVU) detective for five years in the 1980’s, until she was advised by her superior that it would be better for her to quit this expertise. He was concerned and feared that she would drop out with physical and psychological complaints as a consequence of the nature of the work as a SVU detective. At the time she suffered from somatic problems (specifically, allergic manifestations) probably as a result of her detective work in which she was confronted with many horrible scenes of death and violence. Rosa was transferred to the police financial investigation department. Further exploration of the details of her physical condition at that time showed that the physical complaints after dropping out as a SVU detective resembled the current complaints of allergy and other physical ailments. This physical response was for the therapist the first indication that there might be hidden trauma-related problems in Rosa’s past.

Rosa, together with the therapist, continued exploring her past in greater depth. In January 1990, at the time of the breakup of the Soviet Union, pogroms against Armenians broke out in Baku. Being a police officer, Rosa had officially the task to intervene in cases of breaking the law, but at the same time she was ordered by her superiors to stay at a distance while witnessing Armenian compatriots being molested, tortured and even killed by organized gangs. Because of these pogroms, her husband and his family were forced to leave to the neighbouring country of Georgia, leaving Rosa alone with her then one year old daughter. Due to communication problems, as there were no cell phones and internet back then, Rosa and her husband lost track of each other. Rosa, unsure of her husband’s whereabouts, also decided to leave Azerbaijan in the course of 1990, and joined her brother and his family in Canada. She was dedicated to build a new live with her daughter Sofia. The migration brought a lot of uncertainty with, she coped with it by working as many hours as possible, and eventually succeeded in building a successful career as a manager at a fraud prevention institute. After eleven months of residing in Canada, she learned via the Red Cross tracing agency that Vartan was alive and was, in the meantime, accepted as a refugee in the Netherlands. In the following 4 years, they visited each other and travelled back and forth between the Netherlands and Canada. Eventually they decided, after much deliberation and thinking, to reunite as a family in the Netherlands. Rosa left her newly attained world in Canada, her good job and career prospects, for an uncertain life of a migrant in the Netherlands. Initially, she set out as mother, raising their daughter, and learning the Dutch language from other mothers “at the fence of her daughter’s schoolyard”. This lifestyle prompted complaints of gloom and brought back unwanted memories of Rosa’s past in Baku. However, when the family moved to their current place of residence, she found a job at the pastry factory, where she soon evolved to the status of quality officer and functioned well prior to the takeover by the investor. She could work hard again and be less preoccupied with her past. Simultaneously with dropping out of her job, Rosa was also confronted with the empty looks in the eyes of Syrian refugees. These reminded her of the looks she encountered in the victims of the pogroms in Baku. In the therapy sessions Rosa started to explain in more detail about the events she witnessed in that period, including finding the mutilated corpse of her former violin teacher murdered by the looting gangs.

Well into the therapy, Rosa opened up about her worries, and revealed her shame and guilt about her ethnicity in relation to what had happened in Azerbaijan. She therefore remained very reluctant towards the Armenian community in the Netherlands despite her mixed marriage. It also became clear that Rosa and Vartan never spoke about the consequences of the political turmoil in their home country on their lives. This was a silent agreement between them.

In terms of this article, Rosa is a good example of the “hidden” impacts of trauma. She was referred with unexplained physical complaints and a burnout, implying that a standardized cognitive behavioural therapy aiming at reduction of these complaints should be applied. Only by careful exploration of her life trajectory, building trust by showing familiarity with her background, and taking time to explore her past in detail, a link between her trauma-related background and her current complaints could be established. Several PTEs had a great impact on Rosa’s life. Her work as a SVU detective appeared to be the core of her current somatic complaints (allergic reactions), and an individualized expression of the “the body keeps the score” concept. Also, her experiences with the pogroms in Baku, the memories she thought she had left behind, were kept covered for many years by working as many hours as possible. Her work as a police officer during pogroms, as this was laden with guilt and shame, was connected to her current isolation from her fellow citizens in the Netherlands. Relocation from Canada to the Netherlands and the loss of her professional career for the second time were also experienced as stressful life events causing imbalance on the vulnerability scale. Finally, she never spoke with Vartan about the turmoil in Azerbaijan as a manner to deal with its impacts.

In the treatment, Rosa steadily developed insights into the intertwining of her complaints and her background, and was involved in the process of giving meaning to her current suffering. Because of the strong relation between the PTEs and her physical complaints, Somatic Experiencing (SE) therapy was applied later on, with the aim to learn to tolerate and understand her physical experiences. SE was combined with individual client centred psychotherapy and EMDR. The treatment resulted in a significant reduction of Rosa’s physical complaints and her sleeping problems. Her anger at the refugees in her residential town also diminished, and Rosa stopped destroying biscuits in the stores.



Case 2—Peter: the Former Ngo Worker on a “Warpath”

Peter is a sixty-four year old man who was referred for treatment of mood complaints. He was a field professional at different non-governmental organisations (NGO’s), and led many missions, such as to war-torn Bosnia and Cambodia, and in the aftermath of the Tsunami in Thailand in 2004. In his professional career he experienced several life-threatening situations and was confronted with death in different forms. He lost colleagues due to accidents, murder and suicide. However, at the start of the therapy Peter does not report being burdened by these experiences and losses. First and foremost, he describes his anguish over bureaucracy and courses of action that he did not agree with, and that were taken at the time he was in the field. He preferred working intuitively, and from the view of trying to understand a crisis situation from a local perspective, a method that proved to be conducive. He felt a strong connection with his team members, but ran into conflict with his superiors about everlasting bureaucracy and, in his opinion, wasting of funds. As the years went by, bureaucracy got worse instead of better and Peter found it increasingly difficult to find his place in the organization. He stopped working three years before the start of the treatment. Since then he follows the news about NGO’s fervently and still gets angry about how crises all over the world are tackled by them. At the same time, a mixture of positive and negative memories related to his working past are triggered. This confuses him and makes him sad. He also misses the meaningfulness of his professional life.

Peter suffers from mood swings and anhedonia already for half a year, he is often at home, and has trouble absorbing the daily routine. However, he still enjoys spending time with his grandchildren. His appetite is normal, and he does not report having sleeping problems. In his whole life he has never experienced nightmares or flashbacks related to the missions and the threatening life events he has faced. Sometimes he suffers from irritability and can have an outburst of anger, mostly when he perceives that injustice is done.

In the first sessions Peter was diagnosed with a persistent depressive disorder arising from excessive thinking and worrying about the predicaments linked to his professional career. He was, in particular, wrestling with many questions and moral dilemmas connected to his work at the NGO’s. These can be framed within the moral injury concept, defined as “the enduring psychological, biological, spiritual, behavioural and social consequences of perpetrating, failing to prevent, bearing witness to, or learning about acts that transgress deeply held moral beliefs and expectations” (45, p. 697).

In the following sessions, more attention was paid to Peter’s early psychosocial development in which no irregularities were found. Peter inherited a strong sense of justice from his upbringing. This brought him already at a young age into conflict with teachers and other authorities. However, this oppositional behaviour was not pathological to the extent that it would have met criteria for a personality disorder. Rather, it seems to be a character trait which causes that Peter is not always liked by others because of his criticism, but it does not appear to play a negative role in his family life and in relation to close friends. While recalling certain events linked to the missions, it was noticed that Peter would sometimes show strong emotions, mostly sadness and tears. However, these emotions would dissolve within seconds, morphing into expressing his anger about certain bureaucracy issues surrounding these events. This formed an indicator that “hidden” problems were present and they did surface later on in the treatment. Peter inclines to ignore and suppress his emotions in contact with people, mostly by moving a discussion to another topic, a phenomenon that often occurred in the sessions. Afterwards when he is alone, he rethinks the topics of a conversation, and only then he starts experiencing the corresponding feelings often resulting in rumination and a depressed mood.

Further in the treatment, his thoughts and ideas about certain events during the missions were explored more in-depth. Through this process, it became apparent that Peter suffered both from moral issues regarding politically motivated decisions and acting of his superiors which were not always in the interest of the local population, and from the shocking events which he had personally experienced. In this probing process Peter also began to realize that his way of coping showed similarities with the coping mechanisms of the people he reached out to as the NGO professional, survivors that showed no emotions in the middle of a catastrophe and just went about their daily business. Peter came to realize that his work confronted him with seriously impacting life events. He dealt with the impact of these events by comparing himself to the victims and labelling his own experiences as insignificant in comparison with theirs. When Peter came to full realisation of this defence mechanism, he unexpectedly developed sleeping problems, nightmares and re-experiencing of the work related events (PTEs). At that point in the treatment, Peter underwent for the first time emotions related to the events experienced in the past. It was an enlightening and cathartic experience for him. Nevertheless, it also made him upset because he realised that he was about to develop a full blown PTSD, a condition which he thought he will never suffer from.

Peter experienced numerous PTEs. The loss of several colleagues seemed to have had the strongest impact on him as many of them became close friends over the years. The knowledge that the suicides of his colleagues were a result of their inability to cope with constant horrors, was something Peter didn’t want to face or think about until he was confronted with his avoidance in the therapy. He came to acknowledge that this fear came too close to his own anxiety related to losing control and committing suicide. Realizing that his own emotions were genuine and authentic responses to extreme experiences he had faced, helped Peter to find balance again. The depressive feelings were reduced to a great extent. Further, psycho education regarding the moral injury concept helped him realize that his anger, originating from the moral injuries, protected him from strong emotions linked to many personal losses over the last decades. Engaging into fights and disputes with his superiors was, even though justified in terms of content, an emotionally inadequate way of coping with the horrifying experiences and losses. The PTSD symptoms which emerged in a course of the therapy were successfully treated with EMDR.

Peter is an example of the delayed type of trajectory, where a lack of giving meaning to experiences, in combination with maladaptive emotional coping and withdrawal from active work, led to evolving depressive symptomatology and, temporarily, to a full-blown PTSD. Moral issues played a significant role in the emergence of Peter’s mood complaints, as he was coping with consequences of political decisions impacting his daily work, and with feelings of powerlessness to influence them. However, frustration about the moral dilemmas also acted as a camouflage for authentic and painful emotions arising from multiple life threatening experiences he had accumulated over time.

Peter did not develop a PTSD earlier in life, even though he was confronted with many PTE’s. PTSD symptoms developed only when Peter became aware of his emotional coping style. It remains an open question whether Peter would have developed PTSD at a later stage in his life without being triggered by the treatment? However, it remains the fact that Peter got referred because of suffering from mood complaints and a poor quality of life, something that changed significantly for the better at the end of the therapy.



Case 3—Behrooz: the Aggressive Iranian Man With Attention Deficit Hyperactivity Disorder (Adhd)

Behrooz is a twenty-seven year old man originating from Iran and residing as a refugee in the Netherlands. He was referred by a general practitioner with complaints of impulsivity and aggression outbursts. He was suffering from these problems for many years, but has not sought help earlier. The practitioner suspected Behrooz from ADHD, and asked for diagnostics and treatment. At time of the referral, it was unknown how and when Behrooz ended up in the Netherlands. The only information available was that he had lived illegally in the country for a long time, and that a residence permit was granted to him four years earlier, when the immigration department legalized all illegal immigrants through a general pardon.

During his first interviews, Behrooz stood out because of his loud speaking and agitated behaviour. He was, in particular, angry about the way the Dutch society and politics had treated him. As Behrooz gained more confidence in the therapist, and realised that he was not unfamiliar with the lengthy and impersonal asylum procedures and their impacts on an individual, he started to disclose more about his remarkable past.

Behrooz was born a few years after the Islamic revolution in Iran. His family was liberal and had been politically active for generations. As the youngest son, Behrooz started to participate in their political activities already at a very young age. He attended secret meetings and helped distributing leaflets in the streets. At the age of twelve, he was arrested and jailed by the Iranian secret service. He was brutalized and tortured for days, until he was released because his family had paid a ransom. Shortly after his release, the family arranged for Behrooz to leave Iran illegally and escape to neighbouring Turkey via the mountains. This turned out to be a frightening experience because he got lost on the way, and failed to meet the contact person who would guide him across the border.

In the therapy sessions, Behrooz denied being bothered by these events. He stated repeatedly that so many people from Iran had similar experiences. He felt he was no exception and therefore should not be bothered by them. In Turkey, he eventually found domicile with an older man who gave him odd jobs, such as collecting scrap metal and selling it, in exchange for food and lodging. In company of this man Behrooz found protection and a sort of mentorship. This was important as he was still young, separated from his family, and illegally in the country with no rights whatsoever. Behrooz quickly got streetwise, learned about how to survive, and became a specialist in small businesses and arranging odd jobs for others.

At the age of sixteen, his family in Iran informed him that the Netherlands has a separate asylum procedure with extra protective rules for minor refugees and that within this procedure his chances to be recognized as a refugee were substantial. They advised him to leave Turkey and join an aunt who was already living in the Netherlands for more than ten years. On arrival and asking for asylum, Behrooz was placed in a small-scale shelter, got a mentor and went to school, where he learned Dutch fluently in a short period of time. However, his asylum procedure did not fare well. The immigration authorities did not believe his narrative of flight and his request for protection, partly because of the young age at which he claimed to have been politically active and because of the length of time he had spend in Turkey.

As a consequence, Behrooz was forced to leave the shelter immediately after his eighteenth birthday and, yet again, forced to find his way in illegality. He lived as a squatter for five consecutive years. He was seriously disappointed and outraged, as this situation reminded him of the time he had spend in Turkey. Moreover, he had developed different expectations about his future in the period he was accompanied as a minor asylum seeker. At the age of twenty-three Behrooz was finally granted a residence permit within a general pardon. He expected to be happy, but on the contrary felt seriously disappointed in himself and what he had achieved in life. Due to illegality he could not complete a vocational training and was obliged to find a layman’s job as quick as possible or all his social benefits would be stopped.

When the therapist inquired about his complaints, Behrooz indicated that he was mainly concerned about the fact that he had so little self-control and that he could rapidly become extremely verbally aggressive to other people. He felt very guilty and ashamed about it. In these outbursts he would accuse the other of being unreliable, lying and intentionally aiming to harm him. He added that being out of control also terrified him, because he had not any recollection of what had been said by himself or by others afterwards. This led to the hypothesis that he experienced dissociative phenomena (which was later confirmed in the therapy). The suspected ADHD was confirmed by a diagnostic interview, and extensive inquiries were made on PTSD. However, Behrooz denied suffering from nightmares or other re-experiencing phenomena. He insisted on being angry over the particular period in his life when he fought for the residence permit and felt abandoned by the Dutch society and the minister of immigration.

The first intervention in a course of the treatment was to prescribe Behrooz a psycho stimulant (Dexamfetamine). This lead to reduction of the sensation of chaos in his head and a better control of emotions. Medication also caused that he became more accessible for constructive exploration of his life and emotions as he no longer got overwhelmed by anger during the sessions.

Eventually Behrooz started to share his experiences from Iran and Turkey, and admitted for the first time that he has also occasionally suffered from nightmares for many years. As it turned out, he consciously wanted to keep that information to himself, because he developed a personal theory about the function of his nightmares. He suffered from them from the age of twelve, and believed that the nightmares were a way of dealing with his past. He also had the expectation that they would disappear when he worked through them. After re-evaluation of his complaints, the therapist concluded that Behrooz fulfilled criteria for the PTSD diagnosis and an inventory was made of his traumatic experiences.

Behrooz received psycho-education about the symptoms of PTSD, such as hyper arousal and its similarities and differences with hyperactivity and impulsivity complaints of ADHD. These symptoms are often difficult to distinguish in patients with both disorders, especially in those who have been traumatized at a young age. In the follow-up sessions, the traumatic recollections were treated with EMDR. As a result, the nightmares disappeared and Behrooz also reported changes in his state of hyper alertness, a phenomenon he was never aware of as he had grown up with it and did not know better. After the trauma-focus treatment, Behrooz continued with his therapy and contributed a personal signification to his experiences. He redefined the survival skills he mastered in the forming periods of his life to personal capacities. Behrooz achieved a so-called posttraumatic growth. He began to create a newly balanced personal and professional future in which he started a vocational training as an electrician. The therapist played hereby an important role, advocating for Behrooz with the local government which paid the costs of the training.

The rationale for development of specific symptoms in the course of Behrooz’s life only became apparent when the therapist was able to build a trust relationship and together with Behrooz carefully and patiently map his personal history. He originated from an action-oriented family, had an inherited disposition to ADHD, and was tortured and traumatized at a very young age, leading to the evolution of survival strategies and dissociative phenomena of which he himself was unaware. As it showed during the therapy, his way of living was dictated by coping with PTSD with dissociative characteristics, expressing themselves in impulsivity and aggression. From the moment he got a residence permit, Behrooz relaxed and had more time to think and reflect on his life. Disappointment about what he had achieved dominated his thoughts, and the unanticipated continuation of his impulsivity and aggression drove him to find help. Although Behrooz has already made great progress in his therapy, the process is still not completed as the psychological damage inflicted at a young age demands prolonged consolidation and help in shaping a stable personal and professional future for himself.



Treatment Implications

The life trajectory of survivors with the delayed type of reaction to aversive events resembles a journey through a “field of landmines”, as these individuals seem to have to walk on their toes throughout life in an attempt to cope with psychological and other impacts of exposure to ongoing PTEs. These survivors try to avoid feeling the essence of being profoundly changed by the impacts of their traumatic experiences: feeling powerless and abandoned, losing control over their existence, and in the most extreme cases experiencing the “soul murder” (46), the breakdown of the most basic foundations of humanness. As exposure to trauma may have changed their core beliefs, and survivors start to experience the world as malevolent, meaningless, and anxiety provoking, they develop ways of avoiding this anxiety, many of which are likely problematic on a long term (47). Since these problematic behavioural and cognitive coping strategies fail to protect survivors from anxiety on the long term and keep them from integrating the trauma in their autobiographical memory, survivors’ negative self-appraisals relating to the original trauma event and/or subsequent coping attempts become more prominent, creating a vicious circle and provoking more anxiety and feelings of unsafety. After years of struggling to maintain psychological balance at a high cost, these individuals may finally decompensate and develop the “hidden” psychopathological impacts of trauma. Eventually, given the accumulation of PTEs over life together with failing of adaptive protection mechanisms, these survivors may further deteriorate and develop PTSD with delayed expression later in life. In other words, these individuals wrestle with the impacts of traumatic experiences for a long time. They seem to be relatively unharmed by them to the point of no return. Then, they crush under the allostatic load (48) leading to development of physical and emotional damage, and pay a toll for functioning in a “survival mode” for years.

We suggest that the core aims of all psychotherapeutic interventions for survivors of war and violence are to help them to regain control over their lives, restore self-efficacy and a sense of agency, reattach with humanity, give meaning to traumatic experiences and suffering, and regain hope for the future. These therapy aims go beyond the goals of simply reducing symptoms of PTSD, depression, and other comorbid conditions, although reduction of symptoms and associated suffering are important. More material on the fundamental ingredients of establishing and maintaining a fruitful therapeutic relationship with survivors of war and violence can be found elsewhere (49).

In cases where clients present themselves with the “hidden impacts”, and where a delayed trajectory has being established through a careful anamnestic examination of life stressors, traumatic events, sources of resilience, and coping efforts over their lifespan, the “original” traumatic experience should first be identified. The next step should be to establish causal relationships between the index trauma and other psychopathology a survivor has suffered from later in life. Through this process, a shared explanatory model is created by the therapist jointly with the survivor, as this will help to give meaning and significance to a survivors’ lifelong struggle with the trauma impacts from a developmental perspective. The current mental health problems are conceptualized as a reflection of the survivors’ psychological imbalance, a mirror of their lifelong dynamic struggle between sources of resilience and damage. In the assessment phase, clinicians should be guided by the string of causation principle in understanding the development of mental health problems. This obliges them to pose the question why a survivor has developed a certain type of psychopathology at a specific moment in life, what protected the survivor from suffering earlier in life and which, previously present and effective, protective sources can be strengthened in order to help the survivor to restore balance of the “vulnerability scale” (49)?

Generally, the next move in treatment should be to identify and prioritise interventions which have to be applied. Mostly these are actions towards minimizing the impact of current stress, and/or those aiming at strengthening protective resources. Where necessary, psychotropic medication can be introduced in order to enhance control over current symptoms. The aim of these interventions is to direct the “vulnerability scale” closer to a balance.

Further, trauma-focus treatment targeting the index traumatic experience can be applied. All of the evidence-based trauma-focus approaches currently recommended (Narrative Exposure Therapy (NET), Eye Movement and Desensitization and Reprocessing (EMDR), Cognitive Behavior Therapy (CBT)) (49, 50) include exposure and cognitive restructuring components, while Somatic Experiencing (SE) (51) and Sensorimotor Psychotherapy (52) target traumatic memories rooted in the body. All these approaches can be intertwined with cognitive interventions aiming at providing a meaning to the impacts of traumatic experiences, and helping survivors to deal with issues of shame, guilt and moral injury. The process of giving meaning to one’s life trajectory should create congruency between survivor’s global (core beliefs) and situational (initial appraisal of a traumatic event) meanings in terms of beliefs and goals. This is important in order to stop persistent rumination about the impact of a traumatic experience (53). Ideally, positive outcomes of this process are developing of new connotations, new coping skills, including cognitive coping skills, problem-solving and help-seeking skills, ability to control and regulate affect (54), and installation of a sense of hope for the future, dignity and coherence (55). Last but not least, as context enveloping the treatment process may change over time, it is important for the therapist to acknowledge these environmental impacts on the treatment strategies applied, and to keep shifting back and forth between the interventions aiming at reducing posttraumatic damage and those strengthening resilience capacities.



Limitations and Future Research Agenda Suggestions

This article presents a theoretical model for understanding the long-term impacts of exposure to PTEs. It also discusses the mental health consequences of psychological trauma beyond the PTSD diagnosis, and suggests an alternative treatment approach to the “hidden” impacts. This article is based on clinical experience with several hundreds of survivors from Europe, Middle and Far East, Africa and the Caucasus region treated in outpatient settings in the Netherlands over the past two decades. Therefore, the main limitation of this article is a lack of sound scientific research supporting the suggested concepts and ideas.

However, data supporting different aspects of the theoretical models presented and discussed in this article are already available, but it seems virtually impossible to test all components of comprehensive models all at once. Studies that have examined the latent structure of PTSD symptoms using taxometric analyses have supported a dimensional structure (56–58). Other research (59, 60) has identified multiple, unique trajectories of adjustment in the aftermath of exposure to a PTE on the short and long term (61), showing that the availability of resources and the change in resources resulting from highly aversive life events play a crucial role in human adaptability to extreme stress.

Future research should in depth focus on the longitudinal trajectories of those impacted by PTEs taking into account the complex ecological and environmental factors that shape these trajectories. Therefore, trials should also include a local, emic understanding of trauma and psychological distress. Moreover, symptom outcomes should be expanded beyond PTSD and depression to include a range of comorbid and/or multidimensional “hidden” symptom patterns that can be observed in clinical work with the survivors. The non-symptomatic impacts, like changes in quality of life, resilience, social integration, behaviour (such as aggression) and inter personal relationships deserve more focus in future studies. The suggested treatment approach to the “hidden” impacts of PTEs should be tested by a combination of empirical and clinical knowledge with the ambition to ultimately find which blend of interventions might be the most effective, taking into account sampling and contextual factors that can influence outcomes.



Summary

Impacts of exposure to war and violence are heterogeneous, and several different lifetime trajectories can be observed in the survivors. Moreover, the survivors can, on the long term, present themselves with PTSD and/or with a wide array of other psychopathological phenomena. These phenomena are not persistent, but they fluctuate over time, and are not always easy to link to the index trauma according to the string of causation principle. However, establishing a causal relation between the index trauma and the “hidden’’ impacts seems to be the first step in assisting survivors with their complaints. Further, we suggest that treatment of the index trauma leads to remission of the ‘‘hidden impacts”, and together with strengthening of resilience sources and minimizing of the current life stress, to reestablishment of the survivors’ mental health balance.
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This chapter describes how chronic conflict, warfare, and persecution, as lived experiences, have created significant mental distress in communities on the African continent. There is a growing body of research that highlights increasing mental distress in Africa e.g., about sexuality, health, disease, modernity, climate, politics, culture, religion, ethnicities, race, economies etc. Many of these stresses and uncertainties are driven by political persecution, war, and conflict. This has shaped many African people’s attitudes and government policies and an increasing scholarly interest in exploring these “uncertainties and mental distresses in Africa.” The chapter will show how trauma, as seen in conflict/post-conflict settings in Africa, causes significant mental stress and associated social problems as well as medically-defined PTSD syndromes, anxiety, and depression which cause much morbidity and retard development in many African communities. Taking a classical look at post-traumatic stress disorder, PTSD, the chapter explores the presentation of the various physical and mental clinical syndromes related to war-trauma on the African continent and the consequent health-seeking behaviors of the African peoples in this regard. The term “culture-bound PTSD syndromes” will be introduced and discussed in the broader context of treatment, rehabilitation, and prevention on the continent and worldwide. It will also discuss the dilemma of the vicious cycles of trauma driven by appetitive aggression in today’s Africa which portends to further retard socio-economic development and drives the trans-generational perpetuation of ethnic-based conflicts including genocides. Despite this mass traumatization, the chapter points to the virtual absence of post-conflict mental health policies in almost all African countries, hence leading to discussions of “best-practices” recommendations.
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Introduction

There is a growing body of research that highlights increasing social and psychological distress in Africa (1). This is most often experienced around such areas as conflict, war, sexuality, health, disease, conflicted modernity, climate, politics, culture, religion, ethnicities, race, poverty, famine, governance, economies, migrations etc. (2). In more recent years, many of these psycho-social problems have been driven by war-conflict (3). These have shaped the current African peoples’ attitudes, politics, government policies, and population movements and migrations. They have thus attracted increasing scholarly interest in exploring these African “problems.” This chapter will take a classical look at post-traumatic stress disorder, PTSD, to explore the presentation of the various physical and mental clinical syndromes related to war-trauma on the African continent throughout the ages and the consequent health-seeking behaviors of the African peoples in this regard.

The chapter describes how chronic warfare, as a lived experience, creates significant social and psychological distress in and about the African continent. It will show how trauma, as seen in conflict/post-conflict settings in Africa, causes not only significant psycho-social problems but also medically well-defined psychiatric syndromes such as PTSD, anxiety, and depression which cause much morbidity and retard development in many African communities. The chapter will also discuss the dilemma of the vicious cycles of trauma driven by appetitive aggression in today’s Africa and portends to retard socio-economic development with trans-generational perpetuation. The lack of post-conflict mental health policies in nearly all African countries will be discussed and best-practice recommendations made.



Mass Traumatization in Africa: War and Persecution


History of Mass Trauma in Africa

Trauma, especially war-related mass trauma, is endemic and enigmatic in Africa stretching over 600 years. The 400+ year (1,451 to 1,870) history of the trans-Atlantic slave trade was associated with incessant slave raids which fueled age-old ethnic rivalries and migratory movements on the continent (4). These were then followed by 100 years of the wars of foreign colonization in what Europeans felt was their duty to “civilize” the African: the so-called “White Man’s Burden.” This was characterized by the three 3Cs of “conquer, convert, and colonize.” This period was characterized by intense foreign-imposed religious wars as competition for the African souls raged, being waged by European Christians (Catholic vs. Protestant) and Arab Moslems (Islam) with their African converts. This period witnessed some of the harshest and most cruel treatment of Africans by the European colonialist conquerors with frequent massacres and genocides of Africans by European powers (5, 6). Illustrative examples include in Namibia with documented evidence of the German tortures as “The First Genocide Of The 20th Century: Eurocentric Annihilation of the African Blood in Namibia 1904–1907 (7)” (6). Much inhuman treatments of humans by humans have occurred throughout history e.g., genocides of the indigenous peoples of the Americas and Australia, the Nazi Holocaust etc. However, this chapter will only deal with the negative impact of war-traumatization and persecution of populations on the African continent.

Following the period of European conquest and colonization came the wars of independence as Africans fought to liberate themselves from colonial rule. At post-independence, however, African warfare has continued in the form of today’s insurgencies, cessation movements, cross-border conflicts, fundamentalisms, and political/governance wars. In all this war-trauma the African peoples have endured stress and anxiety of unimagined proportions.



Current War Traumatization in Africa

Research on the African continent, over the past two or so decades, has documented horrendous trauma and stressor-related mental health sequels, following the never ending enigmatic war-trauma on the African continent (3, 8). This has included reports of the common trauma syndromes of post-traumatic stress disorder, the anxieties, depression, psychosis, traumatic brain injury, epilepsies, and other physical injuries, all with their attendant complications/associations including substance abuse, epidemics e.g., HIV, cholera, Ebola etc. There have also been reports of unusual or atypical/uncommon presentations of trauma sequels in Africa such as dissociative disorders, spirit possessions (9), somatization syndromes (3), rape trauma syndrome (10), mass hysteria, or “demon attack disease” (11, 12), cult indoctrination syndromes (13), and controversial ones like nodding syndrome in Uganda (14–16). There are also new and re-emerging stress threats to the African continent posed by the ongoing mass traumatization including mass radicalizations, brainwashing, fundamentalist fanatics or religionists, destructive cults, jihadists, suicide bombers, genocidaires, appetitive aggression, child soldiers, and finally the problem of population displacements, migration, and the re-emergence of slavery (17). All this traumatization contributes to the daily mental distress felt everywhere in Africa as will be elaborated below.



Magnitude of the Problem of Mass War-Trauma in Africa

In the past 30 years, more than three quarters of African countries have been involved in warfare in one form or another resulting in countless losses of life and causing untold misery to the common African (1, 3). Millions of Africans have been traumatized, displaced, impoverished, diseased, starved, or forced to migrate due to war. Most African countries don’t make guns, yet trade in small arms is proliferating worldwide (18). The biggest manufacturers of weapons are the rich developed countries. Many African countries have huge and unmanageable health problems (physical, mental, social, and ecological) as a consequence of prolonged militarized conflicts (3). Wars break out every year. The weapons used have become more deadly fuelled by the international trade in small arms. Developing countries have become the testing grounds of new weapons.

In today’s wars, civilian deaths far outnumber the deaths of the fighting soldiers. In World War I the ratio of Civilian : Soldier deaths was 1:10; today the ratio is 10:1 (19). In most African wars, civilians are being targeted e.g., rape of women, using civilians as human shields, child soldiers, genocides, internally displaced peoples (IDP), refugees etc. (20). Warfare has moved from battlefields to urban warfare. Targeting of civilian infrastructure is common as soft targets such as churches, mosques, markets, shopping centers, college campuses. Ideologies and fundamentalisms drive today’s wars which makes them intractable and unwinnable as we have seen in many African terrorisms. Africa has joined in the militarization of previously peaceful endeavors e.g., science, medicine, space, social media, information technology (IT), drones etc. The causes of today’s wars in Africa are difficult to discern. Many are enshrined in political and governance dilemmas, in the fight for the control of resources and territory. These form the majority of the civil wars and insurgences e.g., Nigeria, Sudan, Uganda, South Sudan, Libya, Eritrea, Ethiopia, Burkina Faso, Central African Republic etc. Others have to do with governance issues e.g., Egypt, or fundamentalist, religious, or racist connotations e.g., Somalia, Sudan, or old ethnic rivalries e.g., Rwanda, Burundi. Human rights abuses, dictatorships, political repression, and election problems account for yet another group e.g., Kenya, Democratic Republic of Congo etc. Many African leaders rule for decades and keep on changing constitutions to ensure their continued rule. Global forces, especially the control of markets and resources (oil, minerals) or international hegemony (economic, ideological, cultural, trade etc.) and fundamentalisms (religious, racism) have fuelled many proxy wars in Africa by heating up nationalisms and centuries old ethnic conflicts. Often global forces align themselves with local forces to cause what is termed as “glocal” factors that fuel conflict e.g., greed and corruption, weapons industry especially small arms trade (18). These exploitatively play on the African peoples’ poverty and ignorance to precipitate conflict and perpetuate wars. This is usually seen in the not too uncommon East vs. West tensions, war on terror, fundamentalisms etc. The result of all this fighting is massive loss of life. The African continent accounts for almost 88% of the world’s conflict-related deaths, with Asia and Middle East accounting for 9%, Europe 2%, and the Americas 1% as well illustrated by the Virgil Hawkin’s stealth conflicts map (21).



The Events of Mass War-Trauma

In today’s wars, including those in Africa, civilians suffer the most (19). The types of traumas experienced can be grouped into physical, psychological, social, and ecological torture and these include the following (22):

Physical torture

	Beatings, kickings, gunshots, bombs, landmines

	Cuttings, tying and blindfolding, child soldiering,

	Disfigurements, burnings, forced labor,

	Sexual abuse (rape, public rape, gang rape, sexual slavery), defilements

	Executions, mass killings, ethnic killings



Psychological torture

	Threats, interrogations, accusations, abductions,

	Mock executions, incommunicado, detentions,

	Humiliations, witnessing, deprivations



Social torture

	Destruction of property and livestock,

	Fleeing, witnessing, displacements, migrations

	Community and family break-ups.



Ecological torture

	Destruction of infrastructures,

	Scorched earth policy,

	Uninhabitable environments—landmines, poisoned wells/rivers etc.



As an illustrative example, Musisi et al. (22) studied the traumatic events that people experienced in the Luwero Triangle during Uganda’s “bush” war from 1981 to 1986. In that war civilians were subjected to extreme trauma by the then government fighting forces. The Table 1 summarizes the trauma frequency (22):


Table 1 | Reports of trauma by the survivors of the 1981–1986 Bush War in Uganda—the Luwero Triangle.



Wars cause physical, psychological, social, and ecological destruction. They aim to destroy a people’s identity, culture, beliefs, language, food etc., in order to make them submit to newly imposed ones. Wars destroy society’s infrastructure and systems e.g., government, families, communities, economy, environment. Wars are coercive to dis-empower and indoctrinate. Torture is used to ensure submission. Rape of women is used as a weapon of war to change the genetic makeup. Some wars carry out genocides as was seen in Rwanda, Darfur etc. Such traumatic events go beyond normal human experiences and lead to the myriad of post-traumatic sequels we see in Africa, some of which go on for generations.

The victims of Africa’s wars are more likely to be civilians rather than the fighting forces. Indeed more than 70% of the casualties in recent African conflicts have been non-combatants. The majority of these are women, children, and the elderly (23–25). The poor and uneducated make up the bulk of the victims. The young and educated (especially men) flee into exile, robbing Africa of the social capital necessary for development. The survivors suffer significantly as described below:

Physically: They suffer many diseases—surgical, gynecological, infections, neurological, neglected health, and epidemics. Healthcare infrastructure is destroyed. Health workers flee (22).

Socially: Communities suffer increased poverty as production declines and education plummets as schools are destroyed. People’s cultures, societies, and communities are destroyed and many get displaced. Whole communities become marginalized creating trans-generational effects. Law and order breaks down giving way to militarism and political repression. Population displacements lead to refugees, internally displaced peoples (IDPs), asylum seekers, and running into exile of the educated and professional elites hence exacerbating the brain drain and flight of social capital (26, 27).

Children of war: Children born of and in trauma are a cause of special concern. Many are orphans and vulnerable children with no adults to care for them creating the phenomenon of sibling headed households or COTOs (children on their own). Some are unwanted or unaccepted, being products of rape or incest. On rare occasions, as the war rages on, some become abandoned to grow up in the bush or forests as feral children. Children in war-torn areas are often orphaned, malnourished, and don’t go to school. They live in IDP camps; are malnourished, stunted, depressed, have epilepsy and as they grow up they gravitate to urban centers where they become street children or prostitutes (24, 25, 27). Many children are seen in IDP camps, in Africa, wandering about without adults to care for them. After the camps are disbanded many of such children go to live in towns as street children, begging and stealing for survival. Many girls became sex workers for survival. All these children become urban lumpen and become victims of drug and alcohol addiction as well as crime. NGOs and faith based organizations attempt to help e.g., Transcultural Psychosocial Organization (TPO), UNESCO, World Vision, Peter C Alderman Foundation (PCAF), etc. However, without concerted government policies for the care of these Orphans and Vulnerable Children (OVCs) who have been affected by war(s) a whole generation of African children will be lost. This has the potential to create transgenerational cross-over problems and future conflict. Most of these children suffer chronic traumatization in their tender years and develop Developmental Trauma Disorder, DTD (28).

Child soldiers: UNICEF defines child soldier as any person under 18 years of age who is associated with an armed force or armed group in any capacity ranging from combatants to cooks, or laborers carrying loads (29). Child soldiers are often forcibly recruited, brutalized, and cruelly abused by armed groups. They are often forced to commit atrocities themselves, sometimes to members of their communities including their families. (24). They subsequently suffer massive mental health problems which make their treatment, community reintegration, and psychological rehabilitation difficult (24). Okello et al. (25) found the prevalence of PTSD in former Ugandan child soldiers ranging between 27 and 34.9% of the Ugandan child soldiers in rehabilitation. However, Amone-P’Olak et al. (27) reported 97–98% prevalence of post-traumatic stress symptoms, posttraumatic stress disorder (PTSS), not necessarily meeting full Diagnostic and Statistical Manual of Mental Disorders (DSM) criteria for PTSD. Other psychiatric problems were also common in these war-affected children, such as depression, various anxiety disorders, dissociation, somatic complaints, as well as behavioral problems like aggressive and disruptive behavior.

Women survivors of war: Many women are sexually and physically abused in war as sexual and gender based violence (SGBV) is rampart in many African wars. Rape and gang rape, abduction, sex slavery, defilement, and forced marriage are common. Many young girls are lured by fighting men into sex in exchange for food, security, shelter, and financial assistance. For survival, they follow the men wherever they move, a phenomenon called “camp following” and many engage in survival sex (8). Even UN Peace Keeping Forces have been guilty of the sexual abuse of women in African conflict areas (30).

Refugees and internal displacement: War causes people to flee in search of security and safety. It also causes poverty, hunger, and loss of hope for any meaningful livelihood. Violence and insecurity become everyday experiences. Whatever the cause, fighting, and violence cause anxiety, panic, and fear in the people who are forced to run in search of safety and security. These are the refugees, immigrants and IDPs, the bulk of who are children, women, and the elderly. The overwhelming majority of displaced people are hosted in developing countries, either as internally displaced peoples (IDPs) or as refugees in countries neighboring to the conflict zones (26). A few run to Europe and North America. However developing countries host the vast majority of refugees as internally displaced peoples. This accounts for 13.9 million refugees under the United Nations High Commissioner for Refugees (UNHCR) mandate or about 86% of the world’s refugees. Sub-Saharan Africa, as a region hosts around 30% of global refugees. Most African refugees remain within the African region where they face appalling situations (26). They often suffer traumatic events not only in their countries of origin but also in their countries of resettlement. Moreover, their bitterness, past and continued trauma, as well as the stigma and discrimination they face make these refugees and immigrants vulnerable to development of mental health problems, not only as individuals but also in families and communities wherever they have gone (3). Their mental health problems are related to various phases of the displacement experience including preflight, flight, and resettlement. The preflight phase may include, physical and emotional trauma to the individual or family, the witnessing of murder, and social upheaval. Flight involves an uncertain journey from the host country to the resettlement site and may involve arduous travel, refugee camps, and or detention centers. The resettlement process includes challenges such as the loss of culture, community, and language as well as the need to adapt to a new and foreign environment. These experiences are risk factors to mental health problems common of which are post-traumatic stress disorder (PTSD), major depression, generalized anxiety, panic attacks, adjustment disorder, somatizations, and substance abuse. Many commit suicide (31). The incidence of their diagnoses varies with different populations and their experiences. Different studies have shown rates of PTSD and major depression in settled refugees to range from 10 to 40% and 5 to 15%, respectively. Children and adolescents often have higher levels with various studies revealing rates of PTSD from 50 to 90% and major depression from 6 to 40% (24, 25, 27, 32).

With the recent increase in mass violence worldwide, has come an unprecedented upsurge in the numbers of refugees, asylum seekers, and displaced peoples, which has created the world’s immigration crisis of today. No country is spared. With this have come nationalistic, isolationist and xenophobic sentiments as well as protectionist politics. This has been especially so with the increased numbers of refugee treacherous crossing of African immigrants across the Mediterranean from North Africa (especially Libya) to Europe causing worldwide sensationalization with new drastic European approaches to dealing with the refugees from Sub-Saharan Africa and the Middle East.

The increase in wars, poverty, famine, disease, as well as political repression coupled with the globalized expectation of freedom and richness has created a dangerous narrative in today’s African youth who have been manipulated into thinking that Africa is an “unlivable continent.” Many strive to go to Europe or the Middle East “at all costs” which has resulted in massive human trafficking and domestic slavery and actual re-emergence of the tear-raising slave auctions in Africa again in this 21st Century as was shown in one CNN newscast to all over the world (17). The core cause of all of this lies in wars on the continent and their international perpetrators working with the local Africans in the exploitation of the African resources and peoples being fueled by the world’s small arms trade. Elite Sub-Saharan Africans, who come to Europe, as exiles are often commonly portrayed as “destitute or desperate.” However, these are often relatively well educated Africans who come from moderate socio-economic backgrounds. They move because of a general lack of opportunities, fear of persecution and violence, to escape political repression or a combination of these (26). They add to the brain drain from Africa.




Mental Health Problems of Mass Trauma in Africa


Common Mental Disorders: Anxiety, Depression, and Post-Traumatic Stress Disorder


Anxiety and Depression

For years in Africa, mental health problems consequent to war were seen as annoying “anxieties and depressions” not suitable for treatment with western medicine, hence relegating them to traditional and faith healers (2, 33). Generally, the term “anxiety” is defined as distress or uneasiness of mind caused by fear of danger or misfortune; a state of apprehension and psychic tension (34). Trauma causes psychological ill-health which, before DSM 5 (35), was classified as a form of anxiety disorder called post-traumatic stress disorder (36). Today, medically, or more specifically psychiatrically, anxiety is defined as a disorder characterized by a state of excessive fear, worry, and apprehensive expectation occurring on more days than not about a number of potentially stressful events, situations, or activities such as happens in severe illness, famine, disasters, or war which often causes trauma and ill-health mentally, physically, and socially (35). Medical psychiatry also stipulates that anxiety can arise “from without.” Using their culture-specific explanatory models of illness, traumatized Africans have exhibited varying health seeking behaviors following their “anxieties.” The term “culture-bound PTSD syndromes” (37) will be discussed in the broader context of treatment, rehabilitation, and prevention of trauma-related stress and anxiety as seen today on the African continent and worldwide. War causes trauma and ill-health. The American DSM IV classified post-traumatic stress disorder (PTSD) under the category of anxiety disorders (36). However, DSM-5 (35) differentiates anxiety disorders as a distinct category from “trauma and stressor-related disorders” under which PTSD is now classified although its diagnostic criteria remain the same and still contain a significant dose of anxiety symptomatology.

This chapter argues that chronic warfare, as a lived experience has caused significant classic anxiety, depression, and other mental illnesses as well as general ill-health in many African communities and retards development (1–3). Wars, as traumatic events, have brought on a specific constellation of severe, prolonged, emotional, and physical disabling symptoms, especially war-related post-traumatic stress disorders (PTSD), depression, and anxiety with varying symptom expressions (2, 3, 33, 38). At a more general level, psychic trauma occurs when an individual is exposed to an overwhelming event that results in helplessness in the face of intolerable danger, anxiety, and instinctual arousal. In as much as stress affects everyone, severe traumatic events (as in war) tend to be overwhelming, shattering a person emotionally and leaving a feeling of total helplessness. Such as person is faced with a threat to life, a risk of injury, or a loss of security and is at a critical moment when usual coping mechanisms seem to fail (39). Hence, as argued in this chapter, the history of PTSD in Africa is closely tied to the continent’s wars and these have caused a state of continuous anxiety, depression, and psycho-social disability stretching over centuries on this continent.



Post-Traumatic Stress Disorder

Stress affects everyone as change and adjustment are part of life as events unfold nearly every day. However, some events can be traumatic and overwhelming, shattering a person emotionally and leaving a feeling of total helplessness. This happens when a person is faced with a threat to life, a risk of injury, or a loss of security or sanity when usual coping mechanisms fail (39). Psychic trauma occurs when an individual is exposed to an overwhelming event that results in helplessness in the face of intolerable danger, anxiety, and instinctual arousal. Such traumatic events can bring on a specific constellation of severe, prolonged, emotional, and physical disabling symptoms, an illness now known as post-traumatic stress disorder or PTSD (39).

The American DSM 5 (35) and the International ICD 10 (40) define post-traumatic stress disorder (PTSD) as consisting of a set of symptoms which make the PTSD diagnostic criteria. These can be summarized as follows:

	A. Experiencing, witnessing, being confronted by or hearing about a traumatic event with threat to life, physical integrity to self or others and causing fear, helplessness, or horror.

	B. Re-experiencing the traumatic event as recollections, intrusive thoughts, nightmares, or flashbacks etc.

	C. Avoidance of reminders of the traumatic event in thoughts, situations, places, including poor recall.

	D. Hyper-arousal characterized by poor sleep with nightmares, increased irritability, anger outbursts, hyper-vigilance, startle response, or increased autonomic activity.

	E. Duration of symptoms for more than 1 month and causing significant distress to the ones affected.

	F. There can also be culturally influenced symptoms such as dissociations, spirit possession states, and somatization.

	G. Impairment of social and occupational/school functioning.




PTSD is often associated with complications such as depression, panic attacks, phobias, substance abuse, psychosis, and physical medical complications depending on the trauma itself e.g., traumatic brain injury, seizures, sexually transmitted diseases (STDs) including HIV, vaginal fistulae, fractures, neglected diseases, family dysfunction etc. (41). The universality of PTSD symptoms as existing in different cultures has been the subject of much research and debate. Bracken et al. (33) and Summerfeild (38) argued that post-traumatic stress disorder (PTSD) is a peculiar construct of the West and denied its universal application to nonwestern cultures. However, various workers have described a core set of symptoms found in all cultures and societies as constituting the core syndrome of PTSD as described in DSM-5 (35) and ICD-10 (40). Boehnlein (42) studied PTSD symptom expression in different cultures and the cultural interpretations of common physiological processes in PTSD e.g., nightmares. He concluded that by listening simultaneously to the literal (spoken) language, knowing cultural metaphors and observing somatic (body) language, one is led to a more comprehensive understanding of human suffering in the care of the traumatized (42). Thus various workers now agree on the varied expression of psychological distress in different cultural settings hence giving rise to the notion of “post-traumatic culture-bound syndromes” (43). The post-traumatic stress symptom constellations evolve in a timely fashion which can be interpreted as constituting sub-types of PTSD as follows:

	Adjustment disorder: Here the traumatic event may be a usual or common human experience, may be transient, not as severe and may be reversible or overcome-able.

	Acute Stress Disorder: Here, the PTSD symptoms occur within 30 days of the trauma.

	Acute PTSD: Here the duration of PTSD symptoms is 30 to 90 days.

	Chronic PTSD: Here the duration of PTSD symptoms is 90 or more days.

	Delayed Onset PTSD: Here PTSD symptoms occur within 6 months or later of the traumatic event.





Complex Post-Traumatic Stress Disorder and Post-Traumatic Stress Disorder in Children: Developmental Trauma Disorder

Herman (44) described the concept of complex PTSD as a result of a severe or protracted and repeated traumatization of an individual which leads to a complex process of psychological reactions where the existence of previously held values and views of the world is doubted leading to changes in personality, beliefs, and the distrust of people (44). In children complex PTSD presents as developmental trauma disorder (DTD) and the manifest symptoms depend on the age of child, the nature of the trauma, the repetition of the trauma, the gender of the child, and support systems available to the child (28). DSM 5 (35), however tends to limit children’s response to trauma as manifesting in the form of either reactive attachment disorder (over-anxious attachment) or disinhibited social engagement disorder (or disinhibited attachment). This is limited as children show varying symptoms consequent to trauma. Children affected by war in Africa have exhibited various forms of developmental trauma disorder (14, 24, 32).

Mass trauma, as happens in war, is almost always accompanied by high rates of PTSD in both adults and children. It denigrates respect for human life, personal dignity, and what constitutes a good and meaningful life (19, 43). Communities often resort to their traditions to reconstruct their disrupted life. It is through cultural traditions that man values human life, constructs the meaning of life and respects personal dignity and that of others. In Africa, this is embodied in the concept of Ubuntu or “humaneness” (43).

Often, in Africa, unusual forms of PTSD may appear as forms of complex PTSD. These do not fit the usual PTSD diagnostic criteria, are often rare, controversial in description and presentation and may be restricted to one locality or group. Often they are associated with physical disorders and could be gender, age, location, culture, or religious specific. They are difficult to explain using the commonly stipulated PTSD disease criteria and could be interpreted as culture-bound PTSD syndromes. Researchers may write about them as isolated case reports and they often present diagnostic and management difficulties with much debate as to their diagnosis, the supposed causes and treatment approach. In Africa, these atypical PTSD syndromes may present with much drama as dissociative symptoms (psychological or somatic), spirit possession, or complex depressive symptoms with much somatization but with a history of past traumatic events. They are often treated by traditional healers by abreactive catharsis, rituals, and/or psychodrama (9).





Atypical Mental Health Problems of Mass Trauma in Africa

Unusual forms of PTSD and other mental sequelae appear in Africa as forms of complex PTSD and mass anxieties but with strong cultural and quasi-religious influences. These do not fit the usual definition of PTSD or other known mental syndromes as classically defined. They could be rare, controversial, and restricted to one locality or group. Often they are associated with physical disorders and may be gender, age, culture, or religious specific or confined to a specific geographical location. They are difficult to explain using common DSM-5 or ICD-10 disease criteria and could be interpreted as “culture-bound PTSD syndromes” (3). Researchers write about them in isolated case reports or they get mislabeled as some other known disorders. They often present diagnostic and management difficulties with much debate as to their diagnosis, supposed causes, and treatment approaches. They will be described below.


Dissociative Symptoms and Mass Hysteria

Van Duijl, et al. (9) reported on the presentation of PTSD symptoms as dissociative and possession states in traumatized refugee populations in Uganda. They were often accompanied by depressive symptoms and treated by traditional healers using traditional techniques of abreaction, catharsis, rituals, and psychodrama. Nakalawa et al. (12) also reported on these in post-conflict areas in Northern Uganda as well as mass hysteria, commonly referred to as “demon attack disease.” Kaggwa (11) reported on similar phenomena in East Africa following the immediate post-independent anxieties. This was a time following much traumatic anxiety and uncertainty in East Africa which accompanied the struggles for independence e.g., the MAU-MAU insurgency in Kenya (45) Rataemane et al. (46) described cases of mass hysteria in South African girl school children in the post-apartheid uncertainties. Mass hysteria was common in Europe in the middle ages e.g., the dancing manias in France (47). These mass hysterias present as spontaneous en mass development of identical symptoms among people sharing common attributes (e.g., being in same IDP camp or school or village) and who believe they have been made ill by outsiders or outside agents (witchcraft or demons etc.). They are often preceded by mass psychic trauma and are characterized by intense mass affect, anxiety, and dissociation of the manifest symptoms from consciousness. In Africa they are often attributed to demons and wronged angry spirits of the land or the dead. In today’s Africa, attempts at treatment by prayers and traditional healers have often failed. Successful treatment or intervention has been reported to be by identification of and dealing with source of conflict, isolation, and treatment of the index case and dispersal of the affected others (12). Appreciating the cultural explanatory model of the mass malady helps in understanding the phenomenon and effecting healing of the affected community.



Cult Indoctrination Syndromes

A cult is defined as “A system of religious veneration and devotion directed towards a particular figure or object by a group of people having beliefs or practices regarded by others as strange or as imposing excessive control over members” (48). Cults often form following brainwashing and indoctrination by a charismatic (cult) leader who demands total obedience and loyalty such as what was seen in the Stockholm Syndrome. Cult leaders may lead religious or military movements. They demand obedience and total loyalty from recruits. Personal feelings are suppressed and members seem content and enthusiastic to carry out their leaders commands at all times. They adapt a drastic but total alteration of their value system, worldview and exhibit a reduction of cognitive flexibility and adaptability. They appear “anxiety-less” as they develop a narrowing, blunting and distortion of affect with apparent psychological regression. They have absolute sincerity as demanded by their leader who often demands group isolation from family and society. They often adapt a code of silence. They experience physical changes including weight loss and deterioration in physical appearance, usually from many days of forced starvation as a form of religious fasting or self-sacrifice. They may develop mask-like facies, blank stares or evasive eyes, and a puppet-like cheeriness.

Cults are seen with increasing frequency in traumatized Africa or following epidemics. Many destructive and doomsday cults have been seen on the continent. Examples include the Kibwetere’s doomsday Kanungu cult in 2000 in Uganda in which more than 1,000 people died (13). Kibwetere led the “Movement for the Restoration of the Ten Commandments of God” cult movement in Uganda in which thousands died in a deliberately set inferno set in his church with the promise “to go to heaven.” All this was in the wake of the AIDS epidemic and Uganda’s civil wars. Other cults have been seen as religious revival churches to assuage the mass anxiety, helplessness, and hopelessness in populations faced with war, poverty, famine or epidemics, and constant uncertainty about the future. Indeed many evangelistic missions and missionaries abound in today’s Africa promising riches and heaven to the suffering converts (49). Other cults have been armed and militarized and destructive in nature. They recruit followers by promising magical solutions to governance or political problems or to “purify and save their people.” Examples of these included Alice Lakwena’s Holy Spirit Movement in Uganda from which Joseph Kony’s Lord’s Resistance Army (LRA) arose (50). Alice Lakwena was a cult-priestess who recruited and mobilized an armed “holy army” which was defeated by Ugandan Government army. Joseph Kony was a catechist, a cousin of Alice Lakwena, who took over the remnants of the defeated Lakwena’s army to create an insurgency in Northern Uganda with a promise to resurrect “a pure Acholi tribe free of contamination from outsiders and then form a government based on the 10 biblical commandments” (50). Other militaristic fundamentalist cult-like armies have also been seen in Africa including Boko Haram and Al Shabab, which seem to be off-shoots of Al Qaeda (51).

Most of these groups arise because of the ever-present anxiety we see in Africa, most of which stems from war, poverty, famine, and mass disease or epidemics as well as abuse of Human Rights; all mixed with ignorance and the African traditional beliefs in magic and supernatural forces. They cause much discomfort among Africans who get manipulated into believing them to be “saviors” as a means to escape the mass poverty, suffering and misery, and the attendant constant anxiety, all of which stem from chronic warfare.



Rape Trauma Syndrome

This was first described and reported by Burgess and Holmstrom (10) as occurring in women in the Democratic Republic of Congo, DRC, who had suffered repeated gang rapes and sexual slavery. Rape of women and young girls, including gang rape, was very commonly reported in DRC (41, 52) and was also seen in northern Uganda and other areas of conflict in Africa (8, 23). Rape is not usually reported by the women victims for cultural fears of shame and rejection by their husbands or reprisals by their rapists. Rape trauma syndrome usually presents as associated to other psychiatric disorders including chronic (lower) abdominal pain, depression, amnesia, dissociation, conversion disorder (lower limbs weakness), or suicide attempt (53). The women may present after many years of failed treatments including gynecological referrals and treatments for sexually transmitted infections including HIV/AIDS. Treatment of the underlying complex PTSD using antidepressants, anxiolytics, anti-arousals (prazosin), and culturally sensitive trauma-focused cognitive behavioral therapy CBT is useful.



Nodding Syndrome and Starvation Syndromes

Nodding syndrome was reported in war-afflicted Northern Uganda and South Sudan (54). It presents as a chronic debilitating illness affecting children aged 3–18 years. Winkler (55) had reported on sporadic cases of nodding disease in Tanzania, which were not related to trauma and had classified them as atypical epilepsy. In Northern Uganda’s war conflict-affected areas, reports of nodding syndrome first appeared in 1997 (54). Nodding syndrome, NS, was characterized by malnutrition, stunted growth, mental retardation, and seizures in about 50% of the cases leading some researchers to designate it as a neurological epilepsy disorder (15, 16). However, the affected Acholi people called it “luc luc or yengo wic” and recognized it as a new disease in their midst and related to the LRA insurgency war. They did not call it epilepsy i.e., “jake or two oderu,” these being more familiar terms to mean epileptic fits which they had always seen. They believed nodding syndrome to be caused by “cen” or dead peoples’ spirits which had come to haunt the living for a variety of reasons including wrongful deaths and improper burials. Reports of nodding syndrome first appeared in Northern Uganda in 1997 and reached epidemic proportions in 2000-2003 when people were moved into IDP camps (14). Investigations for infectious (onchocerciasis) and toxic (rotting foods, chemicals from ammunitions etc.) were inconclusive as to cause, treatment, or outcome. Psychiatric studies of clinical evaluations and field observations revealed that nodding syndrome children had been exposed to severe war-related psychological and physical trauma as well as non-specific CNS insults including untreated CNS infections (malaria, meningitis) and malnutrition (avitaminosis) possibly causing seizures. Many children suffered post-traumatic stress disorder (PTSD) or developmental trauma disorder (DTD) and depression. No more new cases of nodding syndrome appeared after the LRA war ended and the IDP camps were disbanded in 2007 (14, 16). However, the nodding syndrome children who had brain-damage from CNS insults continued to suffer and exhibit features of mental retardation and other neurological developmental anomalies. Family therapy using group interpersonal psychotherapy (IPT-G) helped families of NS affected children by lowering their depression and anxiety to cope better and look after their NS children (16). No other measures effectively treated NS except for symptomatic treatment of any accompanying seizures or depression and malnutrition (14). Those NS children who had no neurological problems did well and have gone on to lead more or less normal lives after the war.



Appetitive Aggression

Generally, people with PTSD following trauma, face many challenges in their lives including both enacted and internalized (self) stigma, the latter being most harmful (56). Internalized or self-stigma is defined as “a state in which an individual accepts and agrees with societal prejudices about their particular condition and applies this to oneself (56). It is associated with lowered self-esteem and hope and may carry on for generations and negatively influences behavior. It perpetuates symptoms of PTSD, depression, anxiety, substance abuse, as well as aggression leading to violence in communities as “appetitive aggression.” Appetitive aggression is defined as the “perpetration of violence and/or the infliction of harm to another person for the purpose of lessening one’s pain, for relief of anxiety/inner tension or just for “fun.” Traumatic experiences lead to emotional deregulation which in turn leads to easy irritability and ultimately to aggression (e.g., startle response, hyper-vigilance etc.). The resultant violence results from a form of “reactive aggression” and the need to revenge for relief of the inner tension/anxiety, hence creating a pattern of appetitive aggression (57). Individuals who are exposed to earlier trauma often perpetrate violence or inflict pain/harm to others (victims) for purposes of experiencing violence-related enjoyment although this diminishes with higher levels of violence. Appetitive aggression temporarily reduces risk of trauma-related distress and is hence adaptive for survival in a violent environment (56). Sometimes, there are powerful social and psychological rewards gained from appetitive aggression, especially from people in authority. This reduces their vulnerability to the trauma-related psychological distress hence the seeming protective effect and tendency to self-propagate (57). Appetitive aggression could partly explain the increasing types of violence reported in post-conflict communities including domestic violence, gender based violence, intimate partner violence, child abuse, mob/vigilante violence, and the vicious cycles of political repressions and torture including “riot suppression.” “Toxic stress” as is often seen in the former child soldiers and returned girl abductees drives appetitive aggression. Their appetitive aggression is an adaptation to their earlier experiences of violence as a form of PTSD with startle responses as they feel vulnerable, have low self-esteem and feel easily threatened. They develop internalized stigma (self-stigma) and are always suspicious of others’ intentions (paranoid). They thus “attack pre-emptively.” Examples of this are returned child soldiers who find it difficult to sit in classrooms and obey the authority of teachers to benefit from the learning obtained from formal school education. These often feel out-casted and have low self-esteem and feel self-stigma. Returned formerly abducted girls who suffered trauma and sexual abuse also felt the same way. Treatment provided in the form of narrative exposure therapy (NET) could help them in reconstructing an autobiography of themselves and a memory of their past experiences (56). This provides them an understanding of why they feel and behave the way they do (appetitive aggression), reduces their inner fears and tensions, and may thus reduce their violent or avoidance tendencies. This has not been possible to do in Africa on a wider scale due to limitations of the needed knowledge and expertise to carry out NET on a mass scale in former combatants of Africa’s wars. Researchers have argued that many of today’s African political leadership are former combatants who have PTSD and may be unconsciously caught up in vicious wars of appetitive aggression. Appetitive aggression has the potential for the trans-generational transmission of trauma and may be the psychological force driving genocidaires.




Policy, Conclusions, and Recommendations


Policy

Historically, for over 600 years, Africa has been the scene of significant war-related mental distress and uncertainties; from ethnic rivalries fomenting war-raids, wars of slavery, European colonization of African peoples (to conquer, convert, and colonize), to wars for independence and now the post-independence wars fomented by fundamentalisms, competing political ideologies/persecution, racism, and the struggle for control of resources and lastly population movements and human trafficking. All of these have been driven by warring. Over the years, this has shaped many African peoples’ attitudes, politics, and health seeking behaviors. Today African peoples are anxious over a number of issues including sexuality, gender, health, disease, poverty, modernity, climate, politics, culture, religion, ethnicities, race, economies, governances, war, displacement, immigration, and fears that they may, once again, lose control of their continent.

From a policy perspective, mass trauma is a global health problem whose causes, perpetuates, solutions and preventions elude nations. Despite such chronic massive traumatization on the African continent, with the consequent mental health disability, there is virtual absence of national mental health policies in African countries, let alone national post-conflict mental health policies (1, 3, 20, 58–60). The African Union Policy on Post-Conflict Reconstruction and Development (PCRD) did not mention mental health in its recommendations (20). In studies of mental health policy in African countries, Omar et al. (61) and Flisher et al. (58) pointed to the lack of or very inadequate mental health planning in African countries. Many researchers point to the non-prioritization of mental health issues and the lack of mental health awareness as underlying the absence of mental health policies, funding, and services in post-conflict African countries (1, 3, 59). Sankoh et al. (60) decried the lack of mental health research and publications in Africa. Of recent some research studies and publications on post-conflict mental health have appeared in the literature (29, 62–64) with but one journal on the continent being dedicated to mental health trauma in Africa: the African Journal of Traumatic Stress now being underwritten by Health Rights International (www.petercaldermanfoundation.org/ajts) (65). The policy recommendations have mainly followed the WHO-recommended mental health interventions in low-resource settings—mainly the WHO Mental health gap action program and (mhGAP) (66), Psychological First Aid (PFA) (67) guidelines (WHO, Geneva). The following is but an outline of policy recommendations regarding the least that needs to be done (37):

	Psychosocial Needs Assessment: To start by doing scientifically based local research to inform policy makers of the need to have post-conflict mental health recovery programs. This should address the need to treat current victims, reconstruct affected communities, conflict resolution, peace building reparations, and redress. The latter is important as reparations without justice tend to perpetuate future conflict.

	These intervention programs must be nationally organized based on policy legislation and financing, multi-disciplinary approaches, local monitoring, and control of international collaborating agencies.

	The mental health intervention policy should be linked to socio-economic development and human rights.

	The treatments must be based in primary health care settings to avoid stigmatizing victims. There has to be local input and participation in the provided interventions which must be culture and situation sensitive.

	All African countries should endeavor to provide physical and mental healthcare for internally displaced peoples, immigrations, and refugees.






Conclusions and Recommendations

There has been many wars, persecutions, and traumatization the world over. However, by emphasis, this chapter only dealt with African communities. From a medical point of view, we see many diseases and behaviorisms as a consequence of the chronic warfare and persecution in Africa. This chapter has shown how the trauma, as seen in African wars, continues to cause much mental distress and morbidity in many African communities and to retard socio-economic development. Diagnoses such as post-traumatic stress disorder, depression, and anxiety are increasingly seen today’s Africa with their various presentations. Atypical forms of these mental problems often manifest given the varying explanatory models of illness causation in the different cultures in Africa. In their health seeking, Africans have employed various methods to cope with or reduce their mental ill-health including traditional healings, faith healings, cleansing rituals, reconciliations, and conflict resolutions, but the trauma still goes on. Africa needs to re-think and curb warring and its deleterious ramifications including re-insurgent slavery.

The question whose answer eludes many in Africa is social justice for all. How will Africa forge a path to peaceful development, freedom, human rights observance, and good governance? Many decry the long legacy of colonialism which divided up African peoples with countries sketched out by European powers and the latter who continue to control Africa’s resources. There are no easy answers and certainly no simple specificities/specifications especially in today’s competing global forces in diverse African cultural settings. The following are suggested recommendations:

	Universal education for all including all ethnicities, genders, social classes, religious groupings, and political persuasions which must include human rights education.

	A political will by African leaders to entrench participatory democratic governance in their countries and keep way from perpetual dictatorships, wars, and persecutions.

	A deliberate education that concietizes the people of Africa to know the historical and socio-economic origins of their problems and to understand the global forces perpetuating their present socioeconomic problems including the need to control African resources and affairs by Africans and for Africans irrespective of race, religion, ethnicity, gender, creed, or political/ideological persuasion.

	Entrench, through school and community education, a universal respect for human rights; and to avoid war and promote peace building and conflict resolution.

	All African countries should be signatories to the United Nations Convention Against Torture (UNCAT) (68) as they are all signatories to the UN Human Rights Council Resolutions (69). They should ratify UNCAT and put it in their domestic laws.

	African countries should sign up and support the International Criminal Court (ICC) (70) and they should endeavor to have a respectable functioning African Court on Human and Peoples Rights (71) with ready accessibility to the ordinary African.
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Concern in one of the five camps for Congolese refugees in Rwanda about suicide attempts and death in 2017 as well as research data pointing to a relatively high incidence of suicidal ideation in this and a second camp in the same period provided the impetus for this exploratory qualitative study. The study explored factors contributing to suicidal ideation, attempts and death; existing support and referral mechanisms; and recommendations regarding prevention and care strategies. Between July and September 2018, 10 focus group discussions were conducted with refugees and representatives of stakeholders working in the camp, and 21 in-depth interviews with refugees who reported suicidal ideations in a previous quantitative survey, two refugees who attempted suicide, and family members of those who reported suicidal ideas, attempted suicide or committed suicide. Findings suggest that while all refugees have suffered from war and violence in Congo and experienced traumatic events before arriving in Rwanda, the pathway to suicidal ideations was often triggered by the circumstances related to their current situation in the context of refugeehood. Almost all respondents who experienced suicide ideations and/or attempted to commit suicide reported poor mental health, a low sense of connectedness/belonging and a high level of perceived burden, which were greater than their desire to live. Family conflicts were found to be an important starting point leading to suicidal ideations and in some cases to suicide attempts and deaths. For the adult population, family conflicts often resulted from the cultural and legal changes experienced after fleeing their home country, misunderstandings of Rwandan gender equality policies, and disagreements about family income management. For youth, a lack of hope for the future was found among boys and girls, and for some girls, suicidal ideations were triggered by poor interpersonal/family relationships due to unwanted pregnancies. Family, community and faith-based support mechanisms were reported as being available but not always culturally sensitive. Psychosocial support services should be improved and expanded to ensure effective psychosocial recovery. Family conflicts related to a lack of family communication and a misconception of gender equality policies should be tackled with attention to the cultural factors involved.
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Introduction

Suicide, defined as an act of taking one’s own life, is a global phenomenon that occurs among people from all ages. According to recent statistics, approximately 800,000 people die due to suicide every year worldwide. In 2016, 79% of suicides occurred in low- and middle-income countries. In that same year, suicide accounted for 1.4% of all global deaths, making it the 18th leading cause of death [World Health Organization (1)]. The relatively scarce research to date on whether or not asylum seekers and refugees are at a higher risk of suicide than other migrant and non‐refugee populations has yielded contrasting findings ranging from no difference to a much higher risk [cf. (1–7)]. Factors contributing to a vulnerability for mental disorders and relatively high suicide rates among refugee and asylum seeker populations include potentially traumatic war experiences, distressing life events, difficult living conditions, restrictions on movement, isolation, being uprooted, the lack of social networks and traditional support mechanisms, challenges to self‐concept and individual and group identities due to legal constraints, a lack of help‐seeking behavior, and uncertain future prospects [e.g. (3, 8, 9)]. The interplay between distant triggers such as mental disturbances, genetic predisposition, and chronic stressors give fertile ground for proximal triggers, namely acute distress, interpersonal conflict, and financial crises that precipitate self‐harming acts and constitute a crucial factor for suicide behavior (9). The study presented here, adds to the small number of studies on suicide among refugee populations in various parts of the world. It also responds to the call by Mars et al. (10) to have more studies, in particular qualitative ones, on suicide in sub-Saharan Africa, where suicidal behavior is an important but understudied issue. Ours is a suicide case study in a specific refugee situation—Congolese refugees in Rwanda living in two camps.

According to the United Nations High Commissioner for Refugees (UNHCR) (11), Rwanda hosts approximately 145,895 refugees and 76,202 (52.2%) are from the Democratic Republic of Congo (DRC). The Congolese refugees located in five camps across Rwanda include those who fled their country in the 1990s, as well as the more recent arrivals in 2012-2013 due to renewed hostilities in eastern DRC. The impetus to conduct a study on suicide in two of these camps was concern among the refugee community, camp managers, and stakeholders about suicidal behavior after December 2017, despite a range of psychosocial interventions conducted in Nyarugenge and Mukarange1 refugee camps. The main study objectives addressed the perceived risk factors of suicide (i.e. individual, interpersonal, economic, cultural), existing family, community and institutional support and referral mechanisms, and recommendations to inform appropriate prevention and care strategies to be adopted.

The study was action-oriented and should be classified as applied research. Like much research on suicidal behavior, it was not informed by a theoretical perspective. However, a brief analysis of some study results in the Discussion section is guided by the “ideation-to-action” framework developed by Van Orden et al. (12) and Klonsky and May (13). This framework builds on the distinction between suicidal ideation and action, which is “especially important when one considers that most people who develop suicidal ideation never go on to make a suicide attempt” (13). Our study confirms this observation. In the study design, we made a distinction between suicidal ideation (suicidal desire, suicidal thoughts) and suicidal action or behavior, differentiated as non-lethal suicidal action (attempted suicide) and lethal suicidal action (deadly suicide or completed suicide). We later found this approach confirmed to the aforementioned ideation-to-action framework.



Methods

This qualitative study was informed by a comparative quantitative study conducted in 2017 in the context of the implementation of community-based sociotherapy2 in Congolese refugee camps in Rwanda. The study documented the outcomes of participation in the psychosocial support intervention in regard to the participants’ mental health [including (non-)existence of suicidal ideations], perceived social support, life coping mechanisms, and state of economic welfare. A quantitative study was conducted between 2017 and 2018 among 98 (50 in Nyarugenge and 48 in Mukarange) and 74 refugees3 (37 respondents in each camp) prior to and after their participation in sociotherapy. Using a systematic sampling, participants were selected from the lists of those attending sociotherapy. Subsequently, a qualitative study on suicidal ideations in both camps was performed between July and September 2018. In total, 10 focus group discussions (FGDs) with 86 people were conducted (44 men and 42 women) across both camps. Two FGDs were held with religious and local leaders (including refugee representatives); two with community members, two with stakeholders working in the camps (Ministry of Emergency Management (MINEMA), UNHCR, World Vision, Plan international, Africa Humanitarian Action (AHA), Humanity and Inclusion (HI), Community-based Sociotherapy/Duhumurizanye Iwacu Rwanda as well as the American Refugee Committee (ARC); two with refugee community mobilizers working for Plan International, HI, World Vision and the sociotherapy program; and two with members of the refugee committee of elders and vulnerable people. In addition, 21 in-depth interviews (IDIs) with seven male and 14 female refugees were conducted. IDIs were conducted among the nine refugees who had reported suicidal ideations in the quantitative pre-intervention survey, two refugees who had attempted suicide, and family members of those who a) had reported suicide ideation (n = 3), b) had attempted suicide (n = 2), and c) had died as a result of suicide (n = 4). None of these interviewees participated in the FGDs. Prior to the individual interviews, respondents read and signed an informed consent form and an ethical approval from the Rwanda National Ethics Committee (No.106/RNEC/2018) was obtained. Interviews were conducted in Kinyarwanda, transcribed and translated into English, followed by a thematic analysis according to the research questions. Written consent forms were also obtained for summarized stories highlighted in the Discussion section and names have been modified for ethical purposes. Findings were presented according to the study objectives and following the order of importance regarding causes of suicide as perceived by respondents.



Results


Incidence of Suicidal Ideations, Attempts and Suicidal Deaths in 2017 and 2018

Data presented in Table 1 shows that the majority of those who reported suicidal ideations were women, whereas men actually committed suicide. Suicidal ideations were reported in both camps, while all suicidal attempts and actions happened in Nyarugenge refugee camp.


Table 1 | Incidence of suicidal ideations, attempts and suicidal deaths in 2017 and 2018.





Perceived Causes of Suicidal Ideation and Behavior


Everyday Distress Related to Refugeehood

Most respondents appreciated the pre-migration life in Congo before the invasion of armed groups, the war that started in the 1990s, and other forms of violence. A large number of families had owned land for agriculture and cattle grazing activities. The high level of insecurity, family separation, family member murders, and loss of property made many refugees ultimately decide to flee to Rwanda. Although the refugees were provided with support for their basic needs in the Rwandan camps, many found it difficult to make ends meet. They also experienced difficulty coping with the memories of their painful traveling from Congo to Rwanda and the losses they had experienced. Suffering due to their past traumatic experiences coupled with current cultural differences and daily life challenges often resulted in tension and conflict at the family level. According to the family member interviews, conflict was prevalent in the families of someone who had had a desire to commit suicide or had attempted suicide. This suicidal desire and behavior resulted from many factors, including polygamy, adultery, misconception of gender equality, lack of proper and regular family communication as well as family income management such as the monthly allowances provided by the World Food Program (WFP). It was also reported that some refugees with suicidal ideation and behavior had previously had familial experiences of suicide (i.e. grandparents, uncles or other family members) as a way of solving their (family) problems.


These people changed life, but they didn’t change their mind. Problems similar to the ones people face today existed even in their home country. However, today people are isolated, they don’t see a future, even a future for their children. In Congo, if one of the parents was unable to feed his children, he preferred to commit suicide, which is the same here today. Church leader, Nyarugenge.




They [men] can’t endure the hard life they are living now. They used to support their family, but now they can’t even get money for salt. In some cases, some of them commit suicide. In these hard-living conditions, conflicts tend to arise in families due to poverty and hunger, which sometimes end with suicide. A man who used to drink milk and used to have a word in a society and in his family, experiences that all these things are no longer there. Male respondent, FGD with refugee committee of elders and vulnerable People.



While multiple and intertwined factors lead to suicidal ideation and behavior, in the section that follows, the factors that put Congolese refugees in Rwanda at risk for suicidal ideation and behavior are presented individually.



Loss of Manhood and (Mis) Understanding of Gender Equality

Many Congolese respondents (mainly men) reported changes in gender roles and responsibilities as a result of relocating to Rwanda. In Congo, families were characterized as dominated by a patriarchal system in which men were perceived to be the heads of and providers for their families (wives and children) and responsible for familial order and protection. Arriving in Rwanda, men were confronted with a legal framework in which women’s rights and empowerment are key and serve as a prerequisite to sustainable development (16). Some respondents indicated that the Rwandan legal framework for gender favored women, who back in Congo could be exposed to toxic masculinity and gender-based violence with no legal sanction (17). Some respondents had misconceptions of principles of gender equality as promoted in Rwanda and reported that women think they are superior to their husbands and adopt a conceited attitude. Male refugees in the IDIs and FGDs perceived Rwandan gender equality (focused on women’s empowerment) as a way to disempower them and/or attack their value and dignity, which caused resistance and conflict between men and women. The situation was even harder to accept for men who perceive themselves and/or are perceived by others as no longer being family breadwinners, guides, providers or protectors as highlighted in the quote below.


The reason that we say many men don’t have their dignity is that they can’t even punish their children. When you have a young girl, you can’t ask why she arrives at home late in the night. The girl can’t respect her father who is not able to give anything as she gets everything she needs from her mother as the one receiving the money from UNHCR. The men don’t have control over the behavior of their children and they can’t punish them. In the past, if there was a misunderstanding in the family, the final decision was made by a husband, but now the situation has changed and the final decision is made by the wife. So, without going into details, the majority of men feel they have no dignity. Male respondent, FGD with community members, Mukarange.



The above statements were confirmed by female respondents who highlighted that for men to have dignity, they need to be able to provide for their families by finding a job and/or owning a business instead of spending the day sitting at home in the refugee camp.


According to my observation, men who have their dignity are those who have a job or business so that they bring income to the family. Those ones can manage their households well. But for men who stay at home or sit at the compounds waiting for meals, they are despised and don’t have dignity in their families. Female respondent, FGD with local and religious leaders, Mukarange.



The situation in the camps often prompted low self-esteem among men who, if not supported and/or not able to adopt positive coping mechanisms, were drawn into hopelessness. In a few cases, this led men to commit suicide to end social suffering, drinking alcohol and/or taking drugs to overcome sleeplessness or separating from their wives and engaging in other unions. Conflict between spouses sometimes impacted the children as well. For instance, in one family, a man left the house and went to live with another woman, thus leaving behind his wife and 10 children in the camp. The husband positioned their daughter (still studying) as the head of the household instead of his former wife. That daughter became the leader of the family who was entitled to get the family monthly allowances. The mother was offended and felt she had no value, which prompted her desire to commit suicide since she believed that she was supposed to take care of her children instead of her daughter.

For many male respondents, the issue of gender equality and changes related to gender roles and responsibilities were the main factors that could lead to suicidal ideations among men. Indeed, this was reported to a much higher extent as a cause compared to their past traumatic experiences in the Congo and current poor life conditions in the Rwandan refugee camps.


It is not only poverty that causes suicide, but conflicts that exist in families. We can, for instance, go cultivating and when we come back, I can pass somewhere on the way and she can go home quickly. When I am back home, I find her drunk. When I ask her why she did not cook, I am insulted in front of the children. That will make me sad and I can kill myself. Male respondent, FGD with refugee committee of elders and vulnerable people.




I joined sociotherapy because I was experiencing bad moments when I was having intense conflicts with my wife. I sought help, starting from the village level, and subsequently from the president of the camp, Plan International and MINEMA4 office. Even when I participated in the training of Abunzi [mediators], I shared my case in order to seek advice. At that time, I had spent three months living alone for the sake of my own safety. My wife despised me, saying that I did not build the house we were living in and I did not bring anything to the family. Even though I have bought four fields to cultivate, but she did not give me any respect. I felt like a person without any respect in society. I thought about committing suicide because you imagine yourself as a man who spends three months alone in a house, preparing himself the meals, is not easy. I spent all night without sleeping, thinking about our marriage, how I loved her and how now she abuses me at an old age. All this made me feel psychologically traumatized. Male respondent with suicidal ideation, Nyarugenge.



While not many respondents highlighted the issue of sex deprivation in their relationship as a potential cause of suicidal ideation and behavior, one male respondent clearly mentioned that he felt terribly insecure and no longer a man when his wife decided to separate their beds and accused him of being a drunkard. According to this male respondent, his wife’s reason for this deprivation was an excuse since he had also drunk alcohol when they were back to Congo. He attributed his wife’s behaviors to the fact that he is no longer able to financially provide for his family.


What caused that [suicide attempt] is that since we reached this camp, she denied me my rights as a husband. She separated beds, she had her own bed, and I had mine. After bearing with that for 4 years, I wondered whether I am still a real man! She said that I drink and that she doesn’t want me to use alcohol. However, when we got married in Congo I already used to drink. I don’t think drinking was the cause. Instead, it was poverty. I tried suicide this month (July) because she provoked me with bad words in addition to what I was going through, and I got very annoyed. She told me “remember a man is respected by the property he owns!” When I heard this, I got very annoyed. Male respondent with suicide ideations, Nyarugenge.



A staff member of an NGO working in the camps also linked the issue of gender equality with sex deprivation:


What is more important is spousal differences in understanding gender equality, because we have many cases of men who committed suicide caused by a misconception of gender equality. If a woman starts a dispute, her husband cannot beat her fearing to be arrested; that is why men prefer to die. In some cases of family conflicts, couples sleep in separate beds. Male respondent, FGD with stakeholders, Nyarugenge.





Management of Financial Resources (mVisa)

The loss of manhood was exacerbated by the recent change in the way support for basic needs was provided in the camps. From September 2017 onwards, the Rwandan branch of the UNHCR and the WFP introduced a new cash payment system (locally known as mVisa) that has been generally well received by the refugee community.5 Almost all interviewees testified that the monthly allowance of 7,500 Rwandan Francs (USD 8.50) per individual is often used to cover their basic needs such as buying food, cooking materials, clothes, or renting a piece of land for cultivation. However, almost all respondents reported that the allowance is not sufficient to cover their needs and so they try to cope obtaining small community loans refunded on a monthly basis. In general, women are in charge of the family’s financial management and monthly allowance since when families initially registered to receive UNHCR/WFP food, the women were generally designated as “head of household”. The change from a food to cash support system was not wholeheartedly accepted by men. Some men described having their position of family providers replaced by UNHCR/WFP⟶a situation that humiliated them in front of their wives or families.


No, we don’t have our dignity as men, as other men. I experienced this after arriving in this camp. A wife is not yours and, a daughter is not yours, and children are followed by specific organizations. You can’t have a time to discuss with your wife and decide together what to do because she values mVisa and UNHCR. Male respondent, FGD with community members, Mukarange.




Aaah, as I see, men living in this camp don’t have the right to that money. You see, if someone has the habit to take a beer, he cannot use that money. Previously, the last time when WFP distributed food, oil, etc., a man could take a bottle of oil, sell it and have money to buy a beer. But now, WFP gives money to the head of the family and in most cases heads of families are women. So, if one tries to take some money in order to buy other things, this can create conflicts in the family. So, for men the situation has changed and they have to be aware of that and try to manage that situation. Male respondent with suicide ideations, Nyarugenge.



According to some respondents (men and women), it was not a good option to have men be responsible for WFP money, since some men used the money irresponsibly (i.e. buying alcohol) and not meeting the family’s needs, which created tension at the family level. On the other hand, women managing the WFP allowances were not welcomed by men who considered the women to be selfish because they would not share a bit of money to cover their (the men’s) needs and/or allow them to buy a single bottle of alcohol. Coupled with the existing challenges in family communication and changes in gender dynamics, financial issues often led to a high level of family conflict and in some cases incited thoughts of suicide among men.


We didn’t receive any case of suicide last year [before December 2017], because they received food instead of money. Back then, a man could not ask about food, he could eat, but did not go in depth asking details to his wife. In their culture, the man receives money in his hands, but today money is received by his wife and it is difficult for a woman to give her husband the money to buy a beer. I think that ideas of suicide and family conflicts increased since last September [2017]. A refugee local leader, Nyarugenge.




As mentioned before, a man spends his day at a place named “ku gahinda”, which means sorrow mountain, and when he arrives home he doesn’t take time to talk with his family [wife and children]. The wife on her side also doesn’t converse with their children and doesn’t plan with her husband on how to use the ration [money] once they have it. When the man asks money from his wife, as she is the one to manage it, the wife doesn’t give it because it is reserved to feed the family. Hence, the man feels neglected and conflicts start that lead even to suicide. Often, men commit suicide when the monthly allowance is obtained. Men don’t feel any taste for life, they consider themselves as useless. Female respondent, FGD with community members, Nyarugenge.



Some female respondents disagreed with the male accusation of disobedience, since for them, the little money received from WFP barely covered their family’s needs.


You see, our husbands accuse us of disobeying them, but it’s not true. It is like this, I might give my husband the money to go and do the shopping, but he might not buy what he is supposed to buy. Therefore, I will have to do it myself. So, if I bring the food home, he thinks that I have disobeyed him. This is unjust. We are given this money by WFP for food only, so if you happen to use it for other things like buying sandals, you don’t understand what WFP provides the money for. So, if he is an irresponsible man, you end up quarrelling for nothing, thinking that you disobey him while you are just confused of what to do. The quarrel is brought in due to insufficient funds. Female respondent, FGD with community members, Nyarugenge.



There were, however, some respondents who reported that marital partners do sit and decide together on how to manage the income they receive. In these families, the women who receive the monthly allowances are aware of their husbands’ needs such as buying a drink with friends, which is culturally very meaningful since the men are then able to socialize with peers while sharing drinks.


To respect my husband requires that he lets me manage the money as I managed the food we received before. However, I have to be aware that my husband needs a little money to satisfy some of his needs such as sitting with friends and taking a bottle of alcohol. Female respondent, FGD with community mobilizers, Nyarugenge.



The respondents noted that gaining employment or initiating income-generating activities was difficult while living in the refugee camps. However, a few respondents did manage to secure paid jobs in organizations working in the camps such as Plan International, ARC, World Vision, CBS/DIR, and AHA. A few refugees managed to open small businesses such as selling food crops and running small restaurants, which partly contributed to meeting their family’s daily needs.



Inability to Fulfill Parental (Motherhood) Responsibilities

A few old women who spoke about suicide ideation or attempted suicide reported their fear of not being able to cover their grown children’s needs and the consequences that might follow from that situation (their adolescent and young adult children engaging in sexual relationships to cover their needs). In a position wherein they could not fulfil their responsibilities as a parent, these elderly mothers observed their grown children (especially daughters) misbehaving, which incited them to envision suicide instead of continuing their (the mothers’) suffering.


I have six girls. One of them asks me lotion, another one asks me shoes, again another asks me clothes like other girls of their age, while I am not able to provide this. That is why you see most girls here getting pregnant at such a young age. When a girl meets with a boy who gives her 1,000 Frw to buy lotion, she easily accepts his propositions including having sex. Imagine you are a parent and your daughter comes with all those things and later becomes pregnant just because of poverty, won’t you feel pain in your heart? It hurts you as a parent to the extent you feel like committing suicide rather than living such a life. Female respondent with suicide ideations, Mukarange.



A woman who attempted suicide narrated:


That day [of attempting suicide], we [she and her daughter] had a lot of misunderstandings and I was angry. I said that she could meet her boyfriend outside my home, but not inside. That was my reason of being angry. You know, she brought him during the night and they wanted to sleep together while I slept in my room; that was very bad to me. I could not tolerate that situation. Can you tolerate that a boyfriend comes and sleeps with your daughter while you are in the same house? And that man is not even her legal husband. No. That is very bad. My daughter has a child and now she is pregnant again from the same boyfriend. Better they live in their own house, and then we visit each other. Female respondent, Nyarugenge.



In some cases, the fear of not being able to cover the family needs due to their limited monthly funds outweighed the desire to live as also expressed by a young girl whose coping mechanisms were limited:


You see, now I am a girl and stay at home without any job. I am an orphan living with my young sisters. I felt that I could not be the head of the family, not feeling able to take that responsibility. I was thinking that it could be better to commit suicide and let my young sisters suffer themselves without me. I was not able to cover all that we needed, I was feeling without safety, and so on. Female respondent with suicide ideations, Nyarugenge.





Unmarried Pregnant Young Women With Suicide Ideation

Becoming pregnant without being married is generally not culturally accepted by Congolese families and community members living in the Rwandan refugee camps. This situation often leads to discrimination and negative labelling (i.e. prostitutes), which is why girls with unwanted/unplanned pregnancies frequently become isolated with limited contact with the rest of their family and community members. These girls may express thoughts of suicide as evidenced by two in Mukarange camp who narrated that they found themselves emotionally devastated with no hope for the future. They dropped out of school from self and social stigma and, more importantly, struggled with wondering how they would take care of their children while they (the girls) were also still young. They also reported lacking family support and facing family and community insults after people learned of their pregnancies.


I got pregnant while still young, I was a student. I did not plan that. Then I saw my living conditions here in the camp and my family not having means to support me. I was thinking that if I told them my problem, they would not understand. I was thinking that it could be better to commit suicide instead of causing problems to my family. I stopped going to school. When you have such problems, you prefer to be isolated, you feel hopeless. I spent much time thinking of how I could take care of a child being still young. When people started to see that I was pregnant, they observe that you have changed, but do not tell you what they observed. I could not sleep; I was very concerned that my family is worried because of me. I could not meet or talk to people like before, I became someone living in isolation. I felt stressed as my family wanted to know the father of the baby. It was a bad situation and I was challenged to give them the answer. I was thinking that if I tell them who impregnated me, that boy will be taken to prison while he did not take me by force. After they [parents] calmed down, I told them who the father is. Female respondent with suicide ideations, Mukarange.





Use of Alcohol and Drugs

The use of drugs and alcohol was not commonly reported by respondents with suicidal ideation. Some said that they had stopped drinking alcohol when confronted with life challenges. Only a few respondents conveyed that they sometimes drank alcohol to cope with their sleeping disorders.


No, that did not happen to me; on the contrary, I stopped taking alcohol because I was worried about the life of my children. It is difficult to live in these conditions and take alcohol or drugs. Male respondent with suicidal ideations, Nyarugenge.




At that time [when his wife was sick and hospitalized], I could meet my friends and they asked me the evolution of my wife’s illness, and then they said: “We can offer you a bottle of beer,” and when I took that, I could get sleep for a short time during the night. Male respondent with suicidal ideations, Mukarange.



However, the family members of these respondents reported that there was alcohol and drug abuse among people with suicidal ideations and behavior, which contradicted the respondents’ statements noted above.




Signs, Symptoms and Perceived Behaviors Prior to Suicide

According to some respondents, it is often difficult to know that a person will commit suicide despite the changes observed in the person’s attitudes and behaviors. They reported that some victims tended to “act very normal” prior to or during the day of suicide, probably as a way of not attracting the attention of family members. For instance, victims who committed suicide were found to be happy, relating well with family members, attending church services or playing football on the same day that they committed the act.

Symptoms commonly observed referred to mental disorders, such as depression (agahinda gakabije). The presence of these symptoms often went unnoticed by refugees, which resulted in the respondents in this study pointing to the need for services to focus on early detection of depression. Symptoms observed by the respondents included anxiety, isolation, a lack of interest in communal activities such as church attendance, loss of hope for a future life, silence about one’s feelings, crying (mainly among women), insecurity, alcohol abuse, deep sadness, hatred towards people of the opposite sex, a loss of dignity and value (mainly among men) and a range of psychosomatic symptoms including stomachache, chronic headache, heart palpitations and insomnia. Loss of interest in one’s own physical appearance and in doing daily activities was also commonly mentioned.



Community Perceptions of Suicidal Ideation and Behavior

Respondents expressed having mixed feelings about committing suicide in refugee camps. Suicide is known in the camps as “gutora supanet”, which literally means using the rope of a bednet [as a lethal means for suicide] and is the most commonly used language for this action. For some, suicide is abominable, and all the more so since it has negative consequences for the entire family because of stigma and conflict. However, for others, committing suicide was saluted and considered to be an act of courage, which some of them in a similar situation have failed to adopt as a response to their severe emotional pain.


Sometimes when a man dies, people say that he is a hero because he chose to commit suicide instead of being mistreated by his wife. Male respondent, FGD with community mobilizers, Nyarugenge.



Consequences resulting from suicide ideation and behavior range from emotional suffering, family disruption and social stigma to increased economic problems for those who have had suicidal ideations and attempts. Family members of those with suicidal ideation often felt unhappy and unsafe, fearing that a suicide attempt might happen any time. Feelings of shame and guilt among those who had attempted to commit suicide and their families were often shared. Members of these persons’ nuclear families face stigmatization by extended family members and/or the community since they are perceived as the trigger that led to their relatives’ suicidal ideation and behavior. In single-parented families, a major consequence of adult suicide is the issue of the children’s care following a parent’s suicide. This often results in the children being placed across several families throughout the camp.


Yes, for consequences, let me start with my young sisters. When they observed that I had anger, they were unhappy, worried and felt insecure because of me. Female respondent with suicide ideations, Nyarugenge.



In some cases, families have also been affected economically by a relative’s suicide since those who committed suicide were part of a larger family support system.



Support Mechanisms to Address Psychosocial Issues Related to Suicide

Respondents highlighted that whenever family conflicts and/or psychological issues are noticed within a family, the first support usually comes from family members and neighbors. This support is organized through family meetings during which various matters, such as family conflicts, are discussed to find solutions. Individuals facing psychological issues are comforted in these meetings. Community meetings such as parents’ evening programs (umugoroba w’ababyeyi) were mentioned by a number of respondents as another platform for discussing individuals or families’ psychosocial issues. However, they stated that this is not done on a regular basis. Most of the respondents referred to the sociotherapy program in the camps for sharing and healing in a group setting and individual counselling services provided by the Rwandese Association of Trauma Counsellors (ARCT) for individuals with psychological distress who can also be transferred to the camp health centre or district hospital if needed.


I was feeling hopeless and I was thinking on suicide. I was very tired with problems [lack of means] and wanted to commit suicide. But, after being in sociotherapy, I changed my thinking. As I have been helped by sociotherapy, I am also able to help other people with psychological problems. Female respondent with suicide ideations, Nyarugenge.



Community volunteers supervised by the American Refugee Committee (ARC) staff were also mentioned as key people in the community for family conflict resolution initiatives such as mediation. Whenever conflicts were deemed to be severe and unresolvable, respondents highlighted that camp managers opted for temporary separation of the family members, for instance, by providing an additional house.

Faith-based support was also commonly mentioned by respondents. This support generally involved family visits when something bad happened. The visits included an exchange about the word of God, praying together and the provision of supplies for basic needs, namely food. Most of the refugees in both camps are members of the Seven Day Adventist Church, hence they benefit from Church support. However, some respondents reported that Eglise des Amis (Friends of Peace House Program)6 provides training to refugees and the host community (Rwandan population living close to the camps) on conflict resolution as well.

All participants appreciated camp-organized activities and events for physical recreation and emotional relief mainly targeting children and youth: games, concerts, dances, sketches, watching football, or movies. For old men, cultural games such as chess and stick fighting (Kuyobanwa) and, for women, marathons (Gukataza) are regularly organized and help to release their stress.

While respondents seem to be aware of the various community mechanisms for support of individuals and/or families with psychosocial problems (e.g., community volunteers), it was not always clear to the refugees how to proceed when additional support was needed. This was partly due to the fact that some respondents were not aware of the multiple organizations working in camps and their areas of intervention.


In general, people are aware of the referral system for managing social problems; a system that runs from the village to the executive committee of the camp and to stakeholders in charge of managing problems in the camp. But, the referral system for caring for people with psychological problems is not clear for many people. I am not aware of that referral system. I am among the people who were traumatized psychologically, but I did not receive that support nor a referral to another level. Male respondent with suicide ideations, Nyarugenge.





Recommendations

Although support mechanisms are available, respondents provided recommendations to overcome life adversities leading to suicide ideation and behavior in both camps as highlighted below.


Community Awareness of Suicide and Prevention

Stakeholders working in camps should collaboratively plan and conduct regular community campaigns that raise awareness of the potential triggers for suicide. The campaigns should focus on recognition of preliminary symptoms of suicidal ideation; individual, family and community consequences of suicide; and the promotion of support- and care-seeking among refugees. It would also be beneficial to organize training for camp community members on the basic support skills for people who experienced suicidal ideations or have attempted to commit suicide.


It will be better to sensitize people to share their problems with others and not keep them for themselves. When you share your problem with someone, you can get advice and change your dangerous thoughts. Community members should also be sensitized to identify people with psychological problems and report them to sociotherapists or to other levels in the referral system to be cared for. For instance, if you identify a person with psychological problems, you can help him/her and if you are not able to do so, you can refer him/her to other levels of the care system where he/she can get appropriate care. Female respondent with suicide ideations, Mukarange.





Psychosocial Support

The fact that people who experience suicidal ideations and those who have attempted suicide, and their families, were found to be highly affected by suicide at an emotional, psychological and socio-economic level, requires that specific support be tailored to individuals, families and the community as a whole. Based on the study findings presented here, this can be done through:

	The availability of individual and family counseling services in cases when suicidal ideations and/or attempts have been reported. Counseling sessions to help victims (both victims of ideation and behavior as well as their family members) release their pain (emotional suffering) and overcome fears, and to promote positive ideas about their future life while preventing potential suicide contagion within families.


	Increase psychologists and psychiatric nurses in the personnel of the clinic in the camps.


	Reinforce trainings for the health personnel with a particular focus on mental health (i.e. depression, drug and alcohol abuse, suicidality, etc.).


	Create special provisions for people with mental disorders to access care at the referral hospital.


	Strengthen community-based services such as parents’ evening programs (Umugoroba w’ababyeyi) and ensure they are being held on a regular basis. These programs promote community sharing about their everyday lives and build community trust that can help refugees overcome life challenges (both individually and as families).


	The sociotherapy program implemented in the camps was highly recommended by respondents for healing, promoting positive family and social relationships and improving the coping mechanisms of individuals and families. Scale-up of the program through an increased number of trained sociotherapists and facilitated sociotherapy groups would produce a wider societal impact including a reduction of suicide ideation among participants.


	A special focus in any activity must be to involve men, since they are much affected by current life in the refugee setting. Men were found to be traditionally characterized as strong human beings who could not show their emotional suffering or ask for help if needed. To overcome this barrier, tailoring men’s involvement by developing self-help materials and forming homogenous group dialogues (only men), should be considered to facilitate an open environment for honest and non-judgmental sharing.





It will be better to increase the number of community members in charge of taking care of people with psychological problems. I want to thank Mvura nkuvure [Kinyarwanda term for sociotherapy— “you heal me, I heal you”] for operating here. I really appreciated it so much. I wish that they let us continue going there, because if we put it aside, there will be setbacks. Normally, when we are down there talking to each other, you feel happy. When the time was approaching to meet, we all used to work at home very fast and wash clothes faster, so that we would not be late. When I heard that it’s over, I started wondering how things are going to look like. Now, I don’t know who can listen to me because I fear sharing with my neighbors who can gossip about my problems. In sociotherapy, we found a safe place where they normally teach good habits. I would like to ask people in charge of the sociotherapy program to take some measures, which can help those who graduated from the program to avoid setbacks. Take the example of a hoe, the one that digs is always sharp but the one that does not, gets rust. Male respondent who previously reported suicidal ideation, Mukarange.





Improvement of Family Communication and Understanding of Gender Equality

Most family conflicts that led to suicidal ideation among men, in particular, were related to a lack of family communication and misconceptions of Rwandan gender equality policies and practices. In collaboration with stakeholders, it was recommended that organizations working in both camps design a culturally sensitive program that addresses the issue of gender-based violence in refugee settings. The program should include the promotion of women’s rights and empowerment while preventing men’s feelings of a loss of dignity from non-participation in family income management.


If a couple takes their time to plan the use of money given by WFP, the spouses should not have a conflict because of money. I suggest to discuss the use of money/ration because the problem is not really the mVisa as such. Family member of a person who committed lethal suicide, Nyarugenge.




The lack of dialogue on the use of a mVisa card is the root cause of problems. Women feel that they have the same rights as men. There is a misunderstanding of what gender balance is. Women don’t tell their husbands how they spend the money they receive. In some families, men are not aware of the way wives spend the money, they don’t have all details. Men presume that women are the chiefs of families as they are the ones to decide. The lack of dialogue is really the cause of conflicts and should be dealt with. Male respondent, FGD with community mobilizers, Nyarugenge.





Joint Stakeholders’ Mechanisms and Effective Program Delivery

Stakeholders, including NGOs, MINEMA, UNHCR, and WFP, in both camps focus on distinct areas of intervention. Thus, it was recommended that joint meetings and interventions are needed to ensure prompt actions and better outcomes. Regular sharing of information among NGOs, multilateral organizations, and MINEMA and establishing a proper referral system and follow up of referred cases were mentioned as important elements to ensure that camp communities receive effective services in an efficient manner.

One of the concerns expressed by respondents was the adoption of non-culturally relevant solutions to issues identified in the camps such as family conflicts (i.e. offering a job to one of a couple in conflict). According to the respondents, this aggravates conflict rather than ending it. More consultation and participation by community members in conflict resolution initiatives are needed to ensure that the cultural context in which the programs are embedded and implemented is considered. This would reduce community prejudice sometimes attributed to camp stakeholders.


If conflicts are solved within a family by organizations in charge, women should not be given a reward because of accusing husbands. If I give an example, a woman might get a gift of Kitenge [an African fabric for women] or offered a job because she dared to accuse her husband or because of the way she responded to family conflicts. This is not appreciated by the community here in the camp. Female respondent, FGD with community mobilizers, Nyarugenge.




Another thing is how these organizations deal with our problems. I can submit my problem and it takes three to four months to get a solution offered. I am wondering if there is no way to solve our problems quickly. If you receive a problem and you are not able to handle it, you can refer it to one who is capable of solving it. If you don’t do it in time, you [organizations working in camp] will take the initiative to do it while it is not needed; that is why I beg you to work as a team. That will help us to get the solution and to prevent the scandal that can happen. A church leader, FGD with stakeholders, Nyarugenge.





Economic Empowerment Through Small Income-Generating Activities

Most of family conflicts were related to insufficient financial funds provided to families in refugee camps. While obtaining access to additional funds was challenging, some families and/or individuals managed to find small paid jobs or engage in agricultural activities. However, these refugees recognized the importance of regrouping themselves into cooperatives, which they said are effectively working in their host community to ensure access to financial funds and reduce conflict. Thus, it is suggested that MINEMA in collaboration with other stakeholders, namely UNHCR and the WFP, conducts a financial analysis adapted to the refugee setting if increasing monthly allowances is challenging. Stakeholders working in camps need to leverage existing human resources among the refugee population for all job openings before considering external [non-refugee] candidates.



Active Involvement of Church-Based Initiatives

Many respondents recalled the important role the church has been playing, from care for spiritual wellbeing to social support. Churches organize regular activities such as prayers and events (ibitaramo), but churches were also found to be important sources of spiritual, emotional, social and economic support for members in need. Therefore, it was recommended that churches should keep advocating for behaviors that are considered to be physically and mentally beneficial to the community.



Education on Sexual and Reproductive Health Among Youth

Some of the young girls manifested suicidal ideations after becoming pregnant at a young age. For them, early pregnancy leads to a lack of family support and community stigma exacerbated by the general poor financial situation observed among the refugee population. The incidence of unwanted pregnancies among this young generation of reproductive age suggests that they are engaged in unions that often lead to sexual activities, while their knowledge of reproductive health (e.g., family planning), is still limited. In collaboration with stakeholders, a special education program on reproductive health among adolescents should be designed and implemented.



Promotion of Entertainment Activities

Respondents in both refugee camps showed appreciation of the activities and events organized for recreation and to reduce social isolation. Therefore, there is a need for scale up of these interventions. Most highlighted activities, particularly for the youth, included games (e.g., football tournaments), concerts and traditional dances. Activities for men included playing a traditional board game and the aforementioned “Kuyobana” that both symbolize a cultural way of fighting in an atmosphere of joy.





Discussion

The study findings presented here provide a synopsis of proximal factors that may contribute to suicidal ideations, attempts and actions in both Rwandan refugee camps for Congolese refugees in general. Most of factors identified are similar to what has been reported elsewhere as listed in the Introduction, but also, as stressed by respondents, culturally specific ones. The exposure to norms and values in the host country they are unfamiliar with increases suicide risk.

Suicide (ideations, attempts, and/or death) among the Congolese refugee young generation were mainly explained by a lack of hope for the future and unwanted motherhood, in addition to their current poverty in the camps. Suicidal ideations for women were explained by an inability to cover their family’s basic needs and sometimes the misconduct of their adolescent and young adult children (i.e. drug and alcohol abuse among boys and culturally unacceptable and unwanted pregnancies outside of marriage for girls). For men, the main issue highlighted was the cultural changes they were exposed to in the camps and their implications for gender roles and responsibilities. The deprivation of their role as family provider and the empowerment of women resulted in feeling a loss of value and dignity that often led to family conflict, depression symptoms and eventually suicidal ideation. While community support mechanisms to tackle the community issues were identified, some support provided by camp organizations were found to be culturally insensitive (e.g., rewarding one of a couple in conflict and not the other), which may serve to create additional challenges refugees have to struggle with instead of solving family conflict.

Klonsky and May (13) argue that traditional theories to understand suicide have failed to differentiate between explanations of suicidal thoughts and of suicidal behavior. According to the authors, a critical advance occurred when Joiner (18) introduced the “ideation-to-action” framework, which made that differentiation. Klonsky and May (13) position their own theory, the Three-Step-Theory (3ST), within this framework, and by doing so further support the work of those who had initially created the ideation-to-action framework, e.g., Van Orden et al. (12). In short, the 3ST hypothesizes that a combination of pain (usually psychological pain) and hopelessness is required to develop and sustain suicide ideation. Step two of the 3ST suggests that ideation escalates when the pain exceeds or overwhelms connectedness to loved ones, valued roles, or any sense of meaning or purpose. If the pain exceeds connectedness, suicide ideation increases from modest/passive (e.g., “Sometimes I wonder if I would be better off dead”) to strong/active (e.g., “I would kill myself if I could”). Step three suggests that strong suicide ideation progresses to action when one has the capability to make a suicide attempt (whether lethal or non-lethal). Klonsky and May (13) stress that all factors that traditionally have been identified as risk factors for suicide remain relevant, but in a specific way, through their effects on pain, hopelessness, and/or connectedness.

Our qualitative study results give ample indication that the 3ST would be a useful framework for understanding suicide in a refugee setting. In addition, it could guide follow-up research, on specific factors (like those presented here) for explaining the trajectory from suicidal ideation to action, and contribute to effective prevention and intervention strategies in refugee camps in Rwanda. We suggest that follow-up research should take a mixed method approach with a larger study sample than presented here.

The life stories of refugees collected by sociotherapy program staff working in the Rwandan camps, our results presented here, and the pre- and post-intervention surveys of participants in sociotherapy groups (graduates) support the relevance of the 3ST to explore the development of suicidal ideations in refugee camps and progression to suicidal action. Sociotherapy staff and sociotherapists in the two camps explored in this study were asked to write the life history of a sociotherapy graduate who they considered to have a most significant change due to their participation in a sociotherapy group. The exercise resulted in 20 stories. In three of the seven stories selected by a committee for publication, suicide was featured (19). These stories are presented here in summary:


Rose, (54 years old), whose husband and three children were killed in 1995 in the war in Congo presented with a history of multiple displacements and had reached the point that she decided to commit suicide by taking rat poison. Her only son, born in 2001, noticed that something was wrong and informed his mother’s best friend. That friend convinced Rose to not go forward with her plan for the sake of her son’s future. However, Rose’s thoughts about committing suicide remained. Later, participation in sociotherapy diminished Rose’s pain, gave her hope for the future, and connected her to people with whom she could share her pain and daily life challenges.




Mbabazi, (31 years old), also had a traumatic history. She had tried to torture herself to death by starvation over two months, but to no avail. Once in the camp she isolated herself completely. One day, discovering she was pregnant by a man she was not married to, she got up early in the morning and went to the river with the intention to throw herself in. However, the thought of her children being left without someone to care for them made her struggle with her decision and finally return home. Mbabazi’s participation in sociotherapy empowered her desire to care for her children again, removed her self-blame and allowed her to socialize with others again.




Pierre, (35 years old), attempted to commit suicide while hospitalized for serious wounds incurred during the war in Congo by taking an overdose of medicines he had been prescribed. Due to his mother’s interference, he was given an antidote and he survived against his will. While in the camp, life meant nothing for Pierre. His wife had left him and took his children with her. He was without hope and afraid of other people. He detested himself and had no self-confidence. Sociotherapy eventually gave him peace of mind again and friends with whom to socialize.



All three stories confirm the hypothesis of the 3ST that pain, hopelessness and a loss of connectedness combined with the capability to commit suicide (having a bednet, rat poison, medicine at hand or a river nearby) are a potentially lethal combination. Both Rose and Mbabazi had strong suicidal ideation, but, their connectedness with others made them decide not to attempt suicide. Pierre, feeling completely isolated, did make the step to attempt suicide, since he had the capability to do so. All three stories also confirm that if one has hope that the pain can be diminished with time or effort and connectedness with others has been restored, one’s focus will be on achieving a better future rather than suicide. By participating in sociotherapy, where they first started to experience connection with others and being taken care of by these others, the three protagonists in the stories experienced a mitigation of their pain and restoration of hope for the future again. Positive changes from participating in sociotherapy were reported during the quantitative study mentioned earlier in this article. These changes were mainly related to the respondents’ psychological health, grading of their quality of life, hope for the future, coping mechanisms, and perceived social support. These outcomes justify the relevance of psychosocial programs in general in Rwandan refugee camps. The quantitative study conducted among sociotherapy participants, which found that 9% of the 98 participants enrolled in the pre-intervention survey reported suicidal ideations, supports this justification. On the one hand, this relatively high percentage can be explained by considering sociotherapy participants as a kind of clinical population with more problems than most camp refugees. On the other hand, the camp population receiving sociotherapy is relatively small (about 300 participants). It is likely that given the need expressed by refugees and stakeholders for more sociotherapy in the camps that many more refugees share the same problems as the sociotherapy participants. This likelihood is confirmed by Bell et al. (20) who found that approximately 8% of a sample of 810 women living in a camp for Congolese refugees in Rwanda (names of the camps not mentioned), who participated in a study in which a brief screening tool (SRQ-5) for women’s health assessment was tested, reported suicidal thoughts in the four weeks prior to taking the survey.

Suicides are preventable if a range of measures are taken at a population, sub-population and individual level as indicated in stories above. For effective suicide prevention, one needs to know the risk factors that contribute to thoughts of suicide (suicidal ideation), attempted suicide and actual suicide (1). In the same framework, a findings dissemination meeting (with community members, camp managers and stakeholders) organized at the end of our study recommended to design an implementation plan including regular sensitization campaigns against suicide and targeting the locally and culturally known “mountains of sorrow” that camp inhabitants experience with interventions that promote the psychosocial wellbeing of all refugees, especially men. In addition, the stakeholders proposed that gender equality across both camps should be carefully explained while being promoted to prevent misunderstandings and/or misconceptions as well as revisiting the system of rewarding those who report gender-based violence to ensure that the system is not negatively perceived by some refugee community members. Moreover, consideration of the community’s feedback on program designs, exploration of the legal aspects of suicide in Rwanda, improvement of the referral system for suicide cases and the expansion of the psychosocial programs already in place in the camps (i.e., sociotherapy) were strongly recommended. Since the problem of suicidal ideation and attempts came to light between January and June 2018, organizational collaboration and sensitization meetings were conducted to raise awareness of the impact of suicide. Community members discussed suicide, made decisions, and explored preventive strategies. They also discussed their experiences with the negative impact of suicide on families. As of November 2018, when this study’s findings were disseminated, no further suicide attempts or deaths have been observed in either Rwandan refugee camp.



Conclusion

Our research showed that a haunting painful past that severely affects the psychosocial wellbeing of refugees, coupled with daily life challenges (family conflicts, misunderstanding of gender equality, unwanted pregnancies, poverty, etc.), increases lack of hope for the future and a sense of isolation, and is a risk factor for developing suicidal ideations, attempts and actions. Community support mechanisms available to address issues identified by respondents were highlighted. However, some of the support systems in the camps were found not always culturally sensitive, hence the need for adaptation to the local context. While the research has provided some recommendations on how to mitigate the incidences of suicidal attempts and actions, an additional quantitative study is suggested to determine the magnitude of suicidal ideations in both refugee camps.
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Footnotes

1Pseudonyms have been used for camp names for ethical purposes.

2Community-based sociotherapy aims to contribute to psychosocial wellbeing, reconciliation and social cohesion in the aftermath of mass violence. It implements a socio-dynamic approach, using the group as a therapeutic medium in the establishment of trust, the creation of an open environment for discussion and the formation of peer-support structures. People meet in their neighbourhood for weekly sessions over a period of 15 weeks facilitated by two trained sociotherapists who are from the same neighbourhood [see e.g. (14, 15)].

3The 74 refugees in the post intervention are less than the number of refugees enrolled in the pre-intervention (n = 98) because only sociotherapy participants who attended at least 10 of the 15 sociotherapy sessions were eligible for post-intervention evaluation. Five were not eligible for the post-intervention (attended less than 10 sociotherapy sessions), and 19 could not be located (i.e. left the camp, gone back to school, etc.) during the time of the post-intervention survey.

4MINEMA: Ministry of Emergency Management.

5A pilot cash and voucher initiative launched by the WFP to replace the general food distribution in refugee camps. The monthly allowance (mVisa) enables refugees to pay through their mobile phones, giving families much more independence to make their own choices and diversify their diets according to their individual needs and preferences.

6The “Eglise des Amis” Church’s “Friends of Peace House Program” offers services related to conflict resolution, mediation and trauma healing. 
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Due to the increasing numbers of newcomers with impacts of war, civil war and persecution, at high risk of trauma-related mental health problems, there is a need for increase the poor mental health literacy (MHL) and human rights among the new-comers, especially low-educated mothers with children. This article aimed to present a case study report of several years’ experience of tailor-made group health promotion intervention. It describes as an example, a project during autumn 2018 in five municipalities of Sweden and in collaboration between academia, primary care, social welfare, police, and an NGO. Fifty-one women, Arabic- or Somalian speaking, with 1–7 children, mean age 40 years, low-educated and in average four years’ of living in Sweden participated. Under supervision, a local female member of the NGO coordinated the group meetings in Swedish with up to ten participants and the moderators were representatives of healthcare, social services and police/lawyer, with an interpreter present. Each intervention focused on human rights, health including mental health, psychosocial and parenting support, by using a 5-week group intervention a 2 h/week, totally 10 h excluding pre- and post-evaluation, and one language per intervention. Each meeting included 1-h lecture and after a short break with refreshments, the participants asked questions to the respective moderator. It was a mixed method but emphasis on qualitative design and participatory methodology with co-creation and evaluation of the intervention. The results showed that this tailor-made group intervention gave the participants empowerment and a sense of coherence, MHL and tools to deal with stress/anxiety, based on their needs that were mapped before in a pilot study during Spring 2018, indirectly addressing their children. However, they did not primarily talk about mental illness experience. It is vital that these interventions toward the target group with limited exposure to Western concepts (e.g., illness, anxiety, and trauma), may bridge the gap between Western and traditional cultural understanding of pre- and postmigration stress. In conclusion, MHL may be a function of both the cultural origin of the target group’s background and their resettlement in a Western reception country. Implications are discussed.




Keywords: trauma, literacy, refugee, women—health and hygiene, low-education households, intervention and evaluation



Introduction

The Lancet Commissions (1) considers that migration is a global reality but most refugees and other migrants are kept in settings where resources and skills among their needs of mental health care are lacking. During 2015–16, European countries (particularly Sweden and Germany) received the largest inflow of refugees since WWII, with over a million Syrians and others from the Middle East entering the region. As a result of a new law in Sweden, the influx then halted, “indicating the lack of preparedness of even advanced nations to deal with this humanitarian crisis” (2, page 139).

According to World Health Organization Regional Office for Europe’s first report (3), nearly 1 in 10 in the WHO European Region with 53 Member States is currently an international migrant. Further, a major reason for people to migrant besides war, civil war and persecution, natural disasters and human rights abuses are to survive by finding job. Migration and displacement are social determinants of disturbing the health of refugees and other migrants. The refugee crisis has in a quick reaction among authorities normalized a view of naïve thinking and labeling of “us” versus “them” with “ethical dimensions for people to contend with as human beings and as professionals” (4, page 18).

There is evidence that war trauma influence parenting behavior and women have a two to three times higher risk of developing post-traumatic stress disorder (PTSD) compared to men. Both psychosocial and biological reasons (oxytocin related) have been discussed (5). There is less evidence on how other forms of psychological distress (e.g., depression, anxiety, and pain) stemming from pre-and postmigration stressors as well as acculturation problems may influence parenting behavior on child psychosocial outcomes (6). A qualitative study of healthcare workers’ perceptions on parental health knowledge and child health effects among Southeast Asian American immigrants and refugees explored the following broad themes: complexity of parental health knowledge; experience from the respective home country and parent characteristics; the influence of the reception country system; help-seeking behavior from a culture point of view; and health symptoms on children (7). An interview study on the experiences of 17 Sudanese refugee women raising their teenagers in Australia, four main issues caught their main worries; such as the shift from child raising in an interdependent society as part of a network of family and community affairs (it takes a whole village to rear the child) to nurturing alone in the reception country context, mothers’ insecurity and practices of dropping their children, both literally and symbolically, defeat of parental authority, and the habits in mothers adjusted to the postmigration context and found new meaning of parenting (8). Evidence suggests that reduced mental health literacy (MHL) may be a noteworthy element influencing help-seeking behavior among refugees and other migrants with mental health problems. Yaser, Slewa-Younan, Smith, Olsson, Guajardo, and Mond (9) performed an interview study regarding problem acknowledgement and views about the benefit of activities, treatments, and treatment workers relating to a vignette as PTSD in a group of Australian based resettled Afghan refugees. It showed that approximately one-third of the participants recognized the difficulties called as PTSD but participants with less education were more in common to do it in that way, and little more than one-fourth assumed that the main problem was to be insecure. In order to overcome this problem, 18% of participants thought that to start a hobby or going out followed by better diet, improving exercise would be self-medicine. In addition, participants with less school education and older participants were more possibly to think that praying would improve their health.

In a systematic review, risk, and preventive factors related with family linked violence in refugee families show that premigration stress (trauma before arrival in a reception country) and postmigration stress factors have consequences at both an individual and a family level (10). Groen, Richters, Laban, van Busschbach, and Devillé (11) presented similar findings in a mixed-methods design study among refugees and asylum seekers in Netherlands that in addition, acculturation difficulties also contribute to misunderstanding of cultural identity. By reduction of these stress and problem factors, may elucidate cultural identity which may contribute to posttraumatic recovery.

A systematic review of supposed barriers and facilitators of mental health care utilization in adult trauma survivors shows that barriers were linked to stigma, embarrassment and rejection, low mental health competence, absence of awareness, and treatment-related doubts, distress of negative social consequences, limited resources, time, and costs (12). An epidemiological study from Santavirta, Santavirta, and Gillman (13) on the risk of mental inward among children of adults who were displaced as child refugees to Sweden from Finland during WWII support evidence regarding intergenerational associations of war-related experiences with mental health that may continue across generations. The Finnish research team noted that women of mothers who were evacuated to Sweden as a child had a raised risk for psychiatric hospitalization. Bowlby (14) described emotional attachment as a durable psychological connectedness between social beings and attachment is first created between the infant and its primary caregiver (primarily mother). If the parent is absent bodily and/or mentally, the child may develop a sense of insecurity and the age level have impact on this effect. Additionally, evidence indicates that specific cultural aspects affect the meaning and interpretation of child-rearing conditions, e.g., the meaning of the extended family in child-rearing, demanding child-rearing methods, the within-society heterogeneity, and the stability of a national level (15).

The Adaptation and Development After Persecution and Trauma (ADAPT) model has been developed by Silove (16) and recognizes five main psychosocial posts which may be disordered by conflict, separation and displacement, i.e., systems of safety and security, interpersonal bonds and networks, justice, roles and identities and existential meaning and coherence. These posts are stable in societies with peace. To perceive social exclusion as young may be a challenge to be engaged in extremist groups. Obaidi, Bergh, Akrami, and Anjum (17) reviewed studies in the topic and found that Western-born Muslims and raised in Western countries in comparison with foreign-born Muslims recorded higher on all examined judges of extremism. Daily stressors, such as social determinants (discrimination and poverty) in low resource refugee reception contexts also increase the risk of illness among the newcomers.

A systematic review showed that psychological treatment (CBT) for trauma can be effective on asylum seekers and refugees in the reception countries (18). Several international professional network organizations are in the process of evolving different solutions proposing psychosocial support to risk persons in need (19). In our increasing globalizing world, health care workers and stakeholders are more and more meeting new-coming refugees and other migrants and perceive cross-cultural challenges in which increase ethical questions such as “How to do the proper thing.” A theoretical model of more tailored solutions centered on individuals’ needs and situations can be established in collaboration with these target groups. Such a co-creation and evaluation of public health interventions show to be promising (20) but needs further study.

Torture survivors have rights to rehabilitation but the present research do not yet have a comprehensive view for the torture survivor experience (21, 22). World Health Organization Regional Office for Europe published in 2018 a technical guidance for health promotion for enhanced refugee and other migrant health that “as for all people, refugees and migrants have the fundamental right to enjoy the highest attainable standard of health….” health promotion is the process of enabling people to gain more control over, and improve, their own health and well-being, and that of their families and communities” (23, page vi). Therefore, refugee flows in the world present great challenges for how care needs should be met in the reception country. Paying attention to prevention, support, treatment, and long-term rehabilitation needs an interdisciplinary approach between healthcare, legal, and other experts (24).

For interventions to disrupt the transgenerational effect of adversity and war-related trauma, it is of significance to ask about the needs of newcomers in order to perceive security and health including mental health (20). To fill the gap in the literature, this article aimed to present a case study report of several years’ experience of tailor-made group health promotion intervention toward new-coming low-educated mothers with children. The question asked was how the participants in a tailor-made group intervention perceived their MHL before and direct after?


The Case: Lessons learned

During the last ten years, in small-scaled projects, culturally tailored participatory health promotion group intervention toward new-coming mainly Arabic, Dari, and Somali-speaking women with war experiences have been performed. The aim has been to assess their health, with a mixed methods design before and after the group meetings with promising results and has been described in detail (25–29) and will therefore be presented briefly here. The ADAPT framework (16) and co-creation (20) have been used as a conceptual framework for formulating and implanting the intervention for new-coming mothers with low education and health literacy war experiences. The different projects due to funding have all been approved by regional ethical committees. Activity yearly grants was approved from autumn 2017 by the Public Health Agency to NGOs working with prevention mental illness among children in migration. A collaboration was set up with 1.6miljonerklubben1 and the author has collaborated before in an EU funding project (28).

The present project included needs-driven health literacy and human rights promotion interventions to new-coming mothers with children coming from war areas. During autumn 2018, the intervention was designed by collaboration between academy (author), primary care, social welfare, and police/lawyer and the same NGO. By supervision from the author, a local contact woman from the NGO coordinated the interventions, by inviting the women and moderators (social assistant officer, police/lawyer, midwife, psychologist, and nutrionist/physiotherapist). Prior to the intervention, focus group discussions with immigrant women who had been living in Sweden for a long period and interviews with clinicians who meet these women have been performed as a pilot study in order to gather data on the prerequisites and level of health literacy and to tailor-made the group intervention. The language was Swedish with an interpreter in the room and one language at a time. The pedagogical method was a participatory methodological approach (20) according to the topic (Box 1). Ten to fourteen women were called to participate in a dialog with the respective moderator. In the middle of the sitting, there was a pause for some complementary refreshments. Each group sitting comprised five occasions of 2-h per occasion, a total of 10 h excluding 1 h before and after for oral and verbal information, verbal consent and evaluation, respectively. It was closed with the reason to develop trust in the sitting. The sitting had eight basic principles. 1) The interpreter has a duty of secrecy and translates everything that is said in the room. 2) Everything that is said in the room stays in the room. 3) The mobile phone is switched off. 4) The concentration on the here and now and feeling mentally good. 5) Religion and politics as well as economy and housing can be discussed in other contexts. 6) For questions and comments, the hand is raised. 7) It’s a closed group—no one comes and goes. 8) No information is given to authorities. (Privacy is the main rule, but there are several exceptions such as reporting and reporting obligations by Swedish law for the moderators).


Box 1 | Description of intervention by themes with different moderators working locally (can be in different order locally)

The intervention comprises a 2-h sitting/week for 5 weeks, totally 10 h excluding 1-h information and consent and 1-h evaluation on the following topics:


	Theme 1. Women and human rights issue (police/lawyer)


	Theme 2. Children and family (social assistant officer)


	Theme 3. Women’s body, health and health care organization (midwife)


	Theme 4. Mental health, stress and recovery (licensed psychologist)


	Theme 5. Health promotion, e.g., diet, exercise and wellness (nutrionist/physiotherapist)






It was found in the pilot study in Spring 2018 that women with low or no education were unable to answer the five questions in EQ-5D2 but to keep the Likert scale of perceived health, 0–100. The central question before and after the group meetings was not mental health/illness and suicide prevention, but about anxiety/stress with three response options (none, to a certain extent and to a great extent) with subsequent questions with open response options. Before: If you feel anxiety/stress, what do you feel is the cause of your anxiety/stress? If you feel anxiety/stress, what do you usually do to feel better? After: If you feel anxiety/stress, what do you experience after the group intervention are the cause of your anxiety/stress? What knowledge and tools have you gained during the group meetings to feel less anxiety/stress and feel better?


Main Concern Was That They Felt Stress and Fear About the Future

Fifty-one women, Arabic- or Somalian speaking, with 1–7 children, mean age 40 years, low- or no education from home country and in average four years’ of living in Sweden participated during autumn 2018. Fifty-six percent of women replied that before the group intervention they experienced to some extent or to a great extent anxiety/stress and afterward the figure was 42%. On the Likert scale (0–100), the women felt that they averaged on perceived health 52 before the group intervention, while the figure after had been increased to an average of 68, which was a significant improvement (p < .001). They got useful tools to deal with stress/anxiety based on their needs that were mapped before. For instance, before the group intervention, they felt insecure and stress about future for their children and rest of the family. They were interested to know about the children’s activities at school. Illustrations of questions from participants related to different themes and were like an earlier study (Table 1). After the intervention they felt more comfortable to talk with their children, and they learnt that they can say “no” to the child. Before the intervention, they were anxious that the social welfare would take the child because a bruise which they thought would be interpreted as they beat the child which is forbidden according to law in Sweden.


Table 1 | Illustrations of questions from participants related to the different themes (27).






Implications

The experience of these tailor-made interventions highlights two main findings: the first finding was that women felt empowered by receiving facts from police, social assistant officer, and health care workers and the intervention inspired them to change their lifestyle to healthier one for the whole family including the children and increased the trust to authorities. Gender-separate groups may enable facts uptake, while dialogue regarding sexual health norms may have advantage from performing in assorted groups (30). They became ambassadors of a preventive perspective as training their children at a primary age about healthy living behaviors increases the odds of keeping these customs in grownups life which may have a constructive influence on public health in general. The second finding was that the women expressed a wish to continue the learning process, were more interested in learning Swedish, and confident of take care of their own health. It was not clear for them before the intervention that they own their own body. A study showed that a substantial amount of the refugees in Sweden have incomplete comprehensive health literacy and account less than good health and impaired well-being, or that they have avoided doing from seeking health care (31). Therefore, such preventive intervention is of significance which may also increase social inclusion and integration.

The UN Agenda for Sustainable Development 2030 (32) offers a global plan for dignity, peace and wealth for people and the planet, now and in the future. There is a risk that the goals will not be reached if the contemporary refugee crisis persist and increase. Priebe, Sandu, Dias, Gaddini, Greacen, Ioannidis et al.’s (33) study of good practice closed that “Service delivery should be achieved by dispensing care on an individual basis, considering personal need, rather than focusing on group stereotypes and customary nations that migrants need may differ greatly from indigenous patients” (page 196). In sum:

	Systematically identify the new-coming women’s situation, needs, risk factors


	Increase awareness of health care providers regarding and how they can affect


	Address socioeconomic barriers such as social determinants of health (poor living conditions, low educated and unemployment, as well as associated stress, to reduce negative impacts on their children and other family members)


	Promote improvement of health literacy levels, engaging all relevant stakeholders, before the new-coming women are identified as patients


	Promote social inclusion and integration.






Conclusion

MHL, culturally tailor-made group interventions would pay attention to human rights, women’s health, psychosocial and childrearing for war-affected parents, especially mothers with low or no education, by using a participatory methodology, such as co-creation and evaluation of public health interventions (20). Further, it is vital that these interventions toward newcomers with low MHL and with limited exposure to Western concepts (e.g., illness, anxiety, and trauma), may bridge the gap between Western and traditional cultural understanding of pre- and postmigration stress, which addressing indirectly the children.

It is also time to reflect on our current reception paradigms in meeting the needs of new-coming refugees and other migrants and how we may react to a worsening worldwide emergency for which present methods in the literature are not enough to reach the large numbers of new-comers in need. A “smörgåsbord” of comprehensive health promotion and intervention approaches with interpersonal and intercultural training of staff may facilitate social inclusion and integration of the target group.
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