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INTRODUCTION

Introduction
Abolfazl was born 53 years ago in the city of Bamiyan in central Afghanistan. He
belongs to the Hazara people, a Shia Muslim ethnic minority in that country. Although
he had a good childhood, and felt protected within his large family, he was often
confronted with discrimination because of his ethnicity. In his early adolescence, the
family moved to Kabul, as his father, a trader, had more business opportunities in the
capital. He joined his father in the business, and considered himself a lucky young man.
This is where Abolfazl met his future wife and married her upon arrangements made
between his and her family in a traditional way. Soon after, their first child was born.
When the Soviet army entered Afghanistan, Abolfazl was in his early twenties.
The war started, and he decided to join the Mujahideen troupes to fight the occupation.
After the Soviet Union pulled out of the conflict in the late 1980s the Mujahideen
fought each other in the subsequent Afghan Civil War. All those years, Abolfazl was
often away from home being a soldier at the front-line. Only occasionally he would
visit his family, and 5 more children were born after his visits. When the Taliban came
into power in the late 1990s he was caught and imprisoned. The subsequent 2 years
he spent in the notorious prison in Kandahar, where he was severely tortured. For a
long time, his family did not know of his whereabouts. They thought he was killed.
Somehow, he managed to get into contact with them, and upon bribing two senior
Taliban officials, he could eventually escape from the prison. He joined his wife and 6
kids, and they left the country towards west.
The journey was long and dangerous, and Abolfazl and his family were exhausted
when they finally reached the Polish-German border. They were thousands of
kilometres away from home, but still together and hoping to find a safe haven in
Europe after many years of war and peril in Afghanistan. Since they were travelling
without valid documents, they had to swim over a river at the border in order to enter
Germany. That night while crossing the river, his wife and their 3 children drowned.
Abolfazl had no other choice than to continue his journey with the remaining 3
kids. Finally, he reached the Netherlands, a country that he had heard about as a
place where he may continue his life, or what was left thereof, in safety. He wanted
his kids to have a better life than he has had. Somehow, he always felt guilty towards
the children, because he was never home during the wars, he was marginally
concerned with their upbringing, and did not even know them well.
In the Netherlands, Abolfazl told his story in all details to the Immigration officials,
but was surprised to hear that his claim for asylum would not be honoured. Instead,
he was accused of being a war-criminal since he actively fought for the Mujahideen.
According to the Dutch law at the time, Abolfazl and his children could stay in the
country, but had to find a lawyer and fight accusations of the Dutch Immigration
Service. After 2 years, the Dutch policy changed and the accusation was declared
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null and void. However, Abolfazl and his family were not immediately recognized as
refugees in the Netherlands, but had to wait for an indefinite period of time as of their
asylum request to be honoured. At that time, many asylum seekers waited for more
than 6 years for legal recognition. Throughout that time, they had no opportunities to
participate in the host society, they stayed in communal reception centres, and were
not allowed to learn the Dutch language. However, the kids could go to school.
Abolfazl, in the meantime in his late forties, became a desperate and tired man.
All those years from his escape from Afghanistan, he was suffering from nightmares
and was often re-experiencing his violent past. He felt enormously guilty because of
the death of his wife and 3 kids. He should have done something to save their lives.
He also felt guilt towards his remaining children, since during all these years he did
not create opportunities for them to have a better future. Last but not least, he lost
confidence in the Netherlands, his new home, as he was originally accused of war
crimes. He did not feel safe at all. His desperation grew as he started to be ashamed
of failing as a man, husband, father, and protector. Besides, he felt bad of leaving his
ageing parents behind. As the oldest son, it was after all his duty to pay respect to his
ancestors and take care of them in times of need. This is when Abolfazl committed a
suicide attempt and was referred to a facility for psychological treatment of survivors
of war, torture and political violence. The referral was rightly as Abolfazl was indeed
diagnosed with a post traumatic stress disorder (PTSD) and a depression. But there
was more, much more, that he was suffering from in psychological ways. At the
facility, Abolfazl entered a group trauma therapy together with 4 Afghan and 4 Iranian
survivors. In the following months, the intimate, personal story of Abolfazl’s long
life-journey started to unfold in the group……….

Backgrounds
Mental health problems of survivors of man-made disasters have become a major
public health issue worldwide. Many of these individuals have been exposed to
life-threatening events in a context of war, torture or political violence in their home
countries, and were submitted to forced migration afterwards. While seeking shelter
in other countries of the world, they were confronted with harsh immigration laws and
different cultures with sets of, sometimes very different, norms and values, languages
and religions. They have lost their ways of life and their social networks. When
eventually seeking and receiving help for psychological problems, they may have
faced a difference between their own explanatory models of illness and health and
those of their helpers. They may also have been confronted with approaches to
healing that differed from those they were accustomed to and expected to have
beneficiary effects for their well being.
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Modern mental health care may show serious gaps and problems when practiced
in situations where mental health professionals and victims have different cultural
backgrounds, and different assumptions about disease, illness, and healing
(Westermeyer, 1987). Scientifically grounded, evidence-based treatments may not
always work in these cases, frustrating the therapists. On the other hand, trauma
victims may feel misunderstood when seeking help for their fears, existential
uncertainties, shame or guilt, expecting social justice, and acceptation, while
receiving drugs or manualized treatments in return (Drožđek, 2006).
This dissertation is about asylum seekers and refugees who have been exposed
to war, torture, imprisonment and political violence, and have sought shelter in the
Netherlands. I am professionally involved with these disenfranchised populations for
about two decades. Throughout this time, I have tried to generate a better understanding
of their life-journeys and psychological problems they present. Also, as a clinician, I was
searching for treatment approaches that could diminish or alleviate their suffering.
Therefore, this dissertation’s aim is twofold: firstly to develop a model for understanding
and assessment of complex psychological consequences of exposure to war, torture
and political violence in asylum seekers and refugees, and secondly to study outcomes
of a group trauma treatment model that we have developed and implemented in the
past decades. But first, I will describe in the lines below the personal backgrounds of this
research, and place it in a context of my professional development in the past 20 years.
My first professional contact with survivors of man-made disasters took place in
the early 1990s, at the beginning of the civil war in ex-Yugoslavia. I was living and
working at the time in Zagreb, Croatia, and was involved, as a young psychiatrist, in
relief operations for hundreds of civilians who survived a siege of the city of Vukovar
in Eastern Slavonia. We screened them for psychological problems and offered first
medical and psychological/ psychiatric aid shortly upon their arrival to the capital.
Next came other war victims, released Croatian prisoners of war who have been
tortured in enemy’s prisons, and internally displaced persons from all over the
war-torn country. However, at those times we did neither have much knowledge of
psychological trauma, nor how to assist traumatized individuals and communities.
Scientific literature was much scarcer at those days than it is now, 20 years later, and
psychotraumatology was not a part of the educational curriculum for psychiatrists
and psychologists in Croatia, as was the case in many other European countries. Yet,
there were traumatized individuals seeking help, thousands of them, in a context of
an ongoing war. So we listened carefully to stories of the survivors, tried to get insight
into their needs, goals and demands, and to be creative in finding solutions for their
problems with the limited resources available.
In 1993, I continued my professional career in the Netherlands participating in a
project of assisting first large groups of concentration camp survivors from BosniaHerzegovina who (temporarily) arrived in the country upon invitation of the Dutch
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government. I was acquainted with culture and language of the survivors, and
comprehended the context of their exposure to traumatic events, but yet there were
hundreds of them, some alone and others with families, being severely traumatized
and uprooted. Resources for help were again scarce, and there were just a couple of
us participating in the project, professionals from Croatia and Bosnia-Herzegovina, to
offer assistance. At those times, there was also skepticism with regard to assisting
asylum seekers with their psychological problems (Drožđek, 2001; Herman, 1992).
Most professionals thought that only “covering”, supportive interventions in treatment
of PTSD and other psychopathology were possible since these newly arrived asylum
seekers were facing huge existential uncertainties and were missing stability in their
daily lives. Moreover, the war in their home-country was still going on, their stay in the
Netherlands was thought to be of a temporary nature, and they stayed in reception
centers without opportunities to participate in the host community. However, rooted
in Croatian experiences and facing large amounts of traumatized individuals and
limited resources for offering help, we decided to conduct treatment groups
combining both supportive and trauma-focus approaches. Also, we evaluated the
applied treatments, and published, later on, the results of our work (Drožđek, 1997).
This is how myself, a clinician, became a scientist-practitioner, interested in and
passionate about assisting survivors of war and political violence, but also aiming at
developing inventive and tailored treatment approaches and evaluating them.
Upon cessation of the project with Bosnian camp survivors, I was privileged to
be a founding member of a facility for treatment of traumatized survivors of war,
torture and political violence in ‘s-Hertogenbosch. Asylum seekers and refugees
from all over the world, and more recently, Dutch UN veterans, all presenting with
complex and chronic posttraumatic sequelae, are to this day among our patients.
This time, resources are larger and there are opportunities to design and develop
different forms of treatment approaches, individual and in groups, in outpatient and
day treatment settings, and combining verbal and experiential (non-verbal) techniques.
This dissertation is based on research that was implemented over the past 11
years and has outcomes evaluation of a specific form of group treatment with
traumatized asylum seekers and refugees as a primary focus. Besides, we keep
searching for avenues and paradigms that will enable us to grasp complexity of
psychological damage and loss in survivors of war, torture and political violence
across cultures in a better way, and make advances in a relatively new field of
intercultural psychotraumatology.

Asylumseekers’ and Refugees’ Journey: From Violent Past to an
Uncertain Future

According to the United Nations High Commissioner for Refugees (UNHCR), in 2009
there were 10,4 million refugees, 15,6 million internally displaced persons, and 6,6
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million stateless persons worldwide. Moreover, it has been estimated across different
studies (Gorman, 2001; Modvig & Jaranson, 2004) that 10 to 76% of refugees in
Western settings have been submitted to torture.
The UNHCR (2009) defined a refugee as someone who seeks refuge in a foreign
country because of war and violence, or out of fear of persecution on account of
race, religion, nationality, political opinion, or membership in a particular social group.
Until a request for refuge status is accepted, the person is referred to as an asylum
seeker and has minimal legal and social rights in a host society. In some countries
procedures of seeking asylum can last for many years, while in others asylum seekers
have only 48 hours to present evidence of having being endangered in a country of
origin. Some countries, like the US and Australia, are imprisoning asylum seekers
upon arrival because of having invalid travel documents (e.g., passports, official
papers, etc.), and the newcomers await a residence permit in prisons and closed
refugee camps.
Asylum seekers and refugees are vulnerable groups in terms of the risk for
development of mental health problems., They face a great diversity and complexity
of life adversities, both pre- and post-migration. Common pre-migration experiences
include war, imprisonment, torture, genocide, physical and sexual violence,
witnessing of violence to others, traumatic bereavement, starvation, homelessness,
and lack of health care. The process of forced migration, the flight, includes more risk
factors, being often hazardous and long, and leading to a separation from family and
community (Laban et al., 2004; Mueller et al., 2010; Silove et al., 1997; Silove et al.,
2007; Steel et al., 1999). Upon arrival in a host country, the newcomers are often
faced with stressors due to mistrust of a host society as of legitimacy of their flight,
ongoing fears of threatening repatriation, poor living conditions in refugee camps,
racism, language barriers, social marginalization, changed family relationships,
differences in cultural traditions, norms, values, and much more. McColl et al. (2008)
call all post-migration resettlement adversities the “seven Ds”. These are: discrimination,
detention, dispersal, destitution, denial of the right to work, denial of the right to
health care, and delayed decisions on asylum applications. Multiple studies have
shown that long-lasting procedures of seeking asylum, insecurity regarding legal
status in a host country, and threatening repatriation cause substantial post-migration
stress and may lead to re- traumatization in exile (Laban et al., 2004, 2005; Ryan et
al., 2009; Silove et al., 2000). Both pre-migration and resettlement stressors may
impact mental health of asylum seekers and refugees in negative ways.
In a meta-analysis of surveys on conflict affected persons from 40 different
countries, Steel et al. (2009) have found that torture and other potentially traumatic
events account for higher prevalence rates of PTSD and depression. Moreover, a
body of literature (e.g., Laban et al., 2004, 2005; Mueller et al., 2010; Ryan et al.,
2008; Ryan et al., 2009; Silove et al., 1997; Silove et al., 2000; Silove et al., 2007)
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suggested that there is not a straight line between adverse pre-migratory life events
and psychopathology in asylum seekers and refugees, and that the post migration/
resettlement stressors play an important role in development or maintenance of
mental health problems in these populations. The influence of pre- and post-
displacement experiences on mental health is a complex one, and needs to be
studied more in-depth. A meta-analysis (Porter & Haslam, 2005) of studies on
psychological impacts of the refugee experience found that refugees have a worse
psychological health than non-refugees, that both pre-migration and post-migration
experiences impact their mental health, and that post-displacement factors, like
group accommodation, restricted economic opportunities, and ongoing conflict in a
country of origin, affect the relation between pre-displacement experiences and their
post-displacement consequences. A study (Lindencrona et al., 2008) with recently
resettled refugees in Sweden suggested that resettlement stressors are important for
explaining common mental health disorders, but not PTSD symptoms, in a resettled
population. PTSD symptoms seem to be particularly influenced by exposure to
torture trauma. Other studies (Carswell et al., 2011; Ellis et al., 2008; Gerritsen et al.,
2006; Silove et al., 2000), suggested that the post-migration stress can cumulate to
the effects of prior traumas, and increase the risk of continually experiencing PTSD.
In conclusion, refugee adaptation processes are by nature interactional, with
multiple causally reciprocal relationships existing simultaneously between different
domains of human existence. Relationships between living conditions in exile and
mental health do not automatically arise from simple cause-and-effect relationships,
and are therefore difficult to study in isolation (Porter, 2007).

Perspectives on Trauma and PTSD
Although nightmares, fear, and phobic behaviour have been described in literature as
after-effects of traumatic events since a couple of centuries, first theories of an
individual’s reactions to trauma emerged only in the late 1800s and the early 1900s.
In this paragraph, we will provide a relevant overview of theoretical perspectives on
trauma and PTSD for our study.
The psychodynamic theory (Freud, 1921), the learning theory (Watson & Rayner,
1920), and the cognitive theory (Beck & Emery, 1985) view posttrauma sequelae as
damage caused by external stressors to a survivor’s intrapsychic functioning.
According to these theories, traumatic events, respectively, reactivate previous
unresolved psychological conflicts, cause intense classically conditioned fears, and
change one’s thoughts and beliefs leading subsequently to disfunctional behaviour.
According to the systems theory (von Bertalanffy, 1968), individuals are not seen
as separate from their environment - they shape it and are shaped by it. So trauma
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survivors are not living in a void before trauma visits them by some random accident.
They are connected to the trauma environment in numerous ways, such as by their
cultural conditioning about the meaning of traumas, by ways in which they may shape
the pretrauma environment (e.g. developing a support network), by their interactions
with other trauma survivors, and by their responses to traumas. This theory led to a
better understanding of the importance of social support in trauma survivors (Ozer et
al., 2003) and to a development of clinical interventions including trauma survivors’
partners and families.
Perhaps the most influential model of post traumatic disorders was the one
developed by Horowitz (1986). It combined both psychodynamic and cognitivist theories.
According to this model, signs and symptoms of response to a stressful life event are
expressed in two predominant phases: the intrusive state, characterized by unbidden
ideas and feelings and even compulsive actions, and the denial state, characterized
by emotional numbing and constriction of ideation. Horowitz (1986) proposed that
traumatic experiences disrupt an individual’s life by producing a block in cognitive
and emotional processing. This process was also conceptualised as a purely internal
phenomenon located within confines of the individual self. While Horowitz (1986)
acknowledged that there are social, cultural and somatic aspects to the reaction to
trauma, his approach was to separate out the cognitive-emotional phenomena and
focus upon them. Processing the trauma was suggested to be essential if a person
is going to be able to move on. This requires reliving the experience in one way or
another and the therapist is required to help a patient face the trauma.
Only in the 1980s was the concept of PTSD introduced in trauma literature (APA,
1980), and defined as an anxiety disorder that develops after exposure to a terrifying
event in which physical and psychological harm occurred. Nowadays, the diagnosis
of PTSD requires that one or more of the following symptoms are present, cause
significant distress and functional impairment in daily living (APA, 2013). The
categories of PTSD symptoms include: (1) reliving the traumatic event through
intrusive upsetting thoughts, nightmares or flashbacks or having very strong mental
and physical reactions if something reminds the person of the traumatic event; (2)
avoiding thoughts, feelings or external reminders of the traumatic event; (3) being
unable to recall key features of the event, having persistent (and often distorted)
negative beliefs and expectations about oneself or the world, having persistent
distorted blame of self or others for causing the traumatic event or for resulting
consequences, experiencing persistent negative trauma-related emotions (e.g., fear,
horror, anger, guilt or shame), having a loss of interest in previously enjoyable activities,
feeling alienated from others, or being persistently unable to experience positive
emotions; and (4) feeling irritable or behaving agressively, being hypervigilant,
overreacting when startled, having trouble concentrating or sleeping. In addition, an
individual may suffer from dissociative symptoms, like depersonalisation or
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derealisation. According to the DSM-V (APA, 2013), PTSD is diagnosed when
symptoms last more than 1 month. PTSD with delayed expression can be diagnosed
when full diagnosis is met only 6 months after exposure to trauma.
Refugees are ten times more likely to have PTSD-related symptoms than the
general population in the countries of resettlement (Fazel et al., 2005). Moreover,
asylum seekers show higher rates of PTSD than refugees (45% vs. 11%) (Iverson &
Morken, 2004). A Dutch study (Gerritsen et al., 2006) confirmed this finding (28% vs.
11%), and found the highest rates of PTSD in asylum seekers from Iran and
Afghanistan. Prevalence studies of PTSD in torture survivors, in particular, found
rates varying between 9 and 86% (Hollifield et al., 2002; McColl et al., 2010; Steel et
al., 2009). These considerable variations across studies could be related to a variety
of factors, like the wide range of measures and diagnostic cut-offs used, cultural
variations in expressions of distress, factors related to specific cohorts, and
differences in research designs, like sampling approach and sample sizes (Davidson
et al., 2008).
However, the spectrum of post traumatic psychological states that asylum
seekers and refugees present with is a complex one, and it usually transcends the
definition of PTSD, as defined in the DSM-IV classification (APA, 2004). It includes a
broad range of changes, including damaged core beliefs (Janoff-Bulman, 1985),
shame and guilt, aggression, rage and hostility, post traumatic embitterment (Linden
et al., 2008), dissociative states, personality changes, developmental arrest, changes
in personality, self and identity (Wilson, 2006). Also, PTSD is often combined with
co-morbid conditions, like affective disorders, complicated grief, psychotic disorders,
substances abuse, and other Axis I and II disorders.
Moreover, trauma survivors may present in clinical practice with a combination of
the above mentioned post traumatic sequelae causing substantial suffering and
malfunctioning in daily life, but without meeting the diagnostic criteria for PTSD. This
suggests that PTSD may not be the only possible outcome of exposure to traumatic
events and that the current formulation of this diagnosis may not capture the diversity
of clinical conditions that traumatic experiences can cause in exposed individuals.
Also, research clearly shows (Agaibi & Wilson, 2005; Bonnano, 2004, Gold et al.,
2000; Kleber et al., 2003) that there are many survivors who do not develop
psychological problems upon exposure to severe life-threatening experiences and
whose resilience may enable them to re-establish a psychological balance afterwards.
In conclusion, despite a huge amount of research in the field of traumatic stress
in the past decades, there may still be a relative lack of knowledge about
phenomenology of the post traumatic sequelae in terms of psychopathology
emerging upon exposure to traumatic experiences, resilience to impacts of major
stress events, and the long-term course of post trauma psychological states.
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Beyond PTSD: Critique of the PTSD Concept

In the past decennia, scientific research in the fields of anthropology and transcultural
psychiatry, together with clinical experiences in assisting non-western traumatized
survivors among asylum seekers, refugees and migrants, have generated a body of
insights and new knowledge (see for reference Chu, 2011; Marsella et al., 1996). This
knowledge has led to suggestions for revision of the PTSD concept, and has
challenged professionals to engage in a search for models that would grasp the
complexity of post traumatic damage in these populations more adequately. Although
the current diagnostic formulation of PTSD derives from observations of both
survivors of relatively circumscribed traumatic events and survivors of multiple
traumas, like the US Vietnam veterans, this formulation may fail to capture the protean
sequelae of prolonged, repeated trauma.
The PTSD concept has been criticized for the lack of cultural sensitivity and its
failure to fully account for the changes and co-morbid presentations that are common
among victims of multiple and prolonged trauma across cultures (Steel, 2001).
Research in transcultural psychiatry and psychology (Ancis, 2004; Kirmayer, 2012a;
Kirmayer, 2012b; Kirmayer et al., 2012; Valsiner, 2009; Whitley et al., 2011) has
produced a significant amount of insights in the past decades, and has emphasized
the significant influence of cultural issues on understanding, conceptualizing, and
treating mental health disorders. When clinician and patient come from different
cultures, misdiagnosis, overestimation, underestimation, or neglect of psychopathology are frequent problems (Westermeyer, 1987). Cultural issues are often interwoven
into the domains where psychopathology arises, i.e. thoughts, emotions, perception,
and behaviour. Cultural background may influence explanatory models for mental
health problems, ways of expressing psychological suffering, and expectations from
healing. This knowledge is of a great importance in the work with asylum seekers and
refugees. Transcultural research (Kirmayer, 2012b; Whitley et al., 2011) suggests that
the evidence based on research with samples from western, industrialized societies
is not always directly applicable to non-western patients.
Moreover, as the field of disaster mental health has come to greater prominence
in recent years, it has even more confronted psychiatry and psychology with profound
impacts of culture on both psychopathology and resilience, and with relative
inefficiency of evidence-based paradigms in transcultural work (Mattar, 2010).
For example, in the wake of the 2004 Tsunami catastrophe in Asia, some Western
helpers perceived the majority of survivors as psychiatric patients and applied
evidence-based treatments in order to help them. However, as discussed by Bhugra
and van Ommeren (2006), and Panyayong and Pengyuntr (2006), their interventions
failed as they had ignored local methods of healing in favor of Western approaches.
A culturally insensitive psychiatric intervention, based on supposedly universal
ideas about mental health, may thus underserve patients in a multicultural world.
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Moreover, helpers should take into account the socio-political-cultural context in
which trauma occurs, since the context is central to how people respond,
comprehend, and recover from trauma (Wilson, 1989). According to Chemtob (1996),
the reaction of an individual to trauma is an interaction of the universal aspects of
reactions with the culture-bound ones, as well as with a personal history of the
trauma survivor.
The DSM-IV-TR Diagnostic Criteria (APA, 2004) for PTSD, predominantly based
on research in the Western world, may be suspected for inadequately accounting for
specific needs of trauma survivors across cultures (Mezzich et al., 1999). Therefore,
clinicians and researchers in the field of transcultural psychiatry have begun to shift
the emphasis away from symptoms of PTSD toward better understanding of
survivors’ experiences and challenges across cultures and toward fostering resilience
(Papadopoulos, 2007). Nowadays, recognition of the need to adopt a different
approach that acknowledges cultural differences, persons in context, and inherent
strengths and wisdom within culturally different communities is increased (de Jong &
van Ommeren, 2009; Miller, 1999; Murray et al., 2010). The recent fifth edition of the
DSM classification (APA, 2013) acknowledges the importance of culture in mental
health practice more adequately. It contains the Cultural Formulation Interview (CFI),
which is based on the Cultural formulation of diagnosis (CFD)(Lewis-Fernandez,
1996). This is an integrative formulation that explores a wide range of cultural and
social issues relevant for understanding mental health problems in individuals across
the world, and helps tailoring appropriate treatment options.
Further, the critiques suggest that the PTSD concept implies an individualized,
medicalized, and reified perspective of post traumatic damage (van Dijk, 2006;
Kleber, Figley & Gersons, 1995; Whitley et al., 2011). Individualization is about locating
post traumatic damage exclusively in the intrapsychic dimension of a survivor, while
forgetting the impact of post traumatic destruction on his/her society. Medicalization
of suffering (Summerfield, 1999) means that all survivors of man-made disasters are
supposed to be in need of psychological treatment and psychiatric diagnosis as a
legitimation for their suffering, while rehabilitation and social justice programs are
more required. Reification is about perceiving the concept of PTSD as universal
across cultures and suggesting universal problem-solving strategies based on
evidence-based psychiatry. In a harsh critique, Bracken (2001) wrote that PTSD is a
result of interaction between experiencing terror and the individualized, post-modern
culture of the western world. Therefore, he suggests that imposing the PTSD concept
across cultures is preposterous, that it witnesses of professional ignorance and can
be viewed as an act of western scientific colonialism.
An alternative to the PTSD concept has been formulated by Eisenbruch (1991),
who argued that the conventional diagnosis of PTSD should be replaced by the
notion of “cultural bereavement” pointing to the fact that, for people stemming from
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collectivistic societies, the mere separation from their extended families and support
groups constitutes a traumatic event conducive to clinical symptoms.
In order to describe consequences of multiple and chronic traumatization and
create an over arching paradigm that respects longitudinal co-morbidity, the concept
of Disorders of Extreme Stress Not Otherwise Specified (DESNOS) as a spectrum of
PTSD changes, has been proposed (Herman, 2005). This category involves complex
and reciprocal interactions between multiple bio psychosocial systems and
encompasses the impact of extreme trauma on the fundamental sense of self and
relational trust at critical developmental periods (Roth et al., 1997). However, de Jong
et al. (2005) suggested that DESNOS may not be a cross-culturally valid concept
either. They proposed construction of a new cross-culturally useful diagnostic
construct with three sets of core symptoms – the universal ones based on neuropsychological changes, like affect dysregulation; the idioms of distress unique to a
culture, but reflecting universal underlying problems; and the local symptoms
expressing culturally specific processes in affected populations. The new construct
is thought to capture consequences of extreme stress across cultures in a better
way, because it includes culture-specific expressions of suffering. Unfortunately, this
construct has not been further elaborated in research.

Alternative Models for Understanding Complex PTSD and Other
Mental Health Disorders

Alternative models for understanding complex PTSD and other mental health
disorders started to emerge in the 1980s. They originate from the fields of systems
theory, cultural psychiatry, migrant mental health and posttraumatic stress theory. In
this paragraph, we will provide an overview of these models and theories.
The Ecological Systems Theory (Bronfenbrenner, 1981) has underlined the
importance of “the ecological environment” in individual development, and has
described it as a nested arrangement of different levels/dimensions. These are seen
as concentric circular structures, each contained within the next. These structures
are referred to as the micro- (intrapsychic), meso- (peer group, family, social life), exo(society), and macrosystems ((sub)culture, belief systems, ideology). The theory looks
at individual development within the context of the system of relationships that form
the environment. Influences within and between the systems are bi-directional, and
changes or conflicts in any one dimension of the system ripple throughout other
dimensions. According to this theory, problems that psychiatric patients are
presenting with can be defined as psychological or intrapsychic, but yet at the same
time as medical, social, political, cultural, and existential. A mental health provider
should therefore transcend the either/or attitude and search for a broader conceptual
frame (Bala, 2004) that will enable exploration of the interplay of internal and external
influences hindering or facilitating a patient’s individual development. Although the
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Ecological Systems Theory was not originally designed to help understanding the
complexity of reactions to extreme threatening life-experiences, we find it very useful
for this purpose.
The Lazarus and Folkman’s Stress Model (1984) is based on the key concept of
cognitive appraisal. According to this model, the individual has to make sense of his/
her mental world including traumatic experiences undergone. Subjective, intrapsychic
factors are suggested to be the most important ones for understanding the stress
process, and failure to manage a traumatic situation lies within the individual. A
critique of this model (Ryan et al., 2008) points out that in asylum seekers and
refugees (where levels of variation in access to environmental resources are large)
objective factors in their lives, like resettlement stressors, play on the whole a more
significant role in determining their psychological well-being as compared with
sedentary Western majority populations or voluntary migrants. Therefore, individual-level approaches targeting psychological conflicts, appraisal of traumatic
experiences or cognitions, should be combined with interventions aiming at change
in wider social conditions of survivors.
Hobfoll’s (1998, 2001) Conservation of Resources Theory (COR) sees the key
component of the stress process as resource loss. This theory is based on the tenet
that individuals strive to obtain, retain, protect, and foster things that they value. The
stress process is placed in the context of a general model of social action, and stress
arises in situations where individuals face a threat of resource loss, where resources
are actually lost or where an investment of resources fails to produce an expected
return. COR theory provides us with the tools to examine the objective conditions in
an individual’s environment out of which stressful demands are born, and is seen as
an alternative to appraisal-based stress theories. According to this theory, individuals
accumulate resources they can apply to accommodate, withstand, or overcome
threats. They might accumulate personal resources such as self esteem, material
resources such as money, condition resources such as status, and social support.
Stressful or traumatic events consume these resources, thereby augmenting one’s
sensitivity to subsequent stressors. COR theory analyses the flux of resources at
times of stress and relies on the objective construed nature of the environment, rather
than on the individual’s personal constructs.
Developmental psychopathology (Cicchetti & Toth, 2009) appears to be another
promising synergetic paradigm for a process-level understanding of mental disorders.
It can be conceptualized as a disciplinary field that seeks to elucidate the interplay
among the biological, psychological, and social-contextual aspects of normal and
abnormal development across the life-span. This paradigm suggests the critical
importance of adopting a developmental perspective on mental health, because psychopathology unfolds over time in a developing organism (Sroufe, 2007). Its central
focus is to investigate and describe the interactive processes that lead to the
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emergence and course of disturbed behaviour, since there are multiple pathways to
similar manifest outcomes, and different outcomes of the same pathway in
development of mental health disorders. As of asylum seekers and refugees with
PTSD, this paradigms invites to consider why someone develops psychopathology
at a certain point across the life-span, and not earlier or later. How come that a
trauma survivor presents with a late-onset PTSD, and that a balance between
sources of resilience and post traumatic damage is disturbed only much later upon
exposure to traumatic experiences? Why do some survivors of traumatic events
develop mental health problems and others do not?
The approach of the Person-centred psychiatry (Mezzich et al., 2010) aims at
assessing both illness and health in patients’ social and cultural context. Contrary to
the “one-size-fits-all” approach in evidence-based psychiatry and psychology
(Whitley, 2007) which seeks generalizable solutions for patients’ problems, the
person-centred approach aims to understand each patient as a unique individual
with unique contextual determinants. The person and not the disease is the focus of
clinical research and attention. Within this framework, the notion of cultural
competency (Knipscheer et al., 2012; Sue et al., 2009) is an important one. It includes
“awareness of the impact of the clinician’s own ethnocultural identity on patients,
knowledge of the language and cultural background of groups seen in clinical
practice and their interactions with mental health issues and treatment, the skills for
working with particular groups, and the development of an organization or system
that is capable of offering equity of access and outcome to diverse populations”
(Kirmayer et al., 2012, pp.4).
In conclusion, understanding complex posttraumatic states in survivors across
cultures should ideally be a balancing act between personal and socio-political
domains, between private and public, between pain and empowerment (Bala, 2004).
Consequently, treatment interventions targeting a survivor’s individual psychological
problems should be combined with those aiming at making positive changes in his/
her socio-political environmental context. Also, a survivor’s well-being can be further
ameliorated by combining interventions focusing at eradication of symptoms of a
mental disease with those aiming at enhancement of a survivor’s resilience.

Approaches to PTSD Treatment With Asylum Seekers and Refugees

Efficacy of treatments for PTSD in asylum seekers and refugees has been rarely
studied. Only very few and generally small randomized controlled trials are described
in the literature. Recent critical reviews of psychological treatments for PTSD in
refugees (Nickerson et al., 2010; Palic & Elklit, 2011) suggested that trauma-focus
approaches may have some efficacy in this population. Narrative exposure therapy
and cognitive-behavioral therapy were suggested to be effective, but no treatment
was firmly supported by research (Crumlish & O’Rourke, 2010). Methodological

21

1

CHAPTER 1

limitations of the studies included in the above mentioned reviews cautioned against
drawing definitive conclusions. Some studies were not randomized and controlled.
Effect sizes for the symptom change achieved upon treatment ranged from moderate
to very large. Also, unequal numbers of sessions were compared with each other,
samples were sometimes too small, and there was either a lack of a post-treatment
and a long- term follow-up assessment or of a blind assessment. In the studies of
multimodal approaches there was a lack of clear delineation of treatment components.
It has been suggested (Murray et al., 2010) that asylum seekers and refugees
should be approached and treated in a comprehensive way that acknowledges
context of a refugee experience, cultural differences, strengths and healthy capacities
of individuals and refugee communities. New treatments should be designed making
more use of emic knowledge, i.e. knowledge existing within a culture, and determined
by local custom, meaning, and belief. Studying cultural backgrounds and heritage of
trauma survivors all over the world may teach us more about differences in meanings
and perception of distress, as well as about culture-specific methods of coping and
responding to adversity (de Jong & van Ommeren, 2009; von Peter, 2008).
Comprehensive treatment of PTSD in asylum seekers and refugees should be a
broad rehabilitation process targeting a whole spectrum of psychological, societal,
political, cultural and economic issues (Hobfoll, 2001; Mezzich et al., 2010; Ryan,
Dooley & Benson, 2008). Within such a treatment approach, evidence-based
interventions should be combined with the non-medical interventions (advocacy),
non-evidence based approaches should be critically examined for their effectiveness
(Basoglu, 2007), and new effective approaches should be designed.

PTSD Group Treatment
For many years, group psychotherapy has been considered a treatment of choice for
some PTSD patients (Herman, 1992; Koller et al., 1992; Scurfield, 1993). Group
treatment offers a supportive community and opportunities to identify with others
who have shared a similar traumatic experience and to emotionally re-attach to them.
Studies on effectiveness of group therapy for PTSD in asylum seekers and
refugees are almost non-existent. However, there is research evidence with regard to
effectiveness of group psychotherapy with the U.S. Vietnam veterans, but its nature
can be only considered as preliminary (Foy et al., 2001). The two recent reviews (Foy
& Schrock, 2006; U.S. National Research Council, 2007) of PTSD treatment studies
found respectively only nine and four randomized controlled trials of efficacy of group
therapy. While supportive, psychodynamic and cognitive-behavioural types of group
therapy were most often applied and studied, treatment outcome findings did not
favour a particular type.
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There are several reasons why we consider group approach as an option in
PTSD treatment of asylum seekers and refugees. First, asylum seekers and refugees
suffer from isolation, social withdrawal and loss of connectedness with others due to
multiple traumatizations. As a result of their experiences and out of fear of re-traumatization and betrayal, they may have become suspicious and mistrustful of others.
They may also suffer from high emotional arousal, fear of losing control over anger,
aggressive impulses or depression which may result in even greater isolation.
Second, loss of connectedness and isolation can be amplified by forced migration.
Asylum seekers and refugees are often socially marginalized in a host society, and
lack a familiar social network and cultural framework. Those who migrate to a new
society and culture without their family or other persons of the same cultural
background may not have support of those who are in the same transitional position.
A solid (family) group, when present and emotionally available, may provide a “safe
container” to manage and articulate the radical transition of forced migration (Le Roy,
1994). For many asylum seekers and refugees, a treatment group can have this
function. Third, many asylum seekers and refugees originate from, so-called,
collectivist (sub)cultures (Hofstede, 1991). One of the characteristics of these (sub)
cultures is that an individual’s self esteem is related to cooperative behaviour. One
realizes him/herself as a person through others, and through serving the community.
Being isolated, detached from a network of meaningful social contacts, may lead to
spiritual misery and disorientation with regard to goals and meaning of life. Yet again,
a group treatment setting may provide an important role in tackling these issues.
To conclude with, based on the above mentioned arguments and our clinical
experiences we assume that group therapy is a treatment option for some asylum
seekers and refugees with PTSD. Also, we suggest that both asylum seekers and
refugees can be treated with PTSD group therapy regardless of their legal status and
resettlement stressors.

Purpose of the Dissertation
In previous paragraphs, we have identified gaps with regard to understanding of
complex post trauma sequelae, and to PTSD treatment approaches with asylum
seeking and refugee survivors. In this paragraph, we will present the purpose of this
dissertation.
The first aim of this dissertation is to develop a model for a better understanding
of complex psychological consequences of exposure to war, torture and political
violence in asylum seekers and refugees. This model should look beyond the concept
of PTSD and take into account multiple realities that asylum seekers and refugees
have faced, all pre-, during, and post-migration/ resettlement.
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The second aim of this dissertation is to study outcomes of the trauma-focus
group treatment model originally developed by the author and his team in order to
treat asylum seekers and refugees with PTSD and other psychological complaints
due to exposure to war, torture, political violence and resettlement stressors upon
forced migration. This approach, also known as the Den Bosch model (Drožđek &
Wilson, 2004), has been implemented for the past 15 years, and it was designed
upon a contextual and developmental analysis of asylum seekers’ and refugees’
needs and demands. No outcome studies of it have been undertaken yet.
The next research question is whether outcomes of the applied treatment model
are equal for asylum seekers and refugees. Also, we will study whether resettlement
stressors influence the treatment outcomes. We will first undertake a research on a
heterogeneous population in terms of ethnicity and gender, and then replicate the
research on a more homogeneous sample of male asylum seekers and refugees
from Iran and Afghanistan.
Finally, we will study long-term outcomes of the applied group treatment. A
7-year follow-up study is performed in order to explore sustainability of the treatment
outcomes. Long-term follow up studies of trauma treatment in general are hard to
find in scientific literature, and those with asylum seekers and refugees are almost
non-existing (for review see Palic & Elklit, 2011).

Chapter by Chapter
Chapters 2 and 3 are theory-based chapters. Chapter 2 introduces the world of
asylum seekers and refugees, and describes their journey, realities and challenges
they are confronted with along the way. It presents the PTSD concept as a way of
understanding their mental health problems, as well as alternative concepts aiming
at grasping complexity of the refugee experience from an integrative, developmental
and contextual perspective. The reflective, contextual framework to assist asylum
seekers and refugees with their mental health problems is elaborated on individual,
(large) group, and societal levels.
Chapter 3 deals with challenges in assessment of psychological trauma and
PTSD in non-western survivors. We suggest that post traumatic psychological
impacts cannot be assessed and understood solely within a biomedical paradigm,
and that a comprehensive, contextual and culture-sensitive framework is critical.
Advantages and complications in the assessment procedure are presented and
discussed.
Chapters 4 to 8 are accounts of the empirical research on PTSD group therapy
with asylum seekers and refugees, and present outcomes of an original treatment
approach developed for these populations. This model is phase-oriented, and
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trauma-focused. It is designed to help asylum seekers and refugees work through
their traumatic experiences and place them in a life-span developmental perspective.
This group treatment approach takes into account the unique needs of asylum
seekers and refugees, is executed within a day-treatment setting, combines verbal
and experiential therapies, and was executed in 3 different forms throughout the
years.
While chapters 4 and 5 are dedicated to evaluation of the treatment outcomes
on a short-term, in chapters 6 and 7, the influence of demographic factors and
psychosocial resettlement stressors on the treatment results are examined and
discussed. Chapter 8 inquires into the model’s long-term outcomes and presents
results of a longitudinal 7-year follow up study.
Chapter 9 provides with a discussion of the overall findings and suggests
directions for future research. Finally, chapter 10 is a summary of the dissertation in
English and Dutch.
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CONTEXTUAL VIEW OF PTSD

Introduction
The Story of Razie: A Case History
Razie is a 46 years old woman from Iran. She came to the Netherlands 8 years
ago and applied for asylum. Until now she was an asylum seeker and waiting for the
refugee status to be granted. She is currently living alone in the Netherlands. She left
behind her husband, four children and a culture she loved.
Razie was raped about 25 years ago by Iranian secret police agents. They were
looking for her brother who was a political activist and was in hiding from them at that
time. Since their efforts could not capture him, they raped her in order to punish the
family and force her brother to surrender and confess to misdeeds. Razie felt
ashamed and guilty for what happened to her. According to the cultural norms, her
individual honor and the honor of the family were damaged and shattered. The
culturally possible reparation strategies after the rape included revenge and killing the
perpetrators, killing of Razie because she was “the agent” and bore the burden of
shame for the family and expulsion of Razie from the family for what happened.
The first of possible strategies was not feasible since the perpetrators were
unknown to the family. They were powerful members of government control. The
second and the third strategies were not viable options because Razie’s husband
loved her for being a good wife and mother to their four children. Therefore, no
reparation strategies occurred. The husband, not knowing how to deal with the
problems, and being under pressure of the family and community, started to abuse
Razie physically and psychologically. After 17 years, when the children matured,
Razie decided to end the domestic violence and fled from Iran to the Netherlands.
The escape brought about shame and guilt feelings for not being a good mother and
partner to her estranged spouse. The traumatic impacts begin to multiply at this
juncture and had a significant sequela.
In the Netherlands, Razie’s claim for refuge status was rejected several times.
The Dutch immigration authorities stated that her problems were of a personal nature
and not of a political one. Therefore she was not be granted refugee status. If she has to
return to Iran, she would be stoned to death because of leaving her husband without
permission. Razie was referred to a psychiatrist because of distressing psychological
problems. She was diagnosed with posttraumatic stress disorder (PTSD) and
depression and treated accordingly within a Dutch specialized treatment facility.
The story of Razie shows that a traumatic experience is culturally influenced and
culturally broad. The Dutch and Iranian societies and have different perspectives on
what she experienced and adapted to after trauma. A clinician, treating traumatized
survivors of violence, needs to evaluate whether framing the client’s problems in
medical categories of psychiatric disorder, encompasses the complexity of traumatic
experiences that they confront. The concept of PTSD in Razie, a refugee, is the one
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that embraces a multitude of psychological considerations. Are there more significant
clinical presentations that require careful contextual analysis of how cultural variables
and personal characteristics affect personality and mental health? We will address
these issues later in this chapter.

The Journey of a Refugee: What Does it Mean to be a Refugee in
Modern Times?

In many parts of the world, fears of terrorism, mass migrations, political violence,
social and economic uncertainty define times of insecurity. Millions of people are
submitted to violence and suffer from multiple losses, from possessions and the
loved ones to personal identity and a loss of continuity and self-sameness. They are
forced to flee and seek refuge in another country. They become asylum seekers and
refugees.
Resettling refugees are subjugated to secondary stressors which include threats
and dangers due to (e.g., illegal) travel, compulsory prostitution, separation from
family and community, threats of discovery and being abandoned by the host country
and family.
Refugees have to, on arrival in another country, submit a request for asylum. The
United Nations High Commission on Refugees, UNHCR (2009), states that a refugee
is someone who seeks refuge in a foreign country because of war and violence, or
out of fear of persecution “on account of race, religion, nationality, political opinion, or
membership in a particular social group.” Until a request for refuge status has been
accepted, the person is referred to as an asylum seeker. Only after the recognition of
the asylum seeker’s needs for protection and safety, are they officially referred to as
a refugee who has a status that carries certain rights and obligations according to the
laws of the host country. Until asylum is granted, these persons have minimal legal
and social rights. In many countries, procedures of seeking asylum can last for more
than 10 years. In other nationalities, asylum seekers have only 48 hours to present
evidence of being endangered in the country of origin. In some countries asylum
seekers are imprisoned upon arrival because of invalid travel documents (e.g.,
passports, official papers, etc.). They await a residence permit in prisons and closed
refugee camps. In many cases, the newcomers are faced with stressors in exile due
to mistrust about the host country, ongoing fears of threat, poor living conditions in
refugee camps, racism, language barriers, social marginalization, changed family
relationships and differences in cultural traditions, norms, values and much more.
Other post-migration adversities include detention, dispersal, destitution, and denial
of the right to work and health-care or social warfare benefits.
Asylum seekers and refugees are anxious regarding exile possibilities. On the
one hand, they feel relief at being alive and having an opportunity to start a “new life”
in another country. On the other hand, there exists tension and sadness due to
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losses, traumas experienced and anxiety associated with how to rebuild a new
existence in unknown surroundings. Eisenbruch (1991) coined the term “cultural
bereavement” when describing the complexity of psychological existence. Cultural
loss is akin to personal grieving for all that was loved for a very special person.
Emotionally, it hurts and there is no simple way to replace the loss. Cultural
bereavement creates its own set of psychological stressors and dilemmas, which
become the “twin pillars” of posttraumatic adaptation.

PTSD in Asylum Seekers and Refugees

Posttraumatic Stress Disorder (PTSD), according to the DSM-IV TR criteria (APA,
2004), is an anxiety disorder that develops after exposure to a terrifying event in
which physical and psychological harm occurred. In short, PTSD can occur in people
of any age in the life span. Depression, alcohol or other substance abuse, or other
psychiatric disorders co-occur with PTSD (Wilson and Keane, 1994).
The diagnosis of PTSD requires that one or more symptoms be present for at
least a month and that symptoms interfere with adaptive daily living. In brief summary,
the categories of PTSD symptoms include: (1) reliving the traumatic event through
intrusive upsetting thoughts, nightmares or flashbacks or having very strong mental
and physical reactions if something reminds the person of the traumatic event; (2)
avoiding activities, thoughts, feelings or conversations etc. that remind the person of
the event; (2a) feeling numb to one’s surroundings; (2b) being unable to remember
details of the event; (2c) having a loss of interest in previously enjoyable activities; (2d)
feeling alone and being unable to have normal emotions or feeling that there is nothing
to look forward to in the future; and (3) feeling unable to relax and feeling on guard,
trouble sleeping, feeling irritable, overreacting when startled, having angry outbursts
or trouble concentrating.
The range of emotions in PTSD is complex and varied. Feelings of intense guilt
are common in PTSD as well as physical symptoms which include headaches, gastrointestinal distress, immune system problems, dizziness, chest pain, or discomfort
in other parts of the body (Wilson and Keane, 2004). These symptoms may be
treated without the recognition that they stem from an anxiety disorder which the
patient may experience as strange or confusing. According to the DSM-IV (APA,
2004), PTSD is diagnosed when symptoms last more than 1 month. After six months
of symptom manifestation, chronic PTSD is diagnosed.
The spectrum of post traumatic psychological states that asylum seekers and
refugees present is complex. It usually transcends the definition of PTSD, as defined
in the DSM-IV classification (APA, 2004), and includes a broad range of changes,
including damaged core beliefs (Janoff-Bulman, 1985), dissociative states, personality
changes, developmental arrest, and changes in personality, self and identity (Wilson,
2006). The post traumatic states are combined with a range of co-morbid conditions:
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affective disorders, psychotic disorders, and substances abuse and other Axis I and
II disorders.

Beyond PTSD as the Central Focus: A Holistic View and Contextual
Cultural Frameworks

The PTSD concept, when applied to asylum seekers, refugees and non-Western
survivor populations, has been criticized for its failure to fully account for changes
and possible co-morbid presentations among victims of multiple and prolonged
trauma events (Steel, 2001). In this regard, the PTSD concept does not typically
include the socio-political-cultural context in which trauma occurs, although the
nature of the context itself is central to how people respond to, comprehend, and
recover from trauma (Wilson, 1989). The context of trauma is shaped and shapes
post traumatic worldviews, cultural norms, and constructions of society and individual
victims (Wilson, 2006). Trauma is not a disembodied construct but a cultural and
historical reality that needs to be understood by the clinician/provider. This is not an
easy task. It will inevitably challenge them in profound ways. Western medical-
psychiatric diagnoses do not conform or relate conceptually in their understanding of
trauma and its consequences in non-Western cultures. So how do divergent nonWestern cultures conceptualize trauma impacts?
The critiques of the PTSD concept emanates from anthropology, sociology,
trans-cultural psychiatry, and other disciplines. Studies suggest, for example, that
the PTSD construct represents an individualized, medicalized and reified perspective
of post traumatic damage (Dijk van, 2006). Individualization, per se, is focused on the
impact of trauma on survivor’s psyche while sometimes forgetting post traumatic
destruction to their society and culture. But how do we meaningfully separate the
medicalization of social suffering? Summerfield (1999) states that refugees, among
others, need both social justice and psychological treatment. Kleinman (1995) stated
that “trauma stories become the currency in health care interactions to obtain access
to social commodities and to achieve a new status as political refugee.” On the other
hand, trauma stories are “just that individual’s testimony to historical realities.” “Shall
we revisit the reality of Schindler’s List?” Are accounts real or fiction?
Trans-cultural psychiatry criticizes the PTSD concept for the lack of cultural
sensitivity in that it assumes that Western perspectives are universal in nature across
cultures. Cultural psychiatry exhorts the ways in which culture influences mental health
and PTSD and criticizes mainstream psychiatry for its limited scope and perspective
(Drožđek, 2007). Culture determines the understanding and conceptualizing of
suffering as well as making a hierarchy of values and needs which underlie social-
political decision-making policies. Culture shapes the ways individuals and families
cope with and adapt to consequences of trauma (see Wilson and Droždek, 2004;
Wilson and Tang, 2007).
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The studies on the post traumatic sequelae in asylum seekers and refugees have
had PTSD as a central focus. In the general population, asylum seekers show higher
rates of PTSD than refugees (45% vs. 11%) (Iverson and Morken, 2004). Refugees
are ten times more likely to have PTSD-related symptoms than the general population
in the countries in which they resettle (Fazel et al., 2005). Research by Laban et al.
(2004) and Silove et al. (1993) suggest that the long-lasting threat of forced repatriation
together with other psychosocial stressors can cause an exacerbation of PTSD
symptoms and depression and culminate in a high prevalence of various psychiatric
disorders (e.g., depression) among asylum seekers. Laban et al. (2004) further
suggest that the duration of the asylum seeking procedure is a significant risk factor
for psychiatric disorders. For many refugees, the duration of ongoing stress stands
for cumulated post migration stress considerations (e.g. fear of repatriation,
uncertainty about the duration and the outcome of the procedure, lack of work and
proper housing, missing family or worrying about family left behind, etc.). In a recent
study by Drožđek and Bolwerk (2010a, 2010b), there were no differences found in
mean levels of psychopathology between asylum seekers and refugees in a clinical,
treatment-seeking sample. However, this statistical finding does not imply that
profound psychological distress did not exist between the comparison groups.
There are studies that have examined the influence of social context of asylum
seekers and refugees on the onset of symptomatology. For example, research on refugees
in the United Kingdom (UK) report a significant relationship between current social
problems (including poor accommodation, isolation and lack of family reunion) and levels
of PTSD and depression (Velsen van et al., 1996; Gorst-Unsworth and Goldenberg, 1998).
The later study reported that poor social support was a stronger predictor of depression
than were trauma-related factors. A Dutch study (Laban et al., 2005) found that worries
about the asylum procedure per se, lack of work and family related issues are among the
most important risk factors for psychopathology amongst Iraqi asylum seekers.
In other relevant work, Jonghe de et al. (2004) found that living conditions in
collective reception centers with a lack of privacy and daily occupation, contribute to
ill health in asylum seekers. A study of refugees from the former Yugoslavia living in
Sweden (Kivling-Boden and Sundbom, 2002) shows that unemployment and
dependence on social welfare, constitute various manifestations of a more passive
and socially isolated life situation among high-symptomatic refugees and accentuate
the detrimental effect of passivity on mental health. Spasojevic et al. (2000) showed
that PTSD symptomatology of Bosnian refugees was related negatively to
acculturation while the study by Marshall et al. (2005) with Cambodian refugees
suggested that having poor English-speaking proficiency is associated with higher
rates of PTSD and major depression. These studies suggest that refugee mental
health status is due to many variables influenced by culture resource allocation,
adequacy of treatment efficacy and cultural competence in treatment efforts.
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These documented factors are important to understand the relationship of social
support and mental health functioning among refugees. Schweitzer et al. (2006)
studied a Sudanese refugee community and found that the presence of family and
social support within ones’ ethnic community significantly improved mental health
functioning. Galea et al. (2005) state that poor relationships with family members was
associated with PTSD onset. In terms of treatment outcomes on the long-term,
effects of group psychotherapy of ex-concentration camp prisoners from Bosnia
indicated that married men and parents have more persisting PTSD complaints at a
3-years treatment follow-up (Drožđek, 1997). These results beg for complete
explanations from various interacting variables noted above.

Traumatized Asylum Seekers and Refugees Seeking Treatment:
Transference and Countertransference

Post traumatic transference and countertransference reactions present in psycho-
therapy are typically mirrored within institutional levels of health services (see Wilson
and Lindy, 1994, for a discussion). In Western countries, primary care providers are
the “gatekeepers” of medical insurance companies and they are important when
considering referrals to specialized health services because of necessary insurance
qualifications. They, as well as forensic evaluators, may assume that asylum seekers
and refugees “fake” psychiatric problems and might be disposed to seek gains of
various sorts from referral to the system of benefits. This results in minimization and
denial of psychological problems in asylum seekers and refugees, and a low referral
rate to specialized treatment services. Western clinicians are influenced by opinions
that non-Western refugees do not want to discuss “trauma” and somatize rather than
psychologize their personal distress as a form of resistance and denial. It is sometimes
assumed by non-psychodynamic therapists that they cannot be helped with “talking”
therapies even though there is a body of evidence supporting the view that somatizing
is a product of prolonged stress reactions (Üstün and Sartorius, 1995; Kirmayer,
2001). So, among other critical questions we ask: “Who is denying whom in PTSD
and associated conditions” and “who is denying not knowing the historical and
cultural reality of the help seeker?”
Transference and countertransference issues play an important role in trauma
treatment with clinicians reporting difficulties in working with persons presenting
strong political convictions or when working with representatives of ethnic groups
who are individually or collectively accused of being perpetrators or victims of political
regimes (Ekblad and Jaranson, 2004). Similarly, therapists universally find it difficult
to work with perpetrators of violence or with clients who have been victims and
perpetrators at the same time during their lives. How to properly understand and
manage these clinical issues will, ultimately, define the success of treatment (Wilson
and Raphael, 1993; Wilson and Lindy, 1994; Wilson and Thomas, 2004).
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To summarize, primary care mental health workers often do not approach asylum
seekers and refugees in an active way for many reasons. Refugees are usually referred to
specialized services for psychological crises and when their PTSD symptoms are
seriously worsened and complicated by invalidating co-morbid conditions.
Among the important issues, in considering treatment of help seekers, is the
timing of treatment (Wilson and Drožđek, 2004). According to the work of Herman
(1997), asylum seekers have to obtain a refugee status that insures them of safety.
Later, they then may find their way and place in the host society and achieve temporary
living accommodations. In our experience, refugees can be helped psychologically
independently of their legal standing and of current psychosocial problems. For
example, our earlier research on treatment of traumatized concentration camp
prisoners from Bosnia-Herzegovina seeking asylum in the Netherlands shows that
proper treatment of this population reduces patients’ suffering from PTSD and other
psychological symptoms (Drožđek, 1997). We found that “early” assistance has long
term effects in a comparative analysis three-year follow-up study. Evidence shows
that the longer PTSD symptoms persist, the less potential there is for remission
(Kessler et al., 1995). Timely support opens avenues for trauma survivors to ventilate
their feelings and assimilate the meaning of their experiences in individualized
dose-related ways. Provision of a secure therapeutic setting helps basic trust and
feelings of safety to be restored (Drožđek and Wilson, 2004; Wilson et al., 2004).

A Reflective Conceptual Framework to Assist Asylum Seekers and
Refugees

Contextual thinking is complex and demands significant cross-cultural sensitivity,
knowledge of PTSD and more. In this framework, understanding and helping traumatized
asylum seekers and refugees cannot be reduced to PTSD symptoms per se but be
more inclusive and cross-culturally informed. Contextual thinking (Bronfenbrenner,
1981; Drožđek, 2007) implies framing and interpreting human experiences and their
consequences in “the ecological environment”. This environment is a dynamic system
that changes over time.
The importance of contextual thinking is more evident when one does not think
of PTSD as the only possible outcome but as a culture-bound phenomenon (Wilson
and Drožđek, 2004). PTSD is part of psychosocial changes to identity, personality
and life-span developmental trajectories and cultural changes (Wilson, 2006).
There can be no experience of psychological trauma without cultural history,
grounding or continuity of background in life’s journey. There is no individual sense of
personal identity without a cultural reference point (Wilson, 2006). This is why we
advocate the contextual framework as the one that makes it possible to understand
individual psychology more adequately and help survivors of traumatic experiences
within a more holistic framework.
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The Use of the Contextual Framework in Treatment of All Culturally
Afflicted Persons: The Beginning of a New Paradigm for Future
Research

In helping asylum seekers and refugees, mental health providers directly confront the
spectrum of issues their clients confront on a daily basis. It is important for the
therapist to assess clients self-presentations. It is useful to explore the interaction
between internal and external meaning systems and understand how the dominant
beliefs rooted in culture color the experience (Wilson, 2006). Having concrete
knowledge and intuitive understanding of survivors’ life issues is critical to venture
forward with courage, compassion and the desire to enter phenomenologically their
world of experience.
Interventions in the helping process can be directed simultaneously towards
post traumatic damage and resilience resources (Drožđek, 2007). The empowering
of resilience is crucial in treating trauma where some of the factors that create
problems in asylum seekers’ or refugees’ lives cannot be influenced directly.
Protective processes have a synergetic, cumulative effect on treatment outcomes
and the recovery process itself (Bala, 2004).

Contextual Intervention on Individual Level – The Case of Alex

Alex is a 43-year old Armenian man from Azerbaijan. He fled from his country to the
Netherlands at times of the inter ethnic conflict between Armenians and Azeri and
has a temporary residence permit. He lives together with his wife and son.
Years ago, at the times of the conflict in Azerbaijan, Alex and his father were
taken prisoners by Azeri police. The police officer, who knew Alex and his family,
threatened them with death in case that the father did not give him the family’s
resources and money. The father spat in the officer’s face and refused. He said that
the police officer should kill him and let Alex live. At that moment, Alex froze from fear
and did not say a word. In turn, the police officer severed father’s head with an axe,
while Alex received a blow to the back of his head and fell unconscious. When he
regained consciousness, he found himself inside a church together with other
Armenians who were seeking refuge from the Azeri police. Some months later, he
was hiding from the authorities together with his wife and mother in the house of his
father’s business partner and friend. That “friend” had raped his wife in exchange for
housing and safety. At the time, Alex only doubted the rape because he could not
prove it happened and his wife did not talk about what has happened to her.
Years later, Alex presented with PTSD and psychotic-like symptoms. He was
extremely watchful and anxious. He was suicidal. He felt he had failed as a son and
husband because he could not protect his father and wife. He considered himself a
coward. He went daily to church to pray. His relationship with God had changed. He
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thought that God must have been angry at him because he had to endure extreme
hardships in life. By praying he hoped to regain God’s love and protection, perhaps
as a projection of unconscious guilt. At home, however, Alex was surrounded with
his wife’s understanding and care although his behavior was dysfunctional most of
the time. He occupied himself with taking care of the family’s safety. In hypervigilant
modes he locked their home as a fortress, keeping curtains drawn for the whole day.
He constantly warned his young son not to trust others and taught him about survival
in the violent and unjust world. He appreciated his wife’s efforts to run the household
and the family but at the same time thought of her as naïve, trusting Dutch neighbors
and institutions. He did not know how to cope with his suspicions about her being
raped and felt tense, anxious, confused and fearful.
In order to understand the complexity of Alex’s problems and plan interventions,
the therapist used the contextual model of “problem mapping” (Figure 1) and tried to
define sources of psychic trauma and resilience in Alex’s functioning on different
levels of his environment.

Figure 1 Mapping of the ecological environment (Drožđek, 2010)
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In the course of treatment, different interventions targeted all levels of “ecological
environment”, and their focus was shifting from one level to another, and between the
sources of damage and resilience as the treatment unfolded. Throughout the
treatment process, the therapist used different advocacy activities supporting Alex
and his family with the asylum procedures, such as finding adequate housing and
educational opportunities for his son. The treatment helped Alex to reshape his sense
of well being and self. He made a shift from rejection of the outside world in general
and his new Dutch surroundings in particular, to integration of his original culture and
new cultural surroundings. His inner sense of personal identity and personality were
changing with new intrapsychic adaptations. The transition in Alex’s inner space was
to a modification of his old psychic schema of life and himself. The detailed description
of this case is provided elsewhere (Drožđek, 2007).

Contextual Intervention on the Level of Large Groups – Case of
Post-War Georgia

In the last several years the first author has collaborated with a Centre for Assistance
to Victims of Torture and Violence in Tbilisi, Georgia. This is how the opportunity to
closely monitor and describe humanitarian actions that have taken place in the
country after the recent war with Russia occurred (Makhashvili et al., 2010).
In 2008 the military conflict between Georgia on one side, and Russia, together
with the separatist republics of South Ossetia and Abkhazia on the other, took place.
As Russia and Georgia sent troops into South Ossetia, the conflict quickly escalated
into the full scale war in August 2008. After a few days of heavy fighting, Georgian
troops were driven from South Ossetia, and Russian forces advanced from South
Ossetia into the Georgian territory. Irregulars, fighters such as Ossetians, Chechens
and Cossacks, followed and were reported looting, killing, burning and other
aggressive activities. According to UNHCR (UNHCR, 2010), over 127,000 people
were displaced following the war, with nearly 100,000 - settled in and around Tbilisi,
the Georgian capital. By October 2008 an estimated total of 99,500 people have
returned to the area adjacent to the administrative border with South Ossetia – the so
called Buffer Zone villages, according to the Government of Georgia (MRA, 2010)
figures, leaving some 36,000 people displaced and in need of humanitarian aid.
The uprooted populations were exposed to massive traumas as a result of
political violence and war and then re-traumatized by being displaced due to military
actions in the country. A large number of persons still live in regions bordering the
conflict zones where small and large scale violence, paramilitary attacks and continuing
coercion and fear are a daily reality.
In the aftermath of the war, international organizations, UN agencies, NGO’s, and
groups of trauma specialists from largely Western countries came to the country to
help local experts working with the survivors. They were spread over the settlements
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and utilized different methodologies in treating survivors for their complaints.
Later on, many international organizations ceased their activities while others
remained longer and continued to train local professionals responsible for helping
war victims. Local therapists were flooded with feelings of inadequacy and a “failed
mission” because the trainings provided by the foreign colleagues were improper and
culturally insensitive. The use of the Western, largely US, manualized treatments in
Georgian population was not effective for many reasons. First, the local professionals
did not request or want them. Second, the locals did not relate to such structurally
Western ideas of “talking and explaining.” However, the international organizations
did not question the methodologies employed but blamed the survivors and local
professionals for insufficient effects of the applied interventions. The large-scale
public mental health interventions designed and applied by international organizations
were not meeting the international standards of humanitarian aid (IASC, 2007; TENTS,
2009).
Among other critical contextual cultural considerations, interventions should
start with helping children, since this invokes goodwill and natural sympathy. Through
community intervention, individuals belonging to a “high-risk group” (e.g. tortured
persons) and/or suffering from post-trauma sequelae should be identified and treated
immediately to the extent possible. Since bodily complaints in Georgian culture are
the socially and culturally accepted medium/”language” for expressing pain and
sorrow, addressing psychosomatic complaints is an inseparable component of
trauma treatment. Medical doctors, therefore, should be among the core members
of intervention teams. Mental health interventions can then be placed in a broader
public health perspective.
In the history of large-scale public mental health interventions in post-disaster
conditions, Georgia was not an exception. In some cases, well intended but
misconstrued psychosocial projects that were developed in Sri Lanka after the
Tsunami (2002) were discussed by Wickramage (2006) and Watters (2010). These
publications suggested that psychosocial interventions should not be delivered as
project-based “relief packages” but as ongoing process-enabling interventions with
specific cultural sensitivities to what works effectively (Wickramage, 2006).
For many years, both authorities and donors presumed that everyone who has
been exposed to war suffers invalidating post traumatic psychological damage and
requires psychotherapeutic interventions. In an overview of mental health well-being
in settings of “complex emergency,” Almedom and Summerfield (2004) criticize the
medicalization of distress in war-affected populations by routinely describing them as
traumatized. They suggest that the pathological effects of war are not to be found
inside a person and his/her psychology, and that a person does not recover as if from
an illness. These findings highlight the critical significance of contextual determinants
of trauma and its effects to health and functioning through epigenesis of identity.
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A critique of large scale mental health interventions is that for more than a century
they had the primary task to stabilize persons suffering from the loss of control in
areas of violence (Abramowitz and Kleinman, 2008). In some interventions, the line
between research and assistance was blurred. Watters (2010) described how a large
international non-governmental organization (NGO) in Sri Lanka was involved in
training teachers how to counsel children with PTSD after the Tsunami. Instead of
learning new skills, teachers were actually trained in data collection for a study of the
prevalence of PTSD. The same situation existed during the war in Bosnia, where
some internationally known researchers sent “data gatherers”, graduate students, to
administer psychological tests to measure PTSD trauma reports under conditions of
ongoing war violence. Other studies were designed to assess the validity of different
forms of PTSD treatment, meaning that survivors were involved in experimental forms
of counseling for the purpose of determining their efficacy under conditions of
ongoing warfare. In these cases, helping the affected population was not the primary
task of interventions. Many of these studies assessed non-Western population with
Western diagnostic instruments that were not cross culturally validated and therefore
unable to accurately capture the levels of distress (Wilson and Tang, 2006).
While early and adequate post-emergency mental health interventions have
proven effective, helpful guidelines have been developed throughout the years. The
IASC Guidelines on Mental Health and Psychosocial Support in Emergency Settings
(2007) reflect an emerging consensus of good practice among practitioners. These
guidelines provide a useful framework to promote psychosocial supports. As
Abramowitz and Kleinman (2008) state, these guidelines recognize suffering and
social repair as a holistic experience. The TENTS (The European Network on
Traumatic Stress) Guidelines (2009) on early intervention have been developed
through systematically reviewing and updating current research evidence regarding
psychosocial care following disasters and major incidents and the Delphi method
involving experts from different countries.
To date, evidence-based consensus, has not been reached regarding effective
interventions in the immediate and mid-term post mass trauma phases (Gersons and
Olff, 2005). Moreover, Hobfoll et al. (2007) have defined five empirically supported
intervention principles that can be used to guide intervention and prevention efforts.
Silove and Zwi (2005) have defined nine guiding principles for cultural competence in
mental health programs following major disasters and for “translating compassion
into psychosocial aid”. Somasundaram (2006) highlighted the role of prevention while
designing mental health interventions for disaster areas. Secondary prevention should
address the specific needs of populations at most risk - women, orphans, children,
elderly and disabled in the form of community based activities. Tertiary prevention
can integrate psychosocial interventions with rehabilitation and reconstruction efforts,
incorporating traditional cultural practices to give meaning to what has happened.
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Nevertheless, the process of social reconstruction is slow and imperfect in its reach
(see Wilson and Raphael, 1996, for an overview).
During times of social anxiety and discord in the world community, it is important
to bear in mind that cultures can become vulnerable to behavioral changes following
trauma disasters (Watters, 2010). It is axiomatic that uncertainty breeds anxiety in all
its forms. Importing non-cultural specific beliefs about psychological treatment and
conceptions of the self may undermine indigenous beliefs and disorient recipient
communities shaken by a disaster, potentially making them more confused.

Contextual Interventions in Societies after Armed Conflicts

Drožđek (2010) recently elaborated intercultural perspectives on individual and
collective strategies of making peace with past war and social-political conflicts. He
stated that cultures applied different strategies in order to heal a wounded “collective
identity” following conflicts and wars. Retribution (e.g., material compensation),
reconciliation through disclosure and rituals, denial, punishment through international
and national tribunal courts, and combinations of strategies leading to transitional
models of justice, have been the most common paradigms. Drožđek (2010) suggests
that some of the applied strategies were congruent with culture while others were
not, being imposed by the international authorities. Some strategies were applied
“bottom-up” while others were generated “top-down.” Some were focused only on
punishing perpetrators and decision makers in conflicts while others included broader
segments of society but did not include harsh punishments.
In a larger prospective, national reconciliation projects are now adopted as a part
of international intervention and peacekeeping in political emergencies throughout
the world (Humphrey, 2005). These programs address antagonistic violence between
groups in society and unrecognized and uncompensated historical injustices, like
social problems and needs, colonial heritage or minorities issues. The exclusion of
retribution from reconciliation strategies is motivated by the notion that justice is a
subjective construct that could deepen a conflict when added to negotiation process
(Bar-Siman-Tov, 2001).
There is a some similarity between the critique of the PTSD concept and that of
the reconciliation paradigm (Summerfield, 1997; Chemtob, 1996, Bracken, 2001).
The PTSD and reconciliation concepts are sometimes framed in mechanistic,
simplified ways. In both cases, criticism is about the individualization of collective
suffering, medicalization of societal problems and problem-solving strategies based
on therapy-oriented, reified formulas thought to have universal values across cultures.
In a similar view, a biomedical model of trauma treatment is employed to
conceptualize tasks of social recovery after mass violence. This model promotes,
individual emotional reactions using medical-psychiatric terminology analysis (Pupavac,
2004). One is expected to “come to terms” with ghosts of the past and achieve
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“closure”. The individual survivor becomes a “patient,” who projects anger and denies
guilt. There is little space for collective accountability and guilt due to the reconciliation
process. The “reconciliation as healing” paradigm (Fletcher and Weinstein, 2002)
sees suppression of emotions as potentially leading to pathology. In some cultures,
suppression is not perceived as “dangerous” but as a way of dealing with emotions.
It could be that suppression as a defense mechanism is more relevant to collectivistic
societies, with social harmony as the highest priority (“If the world around me is in
balance, I will be in balance, too.”), than to individualistic societies (“If I am well, I can
make changes in the world and make a difference”). In addition, there is evidence that
groups behave in ways that are unique to the group as a separate identity (Fletcher
and Weinstein, 2002) as opposed to a group as a sum of participants. While mass
violence is a collective process, the “healing” and reparation of a canvas of social
fabric focuses mainly on the individual. The “therapeutic security paradigm”
is based on a notion that war trauma is potentially conflict producing and leads to
psychopathology, such as inevitable PTSD (Pupavac, 2004). Therefore, a “vulnerable
damaged victim” requires third party support for self-empowerment and healing
(Humphrey, 2005). The post-war or post-mass disaster “therapeutic state”, far from
empowerment, can promote victimhood and diminish individual autonomy
(Fitzpatrick, 2002).

Existential Cultural Treatments of Trauma and PTSD

These reflective considerations on cultural contextual approaches to meaningful and
“tailored” mental health interventions and treatment approaches are beyond
academic and psychiatric treatises. They ultimately go to the issue which has to
embrace cross-cultural knowledge, empathy, compassion and wisdom. As Wilson
(2006) indicated, existential cross-cultural healing (e.g., traditional medicine, ritual
procedures, events, celebrations, etc.) ultimately become the culturally embedded
question: “What works best for whom under what situational circumstances?” The
answer to that question rests within cultural traditions, knowledge of healing and the
wisdom of living life itself.

46

CONTEXTUAL VIEW OF PTSD

References
Abramowitz S, Kleinman A (2008) Humanitarian intervention and cultural translation: a review of the IASC
guidelines on mental health and psychosocial support in emergency settings. Intervention 3/4: 219-227.
Almedom AM, Summerfield D (2004) Mental well-being in settings of “complex emergency”: an overview. J Biosoc
Sci 36: 381-388.
American Psychiatric Association (APA) (2004) Diagnostic and statistical manual of mental disorders (4th ed TR).
Washington, DC: APA.
Bala J (2004) Beyond the personal pain: integrating social and political concerns in therapy with refugees. In D
Ingleby (Ed), Forced migration and mental health: rethinking the care of refugees and displaced persons (pp
169-182). New York: Springer.
Bar-Siman-Tov Y (2001, February) Dialectics between stable peace and reconciliation. Paper presented at the
Leonard Davis Institute. Jerusalem: Hebrew University.
Bracken P (2001) Post-modernity and posttraumatic stress disorder. Soc Sci Med 53: 733-743.
Bronfenbrenner U (1981) The ecology of human development: experiments by nature and design (4th ed).
Cambridge: Harvard University Press.
Chemtob C (1996) Posttraumatic stress disorder, trauma and culture. In F Lieh Mak, C Nadelson (Eds), International
review of psychiatry (pp 257-292). Washington, DC: APA.
Dijk van R (2006) Cultuur, trauma en PTSS: kanttekeningen bij de cultuurgebondenheid van de posttraumatische
stresstoornis. Cultuur Migratie Gezondheid 4/5: 20-31.
Drožđek B (1997) The follow-up study of ex-concentration camp prisoners from Bosnia-Herzegovina: 3 years later.
J Nerv Ment Dis 185: 690-694.
Drožđek B, Wilson JP (2004) Uncovering: trauma-focused treatment techniques with asylum seekers. In JP
Wilson, B Drožđek (Eds), Broken spirits: the treatment of traumatized asylum seekers, refugees, war and
torture victims (pp 243-276). New York: Brunner-Routledge.
Drožđek B (2007a) The rebirth of contextual thinking in psychotraumatology. In B Drožđek, JP Wilson (Eds), Voices
of trauma: treating survivors across cultures (pp 1-26). New York: Springer.
Drožđek B (2007b) The story of Alex, an Armenian man who encounters the evil every day. In B Drožđek, JP Wilson
(Eds), Voices of trauma: treating survivors across cultures (pp 151-174). New York: Springer.
Drožđek B (2010) How do we salve our wounds?: intercultural perspectives on individual and collective strategies
of making peace with own past. Traumatology 16: 5-16.
Drožđek B, Bolwerk N (2010a) Evaluation of group therapy with traumatized asylum seekers and refugees – The
“Den Bosch model”. Traumatology 16: 117-127.
Drožđek B, Bolwerk N (2010b) Group therapy with traumatized asylum seekers and refugees: for whom it works
and for whom it does not? Traumatology 16: 160-167.
Eisenbruch M (1991) From posttraumatic stress disorder to cultural bereavement: diagnosis of Southeast Asian
refugees. Soc Sci Med 33: 673-680.
Ekblad S, Jaranson JM (2004) Psychosocial rehabilitation. In JP Wilson, B Drožđek (Eds), Broken Spirits: The
treatment of traumatized asylum seekers, refugees, war and torture victims (pp 609-636). New York: Brunner-Routledge.
Fazel M, Wheeler J, Danesh J (2005) Prevalence of serious mental disorder in 7000 refugees resettled in western
countries: a systematic review. Lancet 365: 1309-1314.
Fitzpatrick M (2002) The therapeutic society. Spiked Nov. 2002 http://www.spiked-online.com/Articles/
00000006DB36.htm.
Fletcher LE, Weinstein HM (2002) Violence and social repair: rethinking the contribution of justice to reconciliation.
Hum Rights Quart 24: 573-639.
Galea S, Nandi A, Vlahov D (2005) The epidemiology of posttraumatic stress disorder after disasters. Epidemiol
Rev 27: 78-91.
Gersons BP, Olff M (2005) Coping with the aftermath of trauma. Brit Med J 330: 1038-1039.
Gorst-Unsworth C, Goldenberg E (1998) Psychological sequelae of torture and organized violence suffered by
refugees from Iraq: trauma-related factors compared with social factors in exile. Br J Psychiatry 172: 90-94.

47

2

CHAPTER 2

Herman JL (1997) Trauma and recovery: the aftermath of violence from domestic abuse to political terror (pp
119-123). New York: Basic Books.
Hobfoll SE, Watson P, Bell CC, Bryant RA, Brymer MJ, Friedman MJ, Friedman M, Gersons BP, Jong de JT, Layne
CM, Maguen S, Neria Y, Norwood AE, Pynoos RS, Reissman D, Ruzek JI, Shalev AY, Solomon Z, Steinberg
AM, Ursano RJ (2007) Five essential elements of immediate and mid-term mass trauma intervention:
empirical evidence. Psychiatry 4: 283-315.
Humphrey M (2005) Reconciliation and the therapeutic state. J Intercult Stud 26: 203-220. IASC (2007) IASC
Guidelines on Mental Health and Psychosocial Support in Emergency Settings. Geneva: IASC.
Iverson VC, Morken G (2004) Differences in acute psychiatric admission between asylum seekers and refugees.
Nord J Psychiat 58: 465-470.
Janoff-Bulman R (1985) The aftermath of victimisation: rebuilding shattered assumptions. In CR Figley (Ed), Trauma
and its wake (Vol. 1): The study and treatment of posttraumatic stress disorder (pp 15-35). New York:
Brunner/Mazel.
Jonghe de DM, Ee van MJ, Dieleman MA (2004) Living in an asylum seekers centre: asylumseekers about their
health. Tijdschr Soc Geneeskd 82: 112-117.
Kessler RC, Sonnega A, Bromet E, Hughes M, Nelson CB (1995) Posttraumatic stress disorder in the National
Comorbidity Survey. Arch Gen Psychiat 52: 1048-1060.
Kirmayer L J (2001) Cultural variations in the clinical presentation of depression and anxiety: implications for
diagnosis and treatment. J Clin Psychiat 62(suppl 13): 22-30.
Kivling-Boden G, Sundbom E (2002) The relationship between posttraumatic symptoms and life in exile in a clinical
group of refugees from former Yugoslavia. Acta Psychiat Scand 105: 461-468.
Kleinman A (1995) Writing at the margin. Berkeley: University of California Press.
Laban CJ, Gernaat HBPE, Komproe IH, Schreuders BA, Jong de JTVM (2004) Impact of a long asylum procedure
on the prevalence of psychiatric disorders in Iraqi asylum seekers in the Netherlands. J Nerv Ment Dis 192:
843-851.
Laban CJ, Gernaat HBPE, Komproe IH, Tweel van der I, Jong de JTVM (2005) Postmigration living problems and
common psychiatric disorders in Iraqi asylum seekers in the Netherlands. J Nerv Ment Dis 193: 825-832.
Makhashvili N, Tsiskarishvili L, Drožđek B (2010) Door to the unknown: on large-scale public mental health
interventions in post-conflict zones – experiences from Georgia. Traumatology 16: 63-72.
Marshall GN, Schell TL, Elliott MN, Berthold SM, Chun CA (2005) Mental health of Cambodian refugees 2 decades
after resettlement in the United States. JAMA 294: 571-579.
MRA (Ministry of Refugees and Accomodation of Georgia)(2010) Statistical data of IDPs. http://mra.gov.ge/index.
php?/lang_id=ENG &sec_id=175.
Pupavac V (2004) War on the couch. Eur J Soc Theory 72: 149-170.
Schweitzer R, Melville F, Steel Z, Lacherez P (2006) Trauma, post-migration living difficulties, and social support as
predictors of psychological adjustment in resettled Sudanese refugees. Aust NZ J Psychiat 40: 179-187.
Silove D, McIntosh P, Becker R (1993) Risk of retraumatization of asylum-seekers in Australia. Aust NZ J Psychiat
27: 606-612.
Silove D, Zwi AB (2005) Translating compassion into psychosocial aid after the tsunami. Lancet, 365: 269-271.
Somasundaram D (2006) The tragedy of war. World Psychiat 1: 36-38.
Spasojevic J, Heffer RW, Snyder DK (2000) Effects of posttraumatic stress and acculturation on marital functioning
in Bosnian refugee couples. J Trauma Stress 13: 205-217.
Steel Z (2001) Beyond PTSD: towards a more adequate understanding of the multiple effects of complex trauma.
In C Moser, D Nyfeler, M Verwey (Eds), Traumatiserungen von Flüchtlingen und Asyl Schenden: Einflus des
politischen, sozialen und medizinischen Kontextes (pp 66-84). Zürich: Seismo.
Summerfield D (1997) The impact of war and atrocity on civilian populations. In D Black, M Newman, J Harris-Hendricks, G Mezey (Eds), Psychological trauma: a developmental approach (pp 148-155). London: Gaskell.
Summerfield D (1999, April) Lecture. Paper presented at the conference Het buitengewone van de hulp aan
asielzoekers. Utrecht, The Netherlands.
TENTS (The European Network for Traumatic Stress) (2009) Guidelines on Interventions in the Aftermath of
Disasters. Cardiff: University Press.

48

CONTEXTUAL VIEW OF PTSD

The United Nations High Commissioner for Refugees (UNHCR)(2009) 2008 Global trends: refugees, asylumseekers, returnees, internally displaced and stateless persons. Geneva: United Nations.
The United Nations High Commissioner for Refugees (UNHCR)(2010) http://www.unhcr.org/cgi-bin/texis/vtx/
page?page=49e48d2e6#.
Üstün TB, Sartorius N (Eds) (1995) Mental illness in general health care. Chichester: Wiley.
Velsen van C, Gorst-Unsworth C, Turner SW (1996) Survivors of torture and organized violence – demography and
diagnosis. J Trauma Stress 9: 181-193.
Watters E (2010) The wave that brought PTSD to Sri Lanka. In E Watters (Ed), Crazy like us: the globalization of the
American psyche (pp 65-125). New York: Free Press.
Wickramage K (2006) Sri Lanka’s post-Tsunami psychosocial playground: lessons for future psychosocial
programming and interventions following disasters. Intervention 4: 167-172.
Wilson JP (Ed) (1989) Trauma, Transformation and Healing. New York: Brunner/Mazel.
Wilson JP, Raphael B (Eds)(1993) International handbook of traumatic stress syndrome. New York: Plenum Press.
Wilson JP, Friedman MJ, Lindy JD (Eds)(1994) Treating psychological trauma and PTSD. New York: The Guilford
Press.
Wilson JP, Keane TM (Eds) (1994) Assessing psychological trauma and PTSD. New York: The Guilford Press.
Wilson JP, Lindy JD (Eds)(1994) Countertransference in the treatment of PTSD. New York: The Guilford Press.
Wilson JP, Drožđek B (Eds)(2004) Broken spirits: the treatment of traumatized asylum seekers, refugees, war and
torture victims. New York: Brunner-Routledge.
Wilson JP, Thomas RB (2004) Empathy in the treatment of trauma and PTSD. New York: Brunner Routledge.
Wilson JP (Ed)(2006) The posttraumatic self: restoring meaning and wholeness to personality. New York: Brunner
Routledge.
Wilson JP, Tang So-kum C (Eds)(2007) Cross-cultural assessment of psychological trauma and PTSD. NewYork:
Springer.

49

2

3

Assessment of PTSD in Non- Western
Cultures: The Need for New Contextual and
Complex Perspectives
Boris Droždek, John P. Wilson, and Silvana Turkovic
In JG Beck, DM Sloan (Eds)(2012) The Oxford handbook of traumatic stress disorders (pp 302-314).
New York: Oxford University Press.

CHAPTER 3

Abstract
Posttraumatic psychological impacts to non-Western populations cannot be
assessed and understood solely within a biomedical paradigm and described
primarily by the diagnosis of posttraumatic stress disorder. Instead, a more holistic
assessment framework is critical. This chapter presents such a holistic assessment
framework that incorporates clinical, psychological, and psychometric perspectives.
In assessment of trauma populations, a contextual framework has to be applied.
Psychological consequences should be approached as a spectrum of changes to
individual psychosocial processes and patterns of adjustment. Assessment
procedures should be culture sensitive and the instruments applied should address
survivors’ cultural realities and historical experiences within the disaster or trauma
experience itself. The context of the traumatic event within a cultural matrix is essential
to an accurate diagnostic picture, and this endeavor requires special knowledge of
cultural differences in everyday life, traditions of daily living, and cultural communitybased approaches for healing and recovery.
Key Words
Trauma, asylum seekers, refugees, complex PTSD, assessment, cultural
sensitivity
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Introduction
The issue of the assessment of psychological trauma is a complex and multifaceted
one that requires knowledge of both scientifically validated measures and critiques of
objective and subjective assessment techniques, processes, and standardized
protocols. How does the clinician or researcher determine that his or her approach to
assessment is applicable to non- Western cultures? Do Western standardized
techniques for trauma assessment and posttraumatic stress disorder (PTSD) equate
across cultures and have transcultural validity? These considerations raise
fundamental concerns about the cross- cultural applications of Western, mostly
American, procedures of assessment in non- Western populations. The purpose of
this chapter is to identify and outline the central focal points in the assessment of
critical psychological aspects of trauma and PTSD. As such, this chapter creates a
conceptual framework, one that we believe is applicable to therapists, clinicians,
researchers, educators, and others concerned with the processes of psychobiological evaluations of traumatic impacts to personality and PTSD.

Why Create New Frameworks for Crosscultural Assessment of
Trauma and PTSD?

What is the complex and conceptual framework of assessing cross- cultural trauma
and PTSD? First, it should be recognized that this issue, while relatively new, has
emerged out of several demands on nations, cultures, and legal authorities. To wit,
refugees, war victims, asylum seekers, and others have struggled, on a worldwide
basis, to find and secure new homes and niches in host countries given the political
turmoil, violence, and political dismemberment or radical transformation of their
previous existences.
The stressful uprooting of refugees and displaced persons, and their adaptation
to a host country, poses enormous psychosocial and existential challenges to
everyday life and efforts to learn the “rules” and acceptable, “normative ways” of
living. In the broadest context, these adaptational challenges are easily subsumed
under the rubric of “secondary stressors” after trans- mobilization—that is,
geographical movement from one culture or one country to another. While the
primary, secondary, and tertiary stressors may be profoundly stressful and result in
disruptive impacts, the sum total of these reality- based requirements with which to
cope may be psychologically overwhelming and significantly influence the survivors’
ability to discuss the trauma and relocation stressors. Moreover, these stressors may
limit these persons’ capacity to articulate the entire nature of their personal journey
(Wilson and Thomas, 2004). The refugees or asylum seekers may, consequently,
experience helplessness in many forms, both personally and culturally (Wilson and
Tang, 2007). The specific relevance of these issues to psychological assessments of
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trauma impacts, PTSD, and comorbid conditions, is that the clinician (i.e., assessor,
psychiatrist, clinical psychologist, social worker, clergy, etc.) needs to have an
informed complex and contextual framework in which to correctly and specifically
conduct an evaluation process in order to render an ethically respectful and
empirically valid set of conclusions about the specific ways that a traumatic event
impacted a human life.
In the way of an overarching overview, the complex- critical cross- cultural
context of psychological evaluation, assessment, and diagnosis has some
fundamental premises based on our empirical review of the literature (Drožđek, 2007;
Wilson and Tang, 2007). To establish a framework for the chapter, the following
guidepoints are suggested:
• Cultures differ in complexity, diversity, and idiosyncratic dimensions.
• Cultural ideologies and predominant religious beliefs shape systems of meaning
and normative expectations for behavior.
• Cultures have different views of gender roles, insights, and expectations
regarding freedom, rights, and entitlements (e.g., see Afghanistan in reference to
women’s roles and rights for a current example).
• Cultures have different levels of norms about what is acceptable and unacceptable
in choices and behaviors (e.g., political systems of governance, sexual behavior,
drug use, etc.).
• Cultures differ in their definitions of medical illness and mental illnesses (Wilson
and Tang, 2007). There are overlaps and radical differences in definitions of
psychiatric disorders and their etiology. The conceptual premises of illness (e.g.,
traditional Chinese medicine, or TCM) result in different views of how illness is
manifested (Wilson and Tang, 2007).
The recognition and cultural awareness of distinct and diversified cultural variables
necessitates an understanding of how these critically essential elements exert a
profound influence on the nature, context (i.e., the assessment situation or clinical
setting) or the clinical and personal definitional reality for the person being evaluated.
For example, many non- Western cultures do not have specialized psychiatric clinics,
mental health facilities, specialized hospital facilities, community mental health
centers, or designated and approved governmental agencies to assist in determining
the level of disaster and trauma impacts (Wilson and Tang, 2007). Next, we will
present some specific considerations from our collective clinical and research
experiences.

Case Illustration and Generative Assessment Questions

In a brief, focused form:
• Do Bosnian Muslim females who were tortured and raped in raping camps by
Serbian perpetrators manifest the symptoms of PTSD, depression, anxiety, or
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•

•

•

•

dissociation in a similar way as war victims who survived the four- year siege of
Sarajevo but without torture and rape experiences? How do mental health
professionals determine differences in complex comparative analyses such as
this case illustrates?
By what criteria do researchers determine what, if any, psychometric procedures
and assessment tools are scientifically, and globally, valid for the assessment of
trauma’s impact and resultant consequences, that are either normal or
pathological responses?
Are Western psychometric questionnaires developed to evaluate the “big” and
“specific” measures of personality, psychopathology, and PTSD cross- culturally
validated, standardized, or applicable to the non- Western cultures that vastly
outnumber the Western ones? In an era of worldwide globalization, we (Drožđek,
2007; Wilson and Tang, 2007) have suggested that the emergent growth curve
of efforts to address this most relevant crosscultural effort is both theoretically
and scientifically essential, as the issues of whether or not PTSD and prolonged
stress response syndromes are universal in psychobiological manifestations or
driven primarily by culture, genetics, or social cultural factors. The critical
question remains: What are the interactive cultural dimensions that shape human
response to significant psychological trauma events, disasters, and other
extreme stress experiences? And, how best to assess their capacity to influence
personality, the self- structure, and personal identity (Wilson, 2006)?
Is there a necessary reconceptualization of the assumptions of psychological
test development for non- Western cultures? In the simplest formulation, Is what
works here applicable there? How do we know? What culturally based reconceptualizations are necessary?
Do Western statistical tests have universality in non- Western cultures? If so, how
to prove the generality of measures and, more importantly, the underlying
assumptions of the procedures and their mathematical bases of analysis and
construction?

Empirically Based Studies and Factual Groundworks

In recent years there has been an emphasis to rely on the language of “empirically
based evidence” for some focal points of scientific inquiry in the psychological
literature, especially that reported in the American Psychological Association (APA)
professional publications. The idea of evidence- based scientific outcomes in
research studies has an appeal transparent of controlled scientific inquiry and proper
methodology to validate the outcome measures.
Although this culturally popular trend has gained an unchallenged success, it
has marginally investigations of cross- cultural differences in psychometric assessment
procedures or the suggestion that only Western cultural psychometric studies are
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applicable to research designs, protocol driven outcomes standards, and future
endeavors of new developments (Drožđek, 2007; Wilson and Tang, 2007).
As Summerfield (1997) and others (Drožđek, 2007; Wilson and Tang, 2007) have
indicated, the most complete approach to assessing psychic trauma needs to be
embedded within a hierarchically nested set of boxes of cultural parameters that
shape and influence how the trauma survivor perceives and processes an extremely
stressful life—events such as the atomic bombing of Hiroshima, or the 2003 tsunami
devastation in Asia and the South Pacific region. In other words, the context in which
traumatic events occur cannot be separated from the culture in which they happen.
Moreover, traumatic experiences are a part of a survivor’s life cycle and cannot
be understood as a disembodied construct (Wilson, 2006). To focus more precisely,
it is important to consider when the traumatic event occurred in the life- cycle and
what are its consequences to psychosocial development, adjustment and patterns of
adaptation in the culture (Wilson, 2006).
Although this approach to assessing trauma impact is obvious in many ways, the
interwoven nature of the cultural context of an extreme life event is a conceptual
foundation for accurate psychological/medical diagnosis. How can the professional
prediction establish a reliable and scientifically defensible diagnosis without a
culturally sensitive and intelligently informed basis of the minimum considerations of
cultural infl uences that shape stress responses?
To fully understand the impact of different forms of traumatic events to the
individual survivor requires a culture- specific phenomenological perspective, and a
life- span epigenetic framework of personality factors, self- structure, and identity
(Aronoff and Wilson, 1985; Wilson, 1989, 2006). Contextual analysis assumes that
professionals who are responsible for psychological assessment have knowledge of
the population and persons they evaluate. The failure to know details of what the
survivor endured or experienced may lead to counterproductive responses, and
result in inaccurate clinical analyses and psychiatric/psychological reports, court
testimonies, and other recommendations based on inadequate, and perhaps
inappropriate, psychological evaluations (Wilson and Lindy, 1994; Wilson and
Thomas, 2004).
The abovementioned issues should represent the future of empirical studies for
understanding of the complex nature of posttraumatic stress syndromes (Wilson,
2006). At present, this type of research has just begun. We encourage greater
empirical activity on cultural influences to assessment.

Is PTSD a Psychiatric Category or a Spectrum of Prolonged Stress
Response Syndromes?

Given the capacity of traumatic events to impact adaptive behavior, including the
inner and outer worlds of psychic activity (Wilson, 2006), it is critically important to

56

CONTEXTUAL ASSESSMENT OF PTSD

look beyond diagnostic criteria of PTSD to identify both pathogenic and salutogenic
outcomes as individuals cope with the effects of trauma in their lives (Wilson, 1989,
2006).
Some investigators suggest that the PTSD concept is an individualized,
medicalized, and reified perspective of posttraumatic damage (van Dijk, 2006). Individualization focuses exclusively on the impact of trauma on the survivor’s individual
psychology, to the exclusion of the impact of trauma on society. Medicalization of
social suffering has been extensively and critically discussed by Summerfield (1997).
He states that all refugees need social justice and some may need psychological
treatment for experienced difficulties in relocation and adaptation (i.e., the bigger
psychosocial and sociological picture of trauma’s psychological impact).
Researchers in the field of cross- cultural psychology have emphasized the
diversity of human emotions that are expressed among ethnic groups (Shweder,
2001; Shweder and Haidt, 2000). In the broadest sense, they distinguish an emic
from an etic procedure in cross- cultural analyses (Pike, 1954). Although the emic
approach examines a culture’s phenomena from an “inward” perspective—that is, in
terms of the culture itself—the etic approach aims at developing universal or generic
categories that meet the requirements of most cultures in terms of universal
phenomena observed. Triandis (1972) pointed out the dangers of the pseudoetic
approach in cross- cultural research. Nevertheless, researchers are continuing to
construct appropriate etic measures of PTSD and related constructs (e.g., depression),
and to globalize Western assessment procedures.
The PTSD concept does not necessarily include the sociopolitical and cultural
context in which trauma occurs, although the cultural embedding is central to how
people recover from trauma (Wilson, 1989). The context of trauma is shaped, and in
turn shapes, worldviews, cultural norms, constructions of society, and victims’
perceptions of trauma and future outlooks. After trauma, there are individually
constructed changes in value priorities and assumptive behaviors (Wilson, 2006).
Trauma is not a disembodied construct. It is inseparable from cultural influences and
cultural healing alternatives. Trauma and its effects on the psyche are inevitably
wedded to cultural forces and should be perceived as a spectrum of prolonged
stress response syndromes (Drožđek, 2007).

The Role of Culture in Assessment of PTSD: The Multifaceted
Considerations

The relationship between trauma and culture is critical because traumatic experiences
demand a response from culture in terms of medical care, healing, culturally based
treatments, interventions, counseling, and other forms of professional care. To
understand this relationship requires a broad overview, what some have termed an
orbital space satellite overview (Marsella and White, 1989; Wilson and Tang, 2007). It
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is important to understand how cultures utilize different mechanisms to assist those
injured by extreme stress experiences (Wilson and Tang, 2007). The critical question
is, How, specifically, do they do it within the parameters and traditions of non- Western
cultures?
Throughout the years, in a superordinate perspective, research has demonstrated
that the causes, expectable courses, and outcomes of major psychiatric disorders,
including PTSD, are influenced by cultural factors (Kirmayer, 2001; Kleinman, 1988;
Leff , 2001; Lopez and Guarnaccia, 2000). Attitudes and assumptions based on
cultural background govern the perspectives that the patient and clinician bring to the
clinical encounter (Kirmayer et al., 2008). For example, Smith et al. (1993) state:
Humans in general have an inherent need to make sense out of and explain their
experiences. This is especially true when they are experiencing suffering and illness.
In the process of this quest for meaning, culturally shaped beliefs play a vital role in
determining whether a particular explanation and associated treatment plan will
make sense to the patient... Numerous studies in medical anthropology have
documented that indigenous systems of health beliefs and practices persist and may
even flourish in all societies after exposure to modern Western medicine... These
beliefs and practices exert profound influences in patients’ attitudes and behavior. (p. 38)
Kirmayer (1996) noted that non- Western societies do not share the dualism of
body versus mind that is characteristic of the Western medical perspective,
emphasizing somatic as opposed to psychological complaints as manifestations of
distress. Marsella et al. (2002) noted that somatic components are known worldwide
as essential elements of the symptomatology pertaining to anxiety and affective
disorders, including PTSD. This noted, patients from collectivistic societies place
value on interpersonal balance with an emphasis on avoiding interpersonal conflict
(Renner et al., 2007). Therefore, to non- Western survivors, somatic symptoms may
seem more acceptable and easier to communicate than psychological symptoms.
Culture determines the understanding and the conceptualizing of suffering in all
of its varied forms (Wilson and Raphael, 1993). Although symptoms of PTSD are
found in most populations exposed to traumatic stress, other symptoms of distress
may be of greater concern to affected individuals and govern their help- seeking
behavior (Miller et al., 2009). For the most part, culture defines what is seen as
acceptable in private and public pain (Helman, 1994). Using culturally inappropriate
or insensitive instruments traps clinicians into what Kleinman (1977) refers to as a
category fallacy. This common “fallacy” is that the investigator defines the Western
psychiatric category and then starts looking for it in a non- Western culture leading to
that which has to be validated. This is a process of reification—that is, finding selfvalidating processes and hypotheses. However, if one carefully listens to narratives,
the reported emotional and distressing complaints in non- Western survivors may not
match those of Western categories of psychiatric diagnoses.
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Toward a New Paradigm for Understanding Trauma Damage:
Implications for Proper Psycho- cultural Assessments

In the field of psychosocial and traumatic/medical stress studies, there is a polarization
between the universalists and the cultural relativists. In many cases, the first claim is
that PTSD is a universal reaction to traumatic experiences. From the other perspective,
many agree that culture shapes the ways in which survivors experience, express, and
suffer from posttraumatic impact and that cultural, political, and social factors are
critical to understanding (Wilson, 1989; Wilson and Tang, 2007). These researchers
suggest that although some reaction patterns may be universal, their significance
and importance vary considerably among different cultures (Bracken and Petty,
1998; Wilson and Tang, 2007). Marsella and Yamada (2000) discussed the oversimplified medical model in psychiatry and clinical psychology, and advocated for a
more comprehensive culturally sensitive view. To quote, “our realities, including our
scientific realities, are all constructed.” (p. 7). In a similar view, Summerfield (1999)
observed that in non- Western societies, trauma related distress is commonly
understood as a consequence of a disrupted “social and moral order” (p. 1455).
Scholars and practitioners can easily be confused by the polarization of
universalist and relativist standpoints regarding the psychological assessment of
trauma, PTSD and other considerations of research and treatment. In this context,
trauma and PTSD assessments include identification of psychopathological
symptoms and disorders mediated by psychiatric diagnosis and leading primarily to
medicalized interventions. In our collective experience, insufficient attention is paid,
for example, to translation of the refugee experiences into personal, idiosyncratic,
culture- specific idioms of distress (Dana, 2007; Drožđek, 2007). Therefore, survivors
may be stigmatized by the host culture and secondarily victimized by the treating
professionals and labeled as persons who somatize their problems, the ones who
cannot follow the strict pathways of treatment protocols and who are present as
different and difficult to treat (Drožđek, 2007; Wilson and Tang, 2007).
Thus far we have discussed the PTSD concept and diagnosis from the
perspective of cultural psychology/psychiatry and proposed a new, complex,
contextual paradigm for understanding the trauma and phenomenological damage
to the self, personality, and adaptive behavior. The advantages of the contextual
assessment procedures and processes, as well as its special considerations and
complications, are presented next.

Contextual Assessment: Its Critical Contextual Cross- cultural
Importance

To fully understand the complexity of traumatic life events, it is essential to frame
them in what Bronfenbrenner (1981, p. 22–26) called “the ecological environment” of
critical analysis. As a pioneer, Bronfenbrenner (1981) described the social- cultural
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environment as a nested arrangement of concentric structures, each contained
within the next. In this metaphor, there is a hierarchical set of “cultural boxes, nests or
events, encompassing the phenomena.” In building on Bronfenbrenner’s work and
others (e.g., Antonovsky, 1972), it is important to understand that “the ecological
environment” is a dynamic system that can change over time. In the case of asylum
seekers and refugees or other non- Western people, the time line can include the
premigratory and the postmigratory periods, as well as the period of forced migration
and resettlement. Included in these intervals are many secondary stressors and
intersecting variables that effect patterns of posttraumatic adaptations and disposition
to the development of PTSD (Drožđek, 2007; Drožđek et al., 2012).
Another important step toward understanding the impact of trauma and other life
events on survivors is awareness of the traumatic impact to self and resources of
resilience. When assessing trauma, the clinician should be cognizant that traumatic
experiences are complex in nature (Wilson et al., 2001). In essence, the current DSMIV- TR (APA, 2004) definition of PTSD is an algorithm built around a minimum of 17
diagnostic symptoms divided into three categories of pre- and post- trauma related
symptoms (Wilson and Keane, 2004).
In the assessment of trauma in asylum seekers and refugees, the clinician should
also give attention to the causality principle and what the pre- and post- trauma
stress experiences are that relate to a diagnosis of PTSD. Asylum seekers and
refugees present with a broad array of problems (e.g., social, economic, spiritual,
existential), and the process of adaptation to forced migration itself can lead to
significant psychological problems in the posttraumatic environment. Therefore, it is
critical to differentiate primary (i.e., traumatic experiences) from secondary or tertiary
stressor events of many types and dimensional impacts when conducting a proper
psychological or psychiatric assessment.

Cross- cultural/Contextual Heuristic Advantages in Assessments,
Treatments, and Measurement Outcomes

Applying a cross- cultural contextual analysis in the assessment of posttraumatic damage
in asylum seekers and refugees has several advantages. Key considerations include:
1. Avoidance of the “either/or” dichotomy (PTSD or another diagnostic category),
and application of the “and/and” paradigm (PTSD as a continuum with many
different facets), serves to create a broader view of survivors’ problems and
helps understand the person in the wholeness of human existence.
2. This paradigm automatically invites a clinician to inquire into relational aspects of
individual survivor (e.g., partner, family, society), thereby anchoring consequences
of trauma in a context that goes beyond intrapsychic conflicts per se.
3. Using the contextual paradigm, a clinician establishes better contact with the
survivor because his or her conceptualization may be more congruent with the
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4.

survivor’s perception of what he or she has endured within a culture- specific
event.
Inclusion of cultural, political, and social issues in the assessment process is
important as poverty, marginalization, unemployment, and powerlessness may
cause psychological and psychiatric problems regardless of existence of
traumatic experiences and influence identity and dispositions toward helpseeking
behavior.

Considerations of Psychological and Psychiatric Assessment
Procedures and Determinations of Diagnoses, Syndromes, and
Normal Prolonged Stress- Response Patterns

For clients coming from cultures where disclosing personal problems to a professional
stranger (e.g., a Western psychiatrist or clinical psychologist) is not a common way of
healing, the first contact with an agency representative or a therapist can be a fearful
and anxiety- provoking experience and can lead to avoidance behaviors, with the
client deciding not to return again out of fear and uncertainty (Drožđek and Wilson,
2004; Wilson and Tang, 2007). It is important that the assessor provide the client with
essential educational information about the agency and the expectations for
assessment. The assessor should explain transparently the possibilities and risks of
the assessment process and try to alleviate the stigma of being a “psychiatric” or
traumatized patient. Indeed, to the non- Western patient, this entire process may be
experienced as foreign, difficult, and uncomfortable to comprehend, or just “strange
or weird.” For many, especially victims of torture, oppression, and politically driven
interrogations, the assessment process may feel like a torture interrogation or a
reactivation of a past experience of a coercive interrogation.
Droždek and Wilson (2004) defined five important factors for establishing a
therapeutic alliance. First, a mutually respectful relationship between assessor/
clinician and client is needed. Second, the creation of trust and safety is essential and
promoted by transparency, calmness, and predictability of action. Reasons for the
assessment and the procedure for the assessment should be presented to the client
at the very beginning of involvement. Third, assessment guidelines have to be
respected and “secret agendas” among responsibilities in authority are not permitted.
Fourth, where possible, assessors should exhibit tolerance and have the capacity to
“decode messages” from their clients about their trauma experiences. These
messages are sometimes “hidden” owing to different cultural backgrounds. Fifth, a
culturally sensitive attitude must be adopted by assessors in its complex forms.
Cultural sensitivity, per se, is not about specific clinical assessment procedures
or treatment techniques but instead is about the attitude and disposition of the
clinician. Cultural competence involves the clinician’s keen sense of the restrictions of
his or her limited knowledge, a respect for cultural differences, and a tolerance for
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uncertainty about deficiencies in knowledge. To state the issue differently, How many
Western clinicians and researchers have the education and training to know how to
approach cross- cultural critical issues to understand PTSD and associated
conditions? (Wilson and Tang, 2007). The answer at this time is transparent, but it is
also promising for future professional development programs. The term cultural
competence is not a buzz word but a reality.
Key elements of transcultural clinical encounters have been suggested by
Drožđek and Wilson (2004) and Kirmayer et al. (2008). Clinicians are cautioned not to
diagnose pathology where there is simply a cultural difference between client and
clinician. Openness, empathy, curiosity, interest in cultural differences, respect,
awareness of ones’ own mental processes, a capacity for containment and
maintaining proper boundaries, and ability to deal with basic emotional exhortations
such as anger, love, rage, and doubt (Veer van der and Waning van, 2004) are
important. Capacity for self- criticism is also useful because each society has blind
spots regarding the forms of social suffering that it produces (Kleinman et al., 1997).
Cultures encompass practices that may help or hinder trauma survivors aggravate or
ameliorate psychopathology at different historical moments, depending on the
complex interplay of history, culture, and the context of what happened to the person
at a given moment in space, time, and existential reality.
Assessment often includes and necessitates an interpreter. The use of interpreters
influences the length of the assessment process and, more important, its quality.
There are several models of working with interpreters (Westermeyer, 1989). An interpreter
can provide translations only or serve as a go- between, an active intermediary with
autonomy or possibly a “culture broker” who provides both the patient and the
clinician with the cultural context needed to understand each other’s meanings.
Interpreters must be trained in the refinement of the assessment process as this can
sensitize them to the nuances of language necessary for understanding the world of
emotional suffering and fear, and view the spectrum of PTSD symptoms and other
disorders. When the issue of psychological assessment via standardized protocols
emerges, the translator must be trained in the knowledge of understanding the
clinical assessment instrument and be able to correctly use it in clinical interventions.

Cultural Issues in Social Greetings and Nonverbal Behavior

Some clinically based data may help therapists in understanding the behavior,
functioning, and posttraumatic symptoms of non- Western persons. This literature
(Drožđek, 2007; Drožđek and Wilson, 2004; Kirmayer et al., 2008; Wilson and Tang,
2007) can inform non- Western clinicians as to the damaging potential of crosscultural malfeasance and insensitivity.
For example, ultra- orthodox Jewish and Muslim men and women do not shake
hands with a person of the opposite gender. Females from patriarchal cultures may
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avoid eye contact with male clinicians, thereby showing their culturally embedded
respect. A Western professional should avoid wearing sexually appealing clothes
while meeting clients from other cultures, because of the differences in attributions of
dressing styles. A Western professional may view dynamics in patriarchal families as
oppressive to women and the styles of child rearing in other cultures as aggressive,
domineering, and abusive. Familiarity with culturally appropriate greetings and styles
of interaction is essential for cultural sensitivity. For example, signs of respect that a
client shows toward a clinician can vary from culture to culture, from putting a hand
on the chest after shaking hands in the Middle East or North Africa to kissing hands
or a shoulder in Afghanistan and Iran. Reticence upon entering a clinical/medical
counseling or examination room before the clinician is also a sign of respect. It is
important that knowing these customs conveys understanding between client and
assessor/clinician that extends beyond words, and it underscores the need for a
cross- cultural framework of trauma and PTSD and a fundamental respect for the
“other.”

Potential Complications in the Assessment Procedure

There are many factors that complicate the assessment process of trauma
experiences in asylum seekers, refugees, and others seeking psychosocial
assistance, benefits, and medical or psychological help:
1. Assessment itself may lead to re- experiencing of trauma and an ensuing
decompensation and therefore be avoided by a survivor (Crumlish and O’Rourke,
2010). Assessment might also lead to avoidance behavior by the survivor out of
fear, uncertainty, lack of trust, or anxiety about culturespecific expectations for
compliance with regulated procedures.
2. Lack of existential safety and ongoing fear of deportation in asylum seekers.
3. Uncertainty about the accuracy of memories recalled, problems with
concentration, shame, the stigma of being a psychiatric patient, psychic and
emotional numbing, altered spatial and time perception in relation to a trauma
story, therapist bias, and cultural differences in explanatory models (Drožđek,
2007).
4. Secondary gain in asylum seekers (Jaranson et al., 2001), based on their desire
to be diagnosed with PTSD or a trauma- related psychiatric disorder so as to
improve their chances of achieving refugee status on humanitarian grounds. In
these cases, differential diagnoses must be subjected to careful psychometric
and clinical scrutiny.
5. In individuals from cultures where acknowledging or expressing distressing
emotions reflecting psychological suffering is discouraged, assessment may
result in decreasing rates of psychological and psychiatric distress (Miller et al.,
2008).
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6.

7.

8.

Health professionals burdened with issues of prejudice, suspicion, stereotypes,
and cynicism toward the client may avoid trauma stories out of fear for vicarious
traumatization or for breaking the rules of politeness and conduct (Rousseau et
al., 2002; Wilson and Lindy, 1994; Wilson and Thomas, 2004). These dispositional
tendencies inevitably result in deficits and errors in the assessment process
(Wilson and Thomas, 2004).
Lack of transculturally validated diagnostic instruments for assessment (Hollifield
et al., 2002; Miller et al., 2009) is a paramount issue for research scientists in the
field of trauma and PTSD. At present, there does not exist a single volume to
document scientific cross- cultural, psychometric, and other reference measures
and their relevant cross- cultural applicability. However, an initial effort was
indicated and described by Wilson and Tang (2007).
The necessity to use interpreters, which may interfere with the quality of
communication (Farooq and Fear, 2003) and disable the communication of empathy
(Pugh and Vetere, 2009), requires empirical research and critical evaluation.

Use of Assessment Instruments and Their Validity

The DSM- IV- TR (APA, 2004) diagnostic criteria cannot be reasonably applied to
indigenous populations simply by translating them into foreign languages. Berry et al.
(1992) have stated three prerequisites for a diagnostic instrument to be transferred to
another culture and to be translated into another language: (1) behavior addressed by
the assessment instrument must have equivalent meanings in both cultures; (2) the
statistical factorial structure and item intercorrelations have to be similar in both
versions of the instrument and among both samples; and (3) the quantitative results
obtained by the instrument must be equivalent—that is, in the case of a psychometric
instrument, its norms must be comparable in both populations along with descriptions
of variance, mean scores, t-scores, and other normative data. At present, the field of
cross- cultural validation of psychometric measures is in its infancy, but with
globalization, the door is now open for such necessary research which will take
decades to complete, as described by Wilson and Tang (2007).
In a more global and comprehensive view, Marsella et al. (2000) warned of
possible ethnocentric bias with respect to Western diagnostic instruments being
“transferred” to other cultures. These authors called for important aspects of crosscultural equivalence of psychometric measures, as we mentioned above. They
pointed out the importance of the cultural, linguistic, conceptual, scale properties,
and normative equivalence, the factorial validity of instruments across cultures, and
the problems arising from self- reports (e.g., Asian cultures not speaking openly
about oneself and feelings regarded as egotistic, inappropriate, or shameful).
In respect to established methods of clinical diagnoses, these limitations suggest
that qualitative and quantitative approaches should be employed side by side in
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order to assess symptoms of trauma in a culture sensitive way (Renner et al., 2007).
Qualitative methods are less biased by the preconceptions of Western culture than
traditional psychometric instruments (Wilson and Tang, 2007). In our view, these
assessments, based on open questions, should be conducted without theoretical
assumptions. Most ideally, diagnostic interviews should be carried out by clinicians
knowledgeable about the culturespecific peculiarities of the population involved and
normative reactions to extreme stress experience (Wilson, 1989; Wilson and Tang,
2007).
Self- report instruments currently used in the trauma field are concerned with the
intrapsychic aspects of trauma experience and subsequent symptoms, while placing
less emphasis on the role of contextual cultural variables (e.g., Briere and Spinnazzola,
2005; Courtois, 2004). Moreover, there are only few psychometric measures of
trauma and PTSD that are cross- culturally validated (see Wilson and Tang, 2007, for
a review). Stamm (1996) provided a summary and evaluation of instruments for
assessing stress, trauma, and adaptation, and found only a few measures available
in languages other than English. Until recently, we did not have any cross- culturally
validated instruments designed to assess associated features of PTSD, such as guilt,
anger or shame, and resilience. As discussed by Wilson and Tang (2007), questions
of posttraumatic abuse, anxiety, and guilt showed complicated results on various
forms of posttraumatic adaptational styles and psychopathology across cultures.
Crumlish and O’Rourke (2010) provided an overview of the PTSD assessment
tools that have been used in studies inquiring into PTSD treatment among asylum
seekers and refugees. Most commonly, types of trauma were assessed with the
Communal Traumatic Experiences Inventory (Weine et al., 1995) and the 31- item
checklist (Karunakara et al., 2004). PTSD diagnosis and its severity were assessed
with the PTSD Symptoms Scale (PSS) (Foa et al., 1993), the Clinician-Administered
PTSD Scale (CAPS)( Blake et al., 1995), the Impact of Event Scale- Revised (IES- R)
(Weiss, 2007), the Structured Clinical Interview for DSM- IV (SCID)(First et al., 1995),
the CIDI (World Health Organization, 1997), the Post- Traumatic Stress Diagnostic
Scale (PDS)(Foa et al., 1997), and the Harvard Trauma Questionnaire (HTQ)(Mollica et
al., 1992). Also, the Peritraumatic Dissociative Experiences Questionnaire (PDEQ)
(Marmar et al., 2007) has been utilized in many diff erent cultural settings with disaster
and refugee populations (see Wilson and Keane, 2004; Wilson and Tang, 2007, for a
review).
The WHO Disability Assessment Scale- II (WHODAS- II)(World Health Organization,
2000) has been used in assessment of functional impairment, whereas the WHOQuality of Life (WHOQOL)(World Health Organization, 1998) has been suggested as
an instrument that provides information about daily functioning in life, social stress
and risk factors, quality of life, and perceived control of one’s existence. This
instrument, although widely used, is not translated and validated in many non-Western
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languages. Similarly, the Sense of Coherence (SOC) scale provides a psychosocial
measure serving to index the quality of overt behaviors under diff erent stressful
conditions. Among other studies, the SOC has been used with Chinese Americans
(Ying et al., 2000) and Southeast Asian refugees (Ying et al., 1997).
Briere and Spinazzola (2005) recommended the combined use of two
psychometric measures, including one with a cultural- ecological focus and one with
a clinical interview in the psychometric assessment of trauma. Examples of
psychometric instruments that refl ect an ecological emphasis are the measures of
community cohesion (Buckner, 1988) and collective efficacy (Sampson et al., 1997;
for discussion, see Hoshmand, 2007).
In order to examine cultural dimensions of clinical assessment, DSM- IV (APA,
1994) introduced an outline for a cultural formulation of psychiatric diagnoses. This
complex, thoughtful, and integrated formulation helps to account for symptomatology,
diagnosis, prognosis, and appropriate treatment options (Lewis-Fernandez, 1996).
The manual explains criteria and explores a broad range of social and cultural issues
relevant for assessing post traumatic well- being. These criteria are divided into five
areas: (1) ethnocultural identity (including language, religious, and spiritual practices);
(2) explanatory models of illness and help- seeking; (3) psychosocial environment
(family, age, gender roles, social and power structures, activities and routines, etc.);
(4) meaning for levels of adaptive functioning; and (5) the relationship between the
individual and the clinician, and an overall integrative assessment of cultural and
social aspects that can guide diagnosis and treatment. These criteria and narrative
suggestions clearly point to the obvious need to make empirical studies of all
assessment instruments and psychometric procedures, until scientific standardization can be determined and achieved. These future tasks are critical for advancement
of empirical data, test development and theory revision.
The Explanatory Model Interview (Kleinman et al., 1978) is another useful tool for
eliciting explanatory models of problems with which patients present. Within culturally
sensitive frameworks, this is an open- ended, nonjudgmental interview aiming at
reconstructing the events surrounding symptoms and the illness experience.
At present, research clinicians, policymakers, grant agencies, foundations, and
federal agencies need to recognize the gap of knowledge in the relevance of Western
validated tools for non- Western populations. The evidence is scant and partial as is
the approachability to non- Western cultures.

The Development of Culturally Grounded Assessment Measures

Research on the consequences of exposure to significant or massive trauma in nonWestern populations has used assessment tools developed in the West (i.e., mostly
the United States), and has been insufficient in questioning the cross- cultural validity
and reliability of the PTSD concept, possible crosscultural validity, and much more
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(Wilson and Tang, 2007). The measures used were, in general, capable of assessing
core human psychological responses and some levels of psychological distress.
However, they were not meant to capture culturally specific indicators and idioms of
distress or culture- specific meanings of traumatic impacts, which are often more
salient for local communities. Nevertheless, there is no doubt that assessing culturally
specific idioms of distress is important (de Jong, 2002; Miller et al., 2006; Put van der
and Eisenbruch, 2004; Wessels and Monteiro, 2004) because it assists understanding
the emic perspectives on distress in non- Western communities and shapes adequate
mental health policies and practices.
Until recently, the cross- cultural literature provided little guidance as to the
development of culturally based and grounded assessment measures. In the
methodological review of the mental health literature, Hollifield et al. (2002) found that
half of the studies reviewed did not question construct, concurrent with other forms
of validity of PTSD, and provided no information regarding psychometric properties
of the measures used in specific non- Western populations.
The use of a contextual theoretical and pragmatic cultural paradigm implies the
necessity for the development and cross- cultural validation of culturally grounded
assessment measures (Wilson and Tang, 2007). These measurement and assessment
procedures should be and can be developed from the ecological and social
constructivist perspective in order to grasp the complexity of trauma impact on nonWestern trauma and disaster survivors. What this requires is cross- cultural nomothetic
and idiosyncratic specialized techniques of assessment in all of their permutations
and metric styles to be utilized in the cross- cultural assessment of trauma impacts,
PTSD, and more, as necessary to hypothesis testing and research hypotheses.
Miller et al. (2006, 2009) described a methodology for developing culturally
grounded assessment measures in confl ict and postconflict situations of all types.
Similar methodology has been utilized by Bolton and Tang (2002) and Hubbard and
Pearson (2004). In this multimethod approach, qualitative and quantitative methods
were combined and eight steps of the developmental process were distinguished:
1. Identification of emic indicators of well- being and distress by qualitative methods
(e.g., how people talk about distress), and a content analysis of material obtained,
revealing indicators of poor mental health in three domains of human functioning,
(e.g., within the community, within the family, and on an individual psychological
level).
2. Selection of the most commonly mentioned indicators of distress in the narratives,
and the creation of an instrument that assesses frequency of experiencing distress.
3. Translation and back- translation of the assessment instrument, critical to the
empirical validation of measurement protocols and empirically derived procedures.
4. Peer and cross- cultural group review of appropriateness and ease of comprehension
of the instrument’s items.
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5.
6.
7.
8.

Pilot- testing of the instrument (i.e., selfreport tool, etc.) in relevant epidemiology
of cross- cultural populations.
Use of the instrument developed in large surveys across different cultural populations.
Scientific assessment of the construct validity and reliability of the instrument tools.
Examination of the factor structure of various instruments (with an exploratory
principal components factor analysis with varimax rotation) in order to establish
ways in which commonly experienced symptoms tend to cluster among variables
and measures. The caveat here is whether or not such factor analytic solutions
are conceptually applicable within a specific cultural context.

Conclusion
It is generally understood that the assessment of trauma in non- Western populations
needs to be culturally sensitive. The survivors’ experiential world and cultural context
must be reconstructed simultaneously from the inside out and from the outside in.
Posttraumatic psychological injuries cannot simply be reduced to a diagnosis of
PTSD and be exclusive to other Axis I and Axis II diagnoses and cultural idioms of
distress. Adequate assessment tools can be developed and standardized across
cultures, although the process is in its infancy. The contextual model of assessment
is recommended as one that includes the complexity of the refugee experience and
is among the most adequate, comprehensive, and inclusive ways beyond a simple,
expectable PTSD paradigm, per se.
The limitations of traditional psychometric assessment procedures include a
broad array of considerations that extend beyond the traditional assumptions of
largely American standards of scientific validation and acceptability. We should ask
ourselves how non- Western persons can even understand test items for measure of
PTSD, and the like, when such concepts do not exist within their culturally based
belief systems of meaning.

Future Directions
1.

2.
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Fundamental conceptual revision of approaches to understanding and studying
trauma need to occur. They should include multiple realities determined by contextual
factors and insightful theoretical perspectives that embrace anthropology and
archaeology.
The prevailing pathogenic- disease paradigm requires supplementation by a
positive psychology advocating holistic health within culturally derived techniques
of treatment and healing (Wilson, 2006).
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3.

4.
5.

Further research should be done considering applicability and transfer of
psychological treatments developed in one culture to another (Wilson and Tang,
2007). What works here may not work there, and vice versa.
Assessment instruments that address cultural realities should be created (Wilson
and Tang, 2007) and be idiosyncratic in terms of the specifi city of items.
Qualitative research and ethnographic approaches should be promoted and reenter the realm of the Western science in order to enlarge our understanding of
non- Western traumatized individuals and communities. The qualitative nature of
research opens new doors to the future and the evolution of ethnography,
psychology, anthropology, sociology, and so much more. In the end, these
important considerations ask the question of how humans from different cultures
will come to know each other with respect, humility, and love for differences,
including the most basic archetypal appreciation of psychic trauma and its
potential impact to humanness.
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CHAPTER 4

Abstract
In this study, treatment results of three different trauma-focus group day-treatment
programs for asylum seekers and refugees with post-traumatic stress disorder
(PTSD), were compared with a supportive outpatient psychotherapy group, and a
waiting list control group. The group programs differed in the number of nonverbal
therapy sessions combined with group psychotherapy and in the number of treatment
days per week that the programs were executed.
The results suggest that trauma-focus day-treatment groups lead to a significant
decrease of psychopathology compared with the outpatient supportive group
psychotherapy and the control group. Within the day-treatment programs, the more
nonverbal treatment sessions are applied in a week time, the better the results. Equal
treatment effects were obtained with the same number of sessions per week applied
over 2 and over 3 days.
Keywords
asylum seekers, clinical interventions, culture, race, ethnicity, group treatment, PTSD/
TBI, anxiety disorders, and other diagnoses (e.g., depression, substance abuse),
refugees

76

EVALUATION OF THE DEN BOSCH MODEL

Introduction
Group psychotherapy counteracts the isolating effects of interpersonal trauma and
enables survivors to connect with sources of resilience within themselves and others
(Mendelsohn et al., 2007). Throughout the years, this approach has been well
supported by positive controlled trials (Foy et al., 2000; Herman, 1992; Koller et al.,
1992; Scurfield, 1993), but the nature of the evidence from research evaluating group
techniques can still be considered as preliminary (Foy et al., 2001). When the whole
literature of studies on group therapy for trauma is considered, there are less than 40
published studies currently available (Foy, 2008), and most of them are uncontrolled
in their design. Foy and Schrock (2006) found in their review only nine randomized
controlled trials, whereas another recent review of post-traumatic stress disorder
(PTSD) treatment studies conducted by the U.S. National Research Council (2007)
applied stricter criteria and included only four studies. Even with methodological
limitations that constrain the scientific conclusions that can be drawn, positive
treatment outcomes have been reported in most studies, lending general empirical
support for the use of group therapy with trauma survivors. Although three types
(supportive, psychodynamic, and cognitive-behavioral) of group therapy are
predominantly represented in the literature, treatment outcome findings do not
presently favor a particular type. Indeed, it may well be that the three types are best
used in sequence across recognizable phases of treatment for trauma survivors.
PTSD in survivors of war and political violence is often complex, chronic, and
highly refractory at the moment that survivors seek help. Research on group therapy
with these groups is predominantly based on work with the U.S. Vietnam veterans.
An early preliminary study (Ford and Mills, 1995) compared two approaches of
group therapy focused on helping veterans to emotionally process intrusive war
trauma memories within an inpatient PTSD milieu program. The research compared
oral “walk through” of the veterans’ premilitary, war zone, and postwar experiences
with the guided trauma disclosure (GTD) and concluded that trauma focus group
therapy may be beneficial when emphasizing survivors’ psychosocial competence in
dealing with PTSD symptoms, rather than aiming at immediate symptom reduction.
Later study by Ford et al. (1997) suggested that group psychotherapy may need to
assess and treat not only PTSD symptoms but also each veteran’s basic capacities
for regulating emotion and engaging in relationships. Foy et al. (2002) developed
trauma focus group treatment (TFGT), a manual-based, cognitive-behavioral
exposure treatment for trauma comprising 30 sessions in total aiming at increase of
the amount of control that veterans have over their chronic PTSD symptoms. The
other goal was improvement of the overall sense of self-control and quality of life in
veterans. Schnurr et al. (2003) compared the use of TFGT with a control group
therapy that avoided trauma and was not using cognitive-behavioral techniques.
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Instead, in that study no consistent differences were found between the two
modalities. The recent research (Ready et al., 2008) on group-based exposure
therapy (GBET) with war veterans, a combination of TFGT, an Australian PTSD
program (Humphreys et al., 1999), and Transcend Program (Donovan et al., 2001),
suggests that GBET produced significant and lasting reductions in PTSD symptoms
for most clients, both on clinician symptoms rating and self-report measures. Dunn
et al. (2007) applied self-management and psychoeducational group therapies for
comorbid PTSD and depression, and found no clinically significant effects in male
combat veterans.
Research by Creamer et al. (2002) on group therapy settings compared inpatient
with day hospital group treatment and concluded that inpatient programs are not
more efficacious, though being more expensive. More recently, Kingsley (2007)
suggested that future research on group treatment of trauma should not measure
symptom reduction only but other constructs such as quality of life, too.
Studies on application of group therapy in traumatized asylum seekers and refugees
are almost nonexistent. In these populations, the issues of war, imprisonment and
torture-related traumas, cultural issues, forced migration, and secondary victimization
due to postmigratory problems are intertwined, resulting in high complexity.
The model for trauma-focused “uncovering” treatment of asylum seekers and
refugees has been developed and implemented by the first author during the past 15
years in the Netherlands. This approach, known as the Den Bosch model, is a
phase-oriented trauma treatment based on the five-phase model developed by
Meichenbaum (1994). It incorporates some important adaptations, given the unique
needs of asylum seekers and refugees. The model has been extensively described
elsewhere (Drožđek, 2001; Drožđek et al., 2002; Drožđek and Wilson, 2004; Orth et
al., 2004; Wertheim-Cahen et al., 2004; Winter de and Drožđek, 2004), but there have
been no empirical studies of its effects yet.

Brief Description of the Den Bosch Treatment Model

The Den Bosch model combines psychodynamic, cognitive-behavioral, and
supportive treatment approaches. It is designed to help asylum seekers and refugees
work through their traumatic experiences and place them in a life-span developmental
perspective. The model is strongly rooted in the contextual model of thinking
(Drožđek, 2007), meaning that both, traumatic responses and the treatment, are
shaped and influenced by a complex interplay of person/survivor, event, and other
environmental factors, including history, society, and culture. It is symptom oriented
as well as goal oriented, meaning that it aims not only at reduction of posttraumatic
symptoms but also strives for ensuring clients’ maximal desirable and achievable
quality of life and a maximal potential of wellbeing within given circumstances through
facilitation of optimal growth of the personal potential, mobilization of resources, and
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enabling factors that would help clients to cope with ongoing existential problems.
This treatment model can be effectuated on three levels: by understanding and
incorporating traumatic experiences and their consequences into identity, by
reducing intrusive PTSD symptoms, and by establishing corrective emotional
experiences and repairing damaged core beliefs (Janoff-Bulman, 1985).
The model is originally designed as a group-treatment program within a
3-days-a-week, multidisciplinary daytreatment setting. Group psychotherapy is
combined with three nonverbal therapies (psychomotor body therapy, art therapy,
and music therapy), individual supportive sessions focused at current life issues and
medication. Besides combining verbal with nonverbal therapies, this model also lasts
longer than GBET and TFGT. Treatment is time limited and designed to last for about
1 year (85 sessions). It consists of twice weekly group therapy sessions lasting 90
min and three different nonverbal therapy sessions of 75 min in a week. Group
psychotherapy is led by two facilitators and nonverbal therapies by a nonverbal
therapist and a sociotherapist. All group participants should speak the same
language. The same professional interpreter “in person” is used throughout the
treatment process. Working with an interpreter results in a slower pace of treatment
process.
The group is of a “closed” type and optimally comprises eight to nine clients. Its
members are of the same gender. In comparison with other group therapies,
indications for this group treatment seem to be much less exclusive. Members often
have no prior experiences with group therapy in particular and mental health services
in general. To some of them, personal self-disclosure is alien, being predominantly a
Western cultural concept. Stable living arrangements are often lacking. Asylum
seekers live in reception centers with little privacy and restricted opportunities for
participation in the host society. Besides, they are threatened with repatriation and/
or might have family members in danger in the country of origin. Refugees are often
the “new arrivals,” lacking embedding in a social network, being marginalized,
confronted with racism and poverty, often divided from their families, not fluently
speaking the language of the host country, and often without jobs, depending on
social services.
The group psychotherapy sessions are structured and place rigid requirements
on individual participation. Sessions are thematic, structured by therapists, and focus
on “universal” topics linked to various aspects of chronic and complex posttraumatic
damage. There is less flexibility for accommodating clients’ individual needs that can
arise during the course of therapy.
The treatment model consists of five phases, outlined in Table 1.
This model originally insisted on repetitive exposure to personal trauma stimuli as
in cognitive-behavioral treatments (CBTs)(Foa and Rothbaum, 1998). However,
compliance of the clients for homework exposure assignments proved to be very low,
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partly due to their very unfavorable living arrangements and the presence of daily
stressors connected with their legal status. Therefore, the model was adapted, and
members share in the group session a single comprehensive account of their most
traumatic torture or war experience, supplemented by vicarious exposure to the
traumatic experiences of other group members. However, besides reliving traumatic
memories and recounting the event in detail during the group session, participants
are still asked to listen to their audiotaped exposure in the group as part of assigned
homework. Carrying out of the homework assignments is not strictly controlled by
the therapists.

Table 1 Den Bosch Phase-Oriented Trauma Treatment- The Topics Within
Group Psychotherapy

Phase 1

Phase 2

Phase 3

Phase 4

Phase 5

Norms,
values, and
rules of group
treatment
Therapeutic
alliance
Psychoeducation
Assessment of
problems
Treatment
goals/
expectations
Treatment of
symptoms

Presentation of
biographies
Other topics:
Damaged core
beliefs
Fear of loss of
control
Guilt
Shame
Grief
Acknowledgement of
wrongdoing
and harm
Resilience

Telling the
trauma story
Exposure
and cognitive
restructuring

Reconnecting
the present
with the past
and the future
outlooks
Damaged core
beliefs
Roles and
identity
Coping
strategies
Current worries
and future
outlook
Sources of
resilience

Psychoeducation
Relapse
prevention
Treatment
evaluation
Farewell ritual.

ADVOCACY
After-Care Program:
Topics: relapse, daily-life stress, marital, child, child-rearing or job/professional problems,
medication control, procedure of seeking asylum, guiding, support and continuous
advocacy.

Within this model, nonverbal therapies are combined with group psychotherapy.
They are integrated into the overall phased treatment structure but do not necessarily
focus on the same topics in different phases of the treatment. For example, in art
therapy, clients get used to confronting their traumatic memories through artworks
before they are expected to find words to describe them in group psychotherapy.
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Psychomotor therapy seeks to strengthen group cohesion before the exposure
phase, offers relaxation during the exposure period, and works upon reducing core
beliefs damage through corrective experiences upon the exposure phase. Music
therapy runs parallel to the themes within group psychotherapy.
The “uncovering” Den Bosch treatment model was executed for the past 15
years in different forms. Common to all its forms was that the group psychotherapy
and the nonverbal therapies programs had the same phased structure and content.
Submitted to variations were the number of group psychotherapy and nonverbal
therapy sessions and forms applied per week within the program, as well as the
number of days per week that the program was executed. Also, a “covering” Den
Bosch treatment model was designed and executed in the form of a supportive
group treatment that consisted of one group psychotherapy session per week only.
The supportive group psychotherapy consisted of the same four phases as the
trauma focus treatment, leaving the exposure phase out. Psychotropic medication
(serotonin selective reuptake inhibitors [SSRIs]; (mostly Sertraline), anticonvulsants
(Topiramate), and sometimes antipsychotics (Quetiapine)) was administered in the
majority of clients participating in the study, both in the group treatment and on the
waiting list.

Method
Design and Participants

Seventy-eight male (89%) and 10 female clients have participated in this study over a
period of 6 years. They were all asylum seekers and refugees in the Netherlands with
a history of war and/or torture experiences in their countries of origin. They were
referred for PTSD group treatment to the Psychotrauma Centrum Zuid Nederland in
Den Bosch. Upon referral, all participants were diagnosed with chronic PTSD
[1] 1 T
 he data collection was originally planned as an on-going process of clinical monitoring of the treatment
progress and evaluation of the treatment outcomes. This (file-based) research has been approved by the
Board of Directors of the institution where the research has taken place.
2 In order to respect (and anticipate) the reluctance of many participants with regard to signing documents,
due to their earlier negative experiences with forced signing of documents during imprisonment and
torture, informed consents were obtained only in oral manner. This was done prior to p
 articipation in the
treatment and with help of a professional interpreter. The participants were informed that the c
 ollected
data would be used for monitoring and evaluation of their treatment, as well as for future research purposes.
They were also informed about their right to self-determination, and that privacy and confidentiality of
personal information would be protected. Evidently, the interpreter was acting according to the Code
of Ethics for Interpreters and Translators.
3 N
 onetheless, we have obtained ad hoc written informed consents of the participants when it became
clear that the data would be used for research aims. All participants provided the consents.
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according to DSM-IV (APA, 1994), indicated for, and willing to participate in the group
treatment. Diagnoses were based on clinical interviews, the Harvard Trauma
Questionnaire (HTQ)(Mollica et al., 1992; Mollica et al., 1996a), the Hopkins Symptom
Checklist (HSCL-25)(Mollica et al., 1987; Mollica et al., 1996b), and the SCL-90
Psychoticism Scale (Derogatis, 1983; Weathers et al., 1996). The clients were
consecutive participants in different groups routinely offered within the day treatment
program. None of the participants had been treated for PTSD before.
The clients were assigned to one of the four treatment groups available at a
particular moment within the center’s program. Also, there was a fifth group, the
control group of clients on a 6-months waiting list for the group treatment. The
participant’s assignment to one of the treatment groups was based on their language/
ethnicity, gender, and availability of a certain form of group treatment, and was not
depending on the gravity of the psychopathology. The treatment groups were
homogeneous in terms of gender and language.
The participants in the treatment groups originated from Iran (63%), Afghanistan
(24%), Iraq (7%) and the Caucasus region (6%). The participants in the waiting list
control group came from Iran (61%) and Afghanistan (39%). The ages of the
participants in the treatment groups ranged from 22 to 58, with a mean of 38 years
(SD = 7.21). The ages of the participants in the waiting list control group ranged from
22 to 69, with a mean of 38 years and 8 months (SD = 12.59). Seventy-seven percent
of the participants in the treatment groups and 56% of the participants in the control
group were asylum seekers and had no permanent refugee status in the Netherlands.
The four group treatment programs differed in the number of nonverbal therapy
sessions combined with the group psychotherapy sessions and the number of
treatment days in the week that the program was administered. There were three
trauma-focus, “uncovering” groups, and one supportive, “covering” group. The
trauma-focus groups were the 3-in-3 group (three nonverbal therapy sessions and
two group psychotherapy sessions in 3 days), the 3-in-2 group (three nonverbal
therapy sessions and two group psychotherapy sessions in 2 days), and the 2-in-2
group (two nonverbal therapy sessions and one group psychotherapy session in 2
days). Thirty-four, 19, and 11 clients participated in these groups, respectively,
throughout the years. The 1-in-1 supportive group (one group psychotherapy session
a week), consisted of 6 participants. The waiting list control group consisted of 18
participants (16 males and 2 females). They were treated with medication only while
waiting for the group treatment to start. Over the course of 6 years, there were four
3-in-3, two 3-in-2, one 2-in-2, and one supportive group conducted and included in
this study.
Participants in the 1-in-1 group were male, Arabic-speaking survivors from Iraq,
the 2-in-2 group consisted of female Farsi-/Dari-speaking clients from Iran and
Afghanistan, and one of the 3-in-3 groups was a group of Russian-speaking males
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from different countries in the Caucasus region (Chechnya, Azerbaijan, Armenia). All
the other 3-in-3 and 3-in-2 groups were composed of male Farsi-/Dari-speaking war
and torture survivors from Iran and Afghanistan. Ninety-four percent of all participants
in the study received drug treatment.
The dropouts in the treatment groups were exceptional, and they were excluded
from the study. However, some respondents have not completed all measurements.
In the 3-in-3 group, 8 respondents have not completed the second measurement on
the 30 Scale, while in the supportive group, 4 respondents have not filled in the preand postmeasurements on the Psychoticism Scale.

Measures
Demographic and Social Characteristics

A structured questionnaire was administered to obtain information on demographic
and social variables. This questionnaire consisted of 15 questions about topics such
as age, country of origin, social and marital status, Dutch language fluency, living
arrangements, having a job, and experiencing ongoing stress factors. This Dutch
questionnaire was filled-in with help of a trained professional interpreter.

The Harvard Trauma Questionnaire (HTQ)

The HTQ is a widely used, culturally sensitive checklist which inquires about a variety
of trauma events, as well as the emotional symptoms considered to be uniquely
associated with trauma (Mollica et al., 1992; Mollica et al., 1996a). The Farsi/Dari,
Russian, and Arabic versions of the HTQ were used to explore participant’s traumatic
experiences and to measure PTSD symptoms (Kleijn et al., 2001). The first section of
the HTQ documents 20 common trauma events which are experienced by asylum
seekers and refugees. Participants were asked to specify whether they have
experienced these events and, if so, if they have personally experienced or have
witnessed or heard of these events. The total score of experienced items (Scale “E”)
was calculated as a percentage of the total possible experienced events from the
HTQ list.
The second section of the HTQ consists of 30 items, of which the first 16 items
(Scale “PTSD”) reflect PTSD criteria from the DSM-III R (APA, 1987). The score of all
30 items (Scale “30”) was used to evaluate the issues of complex posttraumatic
damage. The participants were asked if they have experienced these symptoms in
the last week prior to assessment on a scale from 1 to 4 (1 = not at all, and 4 =
extremely). The sum of the scores divided by the number of items generated the
(mean) scale score. The cut-off score, determined in accordance with the HTQ
manual (Mollica et al., 1996a), was 2.5.
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The Hopkins Symptom Checklist (HSCL-25) and the SCL-90
Psychoticism Scale

To assess psychiatric symptoms commonly appearing together with PTSD, that is to
say anxiety, depression, and psychoticism, the Farsi/Dari, Russian, and Arabic
versions of HSCL-25 (Mollica et al., 1987, 1996b; Kleijn et al., 2001), and the SCL-90
Psychoticism Scale (Derogatis, 1983; Weathers et al., 1996) were used. These
screening instruments have been used in previous studies and are cross-culturally
validated. HSCL-25 measures symptoms experienced in the week prior to assessment
and includes 12 anxiety measuring items and 16 depression measuring items.
SCL-90 Psychoticism Scale consists of 10 psychoticism measuring items scored on
a 4-point Likert-type scale from 1 = not at all to 4 = extremely. The total score of each
scale was divided by the number of items and the arithmetic mean represented the
measure of psychological distress per scale. The cut-off scores for anxiety,
depression, and psychoticism, determined in accordance with the checklists manuals
(Derogatis, 1983; Mollica et al., 1996b), were 1.75.

Schedule of Data Collection

This research was carried out throughout 6 years. All participants completed the
HTQ, the HSCL-25, the SCL-90 Psychoticism Scale, and the demographic
questionnaire at the beginning of their treatment or the waiting time period (control
group). At the end of the treatment (1 year), the second test-set consisting of the
same psychometric instruments was applied. The waiting list group completed the
second test-set after approximately 6 months. The questionnaires were filled-in by
clients themselves. Participants who were illiterate or could not complete the
questionnaires for some other reason (did not understand some questions, because
they spoke a dialect) were helped by a trained professional interpreter.

Data Analysis
First, analysis of the demographics was performed. Second, to compare the initial
levels of psychopathology between the five groups, ANOVAs were performed on the
intake measures.
Also, a check of normality of the data distribution was performed. The significance
level was set at p < .01. Cohen’s d (1988) was used to determine effect sizes—an
effect size of 0.2 to 0.3 is seen as a “small” effect, around 0.5 as a “medium” effect,
and 0.8 to infinity, as a “large” effect. The Predictive Analytics Software 18.0 (PASW,
also known as SPSS) (SPSS Inc., 2009) was used.
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Results
Characteristics of the Groups
Pretreatment Mental Health of the Whole Sample: Anxiety,
Depression, Psychoticism and PTSD.

Table 2 shows the initial mean scores of all participants on the HSCL-25 scales for
anxiety (3.16, SD = 0.54) and depression (3.21, SD = 0.52) and the SCL-90
Psychoticism Scale (2.50, SD = 0.76).
The initial mean PTSD score on the HTQ was 3.24 (SD = 0.50) and the initial
mean total (Scale 30) score on the HTQ was 3.00 (SD = 0.52). The mean scores on
the PTSD scales B, C, and D were 3.59 (SD = 0.57), 3.01 (SD = 0.55), and 3.37
(SD = 0.53), respectively.
Based on a one-way ANOVA, no significant differences were found between the
four treatment groups and the control group in the beginning of the study on any of
the variables measured (see Table 2). This part was important to ensure that the five
groups were statistically comparable to each other. Also, a t test was conducted to
compare the control group to the treated group on initial scores. The t test was not
significant on any measured variable.

Traumatic Events

The mean of experienced traumatic events in the whole sample was 13.47 (SD =
4.00) of the 20 events listed in the HTQ. The mean of experienced traumatic events in
the treated group was 13.43 (SD = 3.90) and 13.61 (SD = 4.46) in the control group.
This difference was not significant, t(86) = –0.172. The most frequently cited trauma
experiences were forced separation from others (88.6%), having almost died (87.5%),
threatening with torture (85.2%), actual physical torture (83.0%), exposure to a fighting
situation (81.8%), and threatening with execution (79.5%). Rape or sexual abuse was
reported by 50% of the female and by 21.8% of the male participants.

Comparison of the Treatment and the Control Group on
Posttreatment Scores

As there was no significant difference found in the initial scores between the control
group (N = 18) and the treated group (N = 70), the mean psychopathology scores on
the second measurement could be compared between the treated and control group
by conducting a t test, without the first measurement scores as covariates. For
anxiety, depression, psychoticism, PTSD, and the 30 Scale, the posttreatment scores
of the treated group were 2.66 (SD = 0.56), 2.65 (SD = 0.54), 2.19 (SD = 0.58), 2.68
(SD = 0.51), and 2.55 (SD = 0.52), respectively. The second measurement scores of
the control group were 3.26 (SD = 0.57) for anxiety, 3.22 (SD = 0.50) for depression,
2.44 (SD = 0.70) for psychoticism, 3.39 (SD = 0.45) for PTSD, and 3.07 (SD = 0.50) on
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3.15(.59)/2.61(.49)**

3.11(.49)/2.61(.56)**

3.26(.41)/2.61(.56)*

3.02(.71)/2.98(.65)

3.02(.57)/2.55(.22)

3.29(.64)/3.26(.57)

3-in-3 M (SD)

3-in-2 M (SD)

2-in-2 M (SD)

Support M (SD)

Control M (SD)

Note: PTSD = post-traumatic stress disorder.
*Pre-post score significant at p < .01. **Pre-post score significant at p < .001.

3.21(.64)/3.22(.50)

3.13(.48)/2.69(.36)

3.33(.41)/2.96(.64)

3.36(.36)/2.52(.59)**

Depression
pre/post

Anxiety
pre/post

3.22(.78)/3.44(.80)

1.80(.14)/1.90(.71)

2.45(.75)/2.32(.69)

2.68(.61)/2.08(.62)*

2.54(.83)/2.21(.54)*

Psychoticism
pre/post

3.21(.65)/3.39(.45)

3.14(.35)/2.72(.40)

3.41(.51)/2.84(.58)*

3.35(.39)/2.74(.54)**

3.16(.47)/2.60(.50)**

PTSD
pre/post

Table 2 Mean First and Second Measurement Scores and Standard Deviations Per Group

2.96(.64)/3.07(.50)

2.88(.31)/2.65(.39)

3.22(.56)/2.61(.58)*

3.11(.44)/2.52(.50)**

2.87(.55)/2.53(.55)*

Scale 30
pre/post
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the 30 Scale. The effect of the treatment was significant (p < .001) for the variables
anxiety (r = .40), depression (r = .40), PTSD (r = .50), and the 30 Scale (r = .39) but not
for psychoticism, t(81) = –1.48, p > .05. However, the difference for psychoticism did
represent a small effect (r = .16).

Treatment Outcomes Per Group

T test and Wilcoxon signed-rank test were conducted to compare the posttreatment
scores (second measurement in case of the control group) with the pretreatment
scores within each group. Table 2 shows the mean pre- and posttreatment scores
and standard deviations in each group.
Within the 3-in-3 group, significant improvements were found on all measured
items: anxiety—t(33) = 5.16, p < .001; depression—t(33) = 6.35, p < .001; psychoticism—t
= 121.50, p < .01; PTSD—t = 30.50, p < .001; and the Scale 30—t(25) = 3.96, p < .01.
Within the 3-in-2 group, significant improvements on treatment were also found on all
measured items: anxiety—t(18) = 3.73, p < .01; depression—t(18) = 4.61, p < .001;
psychoticism—t = 22.00, p < .01; PTSD—t(18) = 4.89, p < .001; and Scale 30—t(25)
= 4.64, p < .001. Within the 2-in-2 group, significant improvements between pre- and
posttreatment measures were found only on the PTSD Scale, t(10) = 3.35, p < .01,
and the 30 Scale, t(10) = 3.36, p < .01.
The outpatient supportive group (1-in-1) and the control group did not improve or
worsen significantly on any of the measured variables.

Comparison of the Treatment Groups

To compare the impact of the four treatment groups on psychopathology scales,
effect sizes per variable per group were applied. See Table 3 for the values of Cohen’s
d for the variables anxiety, depression, psychoticism, PTSD, and the 30 Scale. The
treatment groups improved on some variables more than on the others. These
differences were not found statistically significant, probably due to the small N.
However, effect sizes were compared to examine these differences. The 3-in-2 group
shows the greatest effect size on all HTQ, HSCL-25, and SCL-90 Psychoticism Scale
variables (see Figure 1).
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Table 3 Effect Sizes (d) Per Variable Per Group
Variable

Cohen’s d

Group
Anxiety
3-in-3

0.96

3-in-2

1.33

2-in-2

0.06

Supportive

1.19

Control

0.06

Depression
3-in-3

1.00

3-in-2

1.57

2-in-2

0.69

Supportive

1.07

Control

-0.01

Psychoticism
3-in-3

0.47

3-in-2

0.98

2-in-2

0.18

Supportive

-0.24

Control

-0.16

PTSD
3-in-3

1.16

3-in-2

1.32

2-in-2

1.03

Supportive
Control

1.12
-0.31

30
3-in-3

0.71

3-in-2

1.25

2-in-2

1.06

Supportive

0.68

Control
Note: PTSD = post-traumatic stress disorder.
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Figure 1 T
 he mean difference score (mean difference score = posttreatment –
pretreatment score) per group per scale

Discussion
Chronic PTSD among combat veterans and torture survivors is a common, highly
refractory disorder and notoriously hard to treat (Foa et al., 2000; Schnurr et al.,
2003). Moreover, controlled outcome research on the efficacy of group therapy in the
present era of managed care, empirically validated treatment methods, and difficulties
to ensure continued funding is scarce (Chambless et al., 1996). Research on group
therapy with non-Western populations of survivors is virtually nonexistent.
The results of our evaluation of the effects of different forms of application of the
Den Bosch model suggest that this type of treatment leads to improvement of psychopathology in traumatized asylum seekers and refugees. While in outpatient
supportive group and in the control group the mean levels of psychopathology
(PTSD, 30 Scale, anxiety, depression, psychoticism) did not show a significant
change after 6 months of waiting and after 1 year of treatment, respectively, in the
clients participating in the different forms of trauma focus group therapy the mean
levels of psychopathology decreased significantly upon treatment. Therefore, the
study suggests that trauma focus group psychotherapy combined with nonverbal
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therapies within a day treatment program shows better treatment results than
outpatient supportive group psychotherapy only.
The comparison of different forms of group treatment suggests that the
2-days-a-week, trauma focus day treatment program, consisting of two sessions of
group psychotherapy and three nonverbal therapy sessions per week (the 3-in-2
group), produces the same treatment results as the 3-days-aweek, trauma focus day
treatment program with two sessions of group psychotherapy and three nonverbal
therapy sessions per week (the 3-in-3 group). These two forms of group treatment
show also better treatment results than the 2-days a-week, trauma focus day
treatment program with one session of group psychotherapy and two nonverbal
therapy sessions per week (the 2-in-2 group). This study further suggests that the
outpatient supportive group therapy with one group psychotherapy session per week
only does not result in a significant decrease in psychopathology of the group
members. Whereas the supportive outpatient group therapy does not lead to a
significant decrease in mean levels of psychopathology from before to after treatment,
the 2-in-2 group shows significant decrease in levels of PTSD and 30 Scale, the
3-in-3 group and the 3-in-2 group show a significant decrease of all assessed psycho
pathology (anxiety, depression, PTSD, 30 Scale, and psychoticism). The results
suggest that, the more intensive the treatment is (up to a certain level), the better
effect it will have on a wider range of psychopathology. This finding is not consistent
with earlier research (Schnurr et al., 2003) comparing TFGT and the “present-
centered comparison treatment,” a vaguely defined supportive group therapy that
avoided references to trauma and did not use cognitive techniques. In that research,
no consistent differences were found between the two treatment approaches. The
authors suggested that TFGT did not differ much from a supportive group treatment
in terms of effects because TFGT was using the insufficient type and length of
exposure necessary to reduce overall PTSD symptoms. Others (Kingsley, 2007),
commented these research findings and suggested that the directive structure of
TFGT interfered with the development of group cohesion, weakening its effectiveness
as a curative agent.
Clients from the 3-in-2 and the 3-in-3 groups show significantly more improvement
on Psychoticism subscale in comparison with clients in other treatment groups. The
authors suggest that the more intensive the treatment is, the more holding and
structure it offers, and the more efficient it is in counteracting deeper levels of
psychological regression, including deeply rooted psychotic tendencies.
As there were no overall significant differences found between the 3-in-3 and the
3-in-2 groups on the mean pre- and posttreatment levels of psychopathology, this
research suggests that the 3-in-2 group is the most efficient one in terms of the cost–
benefit aspect. The study also suggests that as for treatment results, the number of
nonverbal treatment sessions applied in a week is more important than the number
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of treatment days per week. Based on the impression that asylum seekers and
refugees usually lead poorly structured daily lives, because of their limited access to
a host society, limited or no right to work, social marginalization, and isolation, the
authors expected that the 3-in-3 group would have the best treatment outcomes of
all the examined forms of group treatment. The 3-in-3 group provided clients with the
most therapy sessions per week and the most weekly structure. The finding that the
3-in-2 group proved to be as effective as the 3-in-3 group, and more effective than
the 2-in-2 group, suggests that for better treatment results to be obtained, more
treatment sessions per week should be applied. The more intensive the treatment is,
the more opportunities clients have to practice and consolidate skills. However, equal
treatment effects can be obtained with the same number of sessions per week
applied over 2 and over 3 days. Therefore, the authors plead for a more condensed
form of day treatment. In designing a treatment program, it seems important to take
into account the fact that there seems to be a critical mass of client’s personal
involvement with treatment in terms of time consumption. When this critical mass is
surpassed and treatment goes beyond it, one should not expect
better treatment results. This finding is possibly in line with earlier research by
Creamer et al. (2002), suggesting that more intensive and expensive inpatient
treatments are not more efficacious than the less expensive day hospital alternatives.
While there is some evidence (Woodward et al., 1997) that vicarious exposure
may be less effective than direct exposure, the results of this study are in favour of
vicarious exposure. Although some experts (Resick and Schnike, 1996) advise
against conducting exposure in group setting due to the risk of “secondary
traumatization” of clients, the authors find that vicarious exposure does not cause
lasting negative effects. On the contrary, it helps clients to put their own experiences
into better perspective, strengthens group cohesion and bonding, and diminishes
clients’ feelings of isolation by pointing out the universal character of painful individual
trauma stories. In addition, the overall dropout rate in the Den Bosch model remains
very low throughout the years, suggesting that clients do not feel overburdened by
participation in the program.
The research on GBET (Ready et al., 2008) with the U.S. war veterans suggests that
this approach produces clinically significant and lasting reductions in PTSD symptoms.
In the Den Bosch model, clients have had fewer hours of exposure therapy than in
GBET and the same amount of exposure as in TFGT (40 hr vs. 60 hr in total/direct and
vicarious), but the group psychotherapy in our study lasts longer than GBET (85 vs.
70 sessions) and TFGT (30 sessions), is combined with nonverbal therapies and
makes use of interpreters. As in GBET, significant symptom reductions were found in
all three PTSD symptom clusters in the Den Bosch model, when compared with the
control group. However, no conclusions can be drawn as of the sustainability of the
Den Bosch model treatment results over a longer term.

91

4

CHAPTER 4

The majority of participants in this study were administered psychotropic
medication. This study shows no decrease of psychopathology in the waiting list
control group which was treated with medication only. A large body of evidence
(David Kinzie and Friedman, 2004; Davidson, 1997; Keane et al., 2006) has been
collected in recent years confirming that biological therapies are a valuable part of the
PTSD treatment. Although this study did not have biological therapies for PTSD as
focus, amelioration of psychopathology was expected due to pharmacological
treatment. The absence of results of pharmacological treatment in the control group
was probably due to the fact that the use of medication in this study was not strictly
controlled. However, the authors suggest that biological therapies, when adequately
applied, are a valuable component of a comprehensive PTSD treatment.
This study has several limitations. Asylum seekers and refugees were not randomly
allocated to treatment groups and the basis on which they were admitted to different
group treatments was a consequence of funding restrictions. The Den Bosch model
was originally designed as a 3-in-3 group treatment model, but in the course of the
years funding problems created other group treatment modalities. In addition,
decisions regarding whether clients were admitted to a group or individual treatment
were made as much by the clients as by the assessing clinician. This study has not a
controlled but a practical and a clinically informative nature of the design. As noted by
Fontana and Rosenheck (1997), the quasiexperimental design adopted in this study
is weaker in internal validity than an experimental design, but it is stronger in external
validity. As noted by Creamer et al. (2002), the design of this sort of studies reflects
routine clinical practice in terms of recruitment to alternative treatment models, thus
strengthening the generalizability of the results to actual conditions in the field.
While 88 participants may seem to be a relatively large study sample, participants
were dispersed unevenly across the 5 different groups. In addition, gender
representation was highly unequal. This disparity raises the question of whether
potential gender differences were appropriately identified and controlled in the study.
Also, the sample was ethnically heterogeneous. Another issue is that the study took
place over a 6-year period, during which there may have been uncontrolled differences
among participants who were assigned to treatment groups, representing “cohorts”
at different stages across the 6-year time span. In addition, the second measurement
in the control group took place after 6 months, whereas the second measurement in
the treatment groups occurred after 1 year of treatment. Thus, there was an
uncontrolled nonequivalence of the assessment intervals in the study that may have
contributed to reported differences between the active treatment conditions and the
waiting list control group.
The analysis scheme employed is clearly practical and designed to be informative
of possible clinically meaningful differences in outcomes across 5 treatment conditions
and 8 different outcome measures. This strategy, however, required an inordinate
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number of individual significance tests that might have left experiment-wise error
uncontrolled.
Furthermore, the authors were limited in the choice of psychological instruments
they could use for assessment of psychopathology. The choice for the HTQ, the
HSCL-25, and the SCL-90 Psychoticism Scale, was based on availability of validated
translations of these instruments in the languages of the population examined. When
using the Western instruments, one has to be cautious about crosscultural use of the
scale cutoff points determined in one cultural group to another (Ichikawa et al., 2006).
Yet another limitation is peculiar to transcultural research in general. Transcultural
validity of Western psychiatric nosology is a point of discussion, and one might
question the universality of Western diagnostic criteria and instruments when applied
in non-Western populations. These instruments pay at times little attention to local
expressions of well-being and distress when used in non-Western communities.
However, although the social and cultural contexts exert influence on the expression
of posttraumatic damage, the same underlying mechanisms are assumed to be at
work within individuals across cultures, making the use of Western diagnostic
instruments in research of non-Western populations acceptable.
Another source of potential confounding that was also uncontrolled in the study
was the use of psychotropic medication by the study participants. However, both the
participants in the control group and in the treatment groups were prescribed the
same types of medication and in the same therapeutic dose range. The changes in
types and doses prescribed over the course of the study were not controlled in the
study design.
Also, the clients may have overreported trauma exposure and related psychiatric
symptoms and have scored higher on pretreatment assessment to be included in
treatment and to support their petitioning for asylum. Furthermore, they may have
scored lower on posttreatment assessment out of desire to please their therapists.
This might have had an impact on the results. However, having in mind a potential
secondary gain that the population examined might have from maintaining and
overreporting psychological problems at the end of treatment to obtain refugee
status on medical, humanitarian grounds (Keller et al., 2003; Laban et al., 2004), the
authors consider the results of this study promising and in favor of group therapy as
a treatment of choice for traumatized asylum seekers and refugees.
Future investigation should be done with larger samples, and aiming at determining
the effects of different treatment components within a comprehensive day treatment
setting. In addition, long-term effects of group therapy interventions should be
investigated to determine sustainability of treatment results. Finally, outcome
measures of future studies would have to include not only symptom remission but
also constructs such as quality of life, core beliefs changes, and coping styles.
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CHAPTER 5

Abstract
Studies on group treatment of posttraumatic stress disorder (PTSD) in asylum
seekers and refugees are scarce. The aim of this study was to evaluate the
effectiveness of three different trauma-focused day-treatment group programs for
treatment of PTSD in male asylum seekers and refugees. Three treatment groups (n
= 56) and awaitlisted control group (n = 16) of help-seeking Iranian and Afghani
patients were assessed with a set of self-rated symptom checklists for PTSD, anxiety,
depression, and psychoticism 1 week before and 2 weeks after treatment. There are
no indications that the 2 days’ group program with three nonverbal and two group
psychotherapy sessions per week is less effective in reducing symptoms than the
program with the same amount of sessions spread over 3 days per week. The
trauma-focused day-treatment group seems a promising approach for treatment of
PTSD among asylum seekers and refugees in industrialized settings.
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CONTROLLED COHORT STUDY

Many people who have been submitted to political and/or war violence leave their
countries of origin for safety reasons and travel to another country hoping for
protection and permission of a host country government to settle down. On arrival,
they submit a request for asylum. Until this request is granted, they are considered as
asylum seekers and have minimal legal rights and restricted opportunities to
participate in the host society. In many countries, the asylum-seeking procedure
takes several years (Drožđek and Wilson, 2004). If a request for asylum is being
honored, one gets legally recognized as a refugee. The United Nations High
Commissioner for Refugees (2009) documented 10.4 million refugees, along with
15.6 million internally displaced persons and 6.6 million stateless persons worldwide
in 2009.
Although the concept of posttraumatic stress disorder (PTSD) has been criticized
for a lack of cultural sensitivity (Drožđek et al., 2012; Kleber, 1995) and for not
explaining the wide range of symptoms seen in survivors of political and war violence
(Turner, 2000), studies on the posttraumatic sequelae in asylum seekers and refugees
have dominantly focused on PTSD as an outcome. Empirical studies of PTSD
prevalence among asylum seekers and refugees have often included treatment-seeking populations, but some large population-based surveys have also been undertaken
throughout the years (De Jong et al., 2001; Shrestha et al., 1998). A recent
meta-analysis (Steel et al., 2009) of surveys on conflict-affected persons from 40
different countries found that torture was particularly associated with higher
prevalence rates of PTSD and depression. Other studies (Laban et al., 2004, 2005;
Ryan et al., 2009; Silove et al., 1997) point out that there is not a linear association
between adverse life events and psychopathology in asylumseekers and refugees
and that postmigration/resettlement stressors play an important role in development
or maintenance of mental health problems in these populations. However, another
study (Lindencrona et al., 2008) suggests that resettlement stress may cause
common mental disorders in refugees but has a weak impact on posttraumatic
stress symptoms that are primarily caused by premigration torture experiences.
Different treatment strategies and techniques have been developed and used
worldwide to help survivors of torture and war violence cope with posttraumatic
sequelae, including PTSD. The use of both individual and group treatments, as well
as a set of experiential, nonverbal therapies, has been documented (DeWinter and
Drožđek, 2004; Drožđek and Wilson, 2004; Orth et al., 2004; Wertheim-Cahen et al.,
2004). However, studies examining the efficacy of applied treatments with asylum
seekers and refugees are rare, and very few and generally small randomized
controlled trials are described in the literature. A recent systematic review study
(Crumlish and O’Rourke, 2010) found that no PTSD treatment has been firmly
supported by research but that there is evidence for efficacy of narrative exposure
therapy and cognitive-behavioral therapy.
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Studies on the application of group therapy in asylum seekers and refugees with
PTSD are almost nonexistent. It has been suggested that group interventions
focusing on empowerment (Curling, 2005) and support (Manneschmidt and Griese,
2009) may be effective.
The aim of this research was to study the efficacy of three different trauma-focus
group day-treatment programs for asylum seekers and refugees with PTSD and
compare them with a waitlisted control group. The group programs differed in the
number of nonverbal therapy sessions combined with group psychotherapy and in
the number of treatment days per week that the programs were executed. We
hypothesized larger decreases in symptoms among the treated groups compared
with the waitlisted group. In addition, we hypothesized that the most intensive form of
group treatment (most days and sessions per week) would be the most efficient one.

Methods
Design and Participants

Sixty-five Farsi/Dari-speaking patients from Iran and Afghanistan participated in the
study over a period of 10 years (2000-2010). They were all asylum seekers and refugees
in the Netherlands and had a history of torture in their countries of origin, documented
by asylum authorities and general practitioners in primary care. Some of the participants
were additionally exposed to war violence. Participants were part of a larger group of
patients referred by general practitioners to the specialized trauma treatment facility
for PTSD treatment. At first, all referred patients were assessed with a set of screening
instruments for PTSD and comorbid psychopathology and clinical interviews to
establish their suitability for participation in group treatment. Male patients diagnosed
with PTSD, originating from Iran and Afghanistan, and aged between 18 and 70 years
were included in the study. The other inclusion criteria were the following: a) presence
[2] 1 T
 he data collection was originally planned as an on-going process of clinical monitoring of the treatment
progress and evaluation of the treatment outcomes. This (file-based) research has been approved by the
Board of Directors of the institution where the research has taken place.
2 In order to respect (and anticipate) the reluctance of many participants with regard to signing documents,
due to their earlier negative experiences with forced signing of documents during imprisonment and
torture, informed consents were obtained only in oral manner. This was done prior to p
 articipation in the
treatment and with help of a professional interpreter. The participants were informed that the c
 ollected
data would be used for monitoring and evaluation of their treatment, as well as for future research purposes.
They were also informed about their right to self-determination, and that privacy and confidentiality of
personal information would be protected. Evidently, the interpreter was acting according to the Code
of Ethics for Interpreters and Translators.
3 N
 onetheless, we have obtained ad hoc written informed consents of the participants when it became
clear that the data would be used for research aims. All participants provided the consents.
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of higher functional levels of object relations, b) presence of attachment capacities, c)
ability to establish interpersonal trust, d) ability to tolerate strong affects and high
anxiety arousal, e) sharing similar traumas with other group members, f ) willing to
abide by rules of group confidentiality, g) having a strong enough motivation and
willingness to share traumatic experiences in a group, and h) being compatible for
sex and language. The exclusion criteria for participation in group treatment were the
following: a) being actively suicidal or homicidal, b) current abuse of alcohol or drugs,
c) being psychotic, severely paranoid, or sociopath, d) having severe cognitive deficits
(torture head trauma), e) being violent or out of control of impulses, and f ) risk for
bullying, monopolizing, or scapegoating a group process. No previous experiences
with psychotherapy and/or other forms of mental health treatment and no stable daily
life arrangements were required to participate in group treatment.
Patients who were diagnosed with chronic PTSD according to DSM-IV (American
Psychiatric Association [APA], 1994) and have met inclusion criteria for group
treatment were selected, and they formed a sample of this study. Data on patients
who were not meeting the inclusion criteria for group treatment orwere not willing to
participate in a group treatment were not collected. Approximately 10% of the patients
eligible for the study refused to participate. Unfortunately, the exact refusal rate is
unknown. Most prevalent reasons for refusal were as follows: a) unwillingness to
share stories of traumawith compatriots out of fear of gossiping and breaking of the
group treatment confidentiality rule and b) not believing that personal self-disclosure
outside of a primary support network is a way to master psychological complaints
due to trauma.
The participants were assigned to a treatment group routinely offered within the
day-treatment program (details below). Every calendar year, one treatment group
was run. There were three different forms of group treatment executed throughout
the years and included in the study, all following the same treatment manual (Drožđek
and Wilson, 2004), ensuring that treatment given did not differ from year to year. A
fourth group in the study consisted of participants put on a 6-month waiting list for
group treatment. The same inclusion and exclusion criteria were applied to the
treatment and the waiting list conditions. Because of the naturalistic design of this
study, the waiting list group was introduced only in 2009 and 2010, when the authors
decided to execute a controlled cohort study. After 6 months, in 2010, 7 of the 16
waitlisted patients received group treatment, and their data were included in the
intervention condition. The other waitlisted patients received group treatment only
after closure of the study in 2011. A participant’s assignment to one of the treatment
groups was based on availability of a certain form of group treatment within the
treatment facility and was not dependent on the gravity of psychopathology. The
most intensive form of group treatment was originally designed and applied. As the
treatment facility was confronted with financial constraints throughout the years, the
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original design of group treatment needed to be adapted, and other, less intensive
forms of treatment were executed. This is why this study examines both frequency of
treatment and number of different nonverbal therapies applied within a day-treatment
program. None of the participants had been treated for PTSD before. The treatment
groups were of a closed type and were homogeneous in sex and common language.
The same professional interpreter ‘‘in person’’ was used for both screening interviews
and treatment. The sample of this study was relatively small because of the capacity
limitations of the treatment facility and a limited number of patients suitable for and
willing to participate in a group treatment. The duration of the study was determined
by referrals of participants. Because ethnicity of referrals has changed throughout the
years, there are nowadays not enough Iranian and Afghan patients to be included in
a group treatment. This led to the termination of the study.

Treatment

The specific trauma-focused treatment model for asylum seekers and refugees,
known as the Den Bosch treatment model, has been described in detail elsewhere
(De Winter and Drožđek, 2004; Drožđek and Wilson, 2004; Orth et al., 2004;WertheimCahen et al., 2004). The model consists of a phase-oriented trauma treatment based
on the five-phase model developed by Meichenbaum (1994). It incorporates some
important adaptations, given the unique needs of asylum seekers and refugees. The
eclectic components of the model are outlined in Table 1.
The treatment combines psychodynamic, cognitive-behavioral, and supportive
approaches and is designed to help asylum seekers and refugees work through their
traumatic experiences and place them in a life-span developmental perspective.
Treatment is designed to last for about 1 year (85 group psychotherapy sessions). It
consists of biweekly group psychotherapy sessions lasting 90 minutes, combined
with two or three different nonverbal therapy (psychomotor therapy, music therapy,
art therapy) sessions of 75 minutes in the same week. Treatment was executed over
2 or 3 days a week. Throughout the treatment, advocacy activities were conducted
by the therapists. These activities included writing of medical reports to support
patients’ claims for asylum, influencing the asylum authorities and advising asylum
seekers’ reception centers’ officials concerning the reduction of daily life stressors,
and improving of asylum seekers’ life circumstances (prevention of transfers from one
reception center to another, improvement of accommodation in terms of privacy).
The first empirical studies of the effects of the Den Bosch treatment model have
recently been published (Drožđek and Bolwerk, 2010a, 2010b).
The types of groups included in this study were the 3-in-3 group (three nonverbal
therapy sessions and two group psychotherapy sessions 3 days aweek), the 3-in-2
group (three nonverbal therapy sessions and two group psychotherapy sessions 2
days a week), and the 2-in-2 group (two nonverbal therapy sessions and two group
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Table 1 Den Bosch Phase-Oriented Trauma Treatment- The Topics Within
Group Psychotherapy (Drožđek and Bolwerk, 2010a)

Phase 1

Phase 2

Phase 3

Phase 4

Phase 5

Norms,
values, and
rules of group
treatment
Therapeutic
alliance
Psychoeducation
Assessment of
problems
Treatment
goals/
expectations
Treatment of
symptoms

Presentation of
biographies
Other topics:
Damaged core
beliefs
Fear of loss of
control
Guilt
Shame
Grief
Acknowledgement of
wrongdoing
and harm
Resilience

Telling the
trauma story
Exposure
and cognitive
restructuring

Reconnecting
the present
with the past
and the future
outlooks
Damaged core
beliefs
Roles and
identity
Coping
strategies
Current worries
and future
outlook
Sources of
resilience

Psychoeducation
Relapse
prevention
Treatment
evaluation
Farewell ritual.

ADVOCACY

5

After-Care Program:
Topics: relapse, daily-life stress, marital, child, child-rearing or job/professional problems,
medication control, procedure of seeking asylum, guiding, support and continuous
advocacy.

psychotherapy sessions 2 days a week, art therapy excluded). There were three
3-in-3 groups, two 3-in-2 groups, and one 2-in-2 group included in the study. A total
of 27, 22, and 7 clients (56 in total) participated in these groups, respectively. The waiting
list control group consisted of 16 participants. Seven of them were subsequently
included in the intervention condition.
Psychotropic medication (serotonine selective reuptake inhibitors [mostly
Sertraline], anticonvulsants [Topiramate], and sometimes antipsychotics [Quetiapine])
were administered in the majority (95%) of participants, both in the treatment and the
waiting list conditions. The waitlisted participants were treated with medication only
while waiting for the group treatment to start. There were no dropouts either in the
studied treatment groups or in the waitlisted control group.

105

CHAPTER 5

Measures
Demographic and Social Characteristics

A structured questionnaire was administered to obtain information on demographic
and social variables. This questionnaire consisted of 15 questions about topics such
as age, country of origin, social and marital status, Dutch language fluency, living
arrangements, having a job, and experiencing major losses or life changes in the
course of the treatment.
The screening instruments used in this study were the Harvard Trauma
Questionnaire (HTQ) (Mollica et al., 1992, 1996a), the Hopkins SymptomChecklist
(HSCL-25) (Mollica et al., 1987, 1996b), and the Symptom Checklist-90 (SCL-90)
Psychoticism Scale (Derogatis, 1983; Weathers et al., 1996).
The HTQ (Mollica et al., 1992, 1996a) is a widely used, culturally sensitive
checklist that inquires about a variety of trauma events, as well as PTSD symptoms
according to DSM-III-R (APA, 1987). We used the existing Farsi/Dari version (Kleijn et
al., 2001). The first section of the HTQ documents 20 common trauma events that are
experienced by trauma survivors. Participants were asked to specify whether they
had experienced these events and, if so, if they had personally experienced or had
witnessed or heard of these events. The total score of experienced items (Scale E)
was calculated as a percentage of the total possible experienced events from the
HTQ list. The second section of the HTQ consists of 30 items, of which the first 16
items (Scale PTSD) reflect PTSD criteria from DSM-III-R (APA, 1987). The score of all
30 items (Scale 30) was used to evaluate the issues of complex posttraumatic stress
symptoms. The participants were asked if they experienced these symptoms in the
last week before assessment on a scale from 1 (not at all) to 4 (extremely). The sum
of the scores divided by the number of items generated the (mean) scale score.
To assess psychiatric symptoms commonly comorbid with PTSD, that is, anxiety,
depression, and psychoticism, the Farsi/Dari versions of the HSCL-25 (Kleijn et al.,
2001; Mollica et al., 1987, 1996b) and the SCL-90 Psychoticism Scale (Derogatis,
1983) were used. These screening instruments have been widely used and validated
across cultural settings. The HSCL-25 measures symptoms experienced in the week
before assessment and includes 10 anxiety measuring items and 15 depression
measuring items. The Psychoticism Subscale of the SCL-90 consists of 10
psychoticism items scored on a 4-point Likert-type scale from 1 = not at all to 4 =
extremely. The total score of each scale was divided by the number of items, and the
arithmetic mean represented the measure of psychological distress.

Procedures

All participants completed the screening instruments and the demographic
questionnaire 1 week before the treatment or at the beginning of thewaiting time
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period (control group). Two weeks after the treatment (1 year), the instruments and
the questionnaire were readministered. The waiting list group completed the second
test set after 6 months.
Informed consent was obtained from the participants in oral manner and with the
help of a professional interpreter.

Data Analysis

First, differences in sociodemographic characteristics at baseline between the
treatment and the control conditionswere tested using t tests for continuous variables
and chi-square tests for categorical variables. Subsequently, mean levels of psychopathology at baseline between the three treatment conditions and the control
condition were tested using analysis of variance (ANOVA).
Second, we determined the effect of the intervention within each condition.
Differences between baseline and postintervention scores within each condition
were tested using paired t tests. Subsequently, standardized difference between the
means, for example, Cohen d (Cohen, 1988), and the effect size correlation, for
example, r (Rosnow and Rosenthal, 1996), were calculated.
Third, we compared the effect of intervention between different conditions. For
this purpose, mean differences between baseline and postintervention scores were
tested between conditions using t tests. In addition, Cohen d’s and r’s were calculated.
Data distribution was checked for normality. Cases with missing datawere removed
from the analyses. For all analyses, SPSS 17.0 (SPSS Inc, 2009) was used.
Effect sizes were used to estimate the magnitude of an effect, rather than
assigning a significance level reflecting whether an effect could be a result of chance.
Unlike significance tests, Cohen d and Pearson r are independent of sample size.
Cohen d can have either a negative or a positive value and typically ranges between
2.0 and -2.0. ACohen d of 0.2 to 0.3 is seen as a small effect; around 0.5, as a
medium effect; and 0.8 and higher, as a large effect. Pearson r can vary in magnitude
from -1 to 1,with -1 indicating a perfect negative linear relation, 1 indicating a perfect
positive linear relation, and 0 indicating no linear relation between two variables.
Effect sizes are interpreted as follows: small, r = 0.1 to 0.23; medium, r = 0.24 to 0.36;
large, r = 0.37 or larger. Effect size correlation gives information on the amount of
variance explained by the variable.
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Results
Demographics, Trauma Exposure, and Baseline Comparisons

The demographic characteristics of the sample are presented in Table 2.
There were no statistically significant differences found between the treatment
condition and the control condition on any of the demographic variables. The most
frequently cited trauma experiences were having almost died (91.7%), actual physical
torture (91.7%), forced separation from others (90.3%), threatening with torture
(88.9%), and threatening with execution (87.5%). Based on a one-way ANOVA, no
significant differences were found between the three treatment groups and the
control group on measures of psychiatric symptoms at baseline (Table 3).

Within-Group Analyses

Table 3 shows the mean preintervention and postintervention scores and effect sizes
of the treated participants combined and for each condition separately. Overall, the
treated participants improved significantly on all symptom measures, for example,
anxiety, depression, psychoticism, and PTSD. Effect sizes ranged from medium for
psychoticism to large for anxiety, depression, and PTSD. We found a significant
improvement on all symptom measures in the 3-in-3 and the 3-in-2 treatment
conditions, when analyzed separately. Within the 2-in-2 treatment condition, the
improvement was significant for symptoms of anxiety, depression, and PTSD, but not
for psychoticism. Within the control condition, we found no significant improvements
between the first and the second measurements.

Between-Group Analyses

The treatment condition showed significant treatment effects (p < 0.01) on all
symptom domains over the control condition (t-values ranged from 3.537 to 5.919).
Similar results were found regarding the 3-in-3 treatment condition (t-values ranged
from 3.082 to 5.374) and the 3-in-2 treatment condition (t-values ranged from 2.876
to 5.275). The 2-in-2 treatment condition showed a significant (p < 0.01) treatment
effect over the control condition for symptoms of anxiety (t(21) = 3.151; p < 0.01),
depression (t(21) = 2.865), PTSD (t(21) = 3.478), and PTSD 30 scale (t(21) = 3.230). No
significant treatment effect between the 2-in-2 condition and the control condition for
symptoms of psychoticism (t(21) = 1.730; p = 0.098) was observed. No significant
treatment effect differences were found between the 3-in-3, the 3-in-2, and the 2-in-2
conditions.
Table 4 shows the effect of the separate conditions when compared with each
other. We found a large effect of the treatment condition when compared with the
control condition for symptoms of anxiety, depression, psychoticism, PTSD, and
PTSD 30 scale. Treatment effect ranged from Cohen d = 1.00 and r(72) = 0.45 for
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Table 2 Sociodemographic Characteristics of the Participants
All
respondents
(N=65)

Intervention
(N=56)

Control
(N=16)

Age (yrs)

Test

NS

Range

22-69

22-58

22-69

Mean (SD)

38,08 (8,83)

38,02 (7,84)

37,13
(12,39)

Iran

47 (72,3%)

42 (75,0%)

10 (62,5%)

Afghanistan

18 (27,7%)

14 (25,0%)

6 (37,5%)

Country of origin

NS

Legal status

NS

Refugee

15 (23,1%)

10 (17,9%)

6 (37,5%)

Asylum seeker

50 (76,9%)

46 (82,1%)

10 (62,5%)

Marital Status

NS

Married

39 (60,0%)

34 (60,7%)

9 (56,3%)

Divorced

7 (10,8%)

7 (12,5%)

1 (6,3%)

Single

19 (29,2%)

15 (26,8%)

6 (37,5%)

Living arrangement

5

NS

Alone

31 (47,7%)

27 (48,2%)

7 (43,8%)

With spouse

6 (9,2%)

5 (8,9%)

2 (12,5%)

With spouse and children

23 (35,4%)

21 (37,5%)

5 (31,3%)

With family, without spouse

5 (7,7%)

3 (5,4%)

2 (12,5%)

Living in reception center

41 (63,1%)

37 (66,1%)

10 (62,5%)

NS

Employed

1 (1,5%)

1 (1,8%)

1 (6,3%)

NS

Fluency in Dutch language

13 (20,0%)

10 (17,9%)

4 (25,0%)

NS

Torture

34 (52,3%)

29 (51,8%)

9 (56,3%)

NS

War

-

-

-

Combination

31 (47,7%)

27 (48,2%)

7 (43,7%)

14.03 (3.67)

14.04 (3.51)

14.00 (4.29) NS

Type of trauma

Number of traumatic
experiences, according to HTQ
score, mean (SD)
Family left behind
Spouse or children

#
2 (3,0%)

2 (3,6%)

-
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Table 2 Continued
All
respondents
(N=65)

Intervention
(N=56)

Control
(N=16)

Other family

50 (76,9%)

45 (80,4%)

12 (75,0%)

Combination

13 (20,1%)

9 (16,0%)

4 (25,0%)

62 (95,4%)

54 (96,4%)

15 (93,8%)

Medication during intervention
Negative life changes during 		
intervention
	Loss of temporary refugee
status

3 (5,4%)

-

Loss of family members

2 (3,1%)

2 (3,6%)

1 (6,3%)

Loss of paid job

1 (1,5%)

1 (1,8%)

-

Positive life changes during 		
intervention
	Marriage, birth, reunification
with family
Obtaining paid job

NS
#

3 (4,6%)

Obtaining refugee status

Test

#
11 (16,9%)

11 (19,6%)

-

-

-

-

-

-

-

NS indicates no significant difference
# Test could not be performed because of empty cells.

Table 3 Baseline and Postintervention Scores and Effect Size (Cohen d and r) on
the Symptom Domains for the Treatment Conditions Combined and for
the Intervention Condition Seperately

Domain

Anxiety

Depression Psychoticism

PTSD

PTSD Scale
30#

2.60 (0.70)

3.31 (0.43)

3.01 (0.48)

2.16 (0.59)**

2.71 (0.52)**

2.57 (0.54)**

Condition
Treatment combined (N=56)
Baseline
(m; sd)
Postintervention
(m; sd)

3.23 (0.47)

3.27 (0.48)

2.63 (0.51)** 2.65 (0.52)**

Cohen’s d

1.22

1.24

0.68

1.26

0.86

R

0.52

0.53

0.32

0.53

0.40
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Table 3 Continued
Domain

Anxiety

Depression Psychoticism

PTSD

Condition

PTSD Scale
30#

3 in 3 (N=27)
Baseline (m; sd)
Postintervention
(m; sd)

3.13 (0.46)

3.15 (0.55)

2.62 (0.52)** 2.63 (0.45)**

2.58 (0.82)

3.16 (0.45)

2.85 (0.52)

2.22 (0.55)**

2.60 (0.51)**

2.51 (0.58)**

Cohen’s d

1.04

1.03

0.52

1.16

0.62

R

0.46

0.46

0.25

0.50

0.29

3.24 (0.48)

3.31 (0.40)

2.62 (0.62)

3.39 (0.39)

3.14 (0.44)

2.03 (0.59)**

2.72 (0.50)**

2.49 (0.48)**

3 in 2 (N=22)
Baseline (m; sd)
Postintervention
(m; sd)

2.58 (0.54)** 2.52 (0.56)**

Cohen’s d

1.29

1.62

0.97

1.49

1.41

R

0.54

0.63

0.44

0.60

0.58

3.58 (0.35)

3.60 (0.17)

2.62 (0.49)

3.64 (0.14)

3.38 (0.19)

2.34 (0.74)

3.13 (0.47)*

2.97 (0.49)*

2 in 2 (N=7)
Baseline (m; sd)
Postintervention
(m; sd)

2.87 (0.34)** 3.09 (0.43)**

Cohen’s d

2.06

1.56

0.45

1.47

1.10

R

0.72

0.61

0.22

0.59

0.48

Baseline (m; sd)

3.23 (0.64)

3.16 (0.65)

2.23 (0.70)

3.17 (0.67)

2.92 (0.63)

Postintervention
(m; sd)

3.25 (0.61)

3.20 (0.52)

2.38 (0.75)

3.37 (0.46)

3.06 (0.48)

Cohen’s d

-0.03

-0.07

-0.21

-0.35

-0.25

R

-0.02

-0.03

-0.10

-0.17

-0.12

Control (N=16)

# Tests performed on 49 cases in treatment combined condition and 20 cases in 3-in-3 condition because of
missing data.
* Difference between baseline and postintervention score significant at p < 0.05. ** Difference between baseline
and postintervention score significant at p < 0.01. PTSD indicates posttraumatic stress disorder.
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Table 4 Comparisons of the Differences Between Baseline and Postintervention
Scores Between Conditions on the Symptom Domains Expessed in
Effect Sizes (Cohen d and r)

Domain

Anxiety

Depression Psychoticism

PTSD

PTSD Scale
30#

Condition
Control versus
treatment
Cohen d

1.02

1.28

1.00

1.72

1.42

R

0.45

0.54

0.45

0.65

0.58

Cohen d

0.96

1.20

0.91

1.70

1.18

R

0.43

0.52

0.41

0.65

0.51

Cohen d

0.97

1.39

1.19

1.76

1.65

R

0.44

0.57

0.51

0.66

0.64

Cohen d

1.63

1.38

0.76

1.56

1.49

R

0.63

0.57

0.36

0.62

0.60

Cohen d

0.22

0.44

0.33

0.20

0.61

R

0.11

0.22

0.16

0.10

0.29

Cohen d

0.50

- 0.03

- 0.20

- 0.12

0.16

R

0.24

-0.01

-0.10

-0.06

0.08

Cohen d

0.10

- 0.50

- 0.53

- 0.31

-0.53

R

0.05

-0.24

-0.25

-0.15

-0.25

Control versus
3-in-3

Control versus
3-in-2

Control versus
2-in-2

3-in-3 versus
3-in-2

3-in-3 versus
2-in-2

3-in-2 versus
2-in-2

# Tests performed on 49 cases in the treatment combined condition and 20 cases in the 3-in-3 condition
because of missing data.
PTSD indicates posttraumatic stress disorder.
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psychotic symptoms to Cohen d = 1.72 and r(72) = 0.65 for symptoms of PTSD. All
treatment conditions showed the largest effects for symptoms of PTSD. Compared
with the control condition, improvement of PTSD symptoms ranged from Cohen d =
1.56 and r(23) = 0.62 in the 2-in-2 treatment condition to Cohen d = 1.76 and r(38) =
0.66 in the 3-in-2 treatment condition. Overall, the 3-in-2 condition showed larger
effects than did the 3-in-3 and the 2-in-2 conditions. The 2-in-2 condition seemed to
perform less well than the 3-in-2 and the 3-in-3 conditions, as can be seen by the
negative effect sizes when compared with these treatment conditions. However, no
clear conclusion can be drawn from these analyses because the 2-in-2 condition had
a small number of participants.

Discussion
The results of this study indicate that group psychotherapy combined with nonverbal
treatments within a day-treatment setting leads to improvement of mental health in asylum
seekers and refugees with PTSD. Whereas in the control group, mean levels of psychopathology (PTSD 30 Scale, anxiety, depression, and psychoticism) did not significantly
change after 6 months, these mean levels significantly decreased in the treated sample.
The comparison of different forms of group treatment suggests that the 3-in-2
group (2-days-a-week, trauma-focused day-treatment program, consisting of two
sessions of group psychotherapy and three nonverbal therapy sessions per week) is
as effective as the 3-in-3 group (3-days-a-week, trauma-focused day-treatment
program with two sessions of group psychotherapy and three nonverbal therapy
sessions per week), and more effective than the 2-in-2 group (2-days-a-week,
trauma-focused day-treatment program with two sessions of group psychotherapy
and two nonverbal therapy sessions per week, art therapy excluded).
Because all the examined forms of group treatment consisted of the same
amount of group psychotherapy sessions per week, the study suggests that, as for
treatment results, the number of nonverbal treatment sessions applied in a week’s
time is a more important variable than the number of treatment days per week.Based
on the impression that asylum seekers and refugees usually lead poorly structured
daily lives because of their limited access to a host society, limited or no right to work,
social marginalization, and isolation, the authors expected that the 3-in-3 group
would have the best treatment outcomes of all the examined forms of group treatment.
There were no overall statistically significant differences found between the 3-in-3
and the 3-in-2 groups on the mean pretreatment and posttreatment levels of psychopathology. Therefore, this study suggests that the 3-in-2 group is the most efficient in
terms of the cost-benefit aspect. This finding is in line with earlier research (Creamer
et al., 2002), suggesting that more intensive and expensive inpatient treatments are
not necessarily more efficacious than the less expensive day hospital alternatives.
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All the above-mentioned findings are consistent with the results of our earlier
research on group treatments (Drožđek and Bolwerk, 2010a, 2010b). Those included
both male and female participants from several different countries. Comparisons with
other studies on application of trauma-focus group therapy with asylum seekers and
refugees cannot be made because such studies are nonexistent.
Although there is some evidence (Woodward et al., 1997) that vicarious exposure
may be less effective than direct exposure to traumatic content in the context of
trauma treatment, and some experts (Resick and Schnike, 1996) advise against
conducting exposure in group settings owing to the risk of ‘‘secondary traumatization’’
of clients, this study shows favorable effects of vicarious exposure in group treatment.
Vicarious exposure did not seem to cause lasting negative effects. On the contrary,
according to our clinical observations, it helped clients to put their personal traumatic
experiences into a better perspective, strengthened group cohesion and bonding,
and diminished clients’ feelings of isolation by pointing out the universal character of
painful individual trauma stories. An indication of the lack of negative effects is
illustrated by the lack of dropouts in treatment groups.
A large majority of participants in this study was administered psychotropic
medication. This study showed no decrease of psychopathology in the waiting list
control group, which was treated with medication only. Although this study did not
have biological therapies for PTSD as the main focus, amelioration of psychopathology was expected because of pharmacological treatment. The absence of results of
pharmacological treatment in the control group was probably due to the fact that the
use of medication in this study was not strictly controlled, at less effective dosages
than in the treatment groups, and that the control group was too small. Although the
authors suggest that biological therapies, when adequately applied, are a valuable
component of a comprehensive PTSD treatment, a recent review (Forbes et al., 2010)
shows that the clinical practice guidelines for PTSD are divided with regard to the
benefit of pharmacotherapy.
A body of literature suggests (Laban et al., 2004, 2005; Ryan et al., 2009; Silove
et al., 1997) that postmigration and resettlement stressors have a strong impact on
psychopathology in a general population of asylum seekers and refugees. Therefore,
they may influence treatment results. However, the results of our earlier study
(Drožđek and Bolwerk, 2010b) suggest that the effects of group therapy are not
impacted by these variables, neither by the participants’ demographic characteristics
and resettlement stressors nor by major losses or changes in life circumstances in a
course of the treatment. We hypothesize that for highly motivated and ‘‘readyto-change’’ asylum seekers and refugees participating in the group treatment,
sociodemographic factors and resettlement stressors may be less of a barrier to
achieving treatment success than for other populations. Moreover, group setting may
have provided participants with enough holding, support, and feelings of safety.
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Moreover, the executed advocacy activities in the course of the treatment may have
generated hope in participants and have somehow protected them from the impact
of daily life adversities.
In the course of treatment, participants may have also learned to disclose and
communicate and to become more assertive and aware of their behavior. These
newly acquainted coping skills may have helped participants to manage resettlement
stressors in a more adequate way and lower their impact on mental health. Future
studies with the current sample will be executed to examine the impact of
postmigration and resettlement stressors on psychopathology and treatment results.
There were no dropouts in this study. Although there was no formal agreement
between immigration authorities and the treatment center, the authorities have not
repatriated a single participant in the course of this treatment. This may be due to the
fact that in the Netherlands, the procedure of seeking asylum is slowand can last for
several years. Therefore, patients are often enabled to terminate their treatment while
waiting for a decision from asylum authorities. Furthermore, most asylum-seeking
participants were in a procedure for obtaining a refugee status on humanitarian
grounds, based on their mental health problems caused by premigration traumatic
experiences. In case of these procedures, immigration authorities seem to be more
cautious, as they take into account the fact that an asylum seeker is undergoing a
treatment that should not be interrupted with repatriation. Moreover, no dropouts in
the treatment groups may be a result of a high motivation for treatment in participants
and an adequate selection for this type of trauma treatment.

Limitations
This study has several limitations. First, the sample was relatively small and
participants were not randomly selected and allocated to treatment groups. As noted
by Fontana and Rosenheck (1997), the quasi-experimental design adopted in this
study is weaker in internal validity than an experimental design is, but it is stronger in
external validity. The design of these types of studies reflects routine clinical practice
in terms of recruitment to alternative treatment models, thus strengthening the generalizability of the results to actual conditions in the field (Creamer et al., 2002).
Second, the study results cannot be generalized to the population of asylum
seekers and refugees in general. Because of the quasi-experimental nature, this
research does not allow for definitive conclusions regarding causality.
Third, the study took place over a 10-year period, during which there may have
been uncontrolled differences among participants who were assigned to treatment
groups, representing cohorts at different stages across the 10-year time span. In
addition, the second measurement in the control group took place after 6 months,
whereas the second measurement in the treatment groups occurred after 1 year of
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treatment. Thus, there was an uncontrolled nonequivalence of the assessment
intervals in the study that may have contributed to reported differences between the
active treatment conditions and the waiting list control group. One of these differences
involves the number of life-changing events. A longer assessment period correlates
with a higher chance of life-changing experiences taking place, for instance, the loss
of important family members or the obtaining of a refugee status. From an ethical
perspective, we considered it irresponsible to deny participants from the waiting list/
control group access to treatment for longer than 6 months. Because the interventions
were implemented over a long time span, cohort effects might have influenced the
results of this study. For example, the Dutch asylum policy has been changing
throughout time, ranging from very restrictive to more benevolent. This may have
influenced the participants’ response to the treatment. Future research under more
controlled conditions should validate the results found in this study.
Fourth, the studied groups consisted of male participants only and were of a
closed type, and all participants spoke the same language. Therefore, the results
cannot be generalized to other forms and types of group treatment of asylum seekers
and refugees with PTSD.
Fifth, although the applied screening instruments were originally designed for a
Southeast Asian population, in this study, they were applied in a sample originating
from the Middle East.
Finally, the clients may have overreported trauma exposure and related psychiatric
symptoms and have scored higher on pretreatment assessment to be included in
treatment and to support their petitioning for asylum. Furthermore, they may have
scored lower on posttreatment assessment out of desire to please their therapists.
This might have affected the results. However, having in mind a potential secondary
gain that the population examined might have from maintaining and overreporting
psychological problems at the end of treatment to obtain refugee status on medical,
humanitarian grounds (Keller et al., 2003; Laban et al., 2004), the authors consider
the results of this study promising and in favor of group therapy as a treatment
approach for asylum seekers and refugees with PTSD.
Future investigation should be done with a randomized controlled design, with
larger samples, and aimed at determining the effects of different treatment
components within a comprehensive day-treatment setting. Although our treatment
approach was effective in treatment of Iranian and Afghan torture survivors, further
studies with patients with other cultural backgrounds should be carried out to
determine whether this approach is universal across cultures. In addition, long-termeffects of group therapy interventions should be investigated to determine
sustainability of treatment results. Finally, outcome measures of future studies would
have to include not only symptom remission but also constructs such as quality of
life, core beliefs changes, and coping styles.
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Conclusions
The results of this study suggest that trauma-focus group therapy within a
comprehensive day-treatment setting may be an effective approach for treatment of
PTSD among asylum seekers and refugees who have been submitted to torture and
war violence. In designing an effective and efficient treatment program, the number
of nonverbal treatment sessions applied in a week’s time was found to be a more
important variable than the number of treatment days per week.
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CHAPTER 6

Abstract
The aim of this study was to examine the influence of psychosocial stressors and
demographic factors on psychopathology in asylum seekers and refugees with
posttraumatic stress disorder (PTSD) prior to participation in the Den Bosch model
for group treatment, as well as to explore their influence on the treatment results. The
results showed no significant differences in the mean levels of psychopathology
between asylum seekers and refugees prior to treatment. There were no differences
found in treatment outcomes between the two groups. Living conditions do not
influence either the mean levels of psychopathology prior to treatment or the treatment
effects in our sample. The participants who are living separated from their families
and/or who are single show the same levels of PTSD and depressive complaints prior
to and post treatment compared with participants living together with family members.
Ongoing psychosocial stressors in the course of treatment had no impact on
treatment outcomes. Torture survivors, war victims, and a torture/war group profited
equally from group treatment effectiveness. The results suggest that the effects of
group therapy with asylum seekers and refugees according to the Den Bosch model
are not impacted by demographic characteristics of the participants.
Keywords
asylum seekers, refugees, PTSD\TBI, anxiety disorders, group treatment, demographic
variables, culture, race, ethnicity, psychosocial stressors
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Introduction
Previous research suggests different opinions with regard to the timing of treatment
for trauma survivors with posttraumatic stress disorder (PTSD) complaints.
Traditionally, some authors (Bremner et al., 1996; Solomon and Benbenishty, 1986)
argue for immediate treatment on the occurrence of a traumatic incident, whereas
others, like Herman (1992), suggest that treatment of PTSD can only be initiated
when basic needs and a safe perception of the world are reached.
Pre- and postmigration, asylum seekers and refugees are facing a great diversity
and complexity of life adversities. Common premigration adversities include war,
imprisonment, genocide, physical and sexual violence, witnessing of violence to
others, traumatic bereavement, starvation, homelessness, and lack of health care.
Furthermore, the process of forced migration, the flight, is in itself a risk factor, as it is
often hazardous and long, leading to a separation from family and community (McColl
et al., 2008). Postmigration adversities include discrimination, detention, dispersal,
destitution, denial of the right to work and health care, and delayed decisions on
asylum applications. McColl et al. (2008) call these adversities the “seven Ds.”
According to Herman (1992), asylum seekers should obtain a refugee status that
guarantees significant amount of existential safety. After that, they might find their
own way in the host society and achieve stable living arrangements. Then, asylum
seekers meet the criteria necessary to start treatment. A passive and reserved
attitude of the mental health care system toward asylum seekers is commonly
expected and advised, implicitly suggesting that asylum seekers cannot be treated
for psychological problems related to traumatic incidents in the past (Drožđek, 2001).
In our experience, traumatized asylum seekers and refugees can be helped with
their post traumatic injuries independently of their legal standing and the presence of
a broad spectrum of psychosocial problems in their lives. Our earlier research
(Drožđek, 1997) on treatment of traumatized concentration camp prisoners from
Bosnia-Herzegovina seeking asylum in the Netherlands shows that treatment markedly
decreases suffering from PTSD symptoms. Moreover, this study shows that “early”
assistance has long-term effects on a 3-year follow-up. Furthermore, there is strong
evidence that the longer PTSD symptoms persist, the less potential there is for remission
(Kessler et al., 1995). Timely support opens avenues for trauma survivors to ventilate
their feelings and assimilate the meanings of their experiences. Provision of a secure
therapeutic setting helps feelings of safety to be restored, especially as the other
sources of reassurance and care might be unavailable to asylum seekers (Drožđek
and Wilson, 2004). This is an important precondition for treatment of PTSD and an
adequate environment suitable for establishing corrective emotional experiences.
The model for trauma-focused “uncovering” group treatment of asylum seekers
and refugees has been developed and implemented (Drožđek, 2001; Drožđek et al.,
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2002; Drožđek and Wilson, 2004; Orth et al., 2004; Wertheim-Cahen et al., 2004;
Winter de and Drožđek, 2004) during the past 15 years in the Netherlands. This
approach, known as the Den Bosch model, is a phase-oriented trauma treatment
based on the five-phase model developed by Meichenbaum (1994). It incorporates
some important adaptations, given the unique needs of asylum seekers and refugees.
The model combines psychodynamic, cognitive-behavioral (CBT), and supportive
treatment approaches. It is designed to help members work through their traumatic
experiences and place them in a life-span developmental perspective. The Den
Bosch model was originally designed as a group-treatment program within intensive,
3-days-a-week, multidisciplinary day-treatment setting. Group psychotherapy is
combined with three nonverbal therapies, (psychomotor body therapy, art therapy,
music therapy), and individual supportive sessions focused at current life issues and
medication. Results (Drožđek and Bolwerk, 2010) of the effects of different application
forms of the Den Bosch model indicate that this type of treatment leads to improvement
of PTSD symptoms and psychopathology in traumatized asylum seekers and
refugees.

The Central Hypothesis of the Study

The aim of this study is to determine the influence of different psychosocial stressors,
including legal status, family ties, and living conditions, on psychopathology in asylum
seekers and refugees prior to participation in the Den Bosch model group treatment,
as well as to explore the effects of different psychosocial stressors on the treatment
results. Our principal hypothesis is that treatment of asylum seekers will be less
effective than treatment of refugees and that asylum seekers and refugees detached
from their closest family members will show less positive treatment results than those
living together with their families. It is predicted that the highest levels of psychopathology prior to treatment will be manifested by asylum seekers currently living
without their families or others who would provide similar psychological support.

Method
Design and Participants

Seventy-eight male (89%) and 10 female clients participated in this study over a
period of 6 years. They were all asylum seekers and refugees in the Netherlands with
a history of war and/or torture experiences in their countries of origin. They were
referred for PTSD group treatment to the Psychotrauma Centrum Zuid Nederland in
Den Bosch. On referral, all participants were diagnosed with chronic PTSD according
to DSM-IV (APA, 2004), indicated for and willing to participate in the group treatment.
Diagnoses were based on clinical interviews, the Harvard Trauma Questionnaire
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(HTQ)(Mollica et al., 1992; Mollica et al., 1996a), the Hopkins Symptom Checklist
(HSCL-25)(Mollica et al.,1987; Mollica et al., 1996b), and the SCL-90 Psychoticism
Scale (Derogatis, 1983; Weathers et al., 1996).
The clients were assigned to one of the four treatment groups available within
the center’s program. The fifth group (the control group) consisted of clients on a
6-months waiting list for the treatment. The study’s participants assignment to one of
the treatment groups was based on their language/ethnicity, gender, and availability
of a certain form of group treatment and was not dependant on the severity of
the psychopathology. The treatment groups were homogeneous in terms of gender
and language. None of the participants had been previously treated for PTSD. A
comprehensive description of the methods, study design, and participants is
provided in the first article in this issue (Drožđek and Bolwerk, 2010).
The participants in the treatment groups (N = 70) originated from Iran (63%),
Afghanistan (24%), Iraq (7%), and the Caucasus region (6%). The participants in the
control group (N = 18) came from Iran (61%) and Afghanistan (39%). The ages of the
participants in the treatment groups ranged from 22 to 58, with a mean of 38 years
(SD =7.21). The ages of the participants in the control group ranged from 22 to 69,
with a mean of 38 years and 8 months (SD = 12.59).
The dropouts in the treatment groups were excluded from the study. However,
some respondents have not completed all measurements. In one of the day-treatment
groups, 8 respondents did not complete the second measurement on the HTQ
(second section), whereas in the supportive group, 4 respondents have not filled in
the pre- and postmeasurements on the Psychoticism Scale (see Drožđek and
Bolwerk, 2010).

[3] 1 T
 he data collection was originally planned as an on-going process of clinical monitoring of the treatment
progress and evaluation of the treatment outcomes. This (file-based) research has been approved by the
Board of Directors of the institution where the research has taken place.
2 In order to respect (and anticipate) the reluctance of many participants with regard to signing documents,
due to their earlier negative experiences with forced signing of documents during imprisonment and
torture, informed consents were obtained only in oral manner. This was done prior to p
 articipation in the
treatment and with help of a professional interpreter. The participants were informed that the c
 ollected
data would be used for monitoring and evaluation of their treatment, as well as for future research purposes.
They were also informed about their right to self-determination, and that privacy and confidentiality of
personal information would be protected. Evidently, the interpreter was acting according to the Code
of Ethics for Interpreters and Translators.
3 N
 onetheless, we have obtained ad hoc written informed consents of the participants when it became
clear that the data would be used for research aims. All participants provided the consents.
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Measures
A comprehensive description of the diagnostic instruments used in this study is
provided in our first article in this volume (Drožđek and Bolwerk, 2010). Below, we
give information about items that are of special interest in the present article.
To obtain information on demographic and social variables, a structured
questionnaire was administered. This questionnaire consisted of 15 questions about
topics such as age, country of origin, social and marital status, Dutch language
fluency, living arrangements, having a job, and experiencing ongoing stress factors.
This Dutch questionnaire was filled in with help of a trained professional interpreter.
Traumatic experiences and other adverse life events, as well as the PTSD
diagnosis and the issues of complex posttraumatic damage were gathered with the
HTQ (Mollica et al., 1992; Mollica et al., 1996a). The Farsi/Dari, Russian, and Arabic
versions of the HTQ were used to explore participant’s traumatic experiences and to
measure PTSD symptoms (Kleijn et al., 2001). The cutoff score, 2.5, was determined
in accordance with the HTQ manual (Mollica et al., 1996a).
To assess psychiatric symptoms commonly appearing together with PTSD, that is to
say anxiety, depression, and psychoticism, the Farsi/Dari, Russian, and Arabic versions of
HSCL-25 (Kleijn et al., 2001; Mollica et al., 1987; Mollica et al., 1996b) and the SCL-90
Psychoticism Scale (Derogatis, 1983; Weathers et al., 1996) were used. The cutoff scores
for anxiety, depression, and psychoticism determined in accordance with the empirical
research reported in the manuals (Derogatis, 1983; Mollica et al., 1996b) were 1.75.

Schedule of Data Collection

This research was carried out over a 6-year period. All participants completed the
HTQ, the HSCL-25, the SCL-90 Psychoticism Scale, and the demographic
questionnaire at the beginning of their treatment or the waiting time period (control
group), with the exclusion of the question inquiring into experiencing ongoing stress
during the period of the treatment or while waiting to be treated. This item was
administered only at times of the second assessment. At the end of the treatment (1
year), the second test-set (repeated measures) consisting of the same psychometric
instruments was applied. The waiting list group completed the second test-set after
approximately 6 months. The questionnaires were filled in by clients themselves.
Participants who were illiterate or could not complete the questionnaires for some
other reason (e.g., did not understand some questions because they spoke a dialect)
were helped by a trained professional interpreter.
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Data Analysis
First, analysis of the demographics was performed. Second, the control group was
excluded from further analyses, as the purpose of this study was to examine the
relationship between sociodemographic factors and the group treatment results. T
tests were used to examine differences on independent variables with two categories.
To examine differences on independent variables with more than two categories,
MANOVAs were used. In cases, where dependent variables differed significantly on
the first measurement, general linear model analysis with initial variable severity as a
covariate (ANCOVA) was used to determine treatment effect.
In the second, complementary stage of the data analysis, female participants
were excluded from the study, as their representation in the sample was unequal.
Further research was performed on the group of male participants in the group
treatment (N = 62). This sample was, first, analyzed for improvement on the variable
PTSD. Based on the results of this analysis, two subgroups emerged—the responders
and the nonresponders, according to the participants’ improvement with treatment.
The cutoff point for improvement was a lowering of the end score for psychopathology compared with the initial score for at least 0.10 point. Then, chi-square analysis
was used to determine impact of demographic variables on treatment results for
PTSD and show whether some sociodemographic characteristics are associated
with responding or not responding to group treatment. The same steps were followed
in the analysis of impact of demographic variables on treatment results for anxiety
and depression. There were 51, 47, and 52 responders and 11, 15, and 10 nonresponders on the variables PTSD, anxiety, and depression, respectively.
The significance level was set at p < .01. Cohen’s d (1988) was used to determine
effect sizes—an effect size of 0.2 to 0.3 is seen as a “small” effect, around 0.5 as a
“medium” effect, and 0.8 to infinity as a “large” effect. The Predictive Analytics
SoftWare 18.0 (PASW, 2009; also known as SPSS) was used.

Results
Demographic Data

Most participants, 42%, were victims of torture and 14% were victims of war.
Forty-four percent of the participants were victims of both. Seventy-seven percent of
the participants were asylum seekers and had no permanent refugee status in the
Netherlands. Forty participants were married (57%), and 53% was living either with
their partner (10%), with partner and children (32%), or with their children without
partner (10%). Thirty participants (43%) were unmarried (single or divorced). None of
the participants was employed, and 76% did not speak Dutch language at all. All
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participants left someone behind-in most cases their parents (79%) but, in some
cases, also their partners (1%), children (1%), or a combination of the previously
mentioned (19%). On treatment, 46 participants (66%) reported to have experienced
no ongoing stress during therapy, 15 participants (21%) have reported positive
ongoing stress (such as getting a job or a refugee status), and 9 participants (13%)
have reported negative ongoing stress (such as losing a family member).

Types of Traumatic Events

The mean of experienced traumatic events was 13.43 (SD =3.90) of the 20 events
listed in the HTQ. The most frequently cited trauma experiences included forced
separation from others (90%), having almost died (85.7%), threatening with torture
(85.7%), actual physical torture (82.9%), threatening with execution (80%), and
exposure to a fighting situation (78.6%). Rape or sexual abuse was reported by 50%
of the female and by 26% of the male participants. A difference related to the mean
of experienced traumatic events between female (10.75; SD = 4.30) and male
participants (13.89; SD = 3.76) was not statistically significant, t(68) = 2.18, p > .01.
The mean total of the experienced traumatic events in the torture, war, and the
combination (war and torture) group was 13.86 (SD = 4.31), 10.2 (SD = 4.87), and
14.06 (SD =2.54), respectively. The war group differed significantly in the mean score
of experienced events only from the combination group, t(10.63) = -2.41, p < .01.

Psychopathology Scores Prior to and After Treatment (Table 1)

The initial mean scores of the treated group for the HSCL-25 anxiety, depression, and
the SCL-90 psychoticism scales were 3.12 (SD = 0.52), 3.21 (SD = 0.50), and 2.53 (SD
=0.75), respectively. The initial mean PTSD score on the HTQ was 3.24 (SD = 0.45)
and the initial Scale 30 score on the HTQ was 3.01 (SD = 0.50).
The mean scores on treatment for the HSCL-25 anxiety, depression, and the
SCL-90 psychoticism scales were 2.65 (SD = 0.58), 2.63 (SD = 0.55), and 2.16 (SD =
0.57), respectively. The mean PTSD score on treatment on the HTQ was 2.69 (SD =
0.51), and the mean Scale 30 score on the HTQ was 2.55 (SD = 0.52).

Asylum Seekers Versus Refugees – Psychopathology Prior to
Treatment and Treatment Outcomes

A t test has shown no statistically significant difference between asylum seekers and
refugees on the initial scores for the variables of anxiety, depression, psychoticism,
and PTSD. The analysis of the posttreatment psychopathology scores did not reveal
any significant differences between these two groups either.
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Living Conditions Versus Psychopathology Prior to and After
Treatment

A t test was conducted to explore whether living conditions (asylum seekers’ reception
center vs. own home) had significant influence on the initial scores of psychopathology
and on treatment success. The analysis did not reveal any significant difference of the
initial psychopathology scores between these two groups on any variable measured.
The analysis of the posttreatment scores did not reveal any significant differences
between the group living in asylum seekers’ reception center and the group living in
own homes.

Dutch Language Fluency Versus Psychopathology

The effect of speaking Dutch on psychopathology scores prior to and after treatment
was examined. No significant differences were found on any of the initial measures.

Living Arrangements Versus Psychopathology and Treatment Results

Psychopathology scores prior to treatment and treatment effect scores of single/
separated participants were compared with the scores of participants who lived with
(a part of) their family. The single/separated group had lower initial PTSD and Scale
30 scores than the group living together with their family. However, these differences
were not statistically significant, t(60.36) = -2.68, p > .01 and t(59.16) = -2.00, p >.01,
respectively. On the other initial scores, no significant differences were found between
the two groups. Analysis of the posttreatment scores has shown no statistically
significant differences between the two groups. Only the single/separated group had
slightly lower anxiety score than the other group, but the result was not statistically
significant, t(67.90) = -1.75, p > .01.

Type of Trauma Versus Initial Psychopathology and Treatment Results

According to the type of trauma experienced (torture survivors, war victims, and a
combination of the two), pretreatment psychopathology scores were compared.
ANOVA showed no significant difference in initial scores between these three groups.
However, the group of torture survivors had the highest mean scores on the variables
anxiety, depression, and psychoticism. The combination group had the second
highest mean scores on anxiety, depression, and psychoticism and the highest
scores on the PTSD variable. MANOVA of the posttreatment measures did not reveal
any significant differences in posttreatment scores on any variable between these
three groups.

Ongoing Stress Versus Treatment Results

The participants differed in terms of ongoing stress experienced during treatment:
some reported no ongoing stress during therapy, others were impacted by positive
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stress (such as getting a job or a refugee status) or have experienced negative stress
during treatment (such as losing a family member). MANOVA did not show any
significant effect of ongoing stress on the posttreatment psychopathology outcome
scores.

Responders Versus Nonresponders: Anxiety, Depression, and PTSD

The responders and the nonresponders groups were compared for demographic
variables to examine possible association of demographic characteristics and
treatment success. Chi-square analysis did not show any significant relationship
between the demographic variables and improvement of psychopathology on
treatment. This result is probably influenced by the uneven partition of the sample
and small N of the compared groups.

Discussion
Contrary to the authors’ hypothesis, there were no differences found in mean levels
of psychopathology between asylum seekers and refugees prior to treatment. In
general population, asylum seekers show much higher rates of PTSD than refugees
(45% vs. 11%; Iverson and Morken, 2004). Earlier research by Laban et al. (2004)
suggests that the duration of the asylumseeking procedure is an important risk for all
psychiatric disorders, except for PTSD. Duration of the procedure stands probably
for cumulated postmigration stress factors (e.g., fear of repatriation, uncertainty
about the duration and the outcome of the procedure, lack of work and proper
housing, missing the family or worrying about the family left behind, etc.). The authors
of that study did not examine whether these procedure-related, mental health
problems are reversible and whether they might resolve spontaneously or with a
change in circumstances. In this study, we lack information about the length of
asylum-seeking procedure prior to treatment, as well as about how long the refugee
group has been waiting for a residence permit. It can be speculated that the refugee
group has had higher levels of psychopathology in the past when they were still
seeking asylum or that obtaining a refugee status does not lead to decrease of PTSD
and other psychological problems in the clinical population. On legal recognition,
refugees still remain confronted with a diversity of psychosocial stressors that help
maintaining their psychopathology and/or cause new psychological problems.
The results show that there are no differences in treatment results between
asylum seekers and refugees. As discussed in our first study in this volume (Drožđek
and Bolwerk, 2010), group treatment with asylum seekers and refugees shows
favorable treatment results. The mean levels of psychopathology in clients on
treatment are significantly lower than in the waiting list control group. Moreover, the
results of this study suggest that “early” treatment of asylum seekers is possible and
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justifiable in spite of the absence of long-term existential safety due to threatening
repatriation. The authors suggest that group treatment provides patients with enough
safety and structure to enable supportive and uncovering trauma-focus interventions.
Living conditions (asylum seekers reception center vs. own home) do not
influence neither the mean levels of psychopathology prior to treatment nor treatment
effects in our sample. Studies on refugees in the United Kingdom report a significant
relationship between current social context (including poor accommodation, isolation,
and lack of family reunion) and levels of depression (Velsen van et al., 1996) and a
significant relationship between social factors in exile and the severity of both PTSD
and depression (Gorst-Unsworth and Goldenberg, 1998). The latter study reported
that poor social support was a stronger predictor of depression than were trauma
factors. The Dutch studies found that worries about the asylum procedure, lack of
work, and family-related issues are the most important risk factors for psychopathology
among Iraqi asylum seekers in the Netherlands (Laban et al., 2005), and that living
conditions in collective reception centers with a lack of privacy and daily occupation
contribute to ill health in asylum seekers (Jonghe de et al., 2004). Unfortunately, this
study could not elicit the impact of having work on psychopathology and treatment
because the majority of the sample was jobless. Beiser and Hou (2001) found in a
10-year study among Asian refugees that unemployment was a potent risk factor for
depression. The study on refugees from former Yugoslavia in Sweden (Kivling-Boden
and Sundbom, 2002) suggests that unemployment and dependence on social
welfare constitute various manifestations of an overall more passive and socially
isolated life situation among high-symptomatic refugees and accentuate the
detrimental effects of passivity on mental health. However, the findings of this study
support the authors’ clinical experience that treatment of traumatized asylum seekers
is possible irrespective of the absence of stable living arrangements in patients’ lives.
As Lavik et al. (1996) have pointed out earlier, relationships between living conditions
in exile and mental health do not automatically arise from simple cause-and-effect
relationships, as there are many possible interaction effects among variables.
This study suggests that fluency in the language of the host country, as a marker
for acculturation and adaptation to migration, does not influence the mean levels of
psychopathology prior to treatment. It can be hypothesized that not speaking the
language of the host country resulted in social isolation and might have had a
protective effect on the participants. As one of the interviewed clients shared, not
speaking the Dutch language protects him from gaining insights into the host society,
from getting disappointed, triggered, angry, anxious, or aggressive. An earlier study
on Bosnian refugees by Spasojevic et al. (2000) showed that PTSD symptomatology
was related negatively to acculturation, whereas the study by Marshall et al. (2005)
with Cambodian refugees suggested that having poor Englishspeaking proficiency is
associated with higher rates of PTSD and major depression.
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The participants currently living together with family members show same levels
of PTSD and other psychopathology prior to treatment compared with participants
separated from their families and/or being single. Also, the single and the nonsingle
group in this study improve equally on PTSD complaints on treatment. The findings
from our previous research (Drožđek, 1997) on long-term effects of group
psychotherapy show that married men and parents have more persisting PTSD
complaints at a 3-year follow-up and that treatment results might worsen in the
course of time. Studying Sudanese refugees, Schweitzer et al. (2006) found that the
presence of family and social support from others within own ethnic community
significantly improves mental health functioning in refugees. This difference can be
explained with the fact that the study by Schweitzer et al. (2006) examined non-helpseeking refugees with a different ethnic background and living together in ethnically
homogeneous communities. Across multiple studies (Galea et al., 2005), having poor
relationships with family members has been associated with PTSD onset. As King et
al. (2006) found, PTSD symptoms more strongly predict subsequent social support
than that social support predicts subsequent PTSD symptoms. These findings
support the idea that interpersonal problems associated with PTSD negatively
influence a survivor’s support resources. Other authors (Keane et al., 2006) state that
posttrauma social support decreases the risk for PTSD, that marriage appears to
confer some level of protection when one was exposed to a traumatic event (Kessler
et al., 1995), or that marital status is not significantly associated with PTSD (Breslau
et al., 2004). However, it seems important to take into account the nature of family
dynamics, as they influence coping, adaptation, and psychopathology.
This study examined the mean levels of psychopathology and the treatment
effects in three subgroups in our sample - torture survivors, war victims, and a
combination, torture/war group. The combination group had the most traumatic
incidents experienced, followed by the torture group. Surprisingly, the pretreatment
PTSD scores in the three groups were not significantly different. Contrary to
expectation that the highest levels of PTSD and other psychopathology prior to
treatment will be found in the combination group, the findings did not support this
assumption. Future research is necessary to determine the impact of torture versus
war trauma on psychological well-being of survivors.
The authors expected that the psychological damage in the combination group
would be most refractory to group treatment. However, the results show that
treatment effects are not impacted by the type of trauma exposure undergone by the
clients and that all three subgroups profit equally from group therapy. The absence
of significant differences in psychopathology on the pre- and posttreatment
measurements between the three subgroups may be resulting from the fact that the
most damaged survivors from all the three subgroups were not found suitable for
group treatment and have therefore not been included in the study.
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The results suggest that ongoing psychosocial stress during the course of
treatment, whether negative (defined as denial of asylum request, loss of work,
problems within family and those left behind), positive (defined as refugee status
gained, work found, reunion with family), or absent, does not impact treatment effect.
This finding might be due to the holding environment of the group, which protects
participants from devastating psychological consequences of negative psychosocial
stressors. The fact that the therapists advocate for the clients and support them in
asylum-seeking procedure during and on termination of the group treatment may
serve as a protective buffer.
In conclusion, this study suggests that the results of group therapy of asylum
seekers and refugees according to the Den Bosch model (Drožđek and Wilson, 2004)
are not impacted by demographic characteristics. This type of group treatment is
equally effective for asylum seekers and refugees, for war survivors, torture victims,
and those who were exposed to both types of traumatic experiences, as well as for
those who are separated from family and those who are not. However, a research
with a larger sample is needed to establish more firm conclusions.
The study has several limitations. The sample was not randomly chosen and is
relatively small, which might affect generalizability of the results. The sample is also
clinical and ethnically heterogeneous. Due to the very small size of female participants,
no conclusions can be drawn from the research as of gender differences. It is
therefore not possible to determine whether the findings of this study are generalizable
to other traumatized populations. Finally, because of the correlational nature, this
research does not allow for definitive conclusions regarding causality.
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CHAPTER 7

Abstract
Background
Legal status and other resettlement stressors are known to impact mental health of
asylum seekers and refugees. However, the ways in which they interact with treatment
of posttraumatic stress disorder (PTSD) with these populations is still poorly
understood. The aim of this study was to examine whether legal status and other
resettlement stressors influence outcomes of a trauma-focused group PTSD
treatment within a day-treatment setting with asylum seekers and refugees.
Methods
Sixty six male Iranian and Afghan patients with PTSD residing in the Netherlands
were assessed with self-rated symptom checklists for PTSD, anxiety and depression,
and a demographic questionnaire one week before and two weeks after the
treatment. Multivariate linear regression analysis was used to examine the impact of
legal status and living arrangements on the treatment outcomes per symptom
domain.
Results
The results suggest that both asylum seekers and refugees can be helped with their
mental health complaints with a trauma-focused group therapy for PTSD regardless
of their legal status. Obtaining a refugee status in a course of the treatment appears
to improve the treatment outcomes.
Conclusions
Legal status is impacting outcomes of group therapy for PTSD with male asylum
seekers and refugees. Asylum seekers may benefit from group treatment regardless
of unstable living conditions.

Keywords
Post-traumatic stress disorder, Asylum seekers, Refugees, Group therapy, Resettlement
stress, Iran, Afghanistan
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Background
According to the United Nations High Commissioner for Refugees (2009), there were
10,4 million refugees, 15,6 million internally displaced persons, and 6,6 million
stateless persons worldwide in 2009. Those arriving in host areas such as Europe,
North America and Australia submit a request for asylum and are, therefore,
considered as asylum seekers. Some of them are immediately rejected, and either
repatriated or remain illegally in a host country. Others may have their claims for
political asylum rejected, but are temporarily accepted on “humanitarian” grounds
because of having an illness such as a posttraumatic stress disorder (PTSD) that can
not be treated in the home country. In cases of “humanitarian” visas, a stay in a host
country is limited by the length of a medical/psychological treatment. A third group of
asylum seekers enters a long lasting legal procedure of seeking a permanent refugee
status on political grounds, and for many years, their status can be pending. In all
cases, asylum seekers have minimal legal rights and restricted opportunities to
participate in a host society. Their situation changes only when they obtain a
permanent legal status and become recognized as refugees.
A range of studies has assessed mental health in refugees and asylum seekers
(for a review see Porter and Haslam, 2005). Prevalence rates of PTSD in asylum
seekers and refugees vary across studies, with the unadjusted rate of 30,6% reported
in a large meta-analysis study (Steel et al., 2009).
Research in community samples (Silove et al., 1997; Steel et al., 2009; Ryan et
al., 2009) has shown that both pre-migratory stressors and post-migration/
resettlement adversities have a strong impact on mental health of asylum seekers
and refugees. Several studies (Laban et al., 2004; Mueller et al., 2010; Silove et al.,
2000; Silove et al., 2007) focused specifically on the impact of a legal procedure of
seeking asylum on mental health, and have suggested that a long-lasting procedure
of seeking asylum causes substantial post-migration stress and may lead to retraumatization in exile. Moreover, an earlier Dutch study with Iraqi asylum seekers (Laban
et al., 2005) showed that a long lasting asylum procedure leads to cumulated post
migration stress factors. Legal status may play a crucial role in the lives of forced
migrants, as it determines presence of many other resettlement stressors. Unlike
refugees, asylum seekers are threatened with repatriation on a daily basis, have no
legal rights in a host country, are socially and economically marginalized, are forced
to live in collective reception centres, and have no rights to reunite with family
members left behind.
The relationship between social support and PTSD has also been studied. While
some studies (Brewin et al., 2000; Ozer et al., 2003) have found that social support in
the aftermath of a traumatic event is a major protective factor against development of
PTSD, more recent studies with asylum seekers and refugees (Carswell et al., 2011)
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suggest a more nuanced relationship. It is assumed that poor social support acts as
a risk factor for greater PTSD symptom severity in earlier stages of coping with trauma
(e.g., 6–12 months post-trauma), while during later stages of coping (18–24 months
post-trauma), greater PTSD severity contributes to an erosion of social support
resources (Kaniasty and Norris, 2008). With regard to other resettlement stressors, a
meta-analysis by Porter and Haslam (2005) indicated that worse mental health
outcomes in asylum seekers and refugees are observed for those confronted with
more resettlement adversities, like living in collective accommodation, experiencing
restricted economic opportunities, and for those who fled from armed conflicts that
kept continuing. Other studies with refugees (Laban et al., 2005; Lindencrona et al.,
2008) suggested that resettlement stressors are important for explaining common
mental disorders, while PTSD symptoms are particularly influenced by exposure to
torture trauma.
Despite demonstrated poor mental health outcomes in asylum seekers and
refugees, there are few studies evaluating mental health services for these populations
(Crumlish and O’Rourke, 2010; Nickerson et al., 2011). Studies evaluating group
therapy for PTSD in particular are even more scarce. A school-based group
psychotherapy program for war-exposed adolescents in Bosnia-Herzegovina (Layne
et al., 2008) was shown to be effective in a randomized controlled trial. Recent
controlled cohort studies (Drožđek and Bolwerk, 2010a; Drožđek et al., 2012) of a
trauma-focused group treatment within a day-treatment setting suggested its
effectiveness among asylum seekers and refugees in an industrialized setting.
Previously, it has been reported (Drožđek and Bolwerk, 2010b) that outcomes of
a trauma-focused group treatment for PTSD did not appear to be impacted either by
socio-demographic characteristics of asylum seeking and refugee patients or by
resettlement adversities, like legal status, living conditions, family ties and major
losses or life changes in a course of the treatment. However, that study was of an
exploratory nature and performed on a sample that was relatively small and
heterogeneous in terms of ethnicity and gender. Also, results of that study suggested
that resettlement stressors tend to cluster strongly within populations of asylum
seekers and refugees, and that possible effects of socio-demographic variables and
resettlement stressors seem to be confounded by their legal status. Therefore, the
impact of individual resettlement stressors was difficult to demonstrate.
The main aim of this study was to test whether legal status influences the
outcomes of a trauma-focused day-treatment group approach in a homogeneous
sample of Iranian and Afghan male help-seeking asylum seekers and refugees with
PTSD. Furthermore, we wanted to explore whether living arrangements have a
potential additional impact on the treatment outcomes. We expected that asylum
seeking patients will benefit less from the treatment than refugees, and that asylum
seekers who resettled alone will benefit the least from the treatment.

142

LEGAL STATUS AND GROUP TREATMENT OUTCOMES

Methods
Design and Participants

Male, Farsi/Dari speaking patients from Iran and Afghanistan participated in the
study. They were all asylum seekers and refugees in the Netherlands.
The patients were referred by general practitioners for PTSD group treatment to
an outpatient facility specialized in treatment of survivors of war, torture, and political
violence. Upon referral, they were assessed with a set of screening instruments for
PTSD and comorbid psychopathology and clinical interviews aiming at establishing
their suitability for participation in the group treatment. The treatment inclusion criteria
matched those for group psychotherapy in general (Drožđek and Wilson, 2004), but
were less exclusive since no prior experiences with psychotherapy and no stable
living arrangements were required. For details considering the group treatment
inclusion criteria see (Drožđek and Wilson, 2004; Drožđek et al., 2012). Patients who
were diagnosed with chronic PTSD according to the DSM-IV (APA, 1994) and have
met the group treatment inclusion criteria form the sample of this study. The sample
largely corresponds with the sample of an earlier controlled cohort study of this
group treatment approach (Drožđek et al., 2012).
The group treatment consisted of group psychotherapy sessions combined with
non-verbal therapy sessions (psychomotor therapy, art therapy, music therapy). The
treatment groups were homogeneous in terms of gender and common language, but
varied in (a) the number of days per week in which the program was implemented, and
(b) the number of non-verbal therapies applied (Drožđek et al., 2012). Three different
forms of group treatment were included in the study: the 3-in-3 group (three non-verbal
therapy sessions and two group psychotherapy sessions in 3 days a week), the 3-in-2
group (three non-verbal therapy sessions and two group psychotherapy sessions in 2
days a week), and the 2-in-2 group (two non-verbal therapy sessions (art therapy
excluded) and two group psychotherapy sessions in 2 days a week). All groups were
facilitated by the same pair of therapists, and followed a treatment manual (Drožđek
and Wilson, 2004) to ensure consistency of implementation. The treatment was phaseoriented. It combined trauma-focused, empowerment, and supportive interventions
(among others advocacy), and was designed to help asylum seekers and refugees
work through their traumatic experiences and place them in a life-span developmental
perspective. Such a comprehensive approach that acknowledges persons in context
and adopts a developmental, life-span perspective in treatment of complex PTSD was
also recommended by others (Carswell et al., 2011; Murray et al., 2010; Resick et al.,
2012). For details considering the group treatment approach see Drožđek and Wilson
(2004). The treatment lasted for 1 year. Every calendar year, one treatment group
consisting of 8 to 10 patients was run. None of the patients had been treated for PTSD
before.
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The patients were assigned to a treatment group available at a particular moment
within the center’s day treatment program. Treatment assignment was not
pre-planned, and the study was part of ongoing monitoring of treatment outcomes at
the treatment facility. Data were collected for 7 treatment groups executed throughout
12 years (2000–2011).

Measures

Resettlement stressors were assessed with a semi-structured questionnaire. In
addition to basic demographic characteristics (age, sex, ethnicity, marital status,
country of origin), the following resettlement stressors were assessed: legal status
(asylum seeker/refugee); living arrangements (living alone/living with family/living as
an incomplete family); housing (living in an asylum seeker reception center/common
housing); family left behind (spouse/children/parents/other relatives); work (income
through paid job/welfare); and fluency in the Dutch language (yes/no). Additional
questions were asked on major losses and life changes related to family life, legal
status and living arrangements occurring in a course of the treatment.
The Farsi/Dari version (Kleijn et al., 2001) of the Harvard Trauma Questionnaire
(HTQ) (Mollica et al., 1992; Mollica et al., 1996) was administered in order to inquire
about exposure to a variety of types of trauma events experienced, as well as PTSD
symptoms according to the DSM-III-R (APA, 1987). The trauma events section
describing a range of types of traumatic experiences common to asylum seekers and
refugees has demonstrated high test-retest reliability (r = 0.89), and the trauma-related
symptoms scale demonstrated adequate levels of interrater (κ = 0.93), test-retest
(1 week: r = 0.89), and internal (Cronbach alpha =0.96) reliability in Southeast Asian
populations. Scores above a cut-off of 2.5 predicted PTSD. The Farsi/Dari translation
(Cronbach alpha = 0.85) has demonstrated high internal consistency (Kleijn et al.,
2001).

[4] 1 T
 he data collection was originally planned as an on-going process of clinical monitoring of the treatment
progress and evaluation of the treatment outcomes. This (file-based) research has been approved by the
Board of Directors of the institution where the research has taken place.
2 In order to respect (and anticipate) the reluctance of many participants with regard to signing documents,
due to their earlier negative experiences with forced signing of documents during imprisonment and
torture, informed consents were obtained only in oral manner. This was done prior to p
 articipation in the
treatment and with help of a professional interpreter. The participants were informed that the c
 ollected
data would be used for monitoring and evaluation of their treatment, as well as for future research purposes.
They were also informed about their right to self-determination, and that privacy and confidentiality of
personal information would be protected. Evidently, the interpreter was acting according to the Code
of Ethics for Interpreters and Translators.
3 N
 onetheless, we have obtained ad hoc written informed consents of the participants when it became
clear that the data would be used for research aims. All participants provided the consents.
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To assess psychiatric symptoms commonly co-morbid with PTSD symptoms,
that is to say anxiety and depression, the Farsi/Dari versions (Kleijn et al., 2001) of the
Hopkins Symptoms Checklist (HSCL-25) (Mollica et al., 1987; Mollica et al., 1996b)
was used. The instrument includes 10 anxiety items and 15 depression items scored
on a four-point ordinal severity scale. Scores above a cut-off of 1.75 indicated clinically
significant distress. Internal consistency of the Farsi/Dari translation (Cronbach
alphas: anxiety = 0.86, depression = 0.85) was found to be high (Kleijn et al., 2001).
Both instruments have been validated against clinical diagnoses and widely used
across cultural settings (Hollifield et al., 2002).

Procedures

All participants completed the questionnaires one week before the treatment and
two weeks after the treatment. At the second measurement, additional questions
regarding changes in resettlement stressors occurred in a course of the treatment
were added. The questionnaires were completed by participants themselves. Those
who were illiterate were helped by a trained professional interpreter. The same
interpreter was used for both the screening interviews and the treatment.
Informed consent was obtained upon explanation of the study’s goals and
procedures with help of a professional interpreter, and anonymity of responses was
guaranteed. Research procedures were consistent with the Declaration of Helsinki
and have been approved by the Board of Directors of the first author’s institution
(Reinier van Arkel groep,’s-Hertogenbosch, The Netherlands).

Statistical Analyses

First, the respondents were divided over three subsamples related to their legal
status: (1) participants with a permanent refugee status during a complete course of
the treatment (N = 12); (2) participants without a permanent status (temporary and
pending asylum seekers) who were not granted a status in a course of the treatment
(N = 38); (3) participants who were granted a permanent refugee status in a course of
the treatment (N = 16). Differences in sociodemographic characteristics, resettlement
stressors, treatment characteristics and treatment outcomes between these three
subsamples were tested using ANOVA’s for continuous variables and Chi-square
tests for categorical variables. Within each subsample we tested the treatment effect
using paired T-tests. In addition, Cohen d’s and r’s (Cohen, 1988) were calculated. A
Cohen d of 0.2 to 0.3 is seen as a small effect; around 0.5 as a medium effect; and
0.8 and higher as a large effect. Pearson r (Cohen, 1988) can vary in magnitude from
−1 to 1, with −1 indicating a perfect negative linear relation, 1 indicating a perfect
positive linear relation, and 0 indicating no linear relation between two variables.
Effect sizes are interpreted as follows: small, r = 0.1 to 0.23; medium, r = 0.24 to 0.36;
large, r = 0.37 or larger (Cohen, 1988).
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Second, we performed multivariate linear regression analysis using the
Generalized Linear Models Module to examine the effect of (changes in) legal status
during intervention on the treatment outcomes per symptom domain. The
post-treatment symptom level was used as an outcome variable, while the symptom
level at baseline was included as covariate. To account for possible differences in the
treatment outcomes, the type of treatment was included as a factor variable.
Third, the variable living arrangements (e.g. single/divorced men living alone,
married men living alone, married men living with their spouses and a family) was
added to the regression analysis.
We performed sensitivity analyses in which we repeated the analyses. For this
purpose we combined our subsamples into different categories: (1) participants
whose legal status was unchanged (N = 50) versus participants whose legal status
changed in a course of the treatment (N = 16), (2) participants without a permanent
status (temporary and pending asylum seekers) (N = 54) versus participants with a
permanent refugee status at the start of the treatment (N = 12), and (3) participant
living with family (N = 34) versus participants living alone (N = 32).
Dummy variables were constructed to analyze impact of the categorical variables.
All data were checked for normality. Relationships between variables were checked
for linearity (between predictor and outcome variables) and multicollinearity (between
predictor variables). Model fit was evaluated using McFadden pseudo R2, deviance
and Akaike’s information Criterion (AIC). All model fit indices were interpreted as a
smaller value indicating a better fit. McFadden R2 and deviance compare the final
model (with all predictors) to a fully saturated model. A non-significant test statistic
means rejection of the null hypothesis that the model does not fit the data, i.e. a
non-significant value suggests that the final model fits the data. AIC is a relative
goodness of fit measure that allows for correction of complexity of the model. Data
on (change of) legal status and living arrangements were cross-validated using
information from the additional questions. We dealt with inconsistent data by
consulting the patient’s file and/or the patient. Cases with missing variables were
excluded from the analysis. We used PASW 17.0 (SPSS Inc., 2008) statistical software
to perform analyses.

Results
Demographics, Trauma History and Resettlement Variables

The sample consisted of 66 male patients, 47 (71%) from Iran, and 19 (29%) from
Afghanistan. Their age ranged from 22 to 58 years, with a mean of 38.3 years (SD =
8.2). Forty patients (61%) were married, and 26 patients (39%) were unmarried or
divorced. Thirteen patients (19%) claimed to have sufficient mastery of the Dutch
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language. Two patients (3%) received income through a paid job (one of them lost this
job during treatment). All other patients received a form of minimal state welfare
(97%). Forty patients (61%) were living in asylum seekers reception centers. All
patients (100%) were survivors of torture, and 34 patients (52%) had experienced
additional war-related trauma. The number of traumatic events experienced, as
assessed with the HTQ (Mollica et al., 1992: Mollica et al., 1996a) ranged from 6 to
20, with a mean number of traumatic experiences of 14.7 (SD = 3.0). At baseline,
twelve patients (18%) had a permanent refugee status in The Netherlands. Fifty four
patients (82%) were asylum seekers, and had no permanent status. Sixteen asylum
seeking patients (24%) obtained a permanent refugee status in a course of the
treatment. We examined differences on resettlement variables between subsamples
based on the patients’ legal status. Refugees were more often married than asylum
seekers, and asylum seekers granted a refugee status during the treatment (Chi2(66;2)
= 5.988). Also, asylum seekers were more often living in a reception center (Chi2(66;2)
= 19.215). Asylum seekers who were not granted a refugee status had less often
experienced both torture and war-related traumas (Chi2(66;2) = 7.828) (see Table 1).

Treatment Characteristics and Outcomes
There were three 3-in-3 groups, two 3-in-2 groups, and two 2-in-2 groups included in
the study. Twenty seven patients (41%) participated in the 3-in-3 group, 22 patients
(33%) in the 3-in-2 group, and 17 patients (26%) in the 2-in-2 group. Asylum seeking
patients who were not granted a legal status in a course of the treatment more often
received the 3-in-3 treatment. As a part of the treatment, almost all (63) patients
(96%) received psychotropic medication (serotonin selective reuptake inhibitors
[SSRIs], mostly Sertraline), anticonvulsants (Topiramate), and sometimes antipsychotics (Quetiapine). The choice of medication prescribed was motivated by the
authors’ clinical experience and recent literature (Aurora et al., 2010; Stein et al.,
2009).
In the total sample, mean changes on symptoms over a course of the treatment
were -.58 (SD = .60; Cohen’s d = 1.12; r = .49; T(66) = 7.873; p < 0.001) for symptoms
of anxiety (HSCL-25), -.62 (SD = .56; Cohen’s d = 1.25; r = .53; T(66) = 8.940; p <
0.001) for symptoms of depression (HSCL-25), and -.59 (SD = .50; Cohen’s d = 1.20;
r = .52; T(66) = 9.688; p < 0.001) for symptoms of PTSD (HTQ). Differences between
the subsamples were observed regarding reduction of depression symptoms. No
differences between the subsamples were observed regarding symptoms at baseline
(see Table 2).
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9 (56.3%)
3 (18.8%)

Paid job

Mastery of Dutch language

10 (62.4%)

With family

Living in asylum seekers reception center

1 (6.3%)

Alone (married man)

6 (17.1%)

-

28 (80.0%)

14 (36.8%)

6 (15.8%)

18 (47.4%)

18 (48.6%)

7 (43.8%)
5 (31.3%)

20 (51.4%)

Alone (single man)

Living arrangements

Divorced/Single

Married

8 (21.1%)

9 (56.2%)

5 (31.3%)

Afghanistan

Marital Status

30 (78.9%)

37.50 (7.95)

36.75 (8.48)
11 (68.7%)

24-58

(N = 38)

(N = 16)
22-54

Asylum seeker status
unchanged

Refugee status
obtained

Iran

Country of birth

Mean (sd)

Range

Age (years)

and Afghan Patients

4 (33.3%)

2 (16.7%)

1 (8.3%)

10 (83.4%)

1 (8.3%)

1 (8.3%)

1 (8.3%)

11 (91.7%)

6 (50.0%)

6 (50.0%)

43.00 (7.77)

33-55

(N = 12)

Refugee status
unchanged

Chi2(66;2) = 1.787

Chi2(66;2) = 19.215**

Chi2(66;4) = 9.314

Chi2(66;2) = 5.988*

Chi2(66;2) = 3.790

F(63;2) = 2.531

Test

Table 1 Socio-demographic Characteristics, Traumatic Experiences and Resettlement Stressors in Three Groups of Iranian
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* p < 0.05.
** p < 0.01.

Number of traumatic experiences (sd)

Combination

Only War

Only Torture

Trauma in home country

Asylum seeker status
unchanged
(N = 38)
24 (63.2%)
14 (36.8%)
14.18 (3.15)

Refugee status
obtained
(N = 16)
5 (31.3%)
11 (68.7%)
15.25 (2.49)

15.50 (2.97)

9 (75.0%)

-

3 (25.0%)

(N = 12)

Refugee status
unchanged

F(63;2) = 1.277

Chi2(66;2) = 7.828*

Test
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9 (56.3%)
5 (31.3%)

3-in-2

2-in-2

3.38 (0.36)
3.36 (0.28)

Depression, mean (sd)

PTSD, mean (sd)

2.39 (0.48)
2.52 (0.43)

Depression, mean (sd)

PTSD, mean (sd)

1.13
0.49

−0.85 (0.74)**
1.64
0.63

Cohen’s d

R

−0.53 (0.49)**

2.72 (0.48)

2.76 (0.47)

2.69 (0.51)

3.24 (0.43)

3.22 (0.51)

3.22 (0.42)

7 (18.4%)

8 (21.1%)

23 (60.5%)

mean (sd)

Anxiety

Symptom reduction over treatment

2.41 (0.46)

Anxiety, mean (sd)

Symptom level post-treatment

3.26 (0.57)

Anxiety, mean (sd)

Symptom level at baseline

2 (12.5%)

(N = 38)

(N = 16)

3-in-3

Intervention

Asylum seeker status
unchanged

Refugee status
obtained

0.32

0.68

−0.37 (0.65)

3.03 (0.82)

2.81 (0.66)

3.08 (0.67)

3.50 (0.46)

3.42 (0.40)

3.46 (0.43)

5 (41.7%)

5 (41.7%)

2 (16.7%)

(N = 12)

Refugee status
unchanged

F(63;2) = 2.602

F(63;2) = 2.95

F(63;2) = 3.38*

F(63;2) = 5.493**

F(63;2) = 2.010

F(63;2) = 1.198

F(63;2) = 1.246

Chi2(66;4) = 15.106**

Test

Table 2 Treatment Interventions, Symptoms Levels, and Symptoms Reduction in Three Groups of Iranian and Afghan Patients
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−0.62 (0.53)*
1.12
0.49

−0.46 (0.61)*
0.71
0.33

−0.47 (0.48)**
0.94
0.42

−0.52 (0.43)**
1.14
0.50

−0.99 (0.62)**
2.33
0.76

−0.84 (0.49)**
2.32
0.76

mean (sd)

Cohen’s d

R

mean (sd)

Cohen’s d

R

* p < 0.05.
**p < 0.01

PTSD

Depression

(N = 12)

(N = 38)

(N = 16)

Refugee status
unchanged

Asylum seeker status
unchanged

Refugee status
obtained

F(63;2) = 3.074

F(63;2) = 5.588**

Test
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.245 (−.68-.558)
0

3-in-2

2-in-2

.189 (−.170-.547)
0

Asylum seeker status unchanged

Refugee status unchanged

‡

92.822

12.007; df = 58; =.207

107.405

14.975; df = 58; p = .258

Log-likelihood (LL) of the specified model compared to LL of the saturated model.
* p < 0.05.
**p < 0.01.

AIC

‡

Deviance

McFadden’s R2

0
.46

0

With family

.219 (−.126-.565)

.171 (−.071-.414)

0

-.194 (−.514-.127)

.335 (.008-.661)*

0

.329 (.053-.606)*

.347 (.051-.642)*

.404 (.163-.645)**

.37

.069 (−.318-.455)

Alone (married man)

Model fit

.199 (−.069-.466)

Alone (single man)

Living arrangements

.541 (.174-.908)**

Refugee status obtained

Status

.231 (−.102-.563)

3-in-3

Treatment

.303 (.034-.572)*

Symptoms at baseline

.449 (−.462-1.359)

B (95%CI)

.723 (−.261-1.708)

B (95%CI)

Intercept

Depression

Anxiety

98.119

13.010; df = 58; =.224

.45

0

-.051 (−.415-.313)

.005 (−.253-.263)

0

.061 (−.270-.393)

.400 (.059-.740)*

0

.161 (−.125-.446)

.237 (−.073-.547)

.659 (.368-.951)**

.009 (−.972-.990)

B (95%CI)

PTSD

Table 3 Independent Predictors for Treatment Effect Per Symptom Domain in Iranian and Afghan Patients (N = 66)
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Relations Between Resettlement Variables and Treatment Outcomes
The first step of the analyses revealed that patients who were granted a permanent
refugee status during the treatment experienced more symptom reduction compared
to the patients whose legal status had not changed (e.g. those who already had a
permanent refugee status, and those who kept their pending or temporary status).
Upon controlling for possible differences in outcomes of the treatment type, the
impact of a legal status change against unchanged legal status as reference category
was B = .589; 95%CI = .222-.956; p < .01 for symptoms of anxiety, B = .371; 95%CI
= .044-.699; p < .05 for symptoms of depression, and B = .402; 95%CI = .065-.739;
p < .05 for symptoms of PTSD.
In the second step, living arrangements were added to the analyses. The
predictors in the model fit the data well, explaining 37-46% of the variability of the
symptom outcome measures. However, we found no independent effect of living
arrangements on treatment outcomes (see Table 3).
Finally, we performed sensitivity analyses in which we repeated the analyses.
These analyses supported the independent effect of status change on the treatment
outcomes (significance levels for main effect of status change varied from p < 0.01 to
p < 0.05).

Discussion
Research (Carswell et al., 2011) suggests that resettlement stressors strongly impact
mental health of asylum seekers and refugees. However, their impact on PTSD
treatment with these populations is still poorly understood. This study aimed at
assessing the impact of legal status and other resettlement stressors on outcomes
of the day-treatment trauma-focused group therapy in a sample of male asylum
seekers and refugees from Iran and Afghanistan in the Netherlands. The results of an
earlier controlled cohort study (Drožđek et al., 2012) suggested that this approach is
an effective treatment for PTSD in asylum seekers and refugees exposed to torture
and war violence.
The sample of this study consisted of highly traumatized patients with a mean
number of 14.7 types of traumatic events experienced. Other studies of asylum
seekers and refugees (Marshall et al., 2005; Mollica et al., 1998; Mollica et al., 1999)
reported a mean between 7 and 15 types of traumatic events experienced per
person. In the studied sample, no statistically significant differences in the treatment
outcomes were found between asylum seeking patients (who were not granted a
refugee status during treatment) and refugee patients who had obtained a refugee
status before entering the treatment. However, we had expected that the treatment
would be more effective for refugees than asylum seekers since asylum seekers are
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exposed to more clustered post migration living problems than refugees, and post
migratory stressors are found to be significantly related to worse mental health
outcomes (Laban et al., 2004; Laban et al., 2005; Ryan et al., 2008). In interpretation
of our results, we speculate that the group setting may have provided all patients with
enough holding, safety and support, has enhanced or enlarged their coping skills
and enabled them to manage resettlement stressors in a more adequate way.
Moreover, the results suggest that a change of legal status influences outcomes
of the applied treatment. Gaining a permanent refugee status in a course of the
treatment was found to decrease psychopathology in the patients, and to improve
outcomes of the treatment. In our sample, the patients who were granted a permanent
refugee status in a course of the treatment showed stronger reductions on all
assessed symptom categories, i.e., anxiety, depression, and PTSD symptoms. This
finding is understandable since it was already hypothesized that resettlement stress
caused by uncertainty about asylum decisions has a negative impact on the mental
health of asylum seekers (Silove et al., 2007), that PTSD in asylum seekers and
refugees is shaped by conditions of ongoing threat and insecurity in a country of
asylum (Momartin et al., 2006; Steel et al., 2006), and that a decrease in distress can
be observed upon obtaining a secure legal status (e.g., refugee status or residency)
(Dermot et al., 2008). Another possible explanation for this finding is that gaining a
refugee status restored feelings of safety and control over life in patients. These
variables have been found to be important mediating factors in PTSD and depression
(Basoglu et al., 2005). We speculate that upon legal recognition, asylum seekers
receive a boost of hope for the future linked to emerging opportunities to rebuild their
lives. Further, this momentum may have increased their motivation for the treatment
and have lead to more favourable treatment outcomes. Although decreased, all the
post-treatment symptom scores still remained above the cut-off scores for clinical
relevancy, suggesting that the treatment of asylum seekers and refugees is possible
regardless of a legal status, but that its outcomes are relatively limited.
However, our results also paradoxically indicate that asylum seekers who were
granted a refugee status during the treatment had better treatment outcomes than
the patients who already had a refugee status at the start of the treatment. We
suggest that some time upon obtaining a refugee status patients may not be fully
aware of all post-migratory stressors that they will face in the future while trying to
rebuild existence in a host society. These potent stressors may again, in a course of
time, limit coping resources in already recognized refugees and influence their
profiting from the treatment on a longer term.
Earlier studies (Brewin et al., 2000; Carswell et al., 2011; Ozer et al., 2003)
suggested that, in general, the relationship between social support and PTSD is
complex. The same applies to the relationship between social support from a spouse
and mental health in trauma survivors. A study of Vietnamese refugees in the US

154

LEGAL STATUS AND GROUP TREATMENT OUTCOMES

(Birman and Tran, 2008) suggested that the relationship with one’s spouse may be
the most important one for married adults. Social support from a spouse was found
to be a significant predictor of increased life satisfaction in male adults, and a
significant predictor of reduced depression. On the other hand, a study with Iranian
immigrants in Sweden (Darvishpour, 2002) showed a change in family power
dynamics occurring after relocation and resulting in relational stress. A study of male
US veterans with PTSD (Laffaye et al., 2008) showed that their spouses were both a
source of interpersonal stress and an interpersonal resource, and that initial levels of
perceived support and stressors did not predict the course of chronic PTSD
symptoms.
This study suggests that married men who were separated from their spouses
and families benefited most from the treatment. A possible explanation for this finding
can be found in relationship to their legal status. Legal recognition may lead to
increased hope for family reunion in these newly recognized refugees (i.e. refugees in
the Netherlands may request residency status for their spouses upon receiving their
own refugee status) resulting in an increased motivation for the treatment and more
favourable treatment outcomes. Meanwhile, single men in this study could not profit
from spouses’ support, and married men living together with their spouse and family
may have been confronted with an erosion of social support due to their PTSD, as
suggested in an earlier study (Kaniasty and Norris, 2008). Unfortunately, our sample
was too small to test this possible interaction effect of legal status change and living
arrangements. Future research in a larger sample is needed to support this
speculation.
In this study, we focused on a mere presence of a spouse and other family
members, and not on perceived and received social support. In an earlier study of
torture survivors in Nepal (Emmelkamp et al., 2002), perceived social support was
not found to be related to mental distress. However, a study (Schweitzer et al., 2006)
with Sudanese refugees in Australia suggested that perceived social support from
family and from others within their own ethnic community significantly improved
mental health functioning in refugees. More research is needed in order to examine
the relationship between presence/social support from a spouse and mental health in
refugees on a short and on longer terms, as this relationship appears to be complex.
There were no dropouts in this study, possibly as a result of the patients’ high
motivation for treatment and an adequate selection for this type of trauma treatment.
Also, not a single patient was repatriated or relocated by the immigration authorities
in a course of the treatment. With regard to the study’s finding that asylum seekers
may benefit from PTSD group treatment, their repatriation, relocation or imprisonment
leading to cessation of the treatment may impede improvement of their mental health.
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Limitations

The study has several limitations. Our sample consisted of asylum seekers and
refugees diagnosed with PTSD. A selection bias may have occurred, because of the
group treatment inclusion criteria. Generalization of the results of this study to the
general population of asylum seekers and refugees is therefore uncertain.
Because of our relatively small sample size, and strong clustering of resettlement
stressors with the patients’ legal status, we chose to study only a limited number of
demographic variables and post-migration/resettlement stressors, leaving out
variables that may have an important additional impact on outcomes of the group
treatment (such as level of education, rural or urban background, age of migration,
etc.). Sensitivity analyses supported our findings regarding the effect of a change of
legal status and living arrangements. However, our findings need to be interpreted
with caution and future larger studies focused specifically on these variables are
needed to support them. These studies should include more assessment moments
and more detailed information on resettlement stress in a course of the time.
Resettlement stressors were assessed with a semi-structured self-constructed
questionnaire not including a Likert scale. Therefore, some of the results may be
difficult to compare with those of other studies, and the study missed the opportunity
to create more difference in nuance as of its results.
We have conducted this study on the notion of universality of the PTSD concept,
although we are aware of a pitfall that this concept may not capture other trauma
responses that may exist in the studied sample for cultural or other reasons. The
study took place over a 12-years period, during which there may have been
uncontrolled differences among participants who were assigned to the treatment
groups, representing cohorts at different stages across the 12-years time span.

Suggestions for Future Research

As avenues for future research, more knowledge is needed on the contextual
determinants of treatment outcomes in refugee populations. Resettlement stressors
should be studied at multiple times in order to strengthen causal explanations for
their interaction with treatment outcomes. For example, refugees originating from the
same country and resettling in countries with different immigration policies may be
studied in order to examine differential effects of resettlement stressors more
adequately.
There is a need for longitudinal studies combining both qualitative and quantitative
methods, and examining both measurement and meaning of asylum seekers’ and
refugees’ experiences (Gifford et al., 2007). Long-term follow-up studies may create
more insights on influence of timing of life events (both positive and negative) across
the life-span on mental health and on long-term outcomes of PTSD treatment. For
example, it would be interesting to learn more about impacts of life events on mental
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health across the life course and upon participation in PTSD treatment with regard to
sustainability of treatment outcomes. Moreover, research on impacts of life events on
mental health prior to and upon legal recognition of asylum seekers may provide
further insight into the importance of legal recognition of asylum seekers in fostering
their mental health resilience. Such studies may be informative with regard to the
complex interplay of existential safety due to legal recognition and PTSD treatments
and the ways these factors influence mental health of asylum seekers and refugees
on the longer term.

Conclusions
The results of this study show that both asylum seekers and refugees may significantly
benefit from a group treatment with regard to PTSD symptoms. Obtaining a refugee
status in a course of the treatment appears to improve the outcomes. Furthermore,
married men who are living alone also seem to benefit most from the group treatment.
Influence of other resettlement stressors was difficult to demonstrate, because of a
tendency for legal status and other resettlement stressors to cluster, leaving small
sample sizes for sub-group analyses. In conclusion, the results suggest that asylum
seekers may benefit from group treatment for PTSD regardless of unstable living
conditions.
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CHAPTER 8

Abstract
Objective
To examine sustainability of symptom outcomes of a one-year multimodal group
day-treatment for posttraumatic stress disorder (PTSD) over an average period of 7
years.
Method
Iranian and Afghan patients (N=69) were assessed with self-rated symptom checklists
for PTSD, anxiety, and depression symptoms before (T1), after (T2), and up to 11
years upon completion of the treatment (T3). A series of mixed model regression
analyses was applied to determine the course of the measured symptoms over time.
Results
At T2, all symptoms were reduced, but PTSD symptoms showed the strongest
reduction. The trend of symptom reduction continued up to 5 years post-treatment,
and was similar for all the examined symptoms. After 5 years, all symptoms started
to worsen, but remained under baseline levels at T3.
Conclusions
The applied treatment appears to improve mental health of the studied sample both
on the short and longer term.

This is the pre-peer reviewed version of the following article: Drožđek B, Kamperman
A, Tol WA, Knipscheer JW, Kleber RJ (2013) Seven-year follow-up study of symptoms
in asylum seekers and refugees with PTSD treated with trauma-focused groups.
J Clin Psychol which has been published in final form at DOI: 10.1002/jclp.22035.
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Introduction
The United Nations High Commissioner for Refugees (2009) estimated the world
refugee population to be 10.4 million. A range of studies has assessed mental health
in refugees and asylum seekers (for a review see Porter and Haslam, 2005). A large
meta-analysis (Steel et al., 2009) reported the unadjusted prevalence rate of 30.6%
with regard to PTSD in asylum seekers and refugees being exposed to torture, war
and political violence in their countries of origin and/or during displacement.
Moreover, multiple studies (Drožđek et al, 2013; Laban et al., 2004; Ryan et al.,
2009; Steel et al., 2009) have shown that post-migration/resettlement adversities, like
insecurities with regard to legal status and restricted opportunities to participate in
host societies, strongly impact the mental health of asylum seekers and refugees and
may influence outcomes of PTSD treatment.
A recent literature review (Nickerson et al., 2011) of PTSD treatments in refugees
concluded that trauma-focused approaches may have some efficacy, but that there
has been little research done on the need for adapting PTSD treatments to the
context in which refugees live. There is currently not enough rigorous evidence to
suggest that multimodal treatments addressing psychological reactions following
exposure to multiple traumatic events, as well as resettlement adversities may
effectively decrease posttraumatic stress symptomatology.
Only few cohort studies have yet examined the long-term outcomes of PTSD
treatments with asylum seekers and refugees (for a review see Palic and Elklit, 2011).
While some of them (Drožđek, 1997; Mollica et al., 1990) indicated some improvement
of mental health over time (up to 3 years after completion of treatment), others (Birck,
2001; Carlsson et al., 2010) found no clinically significant improvement almost 2 years
after psychotherapy or a multidisciplinary treatment.
With other populations of trauma survivors, just a few follow-up studies were
carried out for 5 or more years after treatment. A study of eye movement desensitization and reprocessing therapy with US veterans (Macklin et al., 2000) demonstrated
a loss of modest post-treatment gains at the 5-year follow up evaluation, and an
overall worsening of PTSD symptomatology compared to pretreatment scores.
Cognitive processing therapy and prolonged exposure resulted in lasting changes in
PTSD and related symptoms in female rape victims with extensive histories of trauma
over 6 years post-treatment on the average (Resick et al., 2012a).
In this study, asylum seeking and refugee patients were treated with a one-year
phase-based, trauma-focused multimodal and multicomponent group therapy within
a day treatment setting. Such approach has recently been recommended for
treatment of complex PTSD (Cloitre et al., 2011). A recent controlled cohort study
(Drožđek et al., 2012) suggested short-term effectiveness of this approach.
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The aim of this study was to examine long-term mental health outcomes in
patients treated with this form of group therapy. We hypothesized that, on longer
terms, the treatment gains would be maintained but reduced in strength. To our
knowledge, no studies have yet examined long-term treatment outcomes of
multimodal group therapy for PTSD with asylum seekers and refugees.

Methods
Design and Participants

Sixty-nine male patients from Iran and Afghanistan participated in the study. They
were all asylum seekers and refugees in the Netherlands, and had a history of torture
in their countries of origin, documented by asylum authorities and general practitioners
in primary care. Some of the patients were exposed to additional war violence.
Patients were part of a larger group of Iranian and Afghan patients referred by
general practitioners to a specialized outpatient facility for PTSD treatment. Upon
referral, all patients were assessed with a set of screening instruments for PTSD and
co-morbid psychopathology, and interviewed by the therapists in order to establish
their suitability for participation in group treatment. Male patients diagnosed with
chronic PTSD according to DSM-III R (APA, 1987), aged between 18 and 70 years,
Farsi/Dari speaking, and meeting inclusion criteria for group treatment were selected.
Approximately 10% of the patients eligible for the study refused to participate,
but refusal records were not kept. Those who refused were not ready to share stories
of trauma with compatriots out of fear of gossiping and breaking of the group
treatment confidentiality rule, and/or they did not believe that personal self-disclosure
outside of a primary support network is a way to master psychological complaints
due to exposure to traumatic experiences.
The selected patients were consequently assigned to a treatment group routinely
offered within the day treatment program of the treatment facility. Every calendar
year, one treatment group with 8 to 10 patients was run by the same pair of therapists.
The treatment lasted for 1 year. The same professional interpreter was used for both
screening interviews and treatment in person. None of the patients had been treated
for PTSD before. Data were collected for 7 treatment groups executed throughout a
period of 12 years (2000-2011).
This study’s sample largely overlaps with the sample examined in a controlled
comparison cohort study of short-term outcomes of the same group treatment
approach (Drožđek et al., 2012). The study was implemented as part of unfolding
routine clinical practice and ongoing monitoring of treatment outcomes at the
treatment facility.
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Intervention

Treatment integrated elements of cognitive-behavioural therapy with imaginal
exposure, empowerment, exploration of coping styles, and socially supportive
interventions. It acknowledged persons in context and adopted a developmental,
life-span perspective in treatment of complex PTSD, as has earlier been recommended
by others (Carswell et al., 2011; Cloitre et al., 2011; Murray et al., 2010; Resick et al.,
2012b). Group psychotherapy was combined with non-verbal therapies (psychomotor
therapy, art therapy, and music therapy), because of the difficulties that survivors may
have with expressing traumatic experiences verbally (Kolk van der, 1996; Wilson and
Drožđek, 2004). The groups were of a closed type, meaning that no new patients
were allowed to enter a group in a course of the treatment. All group treatments
followed the same treatment manual (Drožđek and Wilson, 2004) to ensure that the
interventions did not differ from year to year. The inclusion criteria matched those for
group psychotherapy in general, but were less exclusive since no prior experiences
with psychotherapy and no stable living arrangements were required (Drožđek and
Wilson, 2004 Drožđek et al., 2012). The five sequences of the treatment are presented
in Table 1.
Over the years, the group treatment was offered in three variations. All the treatment
variations included the same amount (2) of group psychotherapy sessions per week
with a total of 85 group psychotherapy sessions in a course of the treatment, but they
varied in (a) the number of days per week in which the program was implemented, and
(b) the number of non-verbal therapies applied. The variations of the group treatment
were: the 3-in-3 group (three non-verbal therapy sessions and two group psychotherapy
sessions in 3 days a week), the 3-in-2 group (three non-verbal therapy sessions and
two group psychotherapy sessions in 2 days a week), and the 2-in-2 group (two
non-verbal therapy sessions (art therapy excluded) and two group psychotherapy
sessions in 2 days a week). The patient’s assignment to one of the treatment variations
was not dependent on the severity of psychopathology, but was based on the availability
[5] 1 T
 he data collection was originally planned as an on-going process of clinical monitoring of the treatment
progress and evaluation of the treatment outcomes. This (file-based) research has been approved by the
Board of Directors of the institution where the research has taken place.
2 In order to respect (and anticipate) the reluctance of many participants with regard to signing documents,
due to their earlier negative experiences with forced signing of documents during imprisonment and
torture, informed consents were obtained only in oral manner. This was done prior to p
 articipation in the
treatment and with help of a professional interpreter. The participants were informed that the c
 ollected
data would be used for monitoring and evaluation of their treatment, as well as for future research purposes.
They were also informed about their right to self-determination, and that privacy and confidentiality of
personal information would be protected. Evidently, the interpreter was acting according to the Code
of Ethics for Interpreters and Translators.
3 N
 onetheless, we have obtained ad hoc written informed consents of the participants when it became
clear that the data would be used for research aims. All participants provided the consents.
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Table 1 The Phase-based Trauma-focused Group Therapy: Overview of the
Treatment Phases

Phase 1

Phase 2

Phase 3

Phase 4

Phase 5

Norms, values,
and rules of
group treatment
Therapeutic
alliance
Psychoeducation
Assessment of
problems
Treatment goals/
expectations
Treatment of
symptoms.

Presentation of
biographies
Other topics:
Damaged core
beliefs
Fear of loss of
control
Guilt
Shame
Grief
Acknowledgement of
wrongdoing and
harm
Resilience.

Telling the
trauma story
Imaginal
exposure
and cognitive
restructuring.

Reconnecting
the present with
the past and the
future
Skills training
(communication,
aggression)
Damaged core
beliefs
Roles and identity
Coping strategies
Current worries
and future
outlook
Sources of
resilience.

Psychoeducation
Relapse
prevention
Treatment
evaluation
Farewell ritual.

10 sessions

20 sessions

10 sessions

30 sessions

15 sessions

ADVOCACY
After-Care Program:
Topics: relapse, daily-life stress, marital, child, child-rearing or job/professional problems,
medication control, procedure of seeking asylum, guiding, support and continuous
advocacy.

of a certain form of group treatment within the treatment facility at a certain moment in
time. The most intensive form of group treatment was originally designed and applied.
However, as the treatment facility was confronted with financial constraints throughout
the years, the treatment program had to be adapted and other, less intensive, forms of
treatment were designed and executed.

Measures

A semi-structured self-constructed questionnaire was administered to obtain
information on socio-demographic variables. This questionnaire consisted of 15
questions about topics such as age, country of origin, legal and marital status, own
evaluation of the Dutch language fluency, living arrangements, housing, having a job,
and experiencing major losses or life changes in the course of the treatment.
The screening instruments used in this study were the Harvard Trauma Questionnaire
(HTQ) (Mollica et al., 1992; Mollica et al., 1996a), and the Hopkins Symptom Checklist
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(HSCL-25) (Mollica et al., 1987; Mollica et al., 1996b). Both instruments have been
widely used and validated across cultural settings (Hollifield et al., 2002).
HTQ has been administered in order to inquire about a variety of trauma events
experienced, as well as PTSD symptoms. Scores above a cut-off of 2.5 predicted
PTSD. Excellent statistical properties of the instrument have been demonstrated
(interrater reliability: k=0.93; test-retest reliability: r=0.89; internal consistency:
Cronbach α=.90)(Hollifield et al., 2011). The Farsi/Dari translation (Cronbach α= .85)
used in this study has demonstrated high internal consistency (Kleijn et al., 2001).
HSCL-25 was used to assess psychiatric symptoms commonly co-morbid with
PTSD symptoms. The instrument includes 10 anxiety items, and 15 depression items
scored on a four-point ordinal severity scale. Scores above a cut-off of 1.75 indicated
clinically significant distress. Excellent test-retest reliability of the instrument has been
demonstrated (r=0.89 for total scale; r=0.82 for each scale)(Mollica et al., 1987). The
Farsi/Dari translation used in this study has demonstrated high internal consistency
for both anxiety (Cronbach α= .86) and depression (Cronbach α= .85) scales (Kleijn
et al., 2001).

Procedures

All patients completed the screening instruments and the demographic questionnaire
two weeks before (T1) and three weeks after the treatment (1 year, T2) on average.
In 2011, the total sample was again approached for a third, follow-up screening, with
the same tools (T3). Timing of T3 was not originally planned when designing the
study. Therefore, in 2011 some patients had just completed the treatment, while
others had completed it up to 11 years ago. As a result, the interval between T1 and
T3 ranged from 24 to 144 months. The interval between T1 and T3 assessments is
correlated with the treatment variation, since we originally started the study by offering
the 3-in-3 treatment variation, then the 3-in-2 treatment variation, and finally the
2-in-2 treatment variation for consecutive years. For the 3-in-3 treatment variation T3
took place 134.7 months (mos.) after T1 (mean [M]; standard deviation [SD]=21.0), for
the 3-in-2 treatment variation 64 mos. (M; SD=21.1), and for the 2-in-2 treatment
variation 25 mos. (M; SD=0.5). At T3 the patients were also asked about additional
mental health treatment that they may have undergone upon completion of the group
therapy, and where possible the information was cross-checked using their medical
files. Although at T3 the sample was geographically spread across the country, we
succeeded to approach the patients as they remained in contact with each other and
with the interpreter throughout the years.
Informed consent was obtained from the patients in oral manner and with help of
a professional interpreter. It was chosen not to insist on written informed consents, as
the patients were reluctant to sign any documents due to their earlier negative
experiences with interrogation and torture during imprisonment in their home
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countries. Research procedures were consistent with the Declaration of Helsinki and
standards established by the Board of Directors of the first author’s institution.

Analyses

Outcome data were checked for missing data, outliers, normality, and heteroscedasticity.
Relationships between variables were checked for linearity (between predictor and
outcome variables) and multicollinearity (between predictor variables). We used
PASW 17.0 (SPSS, 2009) statistical software to perform analyses.
Differences on independent variables between the assessments were tested
using ANOVA for continuous measures and Chi-square for categorical variables.
The course of symptoms of PTSD, anxiety and depression was analyzed using a
series of mixed model regression analyses of outcomes at all time-points of the HTQ
and HSCL-25 subscale scores. We followed standard modeling procedures (Brown
and Prescott, 2006; Twisk, 2003). Mixed model regression analysis was applied
because of its robustness for missing data and variable assessment intervals.
Because these analyses included multiple observations from the same patients at
three different time points, random effects were modeled to adjust the standard
errors for the correlation of observations within individual patients along with fixed
effects representing the moment of each assessment (range 0-144 months since the
start of the intervention).
We started the mixed modeling procedure by modeling the time effect. In
separate steps, a linear (a constant rate of change over time, that can be plotted as a
straight line), curvilinear (e.g. an acceleration or decline of the rate of change, that can
be plotted as a curved line), and a cubic time effect (a line that has two inflection
points, e.g. it changes direction twice and can be plotted as a wave) were entered as
independent variables. The cubic function of time was entered in the model as
centered around the mean to avoid collinearity with other time functions.
After modeling the time effect, we entered covariates into the analysis. Our
primary covariate was the variable ‘group treatment variation’, since in our design
these variations were related to the assessment interval between T2 and T3. Also,
from previous analyses (Drožđek et al, 2012), we knew that the group treatment
variation affected short-term treatment outcomes. Next, we examined effects of
variables that showed significant change over the assessments. Then, we examined
the effect of interaction terms between independent variables on the outcome
variable in the model. Only parameters (time effects and covariates) that significantly
improved the model fit were kept in the model. Model fit was evaluated using the log
likelihood ratio statistic. The fit of the model was estimated using Maximum Likelihood
Estimation. The final model was re-estimated using Restricted Maximum Likelihood
to achieve better estimations of the parameter coefficients (Brown and Prescott,
2006; Twisk, 2003). Final models are presented in this article.
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Results
Sample

Table 2 describes social and demographic characteristics of the sample at baseline,
post-treatment and follow-up assessments.
The total sample consists of 188 assessments: 69 baseline assessments (T1), 66
post-treatment assessments (T2), and 53 follow-up assessments (T3). Post-treatment
(T2) interviews were assessed on average 13.2 months (M) after the baseline
assessment (SD = 2.9), while follow-up interviews (T3) were assessed on average
88.8 months (M) after the baseline measurements (SD = 45.8). Seventy-seven
percent (53/69) of the patients entering the study were assessed at follow-up. Of the
16 patients who were not assessed at T3, eight were not eligible for the assessment,
since they had just completed the group treatment and T2 assessment. Another
eight patients dropped out from the study: 3 returned to the country of origin (Iran), 1
was serving a prison sentence in the host country, 2 were reported to have substance
use issues and were not traceable any more, while 2 migrated to other countries (the
UK and Canada). As is shown in Table 2, drop out did not affect the composition of
the sample in terms of country of birth, marital status, living arrangements, and
trauma history.
In a course of the study a significant proportion of the patients received a
permanent refugee status. The adjudication of a refugee status resulted in most
cases in relocating from asylum seekers centre to common housing, starting with
Dutch language courses, and a possibility to apply for a job. Distributional changes
over the assessments for these variables were significant.
All patients were survivors of torture, and 36 (52%) had also experienced
additional war related trauma. The number of traumatic events experienced, as
assessed with the HTQ (Mollica et al., 1992; Mollica et al., 1996a), ranged from 6 to 20.

Treatment Characteristics

Twenty nine patients (42%) participated in the 3-in-3 groups, 24 patients (35%) in the
3-in-2 groups, and 16 patients (23%) in the 2-in-2 groups. In all groups, symptoms of
anxiety, depression and PTSD showed a significant decline at T2 and T3 (see Table 3).
As a part of the treatment, 66 patients (96%) received psychotropic medication
(serotonin selective reuptake inhibitors (SSRIs) (mostly Sertraline), anticonvulsants
(Topiramate), and sometimes antipsychotics (Quetiapine). Intake of medication was
not strictly monitored. Upon completion of the treatment, 23 patients (35%) stopped
taking medication, mostly because they thought that they do not need them anymore
as they felt better. Over the course of the follow-up period 39 patients (74%) received
some form of additional treatment for mental health problems. Twenty-six (49%)
received additional individual outpatient supportive treatment for trauma-related
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38.40 (8.37)

Mean (SD)

20 (29%)

Afghanistan

50 (72%)

Asylum seeker

28 (41%)

Divorced/ Single

26 (38%)
10 (15%)
33 (47%)

Alone (Single man)

Alone (Married man)

With family

Living arrangements

41 (59%)

Married

Marital Status

19 (28%)

Refugee

Status

49 (71%)

Iran

Country of birth

22-58

Baseline
(N=69)

Range

Age (years)

Follow-up Assessment (T3).

30 (46%)

10 (15%)

26 (39%)

28 (42%)

38 (58%)

33 (50%)

33 (50%)

19 (29%)

47 (71%)

39.42 (8.22)

23-59

Post treatment
(N=66)

32 (58%)

4 (8%)

18 (34%)

16 (30%)

37 (70%)

4 (8%)

49 (92%)

14 (26%)

39 (74%)

45.68 (7.44)

27-63

Follow-up
(N=53)

X2(4,N=188)=3.240

X2(2,N=188)=2.102

X2(2,N=188)=51.377**

X2(2,N=188)=0.944

F(2,187)=13.722**

Test

Table 2 Sociodemographic Characteristics of the Respondents in the Total Sample at Baseline (T1), Post-treatment (T2) and
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35 (53%)

36 (52%)

* p<0.05
** p<0.01
*** p<0.001

Mean (SD)

Range

Number of traumatic experiences
according to HTQscore

Combination

14.4 (3.14)

-

-

Only War

14.5 (3.12)

31 (47%)

33 (48%)

Only Torture

6-20

12 (18%)

13 (19%)

Mastery of Dutch language

6-20

1 (2%)

1 (1%)

Paid job

Trauma in home country

39 (59%)

Post treatment
(N=66)

41 (59%)

Living in asylum seeker reception center

Baseline
(N=69)

14.1 (3.14)

6-19

27 (51%)

-

26 (49%)

42 (79%)

7 (13%)

6 (11%)

Follow-up
(N=53)

F(2,187)=0.256

X2(2,N=188)=0.051

X2(2,N=188)=61.195**

X2(2,N=188)=11.481*

X2(2,N=188)=35.242**

Test
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174
3.28 (0.49)

Depression (M; SD)

Note. PTSD=posttraumatic stress disorder; M=mean, SD=standard deviation
*
p<0.05, ** p<0.01, *** p<0.001

3.28 (0.49)

Anxiety (M; SD)

16 (23%)

2-in-2
3.30 (0.44)

24 (35%)

3-in-2

PTSD (M; SD)

29 (42%)

3-in-3

Treatment variation

Baseline
(N=69)

2.63 (0.52)

2.63 (0.53)

2.68 (0.53)

15 (23%)

22 (33%)

29 (44%)

Posttreatment
(N=66)

2.39 (0.72)

2.34 (0.69)

2.43 (0.59)

8 (15%)

22 (42%)

23 (43%)

Follow-up
(N=53)

F(2,185)=39.932**

F(2,185)=42.549**

F(2,185)=47.409**

X2(4,N=188)=1.771

Table 3 Treatment and Outcome Characteristics at Baseline (T1), Posttreatment (T2), and Follow-up (T3)
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Estimated Mean Symptom Score

2,8
2,6
2,4
2,2
PTSD

2

Depression

1,8

Anxiety

1,6
1,4
1,2
1

0

6

12 18 24 30 36 42 48 54 60 66 72 78 84 90

Time (months)

Figure 1 L ong term course of symptoms of PTSD, anxiety and depression for
patients treated with group therapy

complaints (no additional exposure therapy), while thirteen (25%) received treatment
for other mental health problems. At T3, 27 patients (51%) were still receiving some
kind of mental health assistance. Of those, nineteen patients (36%) attended
low-frequency after-care self-support groups.

Long Term Outcomes of the Treatment

Figure 1 shows the long-term course of symptoms in the patients using results from
the predictive models. Estimated mean symptom scores for PTSD, anxiety, and
depression were plotted against time. X-axis ends at 89 months, which is the mean
assessment interval between T1 and T3. At 0 month, patients entered the treatment.
At 12 months the treatment ended. Decline of symptoms is best described by a
combination of linear, curvilinear and cubic effects (see Table 4). The intercept differed
between the three treatment variations. The patients in the 2-in-2 treatment variation
entered the treatment with significantly higher levels of symptoms, compared to the
patients in the 3-in-3 treatment variation. This pattern was observed on all the three
symptom clusters.
Regarding the long-term treatment outcomes on symptoms of anxiety, the final
model included (the change in) the patients’ legal status. Asylum seeking patients
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176
-1.76 x 10-6 (± 0.88 x 10-6)**

Cubic

-0.05 (± 0.26)
0

3-in-2

2-in-2

* p<0.05
** p<0.01

AIC=358.94

AIC=328.19

0
X2 (12, N=188)= 352.94

NA

Refugee status unchanged

-0.34 (± 0.27)*

-0.19 (± 0.28)

0

-0.17 (± 0.26)

-0.27 (± 0.26)*

-1.77 x 10-6 (± 0.97 x 10-6)**

X2 (9,N=188)= 322.19

NA

Obtained refugee status

Model fit

NA

Asylum seeker unchanged

Status change

-0.31 (± 0.26)*

3-in-3

Treatment

4.95 x 10 (± 2.05 x 10 )**
-4

5.24 x 10 (± 1.83 x 10 )**
-4

Quadratic
-4

-0.04 (± 0.01)**

-4

-0.04 (± 0.01)**

2.95 (± 0.40)**

B (95%-CI)

B (95%-CI)
2.76 (± 0.33)**

Anxiety

PTSD

Linear

Time (in months)

Intercept

Symptom Domain

AIC=362.97

X2 (9, N=188)=356.97

NA

NA

NA

0

-0.18 (± 0.27)

-0.35 (± 0.27)*

-1.96 x 10-6 (± 1.01 x 10-6)**

5.30 x 10-4 (± 2.07 x 10-4)**

-0.04 (± 0.01)**

2.71 (± 0.38)**

B (95%-CI)

Depression

Table 4 Coefficients and 95% Confidence Interval of Parameters Describing the Long Term Effect of Treatment Per
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who were granted a refugee status in the period between T1 and T3 entered the
treatment with less symptoms of anxiety than refugee patients. Since no detailed
records were kept with regard to the length of these patients’ asylum seeking
procedure, this finding cannot be properly interpreted. No interaction effects between
time and treatment variation, or between time and legal status were observed. In
other words, we did not find evidence that the treatment variation or legal status (as
was the case with symptoms of anxiety) moderated long-term outcomes of treatment.

Discussion
The sample of this study consisted of individuals with high levels of exposure to
traumatic stressors, comparable to other studies with asylum seekers and refugees
(i.e., ranging between 7 and 15 traumatic events experienced per person) (Marshall
et al., 2005; Mollica et al., 1998; Mollica et al., 1999). A major strength of this study
was its relatively low drop-out rate of 23% at the follow-up measurement. Drop-out
rates of 40-60% are not uncommon in longitudinal studies (Kamp van der and
Bijleveld, 1998). A mean treatment dropout rate of 26,5% has been found in a
meta-analysis of short-term efficacy of group treatment for PTSD (Sloan et al., 2011).

Treatment Outcomes on a Short Term

The first important finding of this study is that the group treatment was associated
with a reduction of PTSD, anxiety and depression symptoms post-treatment (T2).
While the PTSD symptoms were under the cut-off score at T2, symptoms of anxiety
and depression diminished, but still remained above generally applied cut-off scores.
This result has earlier been reported in a controlled study of effectiveness of PTSD
treatment (Brom et al., 1989), and it may not be surprising as the applied treatment
was primarily focused on targeting PTSD symptoms. Relative reduction of anxiety
and depression symptoms may have also been a result of pharmacotherapy. The
choice of medication prescribed was motivated by the authors’ clinical experience
and recent literature (Aurora et al., 2010; Stein et al., 2009). Further, performed
advocacy activities aiming at reducing the impact of resettlement stressors on asylum
seekers’ and refugees’ mental health may also have caused a reduction of anxiety
and depression symptoms. Moreover, it may be possible that reduction of PTSD
symptoms may have had a positive effect on co-morbid anxiety and depression
symptoms.

Treatment Outcomes on a Long Term

The second important finding is that the reduction of PTSD, anxiety and depression
symptoms was maintained up to 5 years (60 months) post-treatment. The long-term
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course of the PTSD, anxiety and depression symptoms was similar. After 5 years, all
symptoms started to worsen again. However, 7 years (89 months) after the treatment
was executed, all the symptoms examined were at lower levels than at baseline (T1).
As earlier clinical and non-clinical studies have documented, mental health
consequences of severe trauma in refugees are often long-lasting, and effects of war
and persecution mix on a long term with adversity factors in exile (Hauff and Vaglum,
1995; Steel et al., 2009). In this study, no interactions between the patient’s legal
status and the long-term outcomes of the treatment could be observed. This result
could be a consequence of insufficient statistical power. Furthermore, because of
multicollinearity between legal status, housing, and Dutch language mastery, we
were not able to test for the effects of housing and language mastery on the patient’s
long-term mental health. In general, testing for independent effects of resettlement-related variables is difficult, because they depend on a difference in legal status
between asylum seekers and refugees, and tend to cluster as a result (Drožđek et al.,
2013; Laban et al., 2004). In the Netherlands, asylum seekers are forced to live in
collective reception centres, and are not allowed to participate in language courses
or to work. On the other hand, when a refugee status is granted, they are obliged to
enroll a language course, a house will be provided by municipality, and they can
apply for a paid job.

A Multidisciplinary Multi-component Approach to PTSD Treatment

In earlier Danish studies of a multidisciplinary treatment of tortured refugees, no
substantial changes in mental health were observed at 9 months follow-up (Carlsson
et al., 2005), and a minor decrease in some symptoms was observed between 9 and
23 months (Carlsson et al., 2010). The latter finding may reflect regression toward the
mean or the natural course of symptoms in the cohort. In the mentioned studies, no
control conditions were included. Moreover, the applied treatment was neither
described in detail nor manualized, raising questions about its content and focus.
Also, at the 9 months follow-up all patients were still in treatment. The long-term
treatment outcomes in the current study may also have been impacted by a natural
course of PTSD symptoms over time or by other forms of mental health assistance
that some patients received after terminating the group treatment. Unfortunately, the
study’s results could not have been controlled for the above mentioned variables,
because of the lack of a control condition on a long-term. However, the earlier study
of the short-term outcomes of this group treatment approach (Drožđek et al., 2012)
was a controlled one, and confirmed effectiveness of the group treatment.
Multi-component approaches to PTSD treatment, as the one applied in this
study, have not yet shown superior effects when compared to single treatment forms
(e.g. exposure therapy or cognitive therapy alone), probably due to the same duration
and intensity of application (Palic and Elklit, 2011). In contrast, although the group
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treatment approach was not compared with others within this study, the results
suggest a relative longevity of outcomes, and a generalized benefit in terms of
tackling PTSD, anxiety and depression symptoms. We assume that booster sessions
in a course of the follow-up period may be helpful in maintaining and strengthening
the treatment gains.
Although research suggests that most trauma survivors improve with regard to
PTSD in therapies lasting between 9 and 12 weeks, a recent survey suggested a
longer treatment course in survivors with complex PTSD, ongoing life stressors and
poor social supports, like the ones in this study (Cloitre et al., 2011).

Limitations

This study has clear limitations. The study design is not randomized, and (at T3) was
not controlled. Therefore, no causal conclusions can be drawn regarding the
relationship between the decrease in mental health symptoms and the applied group
treatment. The sample consisted of help-seeking individuals, and was relatively small
as it was depending on the number of referrals and the inclusion criteria for the group
treatment. Because of the applied treatment inclusion criteria, a selection bias may
have occurred. It is possible that patients presenting with more severe psychopathology were excluded from the treatment leading to an overestimation of treatment
outcomes. The study included only treatment completers. The research took place
over a 12-year period, during which there may have been uncontrolled differences
among patients who were assigned to treatment groups, representing cohorts at
different stages across the 12-year time span. More specifically, it is possible that
social and political contextual developments have influenced our results. In the host
country, immigration policy has been changing throughout the years from less to
more restrictive, thereby possibly influencing resettlement conditions and patients’
mental health. In addition, time elapsed between T2 and T3 assessments was not the
same for all patients in the study. Thus, there was an uncontrolled non-equivalence
of the assessment intervals in the study that may have contributed to reported
differences between treatment conditions. The study’s results were not controlled for
impact of psychotropic medication administered to the patients in a course of the
treatment. Only limited information was available on mental health services use
during the follow-up period. It was therefore not possible to control for additional
service use in describing the long-term outcomes of the group treatment. Further, in
order to adequately determine impact of resettlement stressors on long term
treatment outcomes, more assessment moments and more detailed information on
resettlement stress in a course of the time are needed. The results cannot be
generalized to other forms and types of group treatment for asylum seekers and
refugees with PTSD.
Finally, there is a possibility that the patients who dropped out biased the results.
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Conclusions
The results of this follow-up study with Iranian and Afghan asylum seekers and
refugees with PTSD suggest that PTSD, anxiety, and depression symptoms were
reduced upon completion of the one-year trauma-focused multimodal group
day-treatment. The trend of reduction of the examined psychopathology continued
up to 5 years after treatment completion. Over an even longer period of time, on
average 89 months, treatment gains were maintained but were reduced in strength.
The applied group treatment approach appears to improve mental health of asylum
seekers and refugees with PTSD, both on the short and longer term. This study is
valuable as prospective outcome studies of psychosocial treatment for PTSD with
adult refugees are scarce.
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Introduction
Asylum seekers and refugees who have been repeatedly exposed to extreme forms
of violence may develop post traumatic stress disorder (PTSD) and other mental
health problems. Moreover, the impact of exposure to extreme violence may ripple
further and target a “survivor’s environment” – from his/her family and other
close-ones to a large societal group that a survivor belongs to. Forced migration
brings with an additional set of changes and challenges for an asylum seeker or
refugee, and may change (sub)cultural, religious, economic and other aspects of his/
her life. All these factors may influence mental health of a survivor (Drožđek, 2007).
The PTSD concept is designed to capture intrapsychic sequelae of exposure to
violence, but may fail to include a broad spectrum of damage that exposure to
extreme traumatic experiences may cause to a survivors’ context. Therefore, the first
aim of this dissertation was to develop an alternative, context-sensitive model for
understanding and assessing complex post traumatic sequelae in survivors of
extreme violence. The second aim was to develop and study a group treatment
modality for traumatized asylum seekers and refugees, based on the contextual conceptualization of post traumatic impacts.
In this chapter, we will discuss some important themes from the dissertation
from a “helicopter view”. First, the proposed contextual model for understanding
psychosocial problems in general, and complex PTSD in particular, will be discussed
in relation to the evidence-based paradigm in psychiatry and psychology. Second,
the context-sensitive group treatment of asylum seekers and refugees with trauma
symptoms will be compared with other approaches to treatment of complex PTSD.
Third, we will focus on considerations regarding methodology of the presented
studies. Fourth, lessons-learned while executing our group treatment model
throughout the years will be presented together with suggestions for future studies.
Fifth, we will discuss the impact of resettlement stressors on asylum seekers’ and
refugees’ well-being, and make proposals with regard to trauma research in general.
Finally, a general conclusion will be formulated.

Integration of Evidence-based and Alternative Concepts

About 20 years ago, in the mid-1990s, evidence-based intervention (EBI) has been
introduced as a new paradigm for the practice of healing mental health problems. EBI
aims at dealing with uncertainties of clinical practice by recording clinical observations
and producing research evidence in a reproducible and unbiased fashion. It also
increases confidence in knowledge about diagnosis, treatment efficacy and prognosis.
EBI aims at integrating individual clinical expertise with the best available external
clinical evidence from systematic research (Sackett et al., 1991). Throughout the
years, the evidence-based approach has become the golden standard in psychiatry
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and clinical psychology. Practice guidelines based on rigorous methodological review
of available evidence are now a common denominator of modern mental health
practice. Governments and mental health services have endorsed EBP with the
rationale that limited public resources should be mainly spend on interventions with
proven efficacy and effectiveness (Whitley et al., 2011).
Due to industrial development, mass migrations, globalization, and information
revolution with Mass Media and widely available new technologies, the world (as we
in the West perceive it) has rapidly changed ever since. Nowadays, psychiatrists and
psychologists in the western, industrialized world are on a regular basis facing
patients whose cultural backgrounds are different from their own, and whose
psychopathology may not be adequately framed within the western paradigms for
understanding mental health and illnesses (Drožđek, 2007). Therefore, it becomes
more and more important to culturally translate the evidence provided in predominantly
western clinical research, and to conceive and develop more comprehensive
approaches that are better tailored to patients’ specific characteristics (U.S.
Department of Health and Human Services, 2009).
As early as the mid-1990s, the critics of EBP warned that when decision-making
does not pay sufficient respect to individual differences, curing individual patients
may fail (Dunne, 1993). As Tanenbaum (1993) pointed out in her opinion making
article, the limitation of evidence-based practice is that clinicians often reason about
their individual patients on the basis of statistical knowledge, paying thereby less
attention to their personal experience and theories of cause and effect. However,
clinicians should be equally interested in both the illness that a person has, and in the
person that is affected by an illness. Evidence-based medicine, as originally defined
by Sackett et al. (1996), and evidence-based mental health interventions include both
clinicians’ individual clinical expertise and patients’ values and preferences in a
process of making decisions with regard to the care provided. However, the
importance of patient’s preferences, and of other contextual factors influencing and
determining mental health problems, have become, in our opinion, underestimated in
practising EBP throughout the years.
Throughout the past two decades, other philosophies of contextually and
culturally informed mental health care practice, presented in the introductory section
of this dissertation, emerged (Bronfenbrenner, 1981; Cicchetti & Toth, 2009; Hobfoll,
2001; Lazarus & Folkman, 1984; Mezzich et al., 2010). These may enrich the
evidence-based approach. Some of these theories (e.g. the approaches by Hobfoll
and Lazarus) have already been scientifically proven (a.o. Hobfoll et al., 2011), and are
inspiring further research.
Borsboom et al. (2011) recently suggested that symptoms of mental health
disorders are unlikely to be mere passive indicators of latent conditions, but
autonomous properties that can, on their turn, cause other symptoms of their own.
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Based on a network model of psychiatric symptoms derived from an analysis of
symptom overlap in the DSM-IV (APA, 1994), this study shows that half of the
symptoms are connected with each other, and that individuals having one mental
health disorder are likely to have another one as well. The authors (Borsboom et al.,
2011) suggest that there may be many different roads leading to comorbidity, and that
the road taken depends on the person and his/her specific situation. Similarly,
Kendler et al. (2011) recommend that psychiatry should shift from the quest for origins
of mental health disorders among biological and social facts to a quest for the
complex and multi-level causal mechanisms that produce, underlie and sustain
psychiatric syndromes (Kendler, 2008). Therefore, the same cluster of symptoms
might arise from different etiological, underlying or sustaining mechanisms in different
individuals. Discussing diagnosing in psychiatry, McGorry and van Os (2013) pointed
out that several dimensions of psychopathology emerge sequentially and concurrently
in an interactive and dynamic way, ebbing and flowing, across the life course. All the
mentioned studies challenge prevailing opinions in modern western psychiatric and
psychological theory and practice. They may open new avenues for a different conceptualization of mental health disorders.
The contextual model proposed in this dissertation combines the Ecological
Systems Theory (Bronfenbrenner, 1981) with the Developmental Psychopathology
theory (Cicchetti & Toth, 2009), and the principles of the Person-centred psychiatry
(Mezzich et al., 2010) in a culturally sensitive way. It points out that in assessing and
treating mental health disorders, a clinician should acknowledge the necessity of
simultaneously focusing on intrapsychic and biological dimensions, as well as on
interpersonal and socio-political dimensions of human experiences.
Moreover, this model underlines the importance of understanding context as a
dynamic system that can change over time. A psychiatric diagnosis is, therefore,
viewed as a current reflection of a psychological imbalance, a mirror of one’s life-long
dynamic struggle between sources of resilience and damage (see also Brom &
Kleber, 2009; Mooren & Kleber, 2013). A mental health professional is challenged to
identify and evaluate risk and protective factors in both the developmental and the
socio-environmental contexts of a patient, recognizing thereby the influence of culture
on human psychology.
We suggest that the proposed contextual model can improve: (1) assessment of
patients’ problems through a detailed and comprehensive case conceptualization, (2)
design of interventions targeting different levels of patients’ ecological environment,
and (3) evaluation of interventions through an analysis of ecological factors that may
have facilitated or impeded the interventions applied. However, interventions in the
domain of psychology and psychiatry should be methodologically sound and based
on scientific evidence. In this way, our model seeks complementarity with the
evidence-based approach in psychology and psychiatry. The context-sensitive
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model for group treatment of traumatized asylum seekers and refugees presented in
this dissertation is an example thereof.
Although the proposed contextual assessment of mental health disorders is time
consuming, our clinical experience suggests that it may help practitioners to formulate
a case concept more precisely and design better and more efficient treatment strategies.
In other words, we expect that the initial time investment will pay off later on as
adequately tailored treatments will produce better and more sustainable outcomes.
To conclude with, we assume that integration of the evidence-based psychiatry
and psychology with the alternative models for understanding and treating of mental
health disorders is not a panacea, but a framework that may meet needs of psychiatric
patients and clinicians more adequately. It may help to provide superior patient care,
more treatment effectiveness, and bring the importance of empirical research and
clinical acumen in healing of mental health problems in a better balance. We are
witnessing just another step in the process of a continuing dialogue between
psychiatrists, psychologists and other professionals (cultural anthropologists,
theologians, etc.) towards a critical synthesis of knowledge.

Context-sensitive Group Treatment and Other Approaches to
Treatment of Complex Trauma

Based on the contextual model, we have designed a group treatment program for
traumatized asylum seekers and refugees. This program is presented and evaluated
in this dissertation. In the following section, we will comment on it and compare it with
other approaches to treatment of complex PTSD.
Although group psychotherapy is the most commonly used treatment of PTSD
in combat veterans in the US (Follette & Ruzek, 2006), there have been just a few
studies examining its effectiveness. Most of these studies have been discussed in
several chapters of this dissertation. The most recent meta-analysis of efficacy of
group treatment for PTSD (Sloan et al., 2011) indicated that group treatment for PTSD
is better than no treatment. This study further showed that smaller effect sizes were
associated with males relative to females and combined gender samples, and with
combat and child sexual assault trauma samples relative to mixed-trauma samples.
It was suggested that more research is needed to identify effective group treatments
for chronic PTSD. Also, additional research is needed to explore treatment gains on
a longer period of time. Both these issues have been addressed in chapter 8 of this
dissertation.
The context-sensitive group treatment model is a sequenced, multicomponent
approach to treatment of trauma symptoms. Expert clinicians (Cloitre et al., 2011)
have agreed upon that such an approach is the most appropriate one for treatment
of complex PTSD. Contemporary formulations (Courtois & Ford, 2009) of this
approach have recommended that the initial stage of treatment focus on patient
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safety, symptom stabilization, and improvement in basic life competencies. These are
considered as prerequisites for exploration of traumatic narratives (Herman, 1992).
Our approach has added to it stabilization of environmental variables, given the fact
that these may significantly impact mental health of asylum seekers and refugees
(Porter & Haslam, 2005). This is in line with the experts’ (Cloitre et al., 2011)
recommendation to incorporate such interventions in a sequenced multicomponent
treatment program, as there is a consensus that life stressors and poor social
supports are the greatest risk factors for relapse of trauma symptoms. In our
approach, interventions aiming at managing life stressors (a.o. advocacy) continue
throughout the later stages of the treatment, and after exploration of traumatic
memories. Building social supports was achieved both by mere presence of a
treatment group, and interventions aiming at enhancement of bonding between
group members, like appointing buddies for patients. Research on the highly
acclaimed sequential treatment of chronic trauma (STAIR)(Cloitre et al., 2010) shows
that a phase-based skills-to-exposure treatment presents with greater benefits than
treatments that exclude either skills training or exposure. In our approach, stabilization
skills interventions do not only precede exploration of trauma memories, but are also
applied after the exposure phase of the group treatment.
A recent review of PTSD psychological treatment in refugees (Nickerson et al.,
2011) has concluded that multimodal approaches including a stabilization phase may
alleviate other mental health and psychosocial difficulties experienced by refugees,
and may even not be assisted by trauma-focused approaches. However, in our
approach both focuses have been combined, leading to a decrease of PTSD,
depressive, and anxiety symptoms in the patients.
Some researchers (Lester et al., 2010; Markowitz, 2010) suggested that the
classical exposure technique is usually poorly tolerated in traumatized non-western
asylum seekers and refugees. Our research and clinical experiences suggest the
opposite. We argue that our findings are due to the fact that exposure was embedded
in a sequenced multicomponent treatment. Further, in populations where exposure
should be applied, but may be poorly tolerated, interesting adaptations of the
technique have been designed and applied (Hinton et al., 2012).
Nowadays, we still know very little about benefits of group treatment other than
reduction of PTSD and co-morbid symptoms. Unfortunately, studies in this area
(including our study) do not provide information about other possible benefits of
group treatment, like changes in the patients’ social contacts, social functioning,
social integration, reparation of core-beliefs, and renewed development of a stagnated
psychosocial development. We only became later aware of these highly important
research questions, when gathering additional information was not possible anymore
in the course of our research.
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Methodological Considerations of the Empirical Studies

The presented studies of the Den Bosch group treatment model have several
limitations. First, the studies were not designed in advance, but they reflect unfolding
routine clinical practice. Second, because of the above mentioned reasons, the
samples were not randomly configured. In two studies, the samples were diverse in
terms of gender and ethnicity. Overall the sample sizes were moderate compared
with other studies (Nickerson et al., 2010; Palic & Elklit, 2011) on mental health
interventions with asylum seekers and refugees. In research with these populations it
is difficult to collect large samples due to many restrictions and obstacles that asylum
seekers and refugees are facing with regard to access to mental health services.
Third, nature of the design was not strictly controlled, but practical and clinically
informative. Therefore, the studies do not allow for definitive conclusions regarding
causality. Fourth, the studies took place over several years as only one treatment
group could be executed in a year time due to restrictions imposed by a number of
suitable referrals and financial constraints within the treatment facility. Therefore,
there may have been uncontrolled differences among the participants throughout the
years. Moreover, there was an uncontrolled non-equivalence of the assessment
intervals between the conditions studied. At the same time, we are not aware of
another study examining treatment outcomes with asylum seekers and refugees for
such a long period of time. Fifth, the assessment instruments used may be questioned
with regard to cross-cultural validity. They were originally developed for a population
of Far-East Asian survivors, then translated into other languages and validated, and
finally used in our research in a sample originating from the Middle East. The
instruments are exclusively inquiring into the presence of PTSD symptoms as they
are based on the assumption that PTSD is the most important consequence of
exposure to traumatic experiences. Therefore, they may have failed in capturing local
expressions of distress. However, these instruments have often been applied in
research with asylum seekers and refugees throughout the years (Crumlish &
O’Rourke, 2010; Porter & Haslam, 2011). Sixth, use of psychotropic medication by
the participants was not controlled in the studies and may have been a potential
source of confounding. Seventh, the participants may have over- or under-reported
psychiatric symptoms as they were in position to acquire secondary gains. Earlier
research (Frueh et al., 1997) with US combat veterans has suggested that compensation-seeking may impede accurate assessment of mental health problems.
However, we assume that our results were not influenced by the patients’ wish to
obtain a refugee status based on having a PTSD diagnosis. When significant decrease
of the measured psychopathology was observed upon cessation of the treatment,
half of the treated patients were still asylum seekers.
The presented studies have also strengths. They reflect clinical practice. Three of
the five studies included in this dissertation had homogeneous samples with limited
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variations. This may have enabled a clearer perspective of these studies’ goals. The
studies are unique since there is no other research examining outcomes of group
psychotherapy with asylum seekers and refugees. Finally, the follow-up study of the
group psychotherapy intervention is the longest one ever executed with these
populations.

The Den Bosch Model: Lessons Learned and How to Proceed

Throughout the 15 years of execution of the Den Bosch group day-treatment model,
some important lessons have been learned. The overall treatment structure and the
themes explored per treatment phase remained unchanged, but some alterations
have been made with regard to the motivational trajectory prior to participation in the
treatment, advocacy activities executed, and the therapists’ cultural sensitivity.
First, there are lessons learned with regard to negotiating and tailoring a treatment
plan according to the contextual model. This plan should not be superimposed on a
patient by a clinician, but co-constructed in a way that is meaningful to both, patient
and clinician. In situations where a patient does not share the same cultural
background with a clinician, and is not familiar with the western scientific medico/
psychiatric theories and ways of thinking, a new treatment plan, the one that makes
more sense to a patient, should be co-constructed. This plan should take into
account a patient’s explanatory models of health and disease, and his/her prioritization
of the areas of change and intervention (Ghane, 2011; Kirmayer et al., 2012; Whitley
et al., 2011). In cases where a patient prioritizes interventions that are not within a
therapist’s professional domain, careful negotiation should take place. Thereby, a
therapist should pay utmost respect for patient’s existential needs (Drožđek & Wilson,
2007), and should not disqualify patient’s wishes for interventions outside of the
realms of psychiatry and psychology. An asylum seeker patient may ask a therapist
to assist him/her with the procedure of seeking asylum and share medical findings
with immigration authorities, to communicate with reception centre staff with regard
to improvement of daily life conditions or removal to another reception centre where
a patient’s social support group resides. The therapist should make an inventory of
these wishes, delegate necessary interventions to other, more competent,
professionals (social workers, lawyers, clergy, etc.), and coordinate their actions if
needed. However, there are also boundaries with regard to the advocacy activities
that we provide. We do not accompany patients to the Immigration court hearings.
Moreover, we provide written information to immigration authorities and lawyers with
regard to patients’ medical and psychological problems only, and are not involved in
truth-finding as of their asylum stories.
Second, we have learned that our patients’ participation in such an intensive and
time consuming treatment is not motivated by a wish to lower suffering from the
PTSD symptoms, but primarily by their wish to improve family (and other social)
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relationships. These have been, among others, damaged by their irritability and
aggression outbursts.
Third, the patients want to re-build their lives in a host society, and yet again they
perceive irritability, outbursts of aggression, but also social isolation, fear, sleeping
problems, and other PTSD and co-morbid complaints as serious obstacles. Based
on the above mentioned, we have improved our strategies of motivating patients to
enter the group treatment program. While patients’ symptoms still form an important
focus within the motivational trajectory and in the treatment, we nowadays also
actively inquire and, if necessary, intervene as of family and other relational issues
including well-being of the patients’ children. These sessions are taking place outside
of the group format, and are mostly consisting of psycho education of the patients’
family members with regard to trauma and its consequences or are focused on
helping the patients to solve urgent marital or familial problems. Further, we inquire
nowadays more about existential topics, like what are the patients standing for in their
lives, as we have learned that these issues may influence their motivation for the
treatment. We assume that these interventions may enhance patients’ engagement
as they respond to problems they are facing on a day-to-day basis.
Fourth, we became increasingly aware of the impact of resettlement stressors on
our patients’ lives and on a course of the group treatment. For example, when the
patients experience urgent problems with immigration authorities or with life
circumstances within a reception center, they want to share this in a group session.
Then, other group members empathize with those having acute problems. Instead of
focusing on the treatment and its potential future gains, the group gets overloaded
with anxiety or anger, and is stuck in the heavily problem-loaded present. In such
cases, the therapist can not ignore the patients’ existential uncertainties, and just
continue to strictly follow the group treatment program. The therapist should find a
fine balance between attention that should be given to discussing the patients’
resettlement problems and to the assignments of the treatment program. This
challenge continues throughout the whole treatment as resettlement adversities
remain present. Nowadays, we try to stabilize our patients’ psychosocial environment
as much as possible before the treatment starts. This usually includes advocacy
activities towards immigration services, asylum lawyers and reception centers, as
mentioned in several chapters of this dissertation. Since it is often not possible to fully
stabilize the patients’ psychosocial environment prior to the treatment, the described
interventions continue throughout the treatment, but outside of the group sessions.
As the patients know that the therapists are genuinely trying to take care of their
existential needs, and that continuation of the group treatment program is of utmost
importance for their own mental health benefits, they stop feeling the urge to
extensively display daily life frustrations within the group sessions.

194

GENERAL DISCUSSION

Throughout the years, we have also aimed at improving cultural sensitivity of the
group treatment. Cultural competence of the therapists was enhanced by reading
scientific, fiction, and non-fiction literature with regard to cultural backgrounds of the
patients. Interpreters and others sharing same cultural background with the patients
have been used as culture brokers, and the treatment interventions have been
carefully monitored, evaluated for outcomes, and culturally incongruent interventions
have been left out. Nowadays, the therapists are more culturally and contextually
informed with regard to the patients’ whereabouts, they foster curiosity for
culture-bound issues as the patients are their cultural informants, and they have
learned many rules of conduct rooted in the patients’ cultural background. This way,
the therapists respond to the patients’ need for respect of their cultural identity.
Moreover, since the therapists embody the host culture and have a notion of the
patients’ cultural backgrounds, they can act like a role model and a guide in a process
of cultural transition that the patients are challenged with. We believe that the
therapists’ increased cultural competence (Knipscheer et al., 2012; Sue, 1998) is
enhancing the patients’ engagement with the treatment.
As of today, our research findings suggest that the trauma-focused groups
produce better outcomes than the supportive ones. However, the two types of
groups differ from each other in many ways. It is not only the mere use of exposure
techniques in the trauma-focused groups that differs them from the supportive ones
in our research. The trauma-focused groups are also more intensive, and group
psychotherapy is combined with the non-verbal treatment sessions. Moreover, we
have learned that the non-verbal therapies contribute independently to better
outcomes of the trauma-focused groups as the groups with more non-verbal therapy
sessions included showed more favorable treatment outcomes. Since the non-verbal
sessions include both supportive and trauma-focused interventions, including
exposure to traumatic memories through drawings, music or physical movements,
we assume that the patients in group programs with more non-verbal sessions
included receive more exposure to their traumatic experiences. We are not aware of
other studies pointing out that non-verbal therapies are distinct and active components
of a multidisciplinary approach to treatment of complex trauma. In short, at this stage
the research suggests that a combination of exposure and supportive interventions
in the group treatment of traumatized asylum seekers and refugees works better than
supportive interventions only.
Further, our studies show that the more treatment sessions the patients had per
week, the better the treatment outcomes were. More intensive treatment contains
more exposure moments and better chances for our patients to re-attach with the
other group members and improve their social functioning. However, there seems to
exist a critical mass of exposure and involvement in terms of time consumption that
a patient can endure in the treatment.
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Research of Resettlement Stressors: How to Proceed?

Resettlement stressors have an impact on outcomes and effectiveness of the group
treatment. They put a heavy load on the shoulders of asylum seeking and refugee
patients. Moreover, they may lead to ongoing traumatization of patients in a course of
treatment as in cases of continuing war and political turmoil in their home countries
endangering families and friends left behind. In these cases, we may ask ourselves
whether we are treating post traumatic stress disorder (Kleber et al., 1995), because
patients are still exposed to traumatic experiences at distance.
Lack of community ties and social isolation were some of the reasons in favor of
group treatment approach with asylum seekers and refugees. However, research
(Kawachi & Berkman, 2001) suggests that social capital may also have its “dark side”.
Refugees from some cultures may feel oppressed by social control exerted by
tight-knit ethnic enclaves and community embeddedness may have a negative
influence on their mental health outcomes. Accordingly, separation from own ethnic
group may lead to loneliness and social marginalization, but can also be a liberating
experience. Therefore, it appears important for future research not to focus only on
the mere presence of family members or ethnic communities, but to explore the
nature of dynamics in social relationships. For example, an earlier study with Iranian
refugees in Sweden (Darvishpour, 2002) suggested a shift of power taking place in
marital relationships upon resettlement. Within this group, men were no longer
viewed by their wives as being dominant, and as the difference in power resources
between the spouses decreased, their relationship deteriorated.
A related issue is the one of the ethnic/racial matching of patients and therapists
in psychotherapy. A recent meta-analysis (Cabral & Smith, 2011; see also Knipscheer
& Kleber, 2004) suggests that patients show a moderate preference for a therapist of
the same race/ethnicity, but that ethnic/racial matching of patients with therapists has
almost no benefits to treatment outcomes.

Suggestions for Future Trauma Research

Further research of trauma-related mental health disturbances should focus on a
broad spectrum of damage that exposure to traumatic experiences can cause to
survivors’ well-being. More specifically, we suggest that a long-term course of PTSD,
and complex forms of PTSD need to be studied more in depth. Furthermore, our
contextual model should be compared with other concepts of understanding mental
health disorders and well-being.
More research is needed as of how the context-sensitive multimodal group
treatment works, and what its most important healing elements may be. Also,
outcomes of the group treatment should be monitored on different levels of the
patients’ ecological environment, e.g. measuring issues like social integration, quality
of life and social relationships. Recent examples of studies inquiring into related
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issues are those by Scholte et al. (2011), and Wind and Komproe (2012). Last but not
least, cost-effectiveness of group treatment for PTSD should be better determined.
Also, PTSD research may profit from the knowledge accumulated in the field of
loss and complicated grief (Boelen, 2011; Boelen et al, 2012), since traumatic
experiences often include a loss of a loved one. Both conditions activate attachment
mechanisms, include ruminations about losses experienced, present with dysfunctional
behaviours including substances abuse, and with ineffective emotional regulation.
The relationship between PTSD and aggression (Orth & Wieland, 2006) should
be studied more in depth. Anger, hostility, aggression and rage are frequent issues in
clinical practice with PTSD patients, and we still lack adequate and effective treatment
strategies. Combination of knowledge from the PTSD and anger research fields
resulted in the relatively new (and rather poorly developed) concept of post traumatic
embitterment disorder (Linden et al., 2007; 2008). We consider this to be an example
of how knowledge about a spectrum of complex post traumatic sequelae can be
improved, and PTSD research can be moved forward.
Culturally informed research is yet another issue that should be developed
further. There is a need for cross-cultural validation of the existing, and development
of new instruments for assessment of post traumatic sequelae. The same applies to
scientific evaluation of the existing, and development of new, culture-sensitive
treatment strategies.

General Conclusion
This dissertation proposes an alternative model for understanding impacts of multiple
traumatic experiences on mental health of asylum seekers and refugees. This model
frames the impacts within multiple levels of survivors’ ecological environment. It
analyses the context of the “refugee experience” and operates from a developmental
perspective in a culture-sensitive way. We assume that this integrative contextual
model enables a better process-level understanding of mental health and disorders
in general, and of the impact of traumatic experiences on survivors in particular. This
model can be integrated with evidence-based psychiatry and psychology.
The other aim of the dissertation was to study the short and the long-term
outcomes of a sequenced multidisciplinary group day-treatment based on the
contextual model. This treatment combines trauma-focused group psychotherapy
with experiential, non-verbal intervention techniques within a comprehensive
day-treatment setting. The studies included in this dissertation suggest that this
approach is a promising treatment for asylum seekers and refugees with PTSD both
on the short and on the longer terms. Over time, the treatment gains were found to
be maintained but reduced in strength. Particularly, the non-verbal sessions are

197

9

CHAPTER 9

suggested to be active treatment components. Asylum seekers who obtain a refugee
status in a course of the treatment appear to profit more from the treatment than
asylum seekers without a status, and than already recognized refugees.
We hope that this dissertation will contribute to a better understanding of
complex problems that asylum seekers and refugees who have been exposed to
torture, war and political violence are facing. We also expect that the presented group
treatment approach will further inspire us and other colleagues to continue developing
new treatments for these disenfranchised populations, and making efforts to improve
their mental health and well-being.

What Happened to Abolfazl?

This dissertation started with the story of Abolfazl, a trauma survivor from Afghanistan.
We followed his life-journey up to the moment that he entered group treatment for his
mental health complaints. Now, many years later, you may wonder how he is doing
and whether he succeeded to re-build his shattered life. This is what happened with
him and his family:
Abolfazl completed the 1 year group treatment. At the post treatment assessment he
still presented some PTSD symptoms although their severity has decreased. He
suffered no longer from depressed moods. I remember him telling me that at times
he still suffered from nightmares and re-experiencing of traumatic events, but that this
did not matter so much to him any more. Most importantly, he shared that the group
treatment gave him strength and courage to continue with his life in a worthy way. He
did not feel lost any more and has learned how to take care of himself, his 3 children
and the parents left behind.
Abolfazl joined the after care group and maintained contacts with the other
group members, both with his compatriots and those from Iran. He was reconnected.
In the following years, he unfortunately could not find a job and lived from a social
security payment that the Dutch state was giving him. However, he managed to send
small amounts of money to his parents in Afghanistan every now and then. Fortunately,
he could be proud of his 3 children. They all progressed very well at school, were well
socially embedded in the Dutch community, and all three of them went later on to the
university. Abolfazl spent most of his days taking care of his household and the
children, and aiming at being a good parental figure. He never remarried, but he
seemed to have accepted the loss of his wife. When we would occasionally meet, talk
about his life and remember the times that he was participating in the group treatment,
he would often say “Inshallah”. He meant therewith that all what happened in his life
was God’s will, and may have had a purpose.
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Summary
The first chapter of this dissertation presents an overview of the main topics. The
populations of asylum seekers and refugees who have been exposed to traumatic
stress are defined and described. Their journey from a violent past to an uncertain
future contains a spectrum of adversities, all pre-, during, and post-migration. Data of
studies on psychological impacts of the “refugee experience” are presented. PTSD is
the most commonly studied disorder in these populations. This chapter provides a
definition and description of this disorder, data of epidemiological studies, and a
critique of the current definition of PTSD according to the DSM classification (APA,
2004). This critique suggests that the PTSD concept offers an individualized,
medicalized, reified and culture- blind perspective of the impact of extreme traumatic
experiences on survivors. In respect to this, alternative paradigms for understanding
of the complexity of post traumatic sequelae are further discussed. Finally, this
chapter presents an overview of the approaches to the PTSD treatment with asylum
seekers and refugees in general and the PTSD group treatments in particular.
The second chapter presents a model for understanding psychological
consequences of exposure to war, torture and political violence in asylum seekers
and refugees. Both groups were, beyond the original exposure to traumatic
experiences, submitted to forced migration and resettlement afterwards. The
combination of trauma and forced migration makes their psychosocial situation very
complex. In order to approach the complexity of trauma impact within these
populations in a better way, a new paradigm is proposed and discussed. This
contextual, developmental and comprehensive paradigm implies framing and
interpreting of human experiences and their consequences in “the ecological
environment”. This paradigm maps the impacts of traumatic experiences on different
levels of human existence and opens up avenues for clinicians to design and evaluate
tailored treatment strategies. Also, upon applying this paradigm a clinician gets a
better insight into sources of resilience in trauma survivors. Consequently, an
adequate treatment strategy incorporates interventions beyond the realm of the
medical and the psychological, and aims at targeting both sources of resilience and
post traumatic damage on different levels of the survivors’ ecological environment.
Finally, the second chapter provides case examples of contextual conceptualizations
of the trauma impact and interventions on the individual level of a trauma patient, on
the level of (large) groups, and on the societal level.
The third chapter discusses peculiarities in assessment of post traumatic
sequelae in non-western populations, mainly asylum seekers and refugees. It pleads
for a necessity to conceptualize consequences of exposure to traumatic experiences
beyond the biomedical paradigm and describes an alternative framework that is
more comprehensive and culturally sensitive. This new paradigm recognizes “multiple
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realities” of asylum seekers and refugees, is based on the contextual approach
described in the second chapter, and takes into account developmental perspectives.
This means that, within this paradigm, psychological impacts of trauma are not
defined and assessed only as static diagnostic categories of PTSD and co-morbidity,
but as a continuum of changes to individual psychosocial processes and patterns of
adjustment in survivors’ lives. Finally, the third chapter proposes directions for future
development of assessment instruments. This will be facilitated by supplementation
of the prevailing pathogenic-disease paradigm by positive psychology, anthropology
and ethnology, and by re-entering of qualitative research and ethnographic
approaches into the realm of the Western science. We suggest that the values and
principles of sciences adjacent to psychology and psychiatry should be combined
with the biomedical psychological/ psychiatric paradigm in order to create more
understanding of mental health processes.
Chapters four and five present the short-term outcomes of a group treatment
approach aiming at helping asylum seekers and refugees with impacts of
psychological trauma. This approach, the so-called Den Bosch model, was developed
by the author and his team, and has been applied and studied in the past 15 years.
It is rooted in the contextual apprehension of impacts of exposure to traumatic
experiences presented and discussed in the second and the third chapter. The
approach does not exclusively focus on treatment of PTSD and other co-morbid axis
I and II disorders. Besides, it includes interventions targeting damaged core-beliefs,
guilt, shame, grief, marital and systemic problems, legal issues due to procedure of
seeking asylum and other resettlement stressors.
In chapter four, the treatment effects of three different trauma-focused group
day-treatment programs for asylum seekers and refugees with PTSD were compared
with a supportive outpatient psychotherapy group, and a waiting list control group.
The trauma-focused group programs consisted of the same amount of group
psychotherapy sessions executed in a week time, but they differed in the number of
non-verbal therapy sessions combined with group psychotherapy in a course of the
treatment program. Also, they differed in the number of treatment days per week that
the programs were executed. The supportive and the waitlisted groups were thus the
comparison conditions. The study’s sample was diverse in terms of ethnicity (Iran,
Afghanistan, Iraq, Caucasus region) and gender. The results suggest that the
trauma-focused day-treatment group programs lead to a significant decrease of
psychopathology when compared with the outpatient supportive group and the
waitlisted control group. The non-verbal therapies included in the day-treatment
programs appeared to be effective treatment elements. The treatment groups that
included more non-verbal therapy sessions produced better outcomes than the ones
with less non-verbal sessions. Equal treatment results were obtained with the same
number of treatment sessions per week applied over two and over three days. This
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suggests that the number of treatment sessions applied in a week time seems to be
more important for the treatment outcomes than the number of treatment days per
week.
Chapter five presents a study that is a replication of the one presented in chapter
four. This time, the three trauma-focused day-treatment group programs were
compared with the waiting list control group, the sample was coherent in terms of
gender and ethnicity (Iran, Afghanistan), and more sophisticated tools were used in a
process of statistical analysis of the data. Yet again, the results suggest that the
applied approach seems promising in assisting asylum seekers and refugees in
industrialized settings with PTSD symptoms.
Chapters six and seven discuss the influence of psychosocial resettlement
stressors and demographic characteristics on psychopathology in asylum seekers
and refugees with PTSD prior to participation in the Den Bosch group treatment
model. Also, the influence of resettlement stressors on the treatment outcomes was
explored and discussed. The study described in chapter six was performed on a
heterogeneous sample in terms of gender and ethnicity. The study described in
chapter seven is its replication with a homogeneous sample. Also, the results of both
studies were analysed with a different set of statistical tools.
The results of the study presented in chapter six suggest that the outcomes of
group therapy with asylum seekers and refugees according to the Den Bosch model
are not impacted by demographic characteristics of the participants. More specifically,
the outcomes were not impacted by the participants’ legal status (asylum seekers vs.
refugees), living conditions (reception centre vs. own home), living arrangements
(living with family members vs. separated/single), additional ongoing resettlement
stressors in a course of the treatment or the type of traumatic experience they were
exposed to (war, torture/imprisonment, combination of both). The findings suggest
that the treatment of traumatized asylum seekers and refugees is possible irrespective
of the absence of stable living arrangements.
Instead, results of the study presented in chapter seven suggest that both asylum
seekers and refugees can benefit from the applied PTSD group treatment, but that
asylum seekers who were granted a permanent refugee status during the treatment
showed larger symptom reductions upon termination of the treatment than the
patients whose legal status did not change in a course of the treatment. Also, results
give reason to expect that married men living alone and obtaining a permanent
refugee status in a course of the treatment benefit most from the treatment. This
intriguing finding may be due to an increase of hope for family reunion in this
subsample. In conclusion, the study indicates that asylum seekers and refugees can
be effectively treated for PTSD according to the Den Bosch group treatment model
regardless of their legal status, but that obtaining a refugee status in a course of the
treatment improves the treatment outcomes.
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Finally, chapter eight presents a seven-year follow-up study of symptoms in a
sample of 69 male asylum seekers and refugees with PTSD from Iran and Afghanistan
treated with the Den Bosch group treatment approach. The study’s results show that
the PTSD, anxiety, and depression symptoms were reduced upon completion of the
treatment. The trend of reduction of the examined psychopathology continued up to
five years after the treatment. Over an even longer period of time, up to seven years,
the treatment gains were maintained but were reduced in strength. Summarizing,
results of this study suggest that the applied group treatment approach improves
mental health of asylum seekers and refugees with PTSD, both on the short and on
longer terms. The study presented in this chapter is exceptional, since studies
examining prospective outcomes of psychosocial treatment for PTSD with adult
refugees are non-existing.
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Het eerste hoofdstuk van dit proefschrift geeft een overzicht van de belangrijkste
onderwerpen. De populaties van asielzoekers en vluchtelingen die blootgesteld
waren aan traumatische stress worden gedefinieerd en beschreven. Hun reis van een
gewelddadig verleden naar een onzekere toekomst bevat een spectrum van
tegenslagen, alle voor, tijdens en na de migratie. De gegevens van studies over
psychologische effecten van de “vluchteling ervaring” worden gepresenteerd. PTSS
is de meest bestudeerde stoornis in deze populaties. Dit hoofdstuk geeft een definitie
en beschrijving van deze aandoening, data van epidemiologische studies en een
kritiek op de huidige definitie van PTSS volgens de DSM-classificiatie (APA, 2004).
Deze kritiek suggereert dat het PTSS begrip een geïndividualiseerd, gemedicaliseerd, universalistisch en cultuurblind perspectief van de gevolgen van extreme
traumatische ervaringen op overlevenden biedt. Met betrekking tot dit perspectief,
worden alternatieve paradigma’s voor het begrip van de complexiteit van posttraumatische gevolgen nader toegelicht. Tot slot biedt dit hoofdstuk een overzicht van de
PTSS behandelingen met asielzoekers en vluchtelingen in het algemeen en de PTSSgroepsbehandelingen in het bijzonder.
Het tweede hoofdstuk presenteert een model voor het begrijpen van
psychologische gevolgen van de blootstelling aan oorlog, martelingen en politiek
geweld in asielzoekers en vluchtelingen. Beide groepen waren, naast de oorspronkelijke blootstelling aan traumatische ervaringen, onderworpen aan gedwongen
migratie en herhuisvesting achteraf. De combinatie van trauma en gedwongen
migratie maakt hun psychosociale situatie zeer complex. Teneinde de complexiteit
van de gevolgen van blootstelling aan trauma binnen deze populaties beter te
benaderen, wordt een nieuw paradigma voorgesteld en besproken. Dit geïntegreerde
contextuele en ontwikkelingsparadigma impliceert het kaderen en interpreteren van
menselijke ervaringen en de gevolgen daarvan in “de ecologische omgeving”. Dit
paradigma brengt de effecten van traumatische ervaringen op verschillende niveaus
van het menselijk bestaan in kaart en schept mogelijkheden voor behandelaren tot
het ontwerpen en evalueren van toegesneden behandelingsstrategieën. De
hulpverlener krijgt bij toepassing van dit paradigma tevens een beter inzicht in de
bronnen van veerkracht bij overlevenden van trauma. Als gevolg daarvan omvat een
adequate behandelingsstrategie ook interventies buiten de domeinen van de
medische en de psychologische behandelingen en is gericht op zowel bronnen van
veerkracht als posttraumatische schade op de verschillende niveaus van de
‘ecologische omgeving’ van de overlevende. Tot slot geeft het tweede hoofdstuk
voorbeelden van contextuele conceptualisaties van de gevolgen van trauma en
interventies op het individuele niveau van een traumapatiënt, op het niveau van (grote)
groepen, en op het maatschappelijk niveau.
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Het derde hoofdstuk bespreekt bijzonderheden bij de beoordeling van posttraumatische gevolgen bij niet-westerse bevolkingsgroepen, vooral asielzoekers en
vluchtelingen. Het pleit voor de noodzaak om de gevolgen van de blootstelling aan
traumatische ervaringen buiten de biomedische paradigma te conceptualiseren en
om een alternatief kader dat meer omvattend en cultureel gevoelig is te beschrijven.
Dit nieuwe paradigma herkent ‘meervoudige werkelijkheden’ van asielzoekers en
vluchtelingen, is gebaseerd op de contextuele benadering zoals beschreven in het
tweede hoofdstuk en houdt rekening met ontwikkelingsperspectieven. Dit betekent
dat, binnen dit paradigma, psychologische gevolgen van trauma’s niet gedefinieerd
en beoordeeld worden als uitsluitend statische diagnostische categorieën van PTSS
en comorbiditeit, maar als een continuüm van wijzigingen in afzonderlijke
psychosociale processen en patronen van aanpassing in het leven van overlevenden.
Tot slot worden in het derde hoofdstuk richtlijnen voorgesteld voor de ontwikkeling
van toekomstige evaluatie-instrumenten. Dit zal worden vergemakkelijkt door het
heersende pathogene ziektemodel aan te vullen met positieve psychologie,
antropologie en etnologie en door het opnieuw invoeren van kwalitatief onderzoek en
etnografische benaderingen in het rijk van de westerse wetenschap. Voorgesteld
wordt, met andere woorden, dat de waarden en principes van de wetenschappen
grenzend aan psychologie en psychiatrie moeten worden gecombineerd met de
biomedische, psychologische- en psychiatrische paradigma’s om meer inzicht in de
geestelijke gezondheidszorg processen te creëren.
In de hoofdstukken vier en vijf worden de korte termijn resultaten van een groepsbehandeling ontworpen om asielzoekers en vluchtelingen met de gevolgen van
psychologische trauma’s te helpen, gepresenteerd. Deze groepsbehandeling, het
zogenaamde Den Bosch model, werd ontwikkeld door de auteur en zijn team en is
de afgelopen vijftien jaar toegepast en bestudeerd. Het model is geworteld in de
opvatting over de contextuele effecten van blootstelling aan traumatische ervaringen
zoals gepresenteerd en besproken in het tweede en het derde hoofdstuk. De
behandeling richt zich niet uitsluitend op de behandeling van PTSS en andere
comorbide stoornissen op As I en As II. De groepsbehandeling omvat ook interventies
die gericht zijn op beschadigde kernovertuigingen, schuld, schaamte, rouw,
huwelijks-en systemische problemen, juridische kwesties als gevolg van de verblijfsprocedure en andere stressfactoren gerelateerd aan herhuisvesting.
In hoofdstuk vier zijn de resultaten van drie verschillende trauma-focusgroepen
in deeltijd vergeleken met een ondersteunende ambulante psychotherapie groep en
een wachtlijst controlegroep. De programma’s van de trauma-focusgroepen
bestonden uit hetzelfde aantal groepspsychotherapeutische sessies per week, maar
verschilden in het aantal non-verbale therapiesessies in combinatie met groepspsychotherapie in de loop van het behandelprogramma. Ook verschilden ze in het aantal
behandeldagen per week dat de behandeling werd uitgevoerd. De ondersteunende
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en de wachtlijstgroepen leverden dan ook de vergelijkende voorwaarden. De
steekproef van het onderzoek was divers in termen van etniciteit (Iran, Afghanistan,
Irak, Caucasus) en geslacht. De resultaten suggereren dat de trauma-focusgroepen
in deeltijd leiden tot een significante afname van psychopathologie in vergelijking met
de ambulante ondersteunende groep en de wachtlijst controlegroep. De non-verbale
therapieën in de deeltijd programma’s bleken effectieve elementen in de behandeling.
De behandelgroepen die meer non-verbale therapie sessies hadden opgenomen
leverden betere resultaten op dan die met minder non-verbale sessies. Gelijke behandelresultaten werden verkregen met hetzelfde aantal behandelsessies uitgevoerd
per week over twee en drie dagen. Dit suggereert dat het aantal behandelsessies
uitgevoerd per week belangrijker lijkt te zijn voor de behandelresultaten dan het
aantal behandeldagen per week.
In hoofdstuk vijf wordt het onderzoek dat gepresenteerd is in hoofdstuk vier
herhaald. Deze keer werden de drie trauma-focusgroepen in deeltijd vergeleken met
de wachtlijst controlegroep en meer geavanceerde instrumenten werden gebruikt in
het proces van statistische data-analyse. De steekproef was coherent voor wat
betreft geslacht en etniciteit (Iran, Afghanistan). Wederom suggereren de resultaten
dat de trauma-focus behandeling in deeltijd een veelbelovende hulpverleningsvorm is
voor de populatie van asielzoekers en vluchtelingen met PTSS symptomen.
De hoofdstukken zes en zeven bespreken de invloed van demografische
kenmerken en psychosociale stressfactoren ten gevolge van herhuisvesting op de
psychopathologie bij asielzoekers en vluchtelingen met PTSS voor hun deelname
aan de groepsbehandeling volgens het Den Bosch model. Ook de invloed van de
stressfactoren door herhuisvesting op de behandeling werden onderzocht en
besproken. Het onderzoek beschreven in hoofdstuk zes werd uitgevoerd op een
heterogene steekproef met betrekking tot geslacht en etniciteit. In hoofdstuk zeven
wordt een herhaling van dit onderzoek beschreven met een homogene steekproef.
Ook werden de resultaten van beide onderzoeken geanalyseerd met een andere set
statistische instrumenten.
De resultaten van het onderzoek gepresenteerd in hoofdstuk zes suggereren dat
de uitkomsten van groepstherapie met asielzoekers en vluchtelingen volgens het Den
Bosch model niet worden beïnvloed door demografische kenmerken van de
deelnemers. Meer specifiek werden de uitkomsten niet beïnvloed door rechtspositie
van de deelnemers (asielzoekers vs. vluchtelingen), levensomstandigheden
(opvangcentrum vs. eigen huis), woonsituatie (leven met familieleden vs. gescheiden/
single), aanvullende permanente stressfactoren rondom herhuisvesting gedurende
de behandeling of de aard van de traumatische ervaring waaraan ze waren
blootgesteld (oorlog, marteling / gevangenisstraf, combinatie van beide). De
bevindingen suggereren dat de behandeling van getraumatiseerde asielzoekers en
vluchtelingen mogelijk is ondanks de afwezigheid van stabiele leefomstandigheden.
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Daarentegen suggereerden de resultaten van het onderzoek beschreven in
hoofdstuk zeven dat zowel asielzoekers als vluchtelingen kunnen profiteren van de
toegepaste groepsbehandeling voor PTSS, maar dat de asielzoekers die een
permanente vluchtelingenstatus toegekend kregen tijdens de behandeling een
grotere symptoomreductie toonden bij beëindiging van de behandeling dan de
deelnemers bij wie de rechtspositie niet veranderde gedurende de behandeling. Ook
wijzen de resultaten richting het gegeven dat getrouwde mannen die alleen wonen en
gedurende de behandeling permanente status van vluchteling verkrijgen, het meest
profijt hebben van de behandeling. Deze intrigerende waarneming in deze subgroep
is mogelijk te wijten aan een toename van hoop op gezinshereniging. Samenvattend
geeft het onderzoek aan dat asielzoekers en vluchtelingen effectief behandeld
kunnen worden voor PTSS volgens het Den Bosch model voor groepsbehandeling,
ongeacht hun rechtspositie, maar dat het verkrijgen van een vluchtelingenstatus
gedurende de behandeling de behandelresultaten verbetert.
Tenslotte wordt in hoofdstuk acht een zevenjarig follow-up onderzoek naar
symptomen bij patiënten behandeld conform het Den Bosch model voor groepsbehandeling gepresenteerd. De steekproef waren 69 mannelijke asielzoekers en
vluchtelingen met PTSS klachten uit Iran en Afghanistan. Het onderzoek toont aan
dat de PTSS-, angst- en depressieklachten afnamen na voltooiing van de behandeling.
De tendens van vermindering van de onderzochte psychopathologie heeft zich
voortgezet tot vijf jaar na de behandeling. Over een nog langere periode, tot zeven
jaar, werden de resultaten van de behandeling gehandhaafd, maar verminderden in
sterkte. Samengevat suggereren de resultaten van dit onderzoek dat de toegepaste
groepsbehandeling de geestelijke gezondheid van asielzoekers en vluchtelingen met
PTSS verbetert, zowel op de korte als op de langere termijn. Het onderzoek in dit
hoofdstuk is bijzonder, omdat vergelijkbaar onderzoek naar potentiële uitkomsten
van psychosociale behandeling van PTSS bij volwassen vluchtelingen nooit eerder is
uitgevoerd.
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