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4 Summary and recommendations

Summary and recommendations

Before and during their flight from their 
countries of origin, many of the refugees 
arriving in Germany have experienced ex-
treme violence and life-threatening situa-
tions, or have witnessed such traumatis-
ing events. The lives of these people have 
been shaped by ongoing stress: poverty 
and traumatising childhood experiences 
in environments with scarce resources, 
organised violence, coercive measures, 
persecution, the disappearance or death 
of family members and friends, sexual 
and physical violence or exploitation.

For many refugees, these events 
have such a severe effect that they lead 
to mental and physical illness. Frequent 
symptoms include pain, sleep disturbance 
including nightmares, flashbacks and dif-
ficulties regulating their emotions. Due to 
a weakened immune system, mental suf-
fering is often compounded by physical 
illness, for example in the form of chron-
ic inflammation or autoimmune disease. 
People who have experienced violence, 
whether at home or in war situations, or 
who have participated in violence also 
have a lower threshold for becoming vio-
lent themselves – this is particularly true 
for men. Scientific studies have shown 
that the after-effects of trauma are often 
chronic, incurring considerable and possi-
bly long-term treatment costs. Traumatis-
ing events experienced during childhood 
or adolescence have particularly strong 
repercussions because they significantly 
hinder a young person’s developmental 
potential.

Many refugees who are under ex-
treme psychological stress urgently re-
quire help. Immediate action is needed 
in order to prevent severe negative conse-
quences – not just for the person affected 

but also for future generations and for so-
ciety as a whole. Refugees who suffer psy-
chologically are often unable to cope with 
everyday life, to establish relationships 
built on trust, or to learn a new language; 
the very skills that are key preconditions 
for integration into society, professional 
success and a contented life.

Intense traumatic stress and the re-
sulting psychological effects can lead to 
deviant behaviour, which affects the social 
cohesion of the host country and which in 
turn may lead to the rejection or discrim-
ination of refugees. If the psychological 
challenges facing refugees remain unat-
tended to and untreated, dramatic chang-
es in social cohesion may develop over the 
medium and long term.

The living conditions and numerous 
obstacles encountered while settling into 
the host country, in particular uncertainty 
about the fate of family members, social 
isolation and the loss of social status com-
pared to the home country, cause addi-
tional psychological stress. The high rate 
of dropouts from language courses as well 
as the fact that many refugees struggle to 
organise their own daily lives in accord-
ance with the host country’s customs are 
expressions of these problems. Although 
certain courses, such as initial orientation 
courses, now allow students to learn at a 
slower pace and with less pressure, such 
services are of little help to refugees who 
have experienced severe psychological 
trauma. Support directly addressing psy-
chological distress needs to be offered at 
an earlier stage to ease the transition into 
the receiving society.
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1 | We recommend
offering traumatised refugees timely 
psychosocial and – where needed – 
clinical support so that integration 
and language courses can have the 
desired effect. To this end, we sug-
gest that a range of services be made 
available to meet the specific needs of 
traumatised refugees and that these 
services be integrated into the exist-
ing health and social systems without 
putting too much strain on them.

Scientific findings suggest that a signifi-
cant number of traumatised refugees can 
only be helped specifically by professional 
trauma therapy. At the same time, many 
traumatised refugees also benefit consid-
erably from immediately available and 
easily accessible services, such as psy-
chosocial support, active integration into 
social networks and targeted behaviour-
al activation. The effectiveness of these 
measures at improving quality of life 
and ability to act has been scientifically 
proven.

2 | We recommend
a support structure which comple-
ments the current German care mod-
el. A differentiated support and care 
model would facilitate the provision 
of both professional psychothera-
peutic treatment by licenced psycho-
therapists and psychiatrists as well 
as low-threshold services by trained 
supporters such as peer counsellors. 
Low-threshold services can also help 
with needs-based care for the popu-
lation at large by removing barriers 
to accessing psychotherapeutic care, 
especially for marginalised groups.

Differentiated service requires early iden-
tification of the support needed. Under 
EU Directive 2013/33, Germany is obliged 
to identify particularly vulnerable people 
and provide them with appropriate care.

3 | We recommend
the use of screening tools such as the 
Refugee Health Screener to identify 
the need for treatment as early as 
possible. Screening, as it is under-
stood here, must not be confused 
with noting patient history or making 
a medical diagnosis. Such screenings 
must be offered to each and every ref-
ugee arriving in Germany and should 
ideally be IT-based (smartphone, 
tablet computer). Local authorities 
would play a key role in this regard: 
Screenings should be conducted 
as part of the reception process in 
accommodation facilities in local mu-
nicipalities and should be carried out 
by health authorities, youth welfare 
offices or psycho-social services. 

Very often, refugees come into contact with 
the German healthcare system through a 
general practitioner. As a result, general 
practitioners are often faced with helping 
patients find their way through the health-
care system, which also means support-
ing refugees suffering from psychological 
distress or physical illness. This presents 
a great challenge for many general practi-
tioners, not least because of language bar-
riers, time-consuming consultations and 
cultural requirements. Apart from general 
practitioners there are many other profes-
sions, such as social workers or teachers, 
who are in regular contact with refugees.

4 | We recommend
the further development and expan-
sion of qualified, additional training 
and education opportunities for pro-
fessionals who do not primarily work 
as psychotherapists and providing 
them with information and concrete 
support in dealing with traumatised 
refugees.

There is currently a lack of psychothera-
pists with adequate training in the treat-
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ment of post-traumatic disorders, which 
leads to deficiencies in the care system.

5 | We recommend 
the further development and expan-
sion of additional training and edu-
cation opportunities for psychother-
apists in the diagnosis and treatment 
of post-traumatic disorders.

Peer counsellors also play a key role in 
providing support services for refugees. 
They can help guide refugees through 
the healthcare system by accompanying 
them, mediating, translating, explaining, 
guiding and supporting. Once they have 
undergone additional training as trauma 
counsellors, they can also support psycho-
therapists treating traumatised refugees 
by taking over certain treatment elements 
as delegated.

Peer counsellors are generally famil-
iar both with the linguistic and cultural 
background of the refugees and with the 
situation in Germany. Students who come 
from countries situated within the same 
cultural sphere as the refugees are good 
candidates for this type of work, provided 
that they have received thorough, practi-
cal training and – if they support psycho-
therapists by assuming delegated tasks – 
that they receive intensive supervision 
and support from the psychotherapists 
responsible for the case. In order to en-
sure that peer counsellors provide effec-
tive support, it is especially crucial that 
they are trained by qualified institutions 
and teachers.

6 | We recommend
using peer counsellors to support 
traumatised refugees. The measures 
described should be incorporated 
into existing integration and sup-
port services offered by the federal 
government, the governments of the 
German federal states and by local 
municipalities, and these institutions 
must receive adequate funding. 

7 | We recommend
the use of peer counsellors trained 
specifically to support psychothera-
peutic treatment. The prerequisite for 
this is a training as a trauma coun-
sellor, based on scientifically proven, 
evidence-based1 methods and pro-
cedures, which should be one of the 
strings attached to the corresponding 
training courses and the financing 
thereof. 

8 | We recommend
making better use of the option of 
delegating part of the psychother-
apeutic treatment to, for example, 
trained trauma counsellors. This may 
require adapting the respective legal 
framework. 

9 | We recommend
that all services be accompanied by 
scientific research and monitored by 
an independent institution.

Treating refugees with severe psycholog-
ical distress frequently incurs particular 
challenges for the therapeutic setting: In 
addition to the need for culturally sensi-
tive treatment, psychotherapy must often 
be supported by specially trained inter-
preters. This is indispensable for the suc-
cess of the psychotherapeutic treatment of 
traumatised refugees.

10 | We recommend
that the costs of treatment and inter-
preting services be covered for the en-
tire duration of the therapy, irrespec-
tive of the refugee’s residence status 
or duration of residence. To further 
support treatment and to eliminate 
language barriers, digital services 
should be assessed to determine their 
specific benefit and should be further 
developed where appropriate.

1	 Evidence-based means that the efficacy of the procedures 
was proven in several independent clinical studies.



7What’s at stake?

Before, during and after their flight, ref-
ugees2 are subjected to particular physi-
cal, mental and socio-economic stressors. 
Physical problems and psychological dis-
tress vary depending on the accumulated 
experience of severe threats, such as war 
and displacement, and in particular de-
pending on the conditions of development 
during childhood and adolescence. Pre-
liminary investigations have shown that a 
substantial number of the refugees having 
arrived in Germany over the last two years 
require professional help and support to 
be equipped with the skills needed to suc-
cessfully navigate the family, school and 
professional requirements needed to inte-
grate them into society.3

Traumatised people suffer severely 
both mentally and physically as a result 
of what they have experienced. If the psy-
chological distress remains untreated, 
traumatised refugees are often unable to 
learn a new language or to fulfil their po-
tential at school or at work. The high rate 
of dropouts from language courses as well 
as the fact that many refugees are unable 
to organise their everyday lives are a re-
flection of these problems. People who 
are not sufficiently integrated into society 
have a higher risk of deviant and poten-
tially violent behaviour.4

The timely treatment of the conse-
quences of trauma is vital for humanitar-
ian, medical, psychological as well as eco-
nomic reasons. In Germany, healthcare 
services are currently not equipped to 
deal with the high number and the specific 

2	 We understand the term “refugee” to mean people who 
have come to Germany with the goal of receiving a 
protection status as vulnerable persons. 

3	 Elbert et al. (2017). 
4	 Collier (2014). 

needs of traumatised refugees. This is why 
the implementation of innovative sup-
port and care models appear to be useful. 
These models are inspired by those that 
have been tried and tested in emergency 
and development aid for many decades.5

Based on estimates it is assumed that 
half of the refugees who arrived in Ger-
many over the last few years are suffering 
from psychological distress due to multi-
ple and severe traumatic experiences. Of 
this group, half are unlikely to recover 
without outside help. Current unsubstan-
tiated estimates suggest that a quarter of 
a million of the refugees who arrived in 
Germany in 2015/2016 are affected.6

5	 Elbert et al. (2017); Schneider et al. (2017). 
6	 The number and severity of post-traumatic disorders 

amongst refugees varies depending on the sum of 
distressing experiences. The proportion of severely 
traumatised people differs amongst different refugee 
populations, with up to circa 30% of adults suffering 
from post-traumatic stress disorder (PTSD) (Fazel et 
al., 2005; Miller et al., 2005). A similar percentage 
can be estimated for the current refugee population in 
Germany (Kaltenbach et al., 2017). Due to a lack of data, 
it is difficult to make any scientifically robust statements 
on the exact number of traumatised refugees, or the 
expected costs of care – or non-care. 

1	 What’s at stake?
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The more frequently and the more se-
verely someone has been exposed to 
life-threatening events, the more likely 
they are to develop a psychological illness. 
Studies carried out amongst populations 
affected by war have shown that the prob-
ability of psychological illness7 and the 
extent of functional impairment affecting 
everyday life8 increases with the number 
of different life-threatening experiences9. 
At the same time, the greater the number 
of traumatic stressors experienced, the 
less likely the person is to recover without 
professional psychotherapeutic help.10

Refugees are exposed to the following 
stressors, in particular:11

1.	 Life-threatening experiences caused by 
organised violence before fleeing, as a 
result of acts of war, state persecution, 
systematic torture, rebel attacks as well 
as violence in the streets and in com-
munities.

2.	Life-threatening experiences and dep-
rivation during flight, which often re-
quired a violent response.

3.	Distressing experiences and the need 
to adapt following arrival in the host 
country, for example when staying in 
refugee camps/facilities.

4.	The loss of significant others and fami-
ly, especially for children.

7	 Mollica et al. (1998); Neuner et al. (2004a).
8	 For children, see Catani et al. (2010).
9	 Schauer et al. (2003).
10	 Kolassa et al. (2010).
11	 Schauer (2016).

In addition, when parents and significant 
others live in an environment shaped by 
violence and are exposed to violence-re-
lated stressors, they are very likely to 
pass this experience on to their children, 
which means that the children may suf-
fer physical and emotional violence as 
well as neglect. This is particularly criti-
cal for children and adolescents because 
such experiences are formative (see also 
Chapter 4). When combined with threats 
and injuries caused by organised violence, 
such stressful childhood experiences have 
proven to be particularly detrimental for a 
person’s mental and physical functioning 
during adulthood.12

2.1	 Before fleeing

Various studies have shown that people 
in war regions and conflict zones are fre-
quently exposed to a tremendous degree 
of violence, both directly and as witness-
es.13 A critical increase in violence then 
prompts people to flee.14 Refugees who 
have fled from war zones report expe-
riences of physical and mental torture, 
bombings, sexual violence and other 
atrocities.15

Apart from these immediate threat-
ening experiences, refugees are often 
exposed to a range of ongoing stressors, 
including threats, persecution, intimi-
dation, fear of being arrested, raids, dis-

12	 Nandi et al. (2015); Spitzer et al. (2009); Afari et al. 
(2014); Gupta (2013); Paras et al. (2009).

13	 See, for example, Ertl et al. (2011); Neuner et al. 
(2004a); Steel et al. (2009).

14	 Gäbel et al. (2006); Abbott (2016); Schauer (2016); 
Underwood (2017).

15	 Elbert et al. (2013); Hensel-Dittmann et al. (2011); Neu-
ner et al. (2004b); Mnookin (2016); Steel et al. (2009).

2	 Why do traumatised refugees suffer from
	 mental health problems?
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helplessness, uncertainty, hopelessness in 
a situation of displacement, waiting times, 
loss of self-efficacy and autonomy as well 
as physical exhaustion and permanent 
worry about family members wear every 
refugee down. This is particularly true of 
individuals who have already experienced 
previous traumas.18

2.3	 After arriving in the host country

Even after refugees arrive at their desti-
nation, many stress factors remain – and 
new ones are added:19

33 War, persecution and especially dis-
placement often cause the destruction 
of social networks. This goes along 
with a fundamental feeling of loneli-
ness.20 For many people who have al-
ready been severely traumatised and 
are therefore particularly vulnerable, 
basic human needs, such as belonging 
to a family or a group21 and the desire 
for appreciation and status22, must be 
at least partially met, before mental 
health can recover23.

33 Worry about family members who have 
not fled or are still fleeing.24 

33 Loss of the established role within the 
family.25 

33 Loss of perceived societal status and 
the recognition associated with it, as 
well as loss of economic security.26

18	 Schauer et al. (2011).
19	 Li et al. (2016).
20	Bogic et al. (2015); Chen et al. (2017); Gorst-Unsworth 

and Goldenberg (1998).
21	 Baumeister and Leary (1995); Tafjel and Turner (1979).
22	Anderson et al. (2015).
23	Correa-Velez et al. (2010).
24	Nickerson et al. (2010).
25	Miller et al. (2002a).
26	Jablensky et al. (1992); Miller et al. (2002b); Mollica et 

al. (2002); Singh-Manoux et al. (2003); Sulaiman-Hill 
and Thompson (2012).

appearance or death of friends and fam-
ily members, witnessing the suffering of 
people close to them, loss of status and 
profession, interruption of education or 
training, separation, isolation of fami-
lies, being socially uprooted by repeated 
moves, unhealthy diet and lack of medical 
care as well as systematic deprivation or 
coercive measures.

2.2	 During the journey

Experiences during the journey can vary 
a great deal: For some, fleeing may be a 
short and relatively safe process which 
only takes a day, such as evacuation by 
plane. For many others, however, fleeing 
is a life-threatening ordeal sometimes 
lasting several years and forcing them to 
travel through multiple countries. During 
this time, ongoing mental stress and ex-
treme physical strain or even hunger and 
starvation go hand-in-hand with yet again 
witnessing or experiencing more traumat-
ic life events: For example, many refugees 
experience sexual and physical violence, 
are separated from family members or 
robbed during the journey. In some cases, 
they are forced to harm or even kill oth-
ers. They may witness torture and killings, 
lose close family members or friends, and 
may have to suffer extreme environmental 
conditions, such as the heat whilst cross-
ing the Sahara Desert.

When violence is inflicted by fellow 
human beings, it can shatter positive as-
sumptions about the world and about 
other people (shattered assumptions)16 
to such an extent that fears can no longer 
be assuaged (anxiety buffer disruption)17. 
This has a negative effect on refugees’ 
ability to develop relationships of trust 
with others, which in turn is decisive for 
recovering from trauma.

Loss of the sense of belonging and 
status as well as property and resources, 

16	 Janoff-Bulman (2010).
17	 Edmondson et al. (2011).
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33 Stigmatisation puts additional strain on 
those affected in addition to the actu-
al suffering, once again reducing their 
self-esteem. For example, prejudice 
against people perceived to be mentally 
ill frequently leads to discrimination, 
rejection or even exclusion.27

33 Continuing uncertainty about the about 
the possibility of staying in the host 
country.

33 Extended periods without any occupa-
tion (waiting for work permits, et cet-
era) are common.28

33 Rejection and even threats of violence 
or actual violence from the population 
of the host country.29

27	Ben-Zeev et al. (2010); Bhugra et al. (2017).
28	Warfa et al. (2012).
29	Jasinskaja-Lahti et al. (2009); Willems (1995).
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3.1	 How do body and mind 
respond to threats?

Life-threatening and other traumatising 
events have a direct effect on a person’s 
perception and behaviour as well as on 
their physical functions. If people are 
forced to hide, to fight or to flee, the mind 
and body react with an acute alarm reac-
tion and are in a state of high arousal. The 
sympathetic nervous system is activated 
with an increased heart rate, sweating, 
trembling. The body is in a state of fight or 
flight, which makes some people prone to 
rash and impulsive actions. When a situ-
ation seems hopeless, the parasympathet-
ic system is activated and blood pressure 
drops. Generally people present three pos-
sible response patterns: 1) fear and the im-
pulse to flee; 2) aggression in combination 
with the readiness to fight and 3) in the 
case of obvious hopelessness, a state of pa-
ralysis (tonic immobility in a state of shock 
or flaccid immobility or even fainting). 
This quickly leads to cognitive limitations 
such as attention and perception deficits, 
so-called tunnel vision, inability to act and 
the feeling of being exposed and helpless.30

The acute, very high level of arousal 
changes the way memories are formed. 
The severe emotional strain is practically 
burned into memory in such a way that 
its recollection can be beyond voluntary 
control. As the number of life-threatening 
experiences increases, so do the number 
of environmental stimuli that can activate 
these memories. Those affected often feel 
threatened, for example when they see a 
person wearing a uniform, smell fire or 
even when they are merely excited.

30	Schauer und Elbert (2010).

Acute threats and chronic stress trig-
ger the body’s stress response (Box 1), 
which causes direct mental and physical 
changes. The body’s defence system is 
activated and energy resources are made 
available, amongst others through a rise in 
lipid and glucose levels in the blood, and 
blood pressure and heart rate increase. 
At the same time, digestion, protein syn-
thesis, immune response and sexual func-
tions are reduced.

If an organism remains in an ongoing 
state of stress, even after the acute threat 
has retreated, and does not “understand” 
that the threat exists only in memory, the 
stress response will become chronic and 
dysregulated.31 This may result in per-
manently elevated levels of inflammatory 
markers and changes to the immune sys-
tem, affecting the brain as a whole and the 
body peripherally. Symptoms of a chronic 
dysregulated stress response include on-
going nasal congestion or rheumatic con-
ditions.32 Psychological disorders are also 
amongst the consequences of a chronic 
stress reaction, for example feelings of 
helplessness, or even depression or exces-
sive aggressiveness. At the same time, the 
person may experience a loss of motiva-
tion and may feel overburdened, even in 
minimally challenging situations. Chronic 
stress may also lead to an impairment in 
cognitive performance and concentration 
(e.g. being easily distracted), the inabili-
ty to solve problems, a limited working 
memory and a bad long-term memory. 
The person may also be plagued by un-
controllable, sudden traumatic memories 
both during the day and at night. The con-

31	 Elbert und Schauer (2014).
32	See, for example, Sommershof et al. (2009).

3	 How is suffering expressed by refugees?
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sistent reconstruction of experiences of 
war and torture is significantly more diffi-
cult for people who suffer from post-trau-
matic stress disorder (PTSD), as this 
condition makes it impossible to put the 
specific triggers of the traumatic mem-
ories into their context in terms of time 
and place. This means that a remembered 
threat is perceived to be in the here and 
now, which can lead to an uncontrollable 
state of arousal and anxiety.

3.2	 The (long-term) consequences 
of traumatisation

Immediately after a traumatising event, 
most people experience passing symptoms 
such as hyper-vigilance and avoidance of 
trauma-associated stimuli, as well as in-
trusive, unwanted memories of the trau-
ma. In persons who have not yet experi-
enced several traumas, the symptoms can 

be expected to diminish over the course 
of a few weeks or months. With more fre-
quent experience of stress, however, the 
symptoms become constant, leading to 
full-blown post-traumatic stress disorder 
(PTSD). When additional stress is add-
ed, other consequences of trauma such as 
depression or dissociative disorders may 
follow.33

It has been proven many times that 
the risk of suffering from PTSD rises in ac-
cordance with the number of life-threat-
ening experiences, and with the number 
of different situations in which fear and 
helplessness were experienced;34 this 
makes spontaneous recovery without 
treatment increasingly unlikely.35 Fur-
thermore, experiences and stress during 
resettlement may contribute to furthering 

33	Schnyder and Cloitre (2015).
34	Neuner et al. (2004a); Wilker et al. (2015).
35	Kolassa et al. (2010).

How is suffering expressed by refugees?

Box 1: Physical and psychological responses to threats

Almost all physical functions undergo changes when a person perceives a serious life or bodily 
threat; feedback effects cause changes in the functioning of the brain as well.

Threats and chronic stress trigger an organism’s stress 
response, which manifests itself in psychological and 
physical changes. The autonomic nervous system can 
cause enormous changes in blood pressure and heart 
rate, while the body’s main defence system is activated 
simultaneously by the release of cortisol. This prompts 
the body to make energy resources available, for exam-
ple by increasing the levels of blood lipid and glucose. 
At the same time, digestion, protein synthesis, immune 
response and sexual functions are compromised and 
the blood supply to regions of the brain changes. This 
has both a direct impact on neuroplasticity processes, 
which are vital for memory formation, and an indirect 
impact through the release of neurotransmitters 
(noradrenaline), i.e. “messenger substances”, and 
immunomodulating agents (cytokines). As a result, the 
conditioning of fear- inducing signals takes place more 
readily, and the fear memory generalises faster to other 
neutral signals, while the ability to erase conditioned 
fear associations is reduced. Attentiveness becomes 
limited, and emotions and motivations can no longer 
be properly regulated. Fears and aggression can spiral 
out of control, resulting in feelings of helplessness or 
uncontrollable aggressiveness.
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a refugee’s psychological distress, which 
means that a large number of traumatised 
refugees will often remain trapped in psy-
chological and physical illness for decades 
as a result of such stressful experiences.36

Surveys amongst comparable risk 
populations suggest that the late conse-
quences of psychological trauma lead to 
a significant drop in life expectancy37, for 
example as a result of an increased inci-
dence of lethal cardiovascular disease.38 
The correlations for this have not yet been 
finally investigated but it is assumed that 
the foundations are established during 
childhood and adolescence. Depending 
on the intensity and frequency of trauma-
tising experiences as well as the age of a 
person at the time of the experience, the 
risk of additional psychiatric disorders 
such as affective disorders, anxiety disor-
ders39 and addiction problems40 at a later 
stage is increased. Social exclusion and 
living within an instable social framework 
are additional key risk factors for addic-
tion. Psychoses, i.e. severe psychological 
disorders, which affect almost all areas of 
thinking, feeling and behaving, are more 
likely to occur in people who have experi-
enced trauma.41

3.3	 Culturally specific expressions 
of mental suffering 

Depending on their culture and language, 
people have different ways of expressing 
mental suffering.42 One thing that all cul-
tures do have in common is that mental 
suffering is often expressed in the form 
of somatic, in other words physical, com-
plaints. Symptoms of depression such as 
lack of motivation, low self-esteem and 
depressive moods are also found across 

36	Elbert et al. (2017).
37	 Charlson et al. (2016).
38	Hendrickson et al. (2013).
39	Green et al. (2010).
40	Driessen et al. (2008).
41	 Abbott (2016).
42	Penka et al. (2012).

all cultures. There are differences, how-
ever, in terms of subjective experience as 
well as how symptoms of depression are 
dealt with and described.43 The way these 
symptoms are interpreted frequently de-
pends on the norms of a person’s culture 
or religion, and the expression of symp-
toms takes different forms in different 
cultures, making diagnosis difficult.44

When it comes to refugees, symp-
toms from the trauma spectrum are gen-
erally expressed in the form of physical 
complaints. Many refugees are not fa-
miliar with psychotherapeutic care and 
may even perceive it as stigmatising. In-
stead, these people generally seek out a 
general practitioner for help with their 
physical complaints.45 The general practi-
tioner may be able to help alleviate some 
of their symptoms, but without therapy, 
the underlying causes remain untreated. 
This leads to repeated doctor’s consulta-
tions. Cultural and language barriers of-
ten mean that general practitioners are 
unable to adequately judge the symptoms 
described.

43	Kizilhan (2009).
44	Bermejo et al. (2017).
45	Elbert et al. (2017).

How is suffering expressed by refugees?
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4.1	 The effects of traumatising 
experiences during sensitive 
stages of development

Traumatising experiences during early 
childhood and adolescence, in other words 
during those phases when the nervous 
and immune systems are not yet fully de-
veloped, are particularly critical for health 
and psychological functioning. While both 
the nervous and immune systems develop 
on the basis of genetic programs, environ-
mental factors play an indispensable role 
in the concrete expression of structures 
and functions. This is particularly true for 
such fundamental functions such as vi-
sion, but also for more complex functions 
such as language or – a factor which is of 
particular importance here – the ability to 
control stress and to fight illness. Moreo-
ver, there are specific phases during pre- 
and postnatal development in which the 
nervous system is particularly formable, 
and where the environment has an espe-
cially formative and lasting effect. These 
phases are known as sensitive or critical 
periods – sensitive because the system’s 
increased plasticity and critical because 
certain environmental effects are neces-
sary in order for these functions to devel-
op in the first place.46 The beginning and 
the end of these critical phases for the 
various functional divisions have not been 
fully established, but it may be assumed 
that all functional divisions have such 
critical phases and that the time before 
and during puberty is such a period of in-
creased plasticity.

46	Knudsen (2004); Nationale Akademie der Wissenschaften 
Leopoldina et al. (2014).

The lasting impact of specific envi-
ronmental conditions begins already in 
the mother’s womb.47 Controlled animal 
studies, for example, have shown that the 
mother’s exposure to stress during certain 
phases of the pregnancy can have a nega-
tive impact on the offspring’s immune re-
sponse during adolescence.48 In the mean-
time, comparable observations have been 
made in humans: A connection has been 
shown between the mother’s exposure to 
stress during pregnancy (for example due 
to domestic violence) and her offspring’s 
immune status and mental health during 
adolescence.49

Unfavourable environmental condi-
tions directly after birth also have lasting 
effects on the development of the immune 
and nervous systems. Controlled animal 
studies have shown that the mother’s care 
behaviour has an effect on the behaviour 
and the physiology of the offspring later 
in life.50 Offspring that receive little care 
and little physical contact from their 
mothers during the first weeks of life ex-
hibit more anxious and less exploratory 
behaviour as well as stronger stress and 
defence responses in stressful situations 
than the offspring who have an intensive 
physical contact with their mothers. The 
respective environment (and conditions) 
thus either activates or blocks the genetic 
development programme. These so-called 
epigenetic effects, which can be triggered 
both prenatally and postnatally, will affect 
a person throughout their life51 and can be 

47	Weinstock (2008).
48	Coe et al. (2002); Yirmiya und Goshen (2011).
49	Radtke et al. (2015); Radtke et al. (2011); Entringer et 

al. (2010).
50	Zhang und Meaney (2010).
51	 Heim und Binder (2012).

Focus on children and adolescents

4	 Focus on children and adolescents:
	 The particular significance of prenatal stress and 
	 experiences of stress during childhood and adolescence
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that up to one third of these young people 
may be affected.56 Adolescents who come 
to Germany without a responsible adult 
companion have an even higher preva-
lence of depression.57 There are also clear 
indications of high levels of anxiety.58

4.3	 Stress for parents – stress for 
families

In addition to traumatising events be-
fore and during flight, young refugees are 
also at risk of experiencing violence at the 
hands of psychologically distressed par-
ents. Parents’ psychological stress may 
be expressed in impatience, lack of un-
derstanding and even aggressiveness and 
violence towards their children.59 Parents 
often mirror their own childhood experi-
ences of neglect and violence at the hands 
of adults in the way they deal with their 
own children.60 In many of the countries 
where refugees come from, violence and 
physical punishment are widespread 
when raising children.61 Research on trau-
ma and aggression as well as on organised 
violence and violence in the family62 sug-
gests that violence plays an important role 
in the way that children are brought up in 
refugee families and that parents often re-
sort to violence because they themselves 
are stressed and overwhelmed and lack 
knowledge of alternative methods.

56	Metzner et al. (2016).
57	 Mueller-Bamouh et al. (2016).
58	Metzner et al. (2016).
59	Saile et al. (2014); Rieder und Elbert (2013).
60	Elbert et al. (2006); Ruf-Leuschner et al. (2014).
61	 Straus (2010).
62	Fazel et al. (2012); Hecker et al. (2014); Rieder und 

Elbert (2013); Ruf-Leuschner et al. (2014).

Focus on children and adolescents

expressed in factors such as low resilience, 
psychological limitations and illness (for 
example depression, schizophrenia, psy-
chosis, drug dependence). Traumatisation 
that occurs during the vulnerable, early 
stage of development can increase the risk 
of suicide as much as twentyfold.52 Peo-
ple with early traumatising experiences 
also have a higher and sustained risk of 
a range of somatic diseases such as au-
toimmune diseases, cardiovascular dis-
ease, obesity and diabetes.53 Children who 
were traumatised by violence may become 
more prone to violence later in life. This 
was shown in a recent study, which sug-
gested that a significant proportion of 
criminal behaviour may be the result of 
interpersonal childhood trauma.54 Ulti-
mately, stress can be passed down to the 
generation of their grandchildren through 
epigenetic processes,55 making pregnant 
women and children a particularly sensi-
tive group amongst refugees.

4.2	 Symptoms of mental suffering 
in children and adolescents

Many underage refugees develop 
post-traumatic symptoms as a result of 
traumatising experiences and often suf-
fer from severe sleep disturbance, night-
mares, dissociation and intrusive mem-
ories of the traumatising events. Other 
possible effects of traumatisation during 
childhood and adolescence include diffi-
culties in regulating behaviour and emo-
tions, which may take the form of self-
harm or substance abuse, a disturbed 
sense of self or psychotic symptoms as 
well as attachment disorders. Apart from 
post-traumatic stress disorder (PTSD), 
the most frequent post-traumatic disorder 
amongst underage refugees is depression. 
Studies on the prevalence of depression 
amongst underage refugees have shown 

52	Santa Mina und Gallop (1998).
53	Gold et al. (1986); Pasquali et al. (1993); Chrousos 

(2000); Roy et al. (1993).
54	Webb et al. (2017).
55	Serpeloni et al. (2017).
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affected find it difficult to find their way 
around in a foreign culture, as trauma-
tised people have a limited learning ca-
pacity and lack the energy to learn a new 
language. In severe cases of post-trau-
matic stress disorder (PTSD), patients are 
entirely unable to interact with the envi-
ronment in a concentrated and controlled 
way. This means that these refugees bene-
fit from integration programmes only to a 
very limited extent, if at all.

The cognitive, emotional and phys-
ical impairments caused by trauma can 
be successfully treated by therapeutic in-
tervention, thereby preventing or reduc-
ing long-term negative effects.68 Without 
adequate support, these limitations fre-
quently prevent the persons affected from 
benefitting from language courses or pro-
fessional training.69

Trauma is often expressed in chronic 
physical illness, with traumatised people 
often becoming “revolving door” patients 
in general practices70. The burdens that 
this places on the public healthcare sys-
tem are obvious. At the same time, inte-
gration into the labour market remains 
difficult, which leads to increased utilisa-
tion of social support systems. In light of 
these aspects, it is all the more urgent to 
find effective, realistic and affordable sup-
port and care strategies for refugees expe-
riencing psychological distress.

The resulting economic costs for all 
relevant areas of society (healthcare sys-
tem, welfare system, education and train-
ing, labour market, public safety, criminal 
justice system etc.) are still difficult to 

68	Summarised by Schnyder and Cloitre (2015) as well as 
Landolt et al. (2017).

69	Heinz and Schneider (2017); Schneider et al. (2017).
70	Penka et al. (2012).

Need for action in the host countries

There is no question that every person in 
need of help in Germany should receive 
support. It also goes without saying that 
this also applies to refugees.63 Due to 
the severe effects of traumatisation and 
the large number of traumatised people, 
there is a particular social relevance for 
adequate treatment. If left untreated, the 
after-effects of trauma can become chron-
ic,64 causing suffering for the individual, 
making integration difficult and creating 
a burden on the healthcare system.65 Ex-
periencing violence can lead to the victims 
becoming violent themselves.

5.1	 Trauma and experienced 
violence as barriers to 
integration66

The stress and mental suffering of refu-
gees described in Chapter  3 often limits 
their ability to participate in society and 
lead a normal life. Traumatised people 
are extremely anxious and often lead very 
withdrawn lives. They frequently misin-
terpret social pointers, seeing them as a 
threat and reacting either too aggressive-
ly or with helplessness.67 Another possi-
ble effect of traumatisation is that those 

63	The member states of the European Union have 
undertaken to take into account the special situation 
of persons with serious physical illnesses, persons with 
mental disorders and persons who have been subjected 
to torture, rape and other serious forms of psychologi-
cal, physical or sexual violence; see Article 21 Directive 
2013/33/EU, Official Journal 180/96 dated 29.06.2013.

64	Sack et al. (1999); Tam et al. (2017).
65	Heinz and Schneider (2017).
66	The integration of refugees today is entirely different to 

the integration of refugees after the Second World War, 
when refugees spoke the same language and had the 
same cultural background as the receiving society, and 
more often than not had a similar level of education and 
training.

67	Maercker (2013).

5	 Need for action in the host countries
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gauge due to lack of data. Short-term no-
ticeable relief for this situation is unlikely 
to be found. Long-term relief, for example 
by successful integration into the educa-
tional, social and labour systems, can be 
expected; however, due to a lack of data 
and the necessity of long-term observa-
tional periods, it is currently not possible 
to make any reliable and robust state-
ments in this regard.

5.2	 Deviant behaviour as a result
	 of trauma and experienced 

violence

More than 60 percent of adult refugees 
and more than 40 percent of adolescent 
refugees have experienced violence within 
the context of civil war in their countries 
of origin71 and/or during their journey72; 
most of them were the victims of violence 
and occasionally they resorted to violence 
themselves. Some of the people who expe-
rience this type of violence do not just suf-
fer from stress-related and post-traumatic 
illness, but are also more prone to violent 
behaviour73, whether against themselves 
or against others.74

This human response to violence is 
universal and has been extensively de-
scribed for various cultures.75 It occurs in 
two different forms: (i) reactive aggres-
sion, which takes the form of a defensive 
response to the large number of sociocul-
tural stressors, and which is frequently 
expressed in negative emotions such as 
hostility, fear, anger and rage; and (ii) ap-
petitive aggression76, which is targeted, 
experienced as pleasurable and often ob-
served in people who took part actively in 
wars or armed conflict, or were forced to 
do so.77

71	 Abbott (2016).
72	Schock et al. (2016).
73	 Bushman (2017).
74	Hecker et al. (2014); Webb et al. (2017).
75	 Elbert et al. (2017).
76	Elbert et al. (2018).
77	 Nandi et al. (2017).

Such a possible tendency towards 
violence is not just fostered by person-
al experience of violence but also by the 
effort it takes for a person to deal with a 
foreign culture (acculturation stress).78 A 
perceived cultural distance between the 
rules in someone’s own country of origin 
and those in Germany may also foster a 
tendency towards violence. As described 
in theories about cultural conflict, such 
perceptions may result in rising estrange-
ment from the surrounding society, which 
in turn may lead a person to display ab-
normal social behaviour or even commit 
criminal offences.79

Deviant behaviour also affects the so-
cial fabric of the host country. This is ex-
pressed in a variety of different ways, for 
example in the loss of mutual trust with-
in the host population as well as between 
the population in the host country and 
the migrant population; it may also take 
the form of an increasing unwillingness 
to share social goods, or even of open re-
jection and discrimination.80 If the causes 
of deviant behaviour and psychological 
problems amongst refugees remain unno-
ticed or untreated, this may lead to chang-
es in social cohesion in the medium and 
long term.

Furthermore, the behaviour of trau-
matised refugees may trigger cycles of 
violence in that parents have a negative 
effect on the children’s resilience beyond 
the epigenetic effects described in Chap-
ter  3.81 The influences to which children 
are subjected are particularly critical 
because childhood is the period where 
self-control, social competencies and 
value systems are learned. Unfavourable 
development conditions or stressful ex-
periences during childhood may prevent 
a person from learning to control violent 
impulses, increase the risk of internalis-
ing behaviour to the point of self-harm, 

78	Messinger et al. (2012).
79	Chen and Zhong (2013).
80	Collier (2014).
81	 Elbert und Schauer (2014); Ullmann et al. (2017).

Need for action in the host countries
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Language and cultural challenges in therapy
The psychotherapeutic treatment of ref-
ugees creates immense communication 
challenges. Language barriers as well as 
diverging expectations regarding therapy 
may make it difficult to succeed. Differ-
ent values and cultural understandings of 
psychological distress may pose addition-
al challenges. In light of this, it comes as 
no surprise that the rate of drop-out, false 
diagnoses and incorrect approaches to 
treatment is high.85

No long-term funding for interpreters 
and translators

Language barriers often mean that thera-
py is only possible with the support of an 
interpreter. Funding for interpreters is 
currently not provided for, neither during 
the first phase nor for the time after tran-
sition into the regular healthcare system. 
Moreover, there are not enough interpret-
ers who are qualified to work in a thera-
peutic setting.86

85	Penka et al. (2012).
86	Gouzoulis-Mayfrank et al. (2017); Schaffrath et al. 

(2017); Schneider et al. (2017).

Need for action in the host countries

or even externalising behaviour in the 
form of violent criminal behaviour. The 
former response is particularly prevalent 
amongst young women, while the latter is 
more prevalent amongst young men.82

5.3	 Insufficient care and support 
for refugees suffering from 
psychological distress

In Germany, refugees suffering from psy-
chological distress are faced with a health-
care system which already falls short of 
meeting the demand for psychotherapeu-
tic support in many regions. This structur-
al deficiency is compounded by the special 
needs of refugees.83

Lack of personnel resources
Providing care for all refugees through li-
censed psychotherapists and psychiatrists 
is impossible. There are many rural areas 
in Germany where psychiatric/psycho-
therapeutic care does not even cover the 
needs of the current, local population.84 
Becoming a qualified therapist requires 
many years of psychotherapeutic training. 
What’s more, there is currently a lack of 
psychotherapists with adequate training in 
the treatment of post-traumatic disorders.

Not enough qualified support services
A significant number of traumatised ref-
ugees can only be helped by specific pro-
fessional trauma therapy. At the same 
time, many of them also benefit consid-
erably from immediately available, easily 
accessible measures, such as psychosocial 
support, active integration into social net-
works and targeted behavioural activation. 
There is still a shortage of such services.

82	Webb et al. (2017).
83	Schneider et al. (2017).
84	See data published by the German National Association 

of Statutory Health Insurance Physicians (Kassenärztli-
che Bundesvereinigung) for regional distribution of 
psychotherapists with psychology or medical training 
working in the statutory healthcare system, collected in 
2016 (Source: statistical information from the Federal 
Physician’s Register), http://gesundheitsdaten.kbv.de/
cms/html/16402.php (retrieved: 28.11.2017).
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which in turn add further stressors and 
intensify the psychological suffering  – 
for example, when a refugee fails to 
succeed in an integration course, lan-
guage class, at school or at work.

This is why we recommend that all refu-
gees undergo screening using existing, 
scientifically validated clinical screening 
procedures87, such as the Refugee Health 
Screener88. The Refugee Health Screen-
er asks about the number and severity 
of symptoms. Screening should be con-
ducted at suitable points of contact as 
soon as possible upon entry into the host 
country, e.g. by the health authorities, 
youth authorities or psychosocial servic-
es. Screenings should be conducted and 
evaluated by trained persons, such as peer 
counsellors (see Box 2) and could be used 
to reveal the probability of psychological 
illness, and who requires urgent action 
(see Chapter 6.2).

87	Screening, as it is understood here, must not be con-
fused with anamnesis or making a medical diagnosis.

88	Hollifield et al. (2013); see also: http://refugeehealthta.
org/wp-content/uploads/2012/09/RHS15_Packet_
PathwaysToWellness-1.pdf (retrieved: 15.12.2017).

Possible solutions – differentiated and needs-based care

Given demand and the limitations of the 
current care system described above, 
what can be done to ensure that trauma-
tised refugees receive the help they need? 
To adequately respond to these challenges, 
potential solutions must meet four re-
quirements: They must be immediately 
available and affordable; they must be ac-
cessible; and they must ensure that trau-
matised refugees are offered adequate 
support in treating their suffering. What 
does it take to meet these requirements?

6.1	 Screening and assessment

There are good reasons why EU Directive 
2013/33 requires member states to identi-
fy particularly vulnerable people – includ-
ing people in psychological distress – and 
to provide them with appropriate care. 
This is important for a number of reasons:

33 One of the characteristics of post-trau-
matic disorders is that memories of 
traumatising experiences are avoided 
whenever possible. This avoidance be-
haviour means that traumatised ref-
ugees often will not seek medical help 
until their psychological distress trig-
gers physical symptoms, such as sleep 
disturbance or pain. Most people will 
then see a general practitioner for help 
with their physical pain. 

33 When psychological distress that re-
quires treatment is not properly iden-
tified or not identified at all, it may be-
come chronic.

33 Limitations stemming from psycholog-
ical distress often cause new problems, 

6	 Possible solutions – differentiated and 
	 needs-based care
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6.2	 Counselling, support 
and therapy

Not all refugees who suffer mentally need 
extensive psychotherapy. In many cases, 
low threshold, participatory and integra-
tive services89 can be just as effective as 
resource-intensive individual therapy90.91 
In less severe cases, social inclusion and 
behavioural activation may play a key role 
– and this is something that peer counsel-
lors can provide. Screening thus leads to 
the following options:

Attentive observation: The refugee 
is assigned a peer counsellor who con-
tacts the refugee after 3–6 months to 
discuss whether the situation has im-
proved or worsened. If there has been an 
improvement, no further observation is 
necessary. If there has been no change, 
the peer counsellor contacts the refugee 
again after another 3–6 months. If there 
has been a worsening, the screening is 
repeated.

Syndrome-specific, culturally sensi-
tive guided self-help: The refugee is as-
signed a specifically trained peer coun-
sellor who contacts him or her directly to 
provide support with self-help and social 
integration. Such services include meas-
ures for behavioural activation, informa-
tion and education about post-traumatic 
disorders, observing stressors and prac-
tising problem-solving skills. 

Expert intervention: If immediate 
action is deemed necessary, the trauma-
tised refugee will be referred as quickly 
as possible to a psychiatrist or psycho-
therapist, who will make a medical as-
sessment. If the expert determines that 
treatment is needed, he or she will take 

89	Bajbouj et al. (2018).
90	van Straten et al. (2015). Even though the study pub-

lished by van Straten et al. (2015) is a meta-analysis of 
non-refugee populations, in our opinion the results can 
be transferred to refugee populations. 

91	 These types of services are also recommended inter-
nationally, such as in the briefing paper published by 
the International Society for Traumatic Stress Studies 
(ISTSS): http://www.istss.org/education-research/
briefing-papers/trauma-and-mental-health-in-forcibly-
displaced-pop.aspx (retrieved: 26.01.2018).

over the treatment under his or her case 
responsibility or delegate parts of the 
treatment, for example, to a peer coun-
sellor. 

To adequately cover the need for 
support and care of traumatised refu-
gees, sufficient personnel resources are 
needed. The traumatising experiences 
must be addressed in an adequate and 
culturally sensitive way, which is an im-
portant argument in favour of peer coun-
sellors (Box 2).

A prerequisite is that peer counsellors 
are trained by qualified institutions and 
teachers. Also, peer counsellors should 
be closely integrated into the structure of 
the existing healthcare and social systems. 
Any funding of services and recognition 
as a peer counsellor should be based on 
these conditions. 

Peer counsellors relieve some of the 
burden faced by individual psychothera-
pists by standing in as trauma counsellors 
and implementing delegated, manualised 
and pre-determined modules of a trauma 
therapy programme (see Box 2).92 

The medical diagnosis and the ul-
timate responsibility for the case must 
always lie with the psychotherapist or 
psychiatrist, who is responsible for the 
supervision and creation of a personal-
ised treatment plan that takes into con-
sideration the individual’s problems and 
any comorbidities. For quality assurance, 
medical associations (Ärztekammern) 
and associations for psychotherapy (Psy-
chotherapeutenkammern) should devel-
op guidelines for the qualification of peer 
counsellors in a therapeutic setting, ideal-
ly at the national level.

92	In this respect, a lot can be learned from experiences 
with similar approaches used in war-affected regions 
with insufficient healthcare systems: Studies have 
shown that in this context trained laypersons are able 
to carry out modules of a treatment effectively – at no 
increased risk for the patient, for example in leading the 
traumatised person through modules of narrative expo-
sure therapy (Catani et al, 2009; Ertl et al., 2011; Jacob 
et al., 2014; Neuner et al., 2008), of trauma-focussed 
cognitive behavioural therapy (McMullen et al., 2013; 
O’Callaghan et al., 2013) or other pragmatic approaches 
based on cognitive behavioural therapy (Bolton et al., 
2014), provided the treatment has a focus on trauma 
(see also Chapter 6.3).

Possible solutions – differentiated and needs-based care
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Box 2: Peer counsellors – people with experience of migration or flight can 
support traumatised refugees

What are peer counsellors?

Peer counsellors are first- or second-generation migrants or refugees themselves who pro-
vide more recent refugees with a range of assistance such as interpreting, practical support 
and guidance. Ideally, peer counsellors should be bilingual and be role models for success-
ful integration into German society. Good experiences have already been made with peer 
counsellors as “healthcare guides” for migrants.93 With additional, specialized training, peer 
counsellors can also play a role in the treatment of refugees, serving as “trauma counsellors” 
under the supervision of the acting psychotherapist.

Peer counsellors as “healthcare guides”

“Healthcare guides” can be trained to use screening tools in order to direct refugees to ap-
propriate psychotherapeutic care or other services within the healthcare, social service and 
welfare systems. “Healthcare guides” have in-depth knowledge of how these systems work 
in Germany, enabling them to give advice to refugees and, if necessary, accompany them on 
their first visit to a doctor or therapist. They can also support the social integration of refugees 
through behaviour activation and integration into social networks.

Peer counsellors as “trauma counsellors”

“Trauma counsellors” receive appropriate and specific training and work under the supervi-
sion of a licensed psychotherapist who is responsible for the case. They can help inform refu-
gees about aspects of their condition, thus contributing to an understanding of the condition 
and its consequences (psychoeducation). They can also carry out evaluated, short-term inter-
ventions to treat post-traumatic disorders as part of refugees’ psychotherapeutic treatment 
under close supervision of a licensed therapist following diagnosis determination. Treatments 
are based on scientifically proven methods, the efficacy of which have been shown even when 
they are carried out by counsellors who have not received psychotherapy training comparable 
to the training given in the German system. In these cases, a licensed psychotherapist will 
always be responsible for the case in hand. A clinical examination takes place after each treat-
ment module, following which the supervising psychotherapist will introduce any appropriate 
further steps.

How are peer counsellors trained?

“Healthcare guides” are prepared for their role with training courses lasting several days, 
which can be run by psychosocial centres or other licensed training centres. The minimum 
requirement for “trauma counsellors” is six weeks of theoretical training followed by prac-
tical casework, initially with a therapist present and later under the therapist’s supervision. 
This supervision may be carried out by the therapist to whom the trauma counsellor will be 
subsequently assigned. It would be possible to train approximately 500 “trauma counsellors” 
annually if 5–10 training centres each offered 4–8 courses for 10–15 participants per year.

93

93	Salman (2015).
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it easier to overcome two traditional barri-
ers to care: language97 and stigma98. How-
ever, there is still need for research on a 
range of unanswered questions, such as 
the need for medical indications or long-
term efficacy. Such methods and pro-
grammes – as well as the implementation 
of the above recommendations – should 
be subjected to scientific monitoring.

As described in Chapter  4, children 
are considered a particularly vulnera-
ble group within the refugee population. 
In addition to traumatisation pre-flight, 
during and after the flight, children may 
experience additional distress and vio-
lence, because families as a whole are un-
der great strain. Counselling and support 
services for parents of refugee families 
could be very useful in order to ease their 
burden, to help them recognize when 
their children have experienced trauma 
that requires treatment and to support 
them in guiding their children through 
the German school and care system. Child 
and parent centres, admission interviews 
with parents at day nurseries and schools 
or other education services would make 
good points of contact. Some such servic-
es already exist, but we should aim to pro-
vide scientific evidence in support of these 
efforts and make these services as widely 
available as possible.

97	Schulz et al. (2014).
98	Kennedy et al. (2016).

Possible solutions – differentiated and needs-based care

In addition, psychotherapists need 
even more support. Firstly, for direct, 
interpersonal communication with trau-
matised refugees. For this, funding is 
needed to train and pay qualified inter-
preters. Secondly, psychotherapists them-
selves need training to understand the 
specific needs of traumatised refugees 
and their new role in delegating and sup-
porting treatment in this context.94 The 
curriculum for this type of training could 
be created by expert societies, such as the 
German Psychological Society or the Ger-
man Association for Psychiatry, Psycho-
therapy and Psychosomatics. Relevant 
contents of such a training could include: 
the knowledge and skills needed for the 
science-based treatment of post-traumatic 
disorders (see Chapter 6.3), implementing 
trauma-focussed treatment with the help 
of interpreters, conveying knowledge and 
skills and supervising peer counsellors.

Digital tools and suitable inter-
net-based programmes may be used for 
various parts of the screening as well as 
for the support and treatment of refugees 
in psychological distress.95 These technol-
ogies come with a whole range of potential 
advantages. Apart from being cost-effec-
tive96 and easily disseminated, they make 

94	Heinz and Schneider (2017).
95	Knaevelsrud et al. (2016); Schneider et al. (2017). See 

also, for example, http://www.ewi-psy.fu-berlin.de/
einrichtungen/arbeitsbereiche/klinisch_psycholo-
gische_intervention/forschung/onlineintervention/
ilajnafsy/index.html (retrieved: 15.12.2017).

96	Solomon et al. (2015).

How can this model be put into practice?

The model described allows a psychotherapist to delegate cases to up to 10 “trauma counsel-
lors”. The psychotherapist would then carry out regular supervision meetings with the coun-
sellors at least every two weeks during treatment, either individually or in a group. If just 
10% of the 24,000 psychotherapists registered with the statutory health insurance system 
in Germany took part in the scheme, supervising 4 trauma counsellors on average, around 
10,000 of these counsellors could be deployed. All relevant regulations and legislation would 
need to be reviewed and, where necessary, modified. To enable treatment to start as soon 
as possible, greater use could also be made of system structures already provided for by law, 
with modifications where necessary. “Trauma counsellors” should be remunerated on the 
basis of the tasks that are delegated to them.
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33 Guided remembering of the trauma-
tising experiences in order to address 
them verbally. The goal of this method 
is to contextualize the stressful memo-
ries in terms of space and time (what 
happened where); and

33 cognitive processing of the meaning of 
the memories (what feelings they trig-
ger, et cetera). 

Some approaches also include practis-
ing how to deal with memories of trauma 
when they arise in everyday life as well 
as more general skills for how to handle 
emotions and interpersonal patterns.

There are two main differences be-
tween the two treatment methods: the 
first is the focus on individual techniques, 
the second is whether the method focuses 
solely on the predominant traumatising 
event (index trauma) or whether it more 
generally addresses highly emotional 
events that happen in the course of the 
patient’s life. The latter treatment is often 
necessary for refugees who have experi-
enced a range of different traumas.

Possible solutions – differentiated and needs-based care

6.3	 Methods for treating 
post-traumatic disorders

A whole range of effective psychothera-
peutic procedures have been developed 
for treating psychological distress caused 
by repeated traumatising experiences (see 
also Box 3).99 In order to alleviate symp-
toms temporarily, pharmacological inter-
ventions may be used to support treat-
ment. Randomised controlled treatment 
trials have shown, however, that pharma-
cological interventions have little lasting 
efficacy and should therefore not be used 
as first choice treatment.100

Psychotherapeutic treatment meth-
ods for post-traumatic disorders that have 
proven to be effective have two basic char-
acteristics in common.101 The treatment 
focus is, firstly, on the structured recol-
lection of traumatising experiences and, 
secondly, on the importance ascribed to 
these experiences. This is because trau-
matising experiences are often not re-
membered within the actual context but 
emerge in fragments, suddenly and with-
out the person being able to control them. 
This means that a remembered threat 
is perceived to be in the here and now, 
which can lead to an uncontrollable state 
of arousal and anxiety. 

The focus on the memory itself dis-
tinguishes these so-called trauma-focused 
interventions from symptom-focused in-
terventions, which concentrate on practis-
ing coping strategies in order to deal with 
symptoms when they arise. In addition to 
the obligatory psycho-education – i.e. an 
explanation of the disorder, the symptoms 
and the possible causes – trauma-focused 
interventions essentially rely on two treat-
ment methods, which are given more or 
less weight depending on the approach 
used. These treatment methods are:

99	Bisson et al. (2013); Schnyder et al. (2015); Schnyder 
und Cloitre (2015); Watts et al. (2013).

100	 Schnyder and Cloitre (2015).
101	 Schnyder et al. (2015).
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Box 3: Treatment Models102

Cognitive therapy (CT) for post-traumatic stress disorder (PTSD) is based in part on correcting 
inaccurate perceptions of experiences and risks.103 With the support of their therapist, pa-
tients work on gradually engaging in activities and social relationships from the very beginning 
of treatment. Their memories of trauma are restructured by

1.	 accessing the memories of the worst – i.e. the most emotionally distressing – moments of 
the trauma and discussing them in relation to threats in the present;

2.	 re-evaluating the experiences from their present perspective, taking into account all avail-
able information.

The patient learns to distinguish between the triggers for reliving their experiences and the 
feelings that this creates – enabling them to separate the past and the present. Furthermore, 
the treatment aims to change the behaviours and cognitive processes that lead to the dis-
tressing memories being revived.

3	Cognitive therapy requires considerable expertise and is thus suited for the treatment of 
refugees by professionally trained and licensed psychotherapists.

Narrative exposure therapy (NET)104 re-embeds memories in the appropriate context in terms 
of time and space – a context that has been lost as a result of repeated traumatising experi-
ences. NET patients begin by establishing with the help of a lifeline a chronological overview 
of the most significant positive, negative and traumatising life events they have experienced. 
However, the core element of this treatment requires patients to establish a chronological 
narrative of their life story, with therapy focusing on the most significant life events. Missing 
information surrounding the traumatising events is remembered and processed, and its sig-
nificance is transferred into coherent narratives. 

Particularly important are the making of meaning within a person’s life story. As far as possi-
ble, patients’ narratives must therefore cover their biographically relevant and formative life 
events, in order to help them understand their own story and make sense of the resulting 
emotions and behaviours. Empathic, supportive therapeutic contact will lead to relationship 
experiences with a corrective effect as distressing scenes from the past are relived. The atti-
tude of the therapist is one of acceptance and is explicitly oriented towards human rights. This 
enables the holistic appraisal of the person and their life story.

3	Recounting important experiences is inherent to every culture. Several studies carried out 
in the countries of origin of refugees have shown that NET is a robust method and that 
even laypeople can be trained as trauma therapists within just a few months. Peer coun-
sellors with NET training could provide valuable assistance to therapists in Germany.

102	 A summary and assessment of the effectiveness of the
	 individual processes can be found in Schnyder and
	 Cloitre (2015).
103	 Ehlers and Clark (2000).
104	 Schauer et al. (2011).
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Prolonged exposure therapy (PE)105 is a method in which the patient confronts their distress-
ing memories in their imagination (imaginative exposure). Patients with PTSD typically avoid 
this kind of exposure as it triggers feelings of fear and helplessness. With the help of a psy-
chotherapist, they can process and overcome these painful experiences. Noteworthy aspects 
of their imaginary picture of the experiences, as well as contradictory perceptions and any 
thoughts and emotions that arise, are discussed with the therapist. The process will also lead 
the patient to confront emotions such as shame, guilt and anger. Prolonged exposure therapy 
additionally involves purposefully visiting places or carrying out actions that the patient has 
been avoiding (in vivo exposure).

3	PE has not yet been widely used for patient groups with such diverse traumatising experi-
ences as refugees. The method should therefore be evaluated in pilot projects before being 
widely applied. A major limitation of the method could be its focus on treating a single, 
particularly distressing trauma (index trauma), because refugees have often had a series of 
traumatising experiences.

Similarly to cognitive therapy (CT), cognitive processing therapy (CPT)106 works by address-
ing memories and perceptions that have made patients unable to process and recover from 
traumatising events (stuck points). Distorted assumptions and beliefs are addressed in a dia-
logue between the therapist and the patient (Socratic dialogue). Between sessions, patients 
are given the task of writing a detailed report of their worst traumatising experiences, which 
they read out to themselves every day in order to develop a more realistic perception of their 
experiences.

3	Studies on CPT show that it is possible for counsellors with limited training to treat war 
populations, albeit using a very simplified version of the method. No studies into its effec-
tiveness for refugees have been completed to date.

In eye movement desensitisation and reprocessing (EMDR) therapy,107 the patient is asked to 
picture an experience in their imagination and to concentrate on this picture as well as on 
their current negative beliefs and the location of distressing physical sensations. The unique 
aspect of this treatment is the systematic combination of the patient’s memories with guided 
eye movements at a particular frequency. The approach is based on the idea that the patient’s 
attention can be controlled and the intensity of their recollections regulated.

3	Studies on the effectiveness of EMDR therapy for refugees have not yet shown this meth-
od to be successful over the long term. In addition, this method too could be significantly 
limited by its focus on treating a single, particularly distressing trauma (index trauma), 
because refugees have often had a series of traumatising experiences.

105	 Foa et al. (2007).
106	 Resick and Schnicke (1992).
107	 Shapiro (2001).
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6.4	 Treatment of displaced children

Clinical trials have shown that the various 
forms of so-called trauma psychothera-
pies for post-traumatic stress disorder 
(PTSD) are also the treatment of choice 
for children.108 However, the evidence 
base concerning the treatment of chil-
dren traumatised by war is limited, with 
available knowledge building on just a 
few controlled studies. There is evidence 
supporting trauma-focused cognitive be-
havioural therapy according to the Cohen 
Handbook.109 Only one randomised con-
trolled study on the treatment of PTSD in 
refugee children is available;110 this study 
used narrative exposure therapy (NET). 
A recent independent investigation111 con-
firmed that, in line with investigations 
on the efficacy of this approach in adults 
affected by war, NET is one of the most 
promising and the most thoroughly in-
vestigated approaches for treating chil-
dren with PTSD as a result of having been 
affected by war, and that this approach 
generally led to a clinically significant im-
provement in these children.

6.5	 Evaluation and monitoring of 
diagnoses and interventions

A range of existing therapeutic approaches 
have proven effective in treating psycho-
logical disorders resulting from trauma-
tising events. It can generally be assumed 
that such treatments are also appropriate 
for refugees. However, there are as yet rel-
atively few findings on whether, and if so 
how, cultural aspects influence the effec-
tiveness of these treatments in refugees.

Despite the urgency of the situation 
and the shortage of available care, the 
effectiveness and quality of all methods 
and tools currently in use should be care-

108	 Cohen et al. (2000).
109	 Cohen and Mannarino (2008).
110	 Ruf et al. (2010).
111	 Tyrer and Fazel (2014).

fully scientifically monitored. The current 
screening tools, their application and the 
work of peer counsellors should all be part 
of such monitoring.
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