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Abstract

The increasing size of displaced populations seeking protection in third countries, should be considered in public health and especially in Psychotherapy in that countries.  
Refugees from the Middle East, usually from collective cultures, require special skills and modifi cations in the treatment setting. The cultural formulation (CF) of illness and suff ering, 
as described in the recent version of medical standard manuals, is part of this challenge. Besides bridging cultures, the specifi c nature of trauma, especially highly complex issues 
such as a genocidal environment, - in our case example - the both transgenerational and the immediate persecution experienced by the Yazidi ethnic and religious minority - the 
therapist must also consider aspects of distress caused by displacement and exile. The article discusses the needed adaptations in the therapeutic setting, using the case of a 
Yezidi woman surviving ISIS violence abduction. Within the framework of our treatment, she received cognitive behavioral therapy with individual and group therapies (multimodal 
interventions) over a period of 10 weeks. Besides establishing stability, safety and orientation and strengthening her self-consciousness, her traumatic experiences were considered 
from an individual, collective, socio - cultural and political point of view. Both the causes and maintaining conditions of the symptoms as well as the symptoms themselves are being 
worked on. The sensitive confrontation with the trauma was particularly helpful for the patient. In addition, she learned to participate actively in everyday life and in new social 
contacts again during therapy. She was able to overcome the passive - avoidant lifestyle since the traumatic event in a somewhat stable manner, although she will still need time to 
develop a stable perspective in the long term. She was off ered the prospect of renewed follow-up treatment if necessary.
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Introduction

In recent years, political upheavals, states of war and civil 
war, rising poverty and natural disasters in various countries of 
the world have led to an increased fl ight to Western countries, 
in addition to the many groups living as internally displaced 
persons. On the one hand, populations displaced in this way can 
suffer from unprocessed traumatic experiences, such as those 
resulting from war, fl ight, and displacement itself including 
uprooting experiences and insecure status [1-3]. Refugees and 
migrants, in general, are confronted in the host country with 
many aspects completely new norms and values, institutions 
and a foreign language, creating barriers in all areas of life 
including access to health care that would be necessary to 
promote recovery and healing. It is particularly diffi cult for 
people from communities who have been fl eeing, at war, or 
in war-like situations for several generations [4,5] [4,5]. In 

people with genocide and torture experience, even children and 
grandchildren can be affected by the psychological complaints 
of their ancestors [6].

The medical and psychological treatment of traumatized 
refugees from the middle east presents therapists with 
enormous diffi culties [6,7]. In addition to the problem of 
languages, these include culture - specifi c perceptions of 
illness, as outlined for example in the cultural formulation 
concept in the recent DSM 5 update of the “Diagnostical and 
Statistical Manual” reference system [8,9]. Therapists also 
have to consider differences in how the patients describe their 
symptoms [10], their relationship to the therapist, how they 
structure their reporting of events, political constellations 
and sex-specifi c aspects, and other relevant aspects. All 
of which goes to make the examination, diagnostics and 
treatment more diffi cult [11]. For people from Middle Eastern 
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societies, the relationship between the physician and the 
therapist is especially important because of the meaning of the 
relationship in their traditional upbringing. Many patients will 
have previously sought help from traditional healers who have 
a special way of communicating. Qualities in the therapist such 
as understanding, patience, respect, politeness, attentiveness, 
friendliness and openness might thus value more highly than 
specialist knowledge [12,13].

The ethnic and religious background of the patients 
may be important for the therapy, as they may have been 
persecuted and oppressed for centuries, such as the Yazidi, 
Christians, or Ismaili in Iraq or Syria [12]. Women who have 
experienced sexual violence and have therefore been rejected 
by the community even though they have been victims or are 
persecuted because of their sexual orientation can play an 
important role in anamnesis, diagnosis and later treatment 
[14].

In addition to their traumatic experiences, it can be assumed 
that the refugees have an increased mental burden as a result 
of additional potentially traumatic or at least stress-inducing 
events during their fl ight and their adaption to migration 
[15,16]. This might interact with the impact of repressive 
measures and persecution in their homeland because of their 
ethnicity or religion [11,17]. The feelings of concern about 
family members remaining in dangerous environments might 
further contribute to a persistent level of distress.

The therapist must consider the complex impact of these 
factors on the patient’s specifi c cultures and their traditional 
medicine [18,19]. It should be considered in this context that the 
individual's personal “cultural background” might be shaped 
by different factors such as their specifi c religious subgroup, 
the local community refl ecting geographical differences even 
between villages and social, occupational, or political identity 
and background factors.  The therapist must therefore refl ect 
all the more on his or her background factors, adapt them 
and must integrate alternative concepts when encountering 
traumatized individuals from such complex backgrounds in 
other cultures [5,18].

Psychotherapy with ethnic minority groups should always 
strive to take ethical principles into consideration in making 
decisions that affect patients. For example, the Beauchamp and 
Childress model (2009) is one of the most important systematic 
and well-argued models in the fi eld of bioethics, which also 
has validity for psychotherapy [20] . 

The basic ethical principles in the Beauchamp and Childress 
model (2009) are autonomy, benefi cence, non - malefi cence 
and justice. Autonomy means the obligation to respect the 
decision - making abilities of individual persons. Benefi cence 
refers to the obligation to perform and balance benefi ts and 
risks. Non - malefi cence stands for the obligation to avoid 
causing damage. Fairness establishes obligations with regard 
to the distribution of benefi ts and risks [21]. 

These four principles can be applied in psychotherapy 
regardless of the personal philosophy, politics, religion, moral 
theory, or cultural concept of the individual. These basic 

principles are not all-encompassing, but provide a transcultural 
framework and a common language for psychotherapy with 
ethnic minorities [5].

This also means, however, that the psychotherapist should 
have suffi cient sensitivity and a minimum of cross - cultural 
competence to treat all people, regardless of their origin, with 
respect for their human dignity and in a fair manner that allows 
patients to benefi t from treatment of the same quality [22,23].

Diagnostics

Irrespective of any cultural aspects and ethnic affi liation, 
the crucial factor for both diagnostics and treatment is that 
the therapist and patient fi nd a shared understanding and 
model of the problem or illness and assess it correctly. In a 
comparative study with Turkish and German patients in a 
psychosomatic clinic, it was observed that signifi cantly fewer 
ethnic Turkish patients compared with German patients were 
able to explain their illness [6,13]. The therapist’s explanations 
must be adapted to the patient’s level of education and cultural 
background, in a sometimes gradual process of developing a 
mutually acceptable health (and illness) belief model that 
can be shared by both.  Other impedimentary reasons why 
patients do not understand the exact reason for their mental 
illness (e.g. physical pain due to inner psychological confl icts) 
and classify these in their concept of illness, is possibly due to 
multiple and several individual and collective burdens (e.g. war 
in their homeland over generations, sex-specifi c and social 
disadvantages, arrest or disappearance of family members, 
etc.). For example, ethnic and religious minorities in Iraq and 
Syria have been threatened by war and traumata for many 
generations and this has infl uenced the succeeding generations 
in their behavior, thinking, and emotions [11,19]. 

The attitudes, evaluations and convictions of the patients 
in respect of both individual, collective, and transgenerational 
trauma are to be ascertained in relation to their cultural imprint 
and generation differences by way of an analysis of health 
belief-related cognitions. In this respect, also resources such 
as solidarity, family loyalty and support via social networks 
together with more traditional procedures for alleviating pain 
should be considered in their capacity to alleviate the recovery 
process [24].  

Motivation analysis refers to the willingness of the patients 
to change something themselves and to want to do so, which 
again is strongly infl uenced by cultural background. Activities 
such as sports and physiotherapy are accepted less by patients 
from family - oriented communities [11,18]. This can lead to 
a misinterpretation of the degree of patient compliance with 
recommended measures. Since these communities assume that 
in the case of physical and mental disorders the body should 
not move, the relationship between therapist and patient and 
above all the acceptance of the patient’s complaint is important 
for the diagnosis and subsequent treatment. Only then will the 
person be willing to change the way he deals with his anxiety 
and, for example, learn to control it. 

The analytical diagnosis of the problem should be expanded 
to include culture - sensitive questionnaire instruments and 
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behavior analyses [25]. This, however, presents an especially 
diffi cult problem with patients who have a low level of formal 
education. This emphasizes the need for a very detailed 
recording of the biographical trauma aspects and the social case 
history. Comorbidity should also be checked during diagnostics 
since very often it must be assumed that several mental and 
physical diagnoses are to be addressed.

Treatment

In principle, the concept of post-traumatic stress disorder 
(PTSD) and cognitive behavioral therapy are generally applicable 
to all ethnic groupings. However, the differing conceptions 
of health, illness and cultural-traditional medical treatment 
in dealing with traumatic experiences demand alternative 
approaches or additions [25] as also outlined by Hinton 
[26-28] and other authors who promote a cultural in addition 
to trauma-focused adaptation for example in transcultural use 
of cognitive behavioral therapy (CBT).

A basic pre - requisite is a secure environment in which 
the person does not feel threatened by persecution or any 
other danger or, in the case of refugees, does not have to fear 
that he will be deported to his homeland. Only when this safe 
environment has been established can the person speak about 
the critical events in his or her life and can accept the therapy 
and therapists [29]. 

Even the working out of cognitions, emotions, the 
defi nition of the self, individual and collective identity and the 
cultural formulation (CF), including the way the problems are 
presented (for example, when patients only report physical 
pain or complaints) can make treatment diffi cult because 
there is often no match with the known diagnostic criteria 
[30]. Therapists often report that, when taking the initial case 
history, patients from traditional society fi rst talk in great 
detail about their ancestors’ problems and only later (perhaps) 
connect this to their psychological suffering. This can lead 
to a lack of understanding and impatience on the part of the 
therapist [31,32]. As a rule, therapy in traumatized patients 
assumes that only when a situation of suffi cient stability in 
both the general social situation and in the therapy setting has 
been reached, it is possible and usually necessary to confront 
the patient with a traumatic event [31]. 

Through careful confrontation with the trauma event, the 
patient should learn to integrate the trauma event, the fear 
level should decrease and previous emotions of agitation, fl ight 
and fear and the behavior should improve[12,31]. This can be 
seen as a problem for some people from traditional cultures 
because they do not understand what a psychotherapist can 
offer, feel ashamed to talk about intimate feelings, or fear they 
might be rejected by the Therapist and society 2. Even if we 
assume that a confrontation will have a fundamentally positive 
effect on mental health, it is important to establish the basic 
prerequisite of a secure environment in which the person does 
not feel threatened by persecution or any other danger and 
that he does not have to fear that he will be deported to his 
country of exile. This safe environment enables the person to 
speak about the critical events in his life and to focus on the 
therapy [33]. 

Consequently, the traditional, unmodifi ed forms of exposure 
therapy [34] are not always effective with victims of political 
oppression and with patients with complex and cumulative 
traumatization [19]. It can even be counterproductive and can 
reduce compliance and increase the dropout rate. Not with 
all, but with some patients it is reported that suppression 
and avoidance might at times be better-coping strategies 
[31]. In some cultures, this is regarded as a successful coping 
mechanism. That applies especially to collective communities 
in which its members see social harmony as a priority. Here the 
cultural and social context determines and is responsible for, 
the healing process and attention is paid to the fact that the 
victim “does not lose face”. This applies above all to politically-
motivated violence. Therefore, people from traditional-rural 
regions are often steeped in a collective way of thinking in 
which personal desires, interests and the complaints of a single 
member are valued as secondary. Harmony and security in the 
family and peer group are considerably more important than 
individual autonomy. The individual sees himself as part of a 
mutually supportive group from which arise the appropriate 
tasks and obligations. Therefore, he has to make sure that 
this solidarity group, especially the core and extended family, 
does not come to any harm. As a result, personal feelings and 
complaints are not expressed, so as not to burden or cause any 
possible harm to the family [15].

Therefore these patients might also avoid any discussion of 
stress [35] experienced on an individual level. 

It might be noted, that an intercultural-proven helpful 
method is in this context the combination of narration and 
exposure therapy such as in Narrative Exposure Therapy and 
Culture - Sensitive Narrative Trauma Therapy [31,36].

How far psychotherapeutic trauma work is possible seems 
also to depend on how society deals with sexuality. In this 
context patients very often report great insecurity if not a 
complete prohibition on any sharing of events or memories. 
High moral ideas and restrictions, especially in women, lead 
to great worry and anxiety since they are in danger of being 
ostracised by the collective. Feelings of shame play a special 
role in this, because in a “shame culture” it is not so much the 
incident and the committing of a possible violation of the norm 
which plays a part but the need to save one’s face in front of 
the others [37]. 

Family - oriented societies in the Middle East therefore 
often broach the subject of traumatic experiences by way of 
expressions of pain [38]. From a psychodynamic perspective, 
this offers community members with severe traumatic 
experiences a chance to cope with ostracism, social hurt, 
feelings of guilt and inferiority by shifting the conscious 
experience and presentation from a more stigmatized to a 
socially more acceptable physical level. In this way, they retain 
their self-respect and at the same time hope that the doctor 
and some medicine can help them [39].

Case

In the article, we have included the therapeutic phases for 
the case of Yezidis who have emigrated to Germany. 
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We are working at the University of Duhok in the Kurdistan 
Region of Iraq to adopt Western psychotherapy in a culturally 
sensitive way and will publish the evaluation and guidelines at 
the end of 2003.

The participant was a 16-year-old Yazidi woman from 
Iraq, who was in IS terrorist organization captivity and raped 
and severely traumatized when being held hostage in Iraq in 
2015. She was brought by a special program to Germany for 
treatment. Since then she has lived in Germany and continues 
psychotherapy and was medicated with Amitriptyline 50mg, 
Sertraline 75mg and time by time Promethazine 10mg.

The patient met the criteria for Posttraumatic Stress Disorder, 
Major Depression and Somatoform Disorders.

On the background of psychological stress: The young Yazidi 
woman was 16 years old and a Yezidi. She was taken prisoner 
by the IS along with her family. Her father and two brothers, 
together with other men, were executed before her very eyes. 
She, herself, was guarded, humiliated, beaten by IS fi ghters and 
repeatedly raped in Mosul. Every evening IS fi ghters and also 
civilian men from Syria, Saudi-Arabia and other Arab countries 
turned up, looked at the girls and bought them for themselves. 
She was bought by a Tunisian and taken to Syria. In Syria she 
was raped repeatedly over a longer period and then sold on. In 
total, she was sold twelve times to IS fi ghters in Iraq and Syria. 
Finally, after ten months as a hostage she managed to fl ee from 
Syria. She is suffering from post-traumatic stress spectrum 
symptoms and has dissociative muscle spasms nearly every 
day.

A group of psychotherapists, physicians, social workers and 
nurses were trained in transcultural psychotherapy, counseling 
and supervision by the fi rst author and the team have been 
working and trained for seven years in working with refugees 
regarding understanding and processing illness, shame and 
gender based sexual violations, intercultural communication 
and competence.

On the background of CBT, in addition to detailed 
diagnostics, psychoeducation and stabilization techniques, the 
following phases were used to administer treatment:

Phase 1: The siege of Sinjar (Shingal) and the start of the 
terror (from 3rd August 2014)

Phase 2: Deportation, being held hostage (captivity), 
executions, rape, separation of parents and children, child 
soldiers etc.

Phase 3: Liberation

Phase 4: Life in refugee camps (up to 20,000 people can live 
in one refugee camp)

Phase 5 (living in Migration): Life migration (this is the 
most important phase in the healing of traumata)

Based on our practical experience with traumatised Yazidi 
women, it is not necessarily and not always the degree of 
seriousness of the fi rst two trauma phases which are decisive 

for their long-term “mental health” but rather the post - 
trauma care, in other words the treatment in the refugee camps 
or after fl eeing to the host country.

A basic prerequisite in any case is a secure environment 
in which the person does not feel the threat of persecution or 
other dangers. It is only with this security that the woman is 
able to speak about the critical experiences in her life and to 
accept the therapy and the therapist.

The psychotherapist was trained in Cognitive Behavioral 
Therapy with an additional qualifi cation in Trauma Therapy 
and trained by the author on Transcultural Psychotherapy and 
Psychotraumatolgy.

Psychotherapy with ethnic minority groups should always 
strive to take ethical principles into consideration in making 
decisions that affect patients. This also means, however, that 
the psychotherapist should have suffi cient sensitivity and a 
minimum of cross - cultural competence to treat all people, 
regardless of their origin, with respect for their human dignity 
and in a fair manner that allows patients to benefi t from 
treatment of the same quality [42].

Treatment and result 

Besides the traumatic events that the young patient went 
through, her migration to Germany, the grief of her lost 
family members and old life and the destabilized community 
system have to be considered when planning her treatment. In 
refugees, psychosocial support and the building of a safe social 
environment are necessary to enable a psychotherapeutic 
trauma work. 

Besides establishing stability, safety, orientation and 
strengthening her self-consciousness, her traumatic exp-
eriences were considered from an individual, collective, socio-
cultural and political point of view [40]. 

After building a safe environment and establishing 
motivation for therapy through psychoeducation and a trust-
worthy therapeutic relationship, various culturally specifi c 
narrative PTSD elements where then applied to provide the 
framework for working through the traumatic experiences. 

In addition to a detailed analysis of her trauma experiences, 
effects on the current experience and behavior and possible 
transference to the therapeutic relationship were analyzed. 
Because Therapy aims at supporting the patient to live satisfi ed 
despite the traumatic experience, learn how to accept and living 
with her symptoms through new skills instead of use escape 
strategies was discussed with the patient to clarify values and 
goals. Moreover, dysfunctional cognitions and emotions as well 
as symptom maintaining behaviors were analyzed through the 
psychoeducation and individual therapy. The goal was also to 
identify the dysfunctional cognitions, behavior and emotions 
and motivate to work to change this. 

For trauma exposure we have chosen the narrative 
approach. The patient comes from a "narrative culture" that 
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has already heard about historical and collective through 
narratives, songs and prayer in her community. Therefore, in 
individual psychotherapy with the patient, the following steps 
were chosen for exposure:

- Narration of the pre-traumatic events

- Narration of the traumatic events

- Narration of the post-traumatic events (including the 
discussion of psychosocial burdens, coping with everyday life, 
plans for the future).

Intergenerational and collective traumas were also 
considered in the narration. The patient was able to talk about 
the historical and collective traumas of her community and 
had "practice" as she had already heard a lot from her family 
and community through narratives, music, songs and prayers. 
Through this she was also able to better understand her own 
trauma and the genocide of her people and see herself as a part 
of a whole. This also helped her to talk about her trauma in 
detail and to unburden herself.

Therapy could also start with the narration of the pre-
traumatic events, followed by the narration of the traumatic 
events and the narration of the post-traumatic events. Further 
the narration of other events was supported to permit an 
integration of the old and new identity. In the following 
process a re-evaluation of the past, the traumatic experiences 
and the new conditions in the migration could be supported 
therapeutically leading to an emerging feeling of control 
over her own cognitions, emotions and behavior. The goal of 
this phase of fi nding meaning was to gain social recognition 
of the violence infl icted and the suffering endured [40] The 
patient consequently improved in all symptoms identifi ed in 
evaluation.

Psychotherapists spoke the patient's native language. 
The team with occupational therapists, physiotherapists, 
psychiatrists and physicians are trained in the treatment 
of trauma patients from other cultures by the fi rst author. 
Especially for patients with psychological pain from other 
cultures, like in this case, who prefer medication rather than 
exercise therapies, psychoeducation and cooperation between 
therapists and physiotherapists is important. This is also true 
for ergo - therapists who may prefer other forms of exercise 
that have no impact in these cultures.  In this case, there were 
regular meetings to discuss and update the treatment plan.

While PTSD symptoms and severe fl ashback, intensions, 
sleep disturbances, apathy and negative mood, shame and 
physical pain occurred before treatment, a gradual decrease 
in the intensity of the symptoms was noted during treatment. 
Due to uncertain perspective of the Yazidis in Iraq, the missing 
person she was still dealing with the trauma events, but was 
able to go about her daily life in Germany and attend school 
again.

A number of recent studies have documented the severe 
mental health impact especially on women and even in those 
who had escaped to third countries [35] that underlines the 
need for adequate treatment strategies.

Summary and conclusion 

An individual and culture - sensitive treatment which 
takes the relationship between the refugee and therapist 
into consideration is especially important and mental health 
experts need to closely co - operate with other professional 
groups (ergo therapists, physiotherapists, sport and exercise 
experts) and look at the patient’s state of their individual 
cultural imprint.

If language, cultural and migration - specifi c aspects are 
included in the consultation, treatment and social support 
of refugees with trauma spectrum reactions, such as PTSD, 
it is possible to fundamentally improve their care and 
integration. Therefore, on the part of both the therapist and 
the health institutes, specifi c transcultural knowledge and the 
consideration of the social and political structures of the health 
institutes are necessary to be able to treat these patients early 
enough and adequately and, in this way for instance, to prevent 
a chronifi cation of the illness. In addition to multicultural 
teams of therapists, it is above all necessary to make all staff 
aware of the need to take a transcultural, culture-sensitive 
perspective. 

Treating refugees with trauma spectrum disorders is 
not about learning a new form of psychotherapy. It is about 
registering and learning skills of the culture-sensitive use 
of psychotherapeutic treatment in general and especially in 
cognitive behavioral trauma therapy methods as proposed 
and verifi ed by Hinton [41]. Individualized therapy is also 
about concentrating on people from different cultures, with 
a different concept of illness and how to deal with it. This 
requires the willingness to refl ect on priorities and possesses 
a critical attitude to one’s own work whilst at the same time 
remaining impartial and open to the patients’ concerns. 
Transcultural competence is needed in public health, especially 
taking into consideration the large groups of displaced persons 
and migrants in the present globalized setting. This means 
also that it is necessary to refl ect on one’s own culture in order 
to understand other cultures and include this aspect in the 
training of therapists [7]. In addition, the therapist must have 
the ability to be change perspective and focus and be able to 
deal in an unbiased way with people from different cultures. 
He or she should employ curiosity and enquiry, fl exibility and 
experience in a variety of methods and fi nally must be able to 
deal with mistrust and distance resulting from the traumatic 
incidents, which the refugees might have experienced.

Patents

Author contributions: JIK has provided the framework 
and the case, Thomas Wenzel and Johanna Neumann have 
contributed in the writing and research.
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