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Introduction

In the last decades, multiple wars with long term social, economic, 
and psychological consequences have challenged health care systems 
both in countries of origin and in host countries, with vast groups of 
survivors living as internally or internationally displaced persons, as 
refugees from their homes. Those who stay or cannot escape to the 
often not much more stable third country environments face health 
care infrastructures and ongoing challenges. Many are distressed 
from events or health care deficits (see the WHO mental health GAP 
model), encountered already before the war and aggravated by brain 
drain, persecution, massacres and multiple barriers facing them in 
health care services [1-3]. The high rate of posttraumatic stress and 
other trauma-spectrum disorders [4,5], including unspecific reactions, 
such as severe depressive episodes with increased suicidal ideation 
[6], further challenge post-war mental health services. Different 
challenges can be observed in host countries [7,8], even in those 
with a high level of health care services, when refugees with different 
language and cultural background, often living far from specialized 
service institutions, and with no means to afford such services would 
urgently require them. Untreated trauma spectrum disorders tend 
to become chronic and might lead to indirect and transgenerational 
trauma disorders [6,9,10].

In recent decades, many international organizations such as 
UNHCR, WHO, UNICEF and Interagency standing committees 
have spearheaded and promoted the use of MHPSS (mental health 
and psychosocial services) models [11-13]. They address this low-
resource situations, characterized by the presence of often only less 
than 5 fully trained mental health experts such as Psychiatrists and 
Psychotherapists, that are in turn also available to only a limited group 
of patients in each country. The MHPSS model includes therefore also 
the building of community based and less expert-oriented services 
provided by helpers with different professional backgrounds or 
expertise, but no or very limited training in Psychology, Psychiatry, 
or Psychotherapy.

Psychoeducation in regard to mental health and trauma related 
reactions or disorders has frequently become an important component 
in such programs [14-18] as it appears to require no extensive training 
of trainers or professional experience of service providers. It is used 
either as the main or only intervention or as additional offer (adjunct 

therapy) in addition to more complex validated approaches such as 
Eye-movement Desensitization (EMDR) [19,20] or trauma-focused 
forms of traditional Psychotherapy.

Still, in recent years few studies have evaluated this type of 
intervention, that could be seen as a good and efficient approach to 
alleviate the suffering of larger population groups suffering from the 
impact of large-scale violence and also other catastrophic events.

A special challenge will be neglected groups at a time when the 
collective trauma, in our example, the war in former Yugoslavia, has 
been nearly forgotten in the public discourse, while the psychological 
impact and resulting symptoms in survivors will last [21-23], even 
when some treatment has been provided before. Many survivors have 
been displaced to European host countries, with a different cultural 
environment, after being exposed to a genocidal environment in their 
homes. A number of studies have documented psychological sequels, 
including Posttraumatic Stress Disorder (PTBS) and depressive 
symptoms shortly after the war [24-26], but limited research has been 
done on the long term sequels and their treatment still persisting 
today.

In our study, that is part of a science teaching project, we therefore 
aim to evaluate the impact of psychoeducation, provided by trained 
experts, in a naturalistic setting with survivors of a genocidal war 
(“Ethnic cleansing”), still suffering from by then, at this later stage, 
chronic symptoms, years after escaping their traumatic environment, 
while living in relative safety.

Due to the large data pool elicited in the different measurement 
points, we focus on data on the most relevant general mental health 
indicators, BDI and GHQ scores, while further data will be published 
separately.

Method

We used networks of the ethnic Bosnian survivors in the two 
probably most important host countries, Austria and Germany, to 
recruit participants in a convenience sample of survivors still seeking 
treatment for persisting symptoms, even after earlier treatment, who 
had received medication or Psychotherapy earlier without satisfactory 
subjective improvement. All participants were offered Cognitive 
Behavior Therapy (CBT) based psychoeducation by Psychotherapists 
from their own ethnic group, language and culture. The intervention 
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was based on the German language standard manual for CBT-based 
psychoeducation (as published by Liedl, Schäfer und Knaevelsrud 
(2013) [27]). A second group, with random assignment, who received 
only general supportive conversations on a regular basis, in equal 
frequency and length as the intervention group, was used as control 
group.

Aims

We conducted the research to evaluate the zero-hypothesis, that 
no benefit would be obtained by CBT based psychoeducation in 
the defined group, and further, if there was a gender difference in 
this regard. A secondary aim was to evaluate present psychological 
status, quality of life, and possible long term sequels present even 
in a safe and supportive environment, with earlier access to medical 
or psychotherapeutic treatment. A further question was, if the 
environment, -which means living in Austria or in Germany with 
different health care systems, - would be reflected in different baseline 
values or intervention outcomes.

We evaluated both specific, PTBS related, and unspecific 
symptoms such as depression, using standard instruments, as listed 
below, at baseline T1, and at conclusion of the intervention (T2). In 
this publication we focus on the general health and depression scores 
of this study as the most relevant indicators.

Inclusion criteria were that participants had to be survivors of 
the ethnic cleansing in Bosnia-Herzegowina, in an age range between 
40-70 years, who had no history of earlier psychotic episodes or of 
other Psychiatric or medical disorders potentially interfering with 
memory or participation in the study. Informed consent was taken 
by all participants, and an ethics votum by the University supervising 
the research was obtained (06.07.2022, Sigmund Freud University 
ECBV77MDBAU66L89496). Further we selected only participants 
suffering from PTSD symptoms, based on standard cut-off scores in 
standard questionnaires (HTQ) [28,29], or depression (BDI) (Table 1).

Sample

The sample included a nearly equal number of female and male 
participants with an average age of 52,61 Jahren (SD=6,63), and an age 
range between 40 and 70 years. The majority (85%) had a primary or 
second level education.

Instruments

The Beck-Depressions-Inventar (BDI) is the probably most 
common specific instrument to evaluate depression, validated 
successfully in many languages [30-32].

The General Health Questionnaire (GHQ-28) is the most 
frequently used general screening questionnaire for a broader range of 
symptoms, and also to identify those in need of mental health related 
treatment (Table 2) [33-35].

All questionnaires were applied in earlier validated mother-
language (Bosnian or Croatian) versions.

The HTQ yielded an average of 15 reported potentially traumatic 
events in Austria, and 11 in Germany, which might indicate that at 

least in our sample, Austrian participants had been more severely 
exposed during the war.

Results

Again preliminary statistical analysis gave at a first impression 
that of a highly significant improvement only in the intervention 
group (at t(31)=3.636 and p<.001), while further analysis yielded 
no significant difference between both groups, (at t(62)=0.104 und 
p=.917). At F(2)=0.957 and p=3.87 no significant interaction between 
measurement points, experimental and control group membership.

At F(2)=0.355 and p=.703, no significant gender difference 
between intervention and control group was observed at T2 (outcome) 
in GHQ scores (Tables 3 and 4).

Germany (n=32) Austria (n=32)

M SD M SD

BDI 14.78 10.95 17.62 9.19

GHQ28 35.22 10.08 36.12 8.87

HTQ 52.84 31.30 60.22 26.85

WHOQOL 71.41 15.38 66.72 14.30

Table 1: Values for depression, PTSD symptoms, number of events and quality of life, 
elicited to assess inclusion criteria in psychopathology scores, number of events.

Experimental gruppe Kontroll gruppe 95% KI

M SD M SD t p

BDI 18.38 11.37 14.03 8.35 1.742 .087 -0.640 9.328

GHQ28 37.16 9.35 34.19 9.42 1.265 .211 -1.722 7.660

HTQ 62.00 30.75 51.06 26.86 1.515 .135 -3.492 25.367

WHOQOL 67.53 15.94 70.59 13.91 -0.819 .416 -10.538 4.413

Table 2: Baseline reassessment, using t-test for independent variables. No significant 
differences between groups.

M SD

Intervention Group
T BDI 1 18.38 11.37

T BDI 2 13.94 11.52

Control Group
T BDI 1 14.03 8.349

T BDI 2 13.91 7.880

Results were analysed using correction Greenhouse-Geisser after primary statistical 
analysis, and yielded η2=.071, at F(2)=4.761 and p=.013, indicating a moderate intervention 
effect of CBT psychoeducation as compared with the control group. 

Table 3: Descriptive statistics of the intervention on BDI depression scores in intervention 
as compared to the control group.

M SD

 Intervention group
T 1 GHQ28 37.16 9.35

T 2 GHQ28 33.00 9.97

 Control group
T1 GHQ28 34.19 9.42

T2 GHQ28 32.75 9.17

Table 4: Descriptive statistics of the intervention on GHQ summary scores in intervention 
as compared to the control group.
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Discussion and Limitations
While our results indicate a possible positive effect of a structured 

low level (CBT psychoeducation) intervention in participants suffering 
from depression after exposure to war related events on symptoms 
of depression, general mental health indicators as measured by the 
General Health Questionnaire overall score, did not improve in the 
intervention group as compared to an attention only (conversation) 
control group. No significant difference was found regarding this 
observation between female and male participants.

In addition, our results confirm that long term symptoms might 
be not improved by the protection given by a safe environment and 
access to health care. The high level exposure and symptom levels of 
at least some groups of refugees living in Germany and Austria still 
would require specialist treatment. This cannot be replaced by low-
level interventions, as offered in the psychoeducation model, and 
probably similar low-level interventions in the MHPSS model, even 
if they are culture and language sensitive and provided by trained 
helpers from their own ethnic and language group.

It can on the other hand not be excluded that displacement in a 
foreign culture and language environment, despite large communities 
from the country of origin being available in both host countries, 
might contribute to this problem. This is a limitation of our study, 
in addition to the convenience sample approach dictated by the 
naturalistic setting of treatment seeking general population members, 
and the selection of a common group present as refugees in many 
countries. Further, participants had received different types of earlier 
treatment, and do not constitute a strictly homogenous group, which 
still can be seen as a typical situation in most countries, as highly 
specific treatment centers for war victims are not always available to 
most survivors, even in high-economy host countries.

Conclusions
Besides the obvious conclusion that further research in the long-

term effect and treatment needs of war survivors with larger samples 
is urgently needed to identify both mental health needs and effective 
but affordable, low-barriers interventions, further conclusions can 
be drawn. Our data, while being based on a pilot study with limited 
resources, indicate that low-level but standardized interventions such 
as psychoeducation might only have a limited positive impact on 
specific, like on depression related symptoms, if at all. This could be 
provided by trained general health care professionals, such as nurses 
that provide a large part of the services in many countries, have a high 
rate of acceptance, and lower barriers to their patients then the few 
psychotherapists or psychiatrists living in faraway capitals. Results 
also indicate that specialized professional services to address long 
term sequels are still required and should not be neglected, also due 
to the suffering and considerations as a secondary and maybe even 
transgenerational effect of severe violence-related trauma.

We are grateful to Prof. Dr. Omar Gelo, Vienna for his statistical 
supervision.
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