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Abstract
KEY IMPLICATIONS FOR PRACTICE

� Professionals working with refugee populations
need to take into account the various cultural
manifestations and understandings of trauma

� Post-migration factors encountered inEurope, includ-
ing delayed asylum trials and poor living conditions,
haveasubstantial impactonpost-traumaticsymptoms

� Psychosocial interventions need to include a focus
on the current social, political andeconomic context.
The need for culturally relevant treatment interventions for
refugees focusing on post-migration factors is clearly of no small
concern. To (i) explore culturally informed perspectives on
trauma from an individual, qualitative perspective and (ii) track
the trajectory of post-traumatic responses in relation to
processes of social integration, we present the results of 12
months of research among asylum seekers and refugees in an
NGO-run centre for victims of torture in Athens, Greece. This
included an in-depth follow-up of 10 victims of torture, as well as
interviews with 36 health professionals, seven cultural mediators
and 21 refugee community leaders. A case study from the
research project is presented to illustrate the substantial

psychological impact of current material realities of refugee victims of torture as they adapt to their new environment. An
interpersonal-social model is presented which examines various post-migration ‘feedback loops’ influencing post-traumatic
symptomatology.
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INTRODUCTION
The mental health impact of atrocities endured by refugees
and asylum seekers is clear, with significantly high preva-
lence rates of post-traumatic stress disorder (PTSD), anxi-
ety and depression being reported among this population.
Torture has emerged as a particular triggering factor for
PTSD (Haenel, 2015;Momartin, Silove,Manicavasagar, &
Steel, 2003; Steel et al., 2011). However, there have been
numerous concerns raised in the literature over the rele-
vance and cross-cultural validity of current treatment
models for PTSD being used among refugee populations.
Criticisms highlight the fact that the medicalisation of
trauma on an individual level, linked to fixed ‘traumatic’
events in the past, risks rendering us blind to other ongoing
aspects of interpersonal, political and social violence on a
more global scale.

Various studies have demonstrated the detrimental impact
on mental health of the migration journey, including
prolonged detention or stays in often unsafe refugee camps
(Gkionakis, 2016; Lambert & Alhassoon, 2015; Silove,
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Austin, & Steel, 2007) as well as the asylum-seeking
process (d’Halluin, 2009; Laban, Gernaat, Komproe,
Schreuders, & De Jong, 2004). Post-migration factors,
such as unemployment, an insecure residency status and
fear of repatriation, insufficient proficiency in a host
language, social discrimination and difficulties with inte-
gration have similarly been shown to be correlated with
mental problems in refugees (Kartal & Kiropoulos, 2016;
Schick et al., 2016; Sijbrandij et al., 2017; Silove, Ven-
tevogel, & Rees, 2017). The psychological impact of these
factors and other ‘daily stresses’ (Miller & Rasmussen,
2014) are a relevant consideration in the light of the
additional critical life events with which asylum seekers
and refugees are faced. In a multi-agency guide on the
mental health of refugee populations released in 2015,
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UN agencies and other international humanitarian organ-
isations have highlighted that potentially traumatic events
from the past are not the only, or even most important,
source of psychological distress but that the majority of
emotional suffering is directly related to current stress
factors (Crepet et al., 2017; Inter-Agency Standing Com-
mittee (IASC), 2015; Médecins Sans Frontières (MSF),
2016; Ventevogel, Schinina, Strang, Gagliato, & Hansen,
2015). Several studies on refugees and asylum seekers have
confirmed this clinical impression (Maier & Straub, 2011;
Silove, 1999; Silove, Steel, McGorry, &Mohan, 1998; Van
Ommeren et al., 2001). Furthermore, treatment models
developed inWestern cultural contexts have been criticised
for ignoring significant variability among explanatory
models of distress evident in different cultural settings
(Hinton & Lewis-Fernández, 2011; Steel et al., 2009).
Often, the relationship between the health professionals
and asylum seeker or refugee face cultural barriers regard-
ing a lack of shared understanding, explanatory model or
idiom of distress, rendering exchanges in the consultation
difficult and increasing the risk of incomprehension and
errors in diagnosis and treatment. This itself is a barrier to
access.

From a public health perspective, the need for culturally
relevant treatment interventions considering post-migration
factors is clearlyofnosmall concern.Aplethoraofkeyauthors
in the field aswell ashumanitarianactorshavehighlighted this
gap in the literature and call for more longitudinal studies to
add to our understanding of trauma from a more culturally,
socially and politically relevant perspective. This includes a
focus on life trajectories, dynamic processes and current
material realities for refugees in host communities (Bäärn-
hielm, 2016; Eagle, 2014; Greene et al., 2017; Hall & Olff,
2016; Harvey, 2007; Ratcliff & Rossi, 2015; Summerfield,
1996, 2001; Wilson, Wilson, & Drozdek, 2004).

Given these numerous criticisms surrounding the use of
PTSD among refugee populations, we draw on the theo-
retical framework of cultural-historical psychology to
examine trauma among this population (Womersley &
Kloetzer, 2018). Based on Vygotskian principles of inter-
active individual–societal development via the creation of
meaning in everyday activities (Daiute & Lucić, 2010),
such a framework explores how psychological phenomena
are historically rooted and shaped by the socio-cultural
context. This framework, therefore, advocates for a move
away from the essentialist and context-independent notions
of PTSD towards viewing experiences of trauma as being
embedded within socio-cultural contexts and intrinsically
interwoven with them (Stetsenko & Arievitch, 2004). This
theoretical tradition differs from transcultural or ethno-
psychiatric frameworks often characterised by cross-cul-
tural comparisons. Instead, within this tradition, culture is
considered to be ‘not a fixed, static entity but the result of
creative activity, in which ideas and notions are developed
and shared’ (Tankink & Richters, 2007, p. 198). It ‘is not
presumed to exist in values or beliefs of ethnicity, gender,
or other categories but in the creation of meaning through
symbolic thought in situations on the ground’ (Daiute &
Lucić, 2010, p. 616).
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In recent years, there has indeed been a burgeoning of
theoretical models for understanding trauma that situates
individual refugee’s trauma sequelae and recovery within
inter-personal, political and social context. Maercker and
colleagues (Maercker & Hecker, 2016; Maercker & Horn,
2013) have recently elaborated and extended a social-
interpersonal framework model of PTSD incorporating a
host of influential factors external to the individual.
Harvey’s (2007) ‘ecological’ model, Drozdek’s (2015)
model, Marsella’s (2010) interactive model, and De Jong’s
(2007) ecological-cultural-historical model of ‘trauma-
scape’, similarly explore how culture influences the clini-
cal parameters of the diagnostic criteria for PTSD by
incorporating a systemic understanding of local represen-
tations and experiences of trauma. Such perspectives
take into account the fact that symptom severity is fluid,
ever changing due to a myriad of interacting intrapsychic
and external factors. In the context of refugee distress in
particular, Miller and Rasmussen’s (2017) ecological
model highlights how ‘mental health among refugees
and asylum seekers stems not only from prior war
exposure, but also from a host of ongoing stressors in
their social ecology, or displacement-related stressors’
(p. 1).

Using these ecological models to (i) explore culturally
informed perspectives on trauma from an individual, qual-
itative perspective and (ii) track the trajectory of symp-
tomatic responses in relation to the processes of social
integration, we conducted 12 months of research among
asylum seekers and refugees in an NGO-run centre for
victims of torture in Athens, Greece. This longitudinal
study involved participant observation as well as qualita-
tive, in-depth interviews with 76 various actors.
METHODOLOGY

The study protocol was developed in collaboration with the
multidisciplinary team of the centre for the victims of
torture in Athens, Greece. Ten victims of torture attending
the clinic were identified by the medical team to participate
in the research. Exclusion criteria included current psy-
chotic symptoms, severe dissociative symptoms and acute
suicidality. The average age was 39.5, and we conducted an
average of 5.2 interviews with each of them over the period
of a year. Interviews were focused on tracking trauma
symptomatology, subjective experiences and explanatory
models of trauma, as well as exploring the current socio-
political environment and processes of integration into
Greek society. Three months of participant observation
was similarly conducted within the centre, which included
attending daily team meetings and participating in group
psychosocial activities.

To further contextualise our understanding of trauma
within this particular environment, we also conducted
interviews with 36 health professionals working with
refugee victims of torture from a variety of humanitarian
organisations and seven cultural mediators working in
psychosocial interventions for individuals diagnosed with
PTSD. Furthermore, we conducted qualitative, in-depth
social Support in Conflict Affected Areas ¦ Volume 16 ¦ Issue 2 ¦ July 2018



Womersley and Kloetzer: Psychosocial interventions for refugee victims of torture in Athens

[Downloaded free from http://www.interventionjournal.org on Tuesday, November 6, 2018, IP: 10.232.74.27]
interviews with 21 community representatives to explore
socio-culturally contextualised understandings of, perspec-
tives on and explanatory models for psychological trauma
within their respective communities.

Analysis
Individual victims of torture’s experiences of trauma were
analysed based on the ecological models noted above (De
Jong, 2007; Drožđek, 2015; Maercker & Hecker, 2016;
Miller & Rasmussen, 2017). This involved firstly defining
the migration trajectory of each individual by drawing on
Kadianaki (2009) method of analysis of migration trajec-
tories, wherein certain bifurcation points are identified:
defined as important events or conditions in the lives of the
individuals. In a second level of analysis, we analysed all
instances, whereby participants referred to experiences of
trauma, to identify and compare the various explanatory
models drawn upon by different actors. Data obtained by
health professionals related to specific individuals was
triangulated.

Key themes emerging included the substantial psychologi-
cal impact of current material realities for migrant victims
of torture as they adapt to their new environment and
engage in a process of psychosocial rehabilitation. The
periods before and after being granted asylum were identi-
fied as two distinct phases in the psychological lives of
these individuals, each with specific stressors. Delayed
asylum trials, poor living conditions and unemployment
emerged as having a substantial impact on post-traumatic
symptoms that in turn influenced psychosocial rehabilita-
tion. Personal, social and cultural resources similarly
emerged as having a mediating effect on the stressors
identified above.
Culturally informed representations of trauma
Half of the beneficiaries of the centre, where our research
was conducted, had never heard of a psychologist before.
None had been previously to a psychologist themselves. Of
the ten individual participants, all were diagnosed with
some form of psychological disorder. However, over the
course of a year, not one mentioned the diagnosis when
referring to their subjective experiences of psychological
suffering. Rather, the majority appeared to contest this
medicalised explanatory model, drawing instead upon a
variety of diverse culturally informed explanatory models
to explain their subjective experiences of trauma. For
instance, when asked about his diagnosis of PTSD, one
participant explained that ‘my family’s problem is shock’.
For him, the trauma he experienced was not only his but
was also related to the ‘shock’ of the entire family. This
contradicts the inherently individual narrative of PTSD.
This was similarly reflected in the words another partici-
pant, who felt ‘the pain of my families’. This more collec-
tivist representation of trauma has similarly been noted in
the literature, illustrated in the example presented by
Tankink and Richters (2007) of South-Sudanese research
participants who did not experience themselves so much as
an individual, but more as having a ‘family self’ based on
relational models.
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Such explanatory models often appeared in contradiction
to the medical team’s individualised model of PTSD.
Elsewhere (Womersley & Kloetzer, 2018), we have
highlighted how the majority of professional’s discourse
reflected a certain ambivalence in the face of such
contradictions. Attitudes among the health professionals
appeared to range on a continuum from complete and
unproblematic acceptance of the category of PTSD, to a
nuanced, individualised and context dependant use,
through to a critiquing and problematisation of the
diagnosis.

An illustrative case study allows us to examine these
contradictions in explanatory models of trauma and the
importance of the socio-legal environment in the processes
of recovery. Many cultural factors, such as a specific socio-
political identity, were evidently at play for this particular
individual. Furthermore, the case clearly highlights the
impact of particular legal and medical institutional path-
ways on psychosocial recovery. It further offers the possi-
bility of triangulating the data obtained from this individual
participant, his doctor and psychologist.

Case presentation
The patient is a 30-year-old Indian asylum seeker of Sikh
religion. In 2007, he was arrested and tortured on numerous
occasions, often for months at a time, due to his involve-
ment as a Sikh political activist. He managed to escape
from prison with the help of an uncle and arrived alone in
Athens to seek asylum in September 2015. He was referred
to the centre for victims of torture in June 2016, where his
treating doctor describes ‘a clear case of post-traumatic
stress disorder’, including symptoms of flashbacks and
nightmares, at the first consultation.

We first interviewed the patient in August 2016. From the
very beginning of the very first interview, he highlighted
his family’s collective identity as Sikh political activists,
with a long history of trauma across the generations:

‘My father’s, my father family and my mom’s family − they
are very, very connected with their religion [ . . . ] from
my mom’s family, I have seen a lot of dead bodies. They
were innocent and they were killed by the Indian govern-
ment police and the secret services, because of that,
because we were fighting for our freedom.’

Over the course of the following four interviews, he
described the psychological impact of the various methods
of torture to which he was subjected in minute detail,
including sexual abuse, his legs being ‘ripped apart’ the
meta-tarsals in his feet being broken, as well as
electrification:

‘From the front, they were giving the electric shocks. They
never give the scars on my body but they give me the scars
on my personality. They give me the scars on my soul . . .
lots of things from my mind has been wasted.’

For the first 4 months after his arrival, he was living alone
in a 30 metre-squared hotel room in an old building
recently repurposed to house asylum seekers. Alone, lost
and scared of being recognised by other members of the
t Affected Areas ¦ Volume 16 ¦ Issue 2 ¦ July 2018 97
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Indian community, he barely left his apartment. At the end
of August 2016, he was given an appointment for his
asylum interview. However, the administrator responsible
was not present on the day and he was given a new date for
his interview in December. This seemed to symbolise a
denial of his story, of his cultural identity as a Sikh political
activist, of his very being. He explained that:

‘During the interview, I want to be wearing a turban
because during the interview I want to tell them that I
am a part of the Sikh religion because of my religion,
because of my race, I have been persecuted in my country.’

This fear seemed to echo the past traumatic experience of
being tortured, a fundamental part of which involved the
torturers removing his turban and mocking his Sikh iden-
tity. He consulted a doctor and a psychiatrist at the centre,
whowrote a medical report to add to his request for asylum.
The report stated that he was suffering from PTSD, yet this
was a concept unknown to the patient and he continued to
refer to his psychological state as one of depression:

P: ‘Mr. Psychologist doctor, he gave me the report. In that
report, he has written that I’m in very big depression.
Actually, I don’t know if I’m in depression or not. I know
only one thing, that my world is just only this room . . .
I’m just killing my time here until I’m not getting my papers
or they are not going to take my interview [ . . . ]’.

Interviewer: ‘Tell me about the psychiatrist you said that
you’re going to be seeing later’.

P: ‘Why I’m seeing a psychiatrist − well, without any
reason [our emphasis] . . . In my dreams, I saw this
police officer because in front of me, he was kicking my
mom’s stomach . . . I’m still having dark dreams . . . ’

Interviewer: ‘Is it helpful for you to see a psychiatrist?’

P: ‘No, it’s not [our emphasis]. What he is going to do, I
don’t think he’s going to help me in any way. The things
that happened to me, what he wants to do, he’s just
speaking, and speaking, and speaking, and talking about
things, nothing much . . . Why I am coming to the people
here, to see the psychiatrist and the doctor, because then
they will know that I’m also here. There are thousands and
millions of refugees here. If were to come in here, I will be
in front of their face, and they will be knowing about me’.

The contradictions between the patient’s own explanatory
model, and thatof thepsychiatrist, are striking.Hereportednot
finding the consultations with the psychiatrist helpful, seeing
little use in being required to ‘talk about things’. Not only did
he not agree with the PTSD diagnosis, he mistook it for a
diagnosis of depression. There seemed to be little correlation
between the words of the psychiatrist and the ‘scars of [his]
soul’.Despite continually being haunted by ‘dark dreams’, his
focuswasonbeing ‘seen’asa refugee.Neverhavingheardofa
psychologist or psychiatrist before, he sawpsychotherapy as a
useful way to obtain this legal goal.

Towards the end of 2016, his psychological condition dete-
riorated. Due to financial reasons, hewas forced tomove out
of his small hotel room into shared accommodation. He
accused his Pakistani roommate of spying on him. Psychotic
98 Intervention, Journal of Mental Health and Psycho
symptoms started to emerge, including auditory hallucina-
tions and paranoia. Many of the voices were those of
authority figures, including the torturers in India and, rather
tellingly, police officers, bureaucrats and judges in the
asylum procedure in Greece. Hewas hospitalised as a result.
When interviewed about his hospitalisation and the deterio-
ration in symptoms, his psychologist stated:

‘One voice said, “You will be homeless you will be
homeless”, and there is a possibility to be homeless. Or
another voice said that, “They will not believe you they
send you back to India”, and that is true . . . What he
hears is normal, it’s his fear [our emphasis].’

His doctor similarly noted the potentially harmful effect of
forced hospitalisation:

‘Psychiatrists are not sure whether his post-traumatic
stress disorder was that and only that or if he even before
had some psychotic elements that now worsened. Hospi-
talization was difficult for him; it reminded him of prison.
All the staff would kept visiting, bringing chocolates or to
distract the prison-like atmosphere. I am worried about
him, because he doesn’t seem to respond to treatment that
well . . . It’s not a good time for him generally, because
first he found himself living in an apartment with Pakis-
tanis. They could speak the language; he got afraid. They
were having drinking, smoking and things like that; he got
very scared. That was when things really got bad and he
went to this hospital . . . Then he heard from his relatives
in India that his mother and father are in prison. His father
is probably killed, because we hear from these relatives
too, but he doesn’t know. He knows that his father has
disappeared in prison. The news that he receives about his
mother is that she’s in prison with an infected leg. She has
nothing, just a rag to wipe the pus. That’s what he knows
about his mother. This is another stress factor. Another
very stressing thing for him is that his interview got
postponed till August. That made him really angry and
frustrated. All these things add up.’

She also noted the impact of his current reality on the
process of diagnosis:

‘I could see the face of the psychiatrist who at first said,
“You think the secret services of India are after you?” I
could see the paranoia. Then [the patient] said his story.
There he goes, Oh, oh, oh, oh. [laughter] This is not
paranoia. This is real life.’
FEEDBACK LOOPS

So what is ‘paranoia’ and what is ‘real life?’ To analyse the
data, we draw on the concept of feedback or ‘looping
effects’ (Kirmayer & Ramstead, 2017), defined by the
authors as links in a causal chain ‘whereby individuals
interpret and respond to their own symptoms with cultur-
ally varied coping strategies that may change the course of
the illness, amplifying or reducing symptoms and distress’
(p. 6). They argue that such socio-cultural feedback ampli-
fication extends beyond the individual to include a wider
network of relationships and processes wherein the indi-
vidual is embedded.
social Support in Conflict Affected Areas ¦ Volume 16 ¦ Issue 2 ¦ July 2018



Womersley and Kloetzer: Psychosocial interventions for refugee victims of torture in Athens

[Downloaded free from http://www.interventionjournal.org on Tuesday, November 6, 2018, IP: 10.232.74.27]
We posit that such a series of ‘feedback loops’ (which we
define as a process whereby an effect is reinforced by its
own influence on the process giving rise to it) impacted
post-traumatic symptoms as well as the patient’s self-
representation of his own mental health status. A number
of feedback loops may be identified on an individual,
interpersonal and social level, as illustrated by our model
[Figure 1].

First feedback loop: Breakdown of interpersonal
relations
The experience of being tortured is arguably a traumatic
experience in and of itself. However, added to this is the
fact that the patient is not the only member of his family to
have been tortured. His father’s presumed death and moth-
er’s alleged detainment and torture alludes to a traumatic
experience extending far beyond that of the individual.
Indeed, the torture of his family and subsequent forced
migration, which he undertook alone, created traumatic
ruptures in his interpersonal relationships and by extension,
his broader social world. Paradoxically, such connections
would have connected him to the very resources necessary
to heal. These are both resources found on an interpersonal
level in disclosure and sharing emotional experiences, and
on a social level within secure group membership. Thus, a
vicious cycle of isolation and disconnection is perpetuated,
seemingly serving to exacerbate his fear. Furthermore, the
disconnection cannot be considered as a ‘once-off’ event,
which occurred at a particular moment in the past: ruptures
continue with each phone call bringing news from India.

Second feedback loop: Delayed asylum procedure
A long asylum procedure has been found in the literature to
be associated with psychiatric disorders (Laban et al.,
2004). For the patient, his insecure residency status
increased uncertainty regarding his future as well as his
ability to integrate, look for work and create a life for
himself. Waiting for his asylum interview, his fear was
compounded by being in an irregular legal situation and the
risk of being forced out of the country. This fear kept him
from leaving his house and integrating into his new social
environment. On an interpersonal level, this reduced
opportunities for exchanges. On a social level, the delay
Figure 1: Feedback loops
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arguably contributed to further disconnections in visibility,
representation and the acknowledgement of the torture,
which he had endured within broader, societal and political
contexts, which were intricately linked to restorative jus-
tice perceptions contributing to the severity and course of
PTSD (Maercker & Hecker, 2016). The loop returns to the
level of individual, in the patients’ questioning of his own
social, cultural and political identity.

Third feedback loop: Living conditions
The delayed asylum procedure prevented the patient from
having the right to look for work and find an apartment on
his own. Without more financial, legal or social resources
and, thus, still dependant on state services as an asylum
seeker, he was moved from his own hotel room to new
accommodation. Sharing with Pakistanis whom he did not
trust, his interpersonal resources were further compro-
mised and his social world further limited by not being
able to find work. Such conditions seem to have exacer-
bated the post-traumatic symptoms, with auditory halluci-
nations telling him that he would be homeless leading to his
hospitalisation.
Fourth feedback loop: Hospitalisation and
interpersonal encounters in medical consultations
His post-traumatic stress symptoms exacerbated, the
patient was hospitalised. Again institutionalised, finding
himself once more at the mercy of the state, it was
perceived as a further enforced period of detention where
he was subjected to bodily treatments against his will. It
triggered memories of the past torture he endured. Fur-
thermore, it positioned him in the role of patient leading
him to question, whether he was ‘sick’ or not. He was
promised by the hospital staff that they would not inject
him. They did. This deepened his sense of mistrust, para-
noia and isolation creating further interpersonal ruptures.
The patient’s hospitalisation and numerous encounters
with medical staff lead him to question his own status
as ‘sick’ or healthy, ‘normal’ or abnormal. His psycholo-
gist explained:

‘When I asked him what is his request and what is his
reason and why he decide to visit psychologist, he said to
t Affected Areas ¦ Volume 16 ¦ Issue 2 ¦ July 2018 99



Womersley and Kloetzer: Psychosocial interventions for refugee victims of torture in Athens

[Downloaded free from http://www.interventionjournal.org on Tuesday, November 6, 2018, IP: 10.232.74.27]
me “I don’t know, because of my doctor said to me that it’s
good for me. My psychiatrist said the same, my social
worker said the same, a police man who stopped me said
the same”. I asked him, “Then what do you think, why do
all this people propose to you to come and see the
psychologist?” He said to me, “I don’t know, maybe they
need a psychologist”.’

On an interpersonal level, it speaks to the feelings of both
shame and anger he expressed throughout the interviews in
being seen as someone in need of psychiatric care. His
doctor explained:

‘He doesn’t seem to understand it as an illness. He says
that he feels abnormal, he feels wrecked; he says that he’s
not dangerous; that he is not crazy. Every time I say to him,
“These voices is just a symptom of a disease that will go
away eventually”, he doesn’t seem to listen.’

Such discrepancies between his own explanatory model for
his symptomsand that of others aroundhimhad an impact on
his interpersonal relationships. They seemed only to rein-
force his solitude.Here, it isworth returning oncemore to his
stated reason for attending consultations with the psycholo-
gist andpsychiatrist as highlighted above. It is not because he
seems himself as a patient. It is for visibility and recognition.
It is so that ‘they will know that I am also here’.
DISCUSSION

In operationalising Kirmayer and Ramsted’s concept of
‘feedback loops’ to analyse the case of the patient, feed-
back loops may be identified across a number of systems:
interpersonal, bureaucratic, medical and material (related
to concrete living conditions). All the ten victims of torture
Table 1: Feedback loops among the ten participants

Participant Interpersonal Bureaucratic Med

1

2 x (family killed/lost − ‘I
become crazy’)

3 x (m

4 x (socially isolated,
subjectively lonely, lost a
child)

x (denied refugee
status − increased
PTSD symtomatology)

x (ri
surg

5 x (encounters with police
triggered memories of the
torture)

x (m
disab

6 x (family killed/lost) x (delayed asylum
procedure)

x (fo

7 x (separated from her three
children)

x (denied refugee
status)

x (m
psyc

8 x (asylum procedure
delayed for 2 years)

9 x (separated from wife and
children in Germany)

x (delayed family
reunification to
Germany, imprisoned)

10 x (imprisoned in
Greece)

Feedback loops identified in the analysis are marked by an ‘x’ with an acco
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participating in the study experienced interpersonal dis-
ruptions through the experience of migration, had to apply
for asylum, were patients at the clinic receiving psycho-
logical and medical treatment, and experienced poor living
conditions. However, not all of these resulted in such
feedback loops defined by their capacity to ‘exert powerful
influences on the causes, course and outcomes of distress’
(Kirmayer & Ramstead, 2017).

We analysed the ten cases of our research exploring
feedback loops across the four systems identified above,
and identified them when the subjects themselves, or the
staff members, explicitly linked some life event to the
mental health evolution of the refugees. A brief summary
of this analysis is presented in Table 1.

Feedback loops were evident across all cases. However,
not all experienced multiple feedback loops. The patient
seems to be both representative of our sample (in the effect
of feedback loops onmental health) and an extreme case (in
the multiplicity of feedback loops, across all four fields).

CONCLUSION
Trauma begets trauma. It creates ruptures at the intersec-
tion of the individual and their social context. Exposure to
trauma, itself connected to a breakdown in social connec-
tion and exacerbated by the process of migration, risks the
individual being caught up in a vicious cycle, where
interpersonal or social resources may be comprised, the
very resources necessary for the event itself to be collec-
tively represented and made sense of. For many migrants,
torn from the fabric of their collective socio-cultural and
political identities, what is potentially compromised is the
ability to draw on meaningful interpersonal and social
ical Material

x (living alone, unemployed −

increased auditory hallucinations)

x (living alone, unemployed −

increased ruminations)

ultiple medical emergencies) x (homeless, being in a refugee
camp is a ‘shock’, exposed to
violence in the camp)

sk of physical disability, multiple
eries)

ultiple surgeries, physical
ility, unable to leave the house)

rced hospitalisation) x (sharing living quarters with
foreign nationals against his will)

ultiple hospitalisations linked to
hosomatic complaints)

x (single mother, unemployed)

mpanying qualitative explanation.
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resources to make sense of these events. The multiple
traumatic experiences throughout the migratory journey
echo exclusion experiences, and the difficulties and uncer-
tainties are related to administrative trajectories. In addi-
tion, the asylum procedure itself imposes specific, complex
institutional pathways, which need to be navigated. This is
particularly so in the case of victims of torture with specific
mental health and medical needs.

As illustrated by the case of the patient, post-migration
factors encountered in Europe, including delayed asylum
trials and poor living conditions, had a substantial impact
on post-traumatic symptoms among refugee victims of
torture in the study. These symptoms were never static
but in a continual state of flux, in dynamic interaction with
the socio-cultural environment. Psychosocial interventions
need to incorporate contextualised understanding of these
interactions and to recognise trauma as being largely
determined by larger cultural systems and socio-political
contexts.
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