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Abstract

Any war increases at least twice the prevalence of post-traumatic stress disorder (PTSD) in its victims. 
Post-traumatic stress disorder (PTSD) affects about 10% of car accident victims, half of the people 
who have experienced rape or war, and victims of violence. PTSD negatively affects the quality of life. 
It is associated with direct and indirect health costs. Any effort to treat and prevent PTSD with evi-
dence-based methods is our obligation toward trauma victims and to professionals at an increased 
risk of job-related traumatization. In the paper, we will focus on three aspects. First – a rationale of 
decision making – the role of evidence in elaborating the intervention guidelines will be described. 
Second, an overview of evidence-based guidelines for the psychological help and for the diagnosis 
and treatment of PTSD will be presented, according to current NICE (National Institute of Care Ex-
cellence) and APA (American Psychological Association) and meta-analyses focusing on war-related 
trauma. The third part of the paper will be devoted to the prevention of PTSD in people who are 
exposed to professional, duty-related trauma – the data on the efficacy of preventive interventions 
together with a short description of the programs (on the example of “Effective performance under 
stress” program designed to prevent PTSD in firefighters and other professions).
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Introduction

The emphasis on evidence-based medicine/psychotherapy is rooted in the idea that 
treatment decisions should be informed by the best evidence, rather than relying 
solely on tradition, intuition, or anecdotal experience. The goal is to provide patients 
(suffering from any disease or mental disorder) with the most effective and beneficial 
care based on the current state of scientific knowledge. In times of peace, providing 
evidence-based treatments is the goal of health policies attempting to find an equi-
librium between scientific knowledge, availability of professional resources, and the 
cost-effectiveness of treatments. War ruins any equilibrium by a drastic increase in 
needs and a decrease in professional and material resources. Scientific evidence sup-
porting the choice of treatments disappears especially when we speak about mental 
disorders and psychological treatments. In this paper, we argue that the knowledge 
about evidence-based treatments for war-related post-traumatic stress disorder is 
important as a basis for present and planning future interventions, given the num-
ber of people affected by war trauma directly and indirectly, and facing its conse-
quences when war is over.

Forced migrants, as a result of conflict, are a population with a greatly elevated 
risk of mental health problems, including posttraumatic disorders. The war in Ukraine 
caused a multi-million wave of refugees. Some of them experienced the trauma of 
war related to a direct threat to life or violence. Despite research on psychological 
and pharmacological treatment methods that allowed to identify effective methods 
of treating PTSD, few people suffering from post-traumatic disorders receive evidence-
based treatment, especially in regards to psychological treatment (psychotherapy). 
Several reasons can be identified. Within the health system – there is a lack of 
emphasis on psychological treatments of documented efficacy, and limited avail-
ability of professionals with appropriate skills. However, the organisation of help for 
war-traumatized populations is much broader than the health system. Search for 
help starts with noticing the problem and knowledge about where/who can provide 
professional treatment. So limited knowledge of aid organisers and of refugees – po-
tential patients themselves can create a barrier to effective and recommended care. 
Therefore, the need for knowledge about possible consequences of traumatic events 
for mental health and the awareness of available and recommended psychological 
interventions is not limited to mental health professionals. It should be a part of 
general knowledge, like medical first aid.

In this paper, we will describe the main aspects of post-traumatic psychopathol-
ogy, then a common ground for establishing the effectiveness of psychological and 
pharmacological treatments in research studies, and a summary of recommended 
treatments (state-of-the-art 2024) according to guidelines (that take into consider-
ation methodologically sound studies. We will also refer to prevention issues that 
as such are underlined, but the available research is limited. The first study on the 
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efficacy of PTSD prevention which we referred to in the paper can be a source 
of reference in planning treatment and prevention strategies regarding migrant 
populations.

Trauma, PTSD, and mental disorders

“Post-traumatic stress disorder (PTSD) is a phenomenon of particular interest in the 
21st century…Unfortunately, the present world situation is likely to give us many 
more opportunities to study ASD and PTSD” wrote, in 2004, Nancy Andreasen, a co-
author of a diagnostic category and conceptual framework of PTSD in the diagnostic 
system DSM (Andreasen: 2004). Indeed, considering only the studies on war-affected 
zones in the XXI century they revealed that PTSD is prevalent in 28,5% of Syrian stu-
dents (Yousef et al.: 2021), 35.9% of children in the gaza Strip (Espie et al.: 2009), 
23.2% of adults in Palestine, 48% among traumatized Cambodian children (Perkins, 
Ajeeb, Fadel, Saleh: 2018). It is enough to search any reliable database to find re-
search with similar findings. About whom do these findings talk about – what does 
it mean to suffer from PTSD?

Psychopathology as a discipline of science on the border between psychology 
and medicine attempts to find common features in unique individual experiences 
of mental suffering. It gives them names (i.e. symptoms) and tries to find patterns 
of how they are grouped and under which conditions. The next step is establishing 
the border between experiencing some symptoms in normal life (the memory of the 
unexpected death of a loved person will always bring sadness) and a disorder (fre-
quent, vivid, involuntary memories as flashbacks interrupt the daily activity, and the 
intensity of sadness is overwhelming) – setting the diagnostic criteria that may serve 
as an indication that treatment is necessary. To find a common language between 
clinicians, researchers and patients, the names are given to symptoms and disorders 
and clinical descriptions are published. The most common handbooks are the Di-
agnostic and Statistical Manual of the American Psychiatric Association (DSM) and 
the International Classification of Diseases (ICD) by the World Health Organization. 
Referring to them enables studies on prevalence, course, treatments and prevention 
and is usually a starting point for a clinician in understanding PTSD.

Originally, in the DSM III R classification, the criterion indicating the traumatic 
nature of the stressor was: the catastrophic dimension of the event in which the 
person was a participant (“The person has experienced an event that is outside the 
range of usual human experience and that would be markedly distressing to almost 
anyone”, APA: 1980). It seems, however, that the subjective assessment of the stressor 
is much more important than the objective one. It should be emphasized that both 
the concept of “trauma” and the “traumatic nature of the stressor” are controversial 
terms concerning mental life. While the word “trauma”, referring to the violation of 
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the integrity of tissues under the influence of external factors, is not controversial in 
medicine, its use in psychology/psychiatry faces limitations.

Trauma, in a general sense, refers to a psychological, emotional, or physical 
response to an event or series of events that is distressing or disturbing. The nature 
of the event or events to trigger such distressing reactions has to relate to external 
danger – facing death, injuries, abuse – experiences including accidents, natural di-
sasters, violence, abuse, or other life-threatening events. Such triggering events are 
described as traumatic stressors. Trauma often overwhelms an individual’s ability to 
cope and may have long-lasting effects on mental and emotional well-being including 
post-traumatic disorders with PTSD (Post-traumatic stress disorder)

“War trauma” specifically refers to the psychological and emotional impact of 
exposure to the horrors and stresses of war. War trauma can affect individuals who 
have directly experienced combat, as well as those who have witnessed or been 
indirectly affected by war-related events. It encompasses a range of reactions, in-
cluding post-traumatic stress disorder (PTSD), anxiety, depression, and other mental 
health challenges.

Trauma is more and more often diagnosed not as an “objectively” dramatic 
event, but as a terrifying life experience, confronting a person with a feeling of fear, 
helplessness, and horror. It is these emotions, the reaction of the individual, and 
not the “objective” dimension of the drama of the situation that makes the event 
traumatic (Brunet: 2007, Popiel, Pragłowska: 2008). Although the final common 
pathway of this reaction (in the psychological and physical/autonomic sense) results 
in a similar clinical picture (it means a diagnosis of PTSD) there are many different 
kinds of stressors and individual reactions to them. Experiencing bombing during the 
war — a man-made and unanticipated disaster that produced confrontation with 
the unexpected death of people, concomitant physical injuries, and the psychological 
terror that was intended — is indeed something outside “the normal human range”. 
Experiencing a car crash is an accident, and therefore has a different impact than 
man-made malevolence; but still around 10% suffer from PTSD. First responders – 
rescue workers, medical doctors, and firefighters have chosen their job/service with 
foreknowledge of its risks, so the psychological impact is different (but still around 
15% of emergency personnel (paramedics), 13% of rescue teams, 7% of firefighters 
and 5% of police officers will suffer (Torchalla, Strehlau: 2018).

The structure of the symptoms of PTSD is however not related to the type of 
experience lived. Suffering from PTSD means experiencing disturbing symptoms and 
impaired functioning associated with recurring memories of the event, flashbacks 
(that usually have content that is related to the type of trauma – like bombing, 
facing unexpected death), a state of chronic arousal (that’s why PTSD is a stress 
disorder) outbursts of anger, sleep problems, and massive avoidance of stimuli that 
are associated with trauma (like not willing to speak about what happened, avoid-
ing underground shelters, avoiding people who were present at that time and place 
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etc.). Thus, it is a disorder that negatively affects the quality of life. All these symp-
toms lead to a worse functioning of a person in many areas of life. The difficulty in 
diagnosing PTSD is very often associated with efforts to avoid any memories of the 
trauma. Talking about trauma is one of those painful memories that are recurrent and 
frightening. In many situations, post-traumatic stress disorder remains undiagnosed, 
because the patient, avoiding trauma memories, does not talk about them, but fo-
cuses on non-specific symptoms of low mood, and sleep disturbances. The empathy 
of helpers sometimes … does not help, because after such an obvious traumatic 
experience, observable changes in a person’s behaviour seem justified. After a few 
initiatives of suggesting professional help at the beginning, with time, the situation 
stabilizes. Close ones see that a person has changed after surviving the bombing – 
and hope that “time will heal the wounds”. Sometimes fortunately it is true, but in 
this paper, we focus on people for whom time does not bring changes but worsens 
the situation. It is therefore important to know the role of time in the dynamics of 
post-traumatic symptoms development.

Time matters

Isn’t it normal to experience horror, arousal, anxiety, and nightmares right after the 
bombing? Certainly, it is. The same symptoms that motivate you to escape, stay alert, 
and not trust to some extent are adaptive. So right after the traumatic event, they 
are usually described as an Acute stress reaction (ICD-11: 2018) and they are not 
considered a mental health issue. At this stage, the only help that is most precious is 
the compassionate human attitude. In the World Health Organization (WHO: 2011) 
terms it is called Psychological first aid (a manual published in many languages on 
the webpage WHO). Taking care of a person’s safety, physical health and basic living 
conditions are main goals at this stage. Only in the case of symptoms – behaviours 
that might put a person or others in danger – professional/medical (or specialized 
psychological) help may be needed. Variants of Psychological First Aid (PFA) manu-
als designed by psychologists describe a systematic set of helping actions involving: 
contact and engagement, safety and comfort, stabilization, information gathering, 
practical assistance, connection with social supports, information on coping support, 
and linkage with collaborative services. They aim to reduce initial post-trauma dis-
tress and support adaptive functioning (Ruzek et al.: 2007). In the majority of cases, 
this is enough because resilience in the face of adversities and trauma lets humanity 
survive and develop adequate coping through the ages of development. So gradual 
spontaneous recovery is expected. But when this “normal reaction to an abnormal 
situation” lasts longer than a month (a criterion for Acute stress disorder, DSM-5, 
APA: 2013) it suggests that the symptoms are stable, the PTSD diagnosis is possi-
ble, and the natural mechanisms of resilience require therapeutic support. Despite 
not receiving help, about 50% of people with persistent PTSD symptoms over two 
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years still have a chance of spontaneous remission (Kessler et al.: 2005). This confirms 
that time heals wounds, but for some the right method of therapy can make it not 
too long. Other people where this natural recovery has been impaired are still strug-
gling with PTSD and face its consequences, not limited to a long-term disruption of 
functioning in the social world, including the family world but also the emergence 
of further disorders, somatic problems, addictions, elevated suicide risk, and finally 
permanent personality change (WHO: 1998; see Zawadzki, Popiel: 2012). Providing 
treatment at the right moment is essential to alleviate suffering and prevent further 
consequences in health, personal, professional and social life.

The psychopathological spectrum of trauma consequences is wider than PTSD. 
According to the diathesis-stress model of aetiology, depression is frequently trig-
gered by a stressful life event like loss (of a relationship, or a person); the same applies 
to the onset of schizophrenia after a stressor. Not surprisingly a traumatic stressor 
can also be a trigger of any mental disorder.

F i g. 1. 

Psychopathological spectrum of trauma consequences (from Popiel, Pragłowska: 2009a).

The displacement of nearly 6.5 million people inside Ukraine, with a further 3.2 mil-
lion fleeing the country (Zaliska et.al.: 2022, Długosz: 2023) due to the Russian in-
vasion of Ukraine, reflects the population of refugees that has a higher risk of poor 
mental health, both as a consequence of adverse or traumatic premigration experi-
ences and as a result of post-migration difficulties (Porter, Haslam: 2005; Długosz: 
2023). Migrants who are exposed to armed conflict are at high risk of all mental 
disorders listed in Figure 1. However, there is a discrete group of disorders of stress 
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and trauma, with PTSD as a prototype. They are specifically triggered by traumatic 
stressors, as depicted in Figure 1. (Popiel, Pragłowska: 2009a). Post-traumatic stress 
disorder and other mental disorders affect at least one in three refugees (Turrini 
et al.: 2017). In the systematic review and meta-analysis of Cristina Mesa Vieira et al. 
(2022) the estimated prevalence of current post-traumatic stress disorder was 31% 
(95% CI 23–40); the prevalence of current major depressive disorder of 25% (17–34); 
and prevalence of generalised anxiety disorder of 14% (5–35). For them adequate 
treatment is essential.

In summary: 

• Reaction to traumatic stressors (including war-related) often overwhelms an individu-
al's ability to cope and may have long-lasting effects on mental health (posttraumatic 
stress disorder or other mental disorders). 

•  Taking care of a person's safety, physical health and basic living conditions is the main 
goal at the first stage and is the content of the so-called first psychological aid. Many 
people will recover naturally within the first months  after trauma. So intervention plans 
should take time into consideration

•  If the natural recovery has been impaired – professional diagnosis is needed keeping in 
mind that war refugees are at elevated risk for PTSD, depression and anxiety disorders.

•  In such a case it is essential to provide adequate evidence-based treatment.

Treatment. A rationale of decision making

What does it mean: a “right” treatment? Treatments of mental disorders fall into two 
main categories – pharmacotherapy and psychotherapy. Pharmacotherapy (psycho-
tropic medication) is a domain of medical doctors (general medical doctors should 
be able to diagnose and prescribe the most common antidepressant and antianxi-
ety medications). For more complex cases, a specialized psychiatrist’s4 diagnosis and 
treatment may be required. Psychotherapy as a psychological treatment should be 
delivered by psychotherapists5 (psychologists, medical doctors or other medicine- 
-related professions) trained in a specific treatment method. 

Since the first studies on the efficacy of psychotropic medication, the methodology 
of research on the effectiveness of therapy (treatment outcome studies) in psychology 
and medicine has improved considerably. Studies on pharmacotherapy and psycho-
therapy efficacy and effectiveness have many common features, primarily the RCT 
(randomised controlled trial) regimen, but if the method of therapy is not a chemical 

4 Psychiatrists are medical doctors after additional postgraduate training in psychiatry.
5 In many countries the profession of psychotherapist is not regulated therefore there is a need to 

check the education and qualifications (in case of trauma work – check whether the therapist is experi-
enced in NICE recommended treatments).
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substance with a strictly defined composition, and the result is a psychosocial impact – 
some aspects become complicated. The quality of the study on the effectiveness of 
psychotherapy depends, among other things, on whether: the group subjected to the 
intervention was precisely defined (for example if the diagnosis of the disorder was 
carried out using tools ensuring the validity and reliability of the measurement, in the 
case of PTSD – if post-traumatic stress disorder is the main diagnosis), whether the 
method – the therapy protocol was described in a way that allowed replication (in 
psychotherapy this means a description of a method in a manual that can be equiva-
lent to a precise description of a chemical structure and dosage of a medication under 
study – also described by a study manual). Other aspects also need to be controlled – 
whether the method was applied correctly, whether the control conditions were well 
defined, whether the study plan and the number of subjects provided adequate sta-
tistical power, whether the analyses were adequate, whether randomization was taken 
care of and the determination of primary and secondary variables appropriate for the 
purpose of the study etc (for the complexity of clinical research see: Kazdin: 2016). 
Then when a single trial of treatment exists and the method was validated as effec-
tive – other questions arise – like whether it has been replicated for the same disorder 
in other populations, cultures or other types of trauma. In making healthcare manage-
ment decisions, patients and clinicians must weigh up the benefits and downsides of 
alternative strategies. Decision-makers will be influenced not only by the best estimates 
of the expected advantages and disadvantages of the treatment but also by their 
confidence in these estimates (guyatt et al.: 2008). guidelines and recommendations 
should therefore indicate the quality of the evidence (high – when the desirable effects 
clearly outweigh the undesirable effects and further research is very unlikely to change 
our confidence in the estimate of effect; low or very low when further research is very 
likely to have an important impact on our confidence in the method with moderate 
in between when there is a chance that further research is likely to have an impact). 
There are disorders and clinical phenomena where there are almost no studies, or 
they are too inconclusive to recommend a kind of treatment in the guidelines. This is 
usually the case for less prevalent disorders. The disorders that are the most frequent 
consequence of war trauma – PTSD, depression and anxiety disorders are the most 
common in the population. When psychological treatments are concerned, the last 
50 years resulted in an enormous number of studies on psychotherapy methods.  
It allows indicating methods that are effective, potentially effective; methods that have 
no significant effects or are even harmful (like CISD – Critical Incidence Stress Debrief-
ing, NICE: 2019) and also methods that have not been studied at all. Nowadays, 
methodological awareness is important in the face of many publications that a pure 
marketing of a psychotherapy method. good guidelines are based on the results of 
studies that followed the abovementioned methodology and as a summary, they can 
help clinicians and policymakers; hence why in the next part we present a few main 
aspects of NICE guidelines for PTSD (2018).
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In summary:

• Psychotherapy as a psychological treatment should be delivered by psychotherapists 
(psychologists, medical doctors or other medicine-related professions) trained in a spe-
cific treatment method. 

• Methodologically sound studies reveal differences between psychological treatment 
methods in various disorders; some methods have never been tested in outcome studies.

• For treatment providers it is important to consider recommendations indicating the 
quality of the evidence as the basis of choice for practice.

Evidence-based guidelines for PTSD treatment

There are agencies with transparent procedures for analysing data leading to clini-
cal guidelines that can help a single clinician (to make the most important decision: 
what treatment, for whom), and a patient (to make an evidence-based choice about 
his treatment), as well as policymakers that are responsible for solutions in the health 
system. An example of an institution providing comprehensive clinical guidelines  
is the National Institute for Clinical Excellence in the United Kingdom, established in 
1999. The NICE guideline for PTSD treatment covers 

“recognising, assessing and treating post-traumatic stress disorder (PTSD) in children, 
young people and adults. It aims to improve quality of life by reducing symptoms of PTSD 
such as anxiety, sleep problems and difficulties with concentration. Recommendations 
also aim to raise awareness of the condition and improve coordination of care” (NICE: 
2005; NICE: 2018). 

Based on available evidence, and meta-analyses concerning both psychosocial inter-
ventions and pharmacological treatments, their comparison as monotherapies and the 
efficacy of combined treatment, the authors reached several conclusions concerning:

1) preparation for treatment: 

 “give information and support to people with PTSD (and their family members or 
carers as appropriate) covering: common reactions to traumatic events, including the 
symptoms of PTSD and its course assessment, treatment and support options where 
their care will take place”, 

2) recommended first-line treatments: 

 “Offer an individual trauma-focused CBT intervention to adults with a diagnosis of PTSD 
or clinically important symptoms of PTSD who have presented more than 1 month 
after a traumatic event. These interventions include: cognitive processing therapy, 
cognitive therapy for PTSD, narrative exposure therapy, prolonged exposure therapy”  
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(An umbrella term for all these methods is trauma-focused CBT (TFCBT), and one form 
of trauma-focused psychotherapy has been developed specifically for refugees: narra-
tive exposure therapy (NET).

3) medication: 

 “Do not offer drug treatments, including benzodiazepines, to prevent PTSD in adults. 
Consider venlafaxine or a selective serotonin reuptake inhibitor (SSRI), such as sertra-
line, for adults with a diagnosis of PTSD if the person has a preference for drug 
treatment. Review this treatment regularly”.

4) managing complications: 

 “Consider antipsychotics such as risperidone in addition to psychological therapies to 
manage symptoms for adults with a diagnosis of PTSD if: they have disabling symp-
toms and behaviours, for example, severe hyperarousal or psychotic symptoms and 
their symptoms have not responded to other drug or psychological treatments”.

The abovementioned quotations do not substitute for following the full guide-
lines that we recommend as an important source of information about evidence-
based treatments for PTSD (NICE: 2018) and other mental health problems that 
can be diagnosed in refugees (i.e. anxiety disorders and depression have separate 
guidelines). We have included them to draw attention to the discrepancy between 
usual care and treatments that might be effective. Such discrepancy exists even in 
rich countries with no war, where there are attempts to improve access to psycho-
logical treatments (i.e IAPT in UK6). The biggest humanitarian crisis in Europe since 
WWII that was caused by the Russian invasion of Ukraine made this discrepancy turn 
into an abyss. With full awareness of the context, let us point out that war refugees 
deserve the best available treatment. If  the modern understanding of evidence-
based practice (EBP) is the integration of 1) the best available research with 2) clini-
cal expertise in the context of 3) patient characteristics, culture and preferences –  
delivering treatment to refugees is a challenge for a (quite idealistic) equilibrium 
of EBP. Reference to the best available research, to evidence-based treatments is 
a challenge because clinicians, overwhelmed by the scale of the tragedy, sometimes 
tend to do anything to help, forgetting about evidence that the TF-CBT approach 
has been the most supported treatment for PTSD in refugees although with limited 
effectiveness; but there is evidence (Bryant et al: 2023). Many studies have proven the 
possibility of translating trauma-focused CBT methods like prolonged exposure into 
different trauma groups and languages, including the work of our team on PTSD in 
car accident victims in Poland (Popiel, Zawadzki, Pragłowska, Teichman: 2015) that 
enabled to deliver training in prolonged exposure to approx. 2000 psychologists (see 
Popiel, Zawadzki: 2021). It is a drop in the ocean – but given that every treatment 

6 https://www.england.nhs.uk/mental-health/adults/nhs-talking-therapies/

https://www.england.nhs.uk/mental-health/adults/nhs-talking-therapies/
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was aimed at the suffering from PTSD of a single person which added to the suf-
fering and decreased the quality of life of all families – small numbers matter. Also, 
the number of medical doctors and psychologists systematically trained in Ukraine 
(Kuroń: 2023, personal communication). Nevertheless, limited access to clinicians 
well-trained in TF-CBT is an obstacle, so many clinicians do not have expertise in this 
area. Having that in mind, a systemic effort of policymakers should be directed to 
the places that can effectively use the support they get for delivering evidence-based 
treatment. A valuable source of specialists and information can be the Ukrainian 
Association for CBT, a member of EABCT7 grouping CBT therapists, many of whom 
can deliver TF-CBT or the Polish Association for CBT8, the largest psychotherapeutic 
organization in Poland focused on evidence-based treatments. Both are members 
of an umbrella organization – the European Association for Behavioural and Cogni-
tive Therapies (EABCT)9 with its working group on the humanitarian crisis. Certainly 
providing evidence-based treatments to PTSD sufferers: refugees (also as internally 
displaced people and those who survived without leaving their town) means that 
while maintaining flexibility, psychotherapists should not make too many modi-
fications to the verified therapy protocol. For this to happen, we must know the 
language of the patient very well. This is not always possible. Cognitive-behavioural 
therapy with the participation of an interpreter has similar effectiveness to the one 
carried out in direct contact or online in your native language, but this is the patient’s 
preference and possibilities to be taken into consideration. Another problem is the 
patient’s involvement in therapy and their ability to develop skills in managing the 
symptoms of PTSD. Although a person with PTSD is in a safe place in our opinion, 
it is completely new to them and connects with an unknown language, reality and 
culture. This can additionally maintain anxiety and arousal. The therapist’s dilemma 
is whether to provide general psychological support of limited efficacy (although 
important from a human point of view, and as a part of social support) or to make 
a decision to conduct empirically verified therapy, despite the limitations imposed by 
the context in which it is carried out? There is no clear answer to these questions. 
The war situation in Ukraine and our experience indicate that it is usually the decision 
of the person/patient who experiences symptoms of PTSD. One solution was online 
therapy conducted by a therapist who knew Ukrainian/Russian/Polish. The patient 
decided whether, while staying in the territory of Ukraine, he was in a place that 
he could consider safe for him at that moment. It should be added that the ethical 
problem – although incidental, that therapists had to face is that trauma affects both 
sides of the conflict and it is worth being prepared for ethical dilemmas or those 
providing assistance – also in the territory affected by war.

7 https://eabct.eu/
8 www.pttpb.pl
9 https://eabct.eu/resources/humanitarian-crises-ressources/

https://eabct.eu/
http://www.pttpb.pl
https://eabct.eu/resources/humanitarian-crises-ressources/
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The third aspect is the patients’ – refugee characteristics. A “Mental Health” 
part of a WHO report on Ukrainian refugees in Poland underlined that regardless of 
the percentage of mental health problems “respondents in the behavioural insights 
interview also said that they knew of mental health and psychosocial support services 
and had been offered psychological help and counselling, but most had not used 
these services and those who did said they had stopped”, because

“other people must need these more than they do... those who had been more directly 
impacted by fighting in the areas they had left, even when they themselves were from such 
places. Several respondents shared that there may be stigma related to using mental health 
services and a belief that only people with serious mental disorders or those who cannot 
cope with their problems would turn to a psychologist. Some people said the support 
services were offered only as group counselling sessions, and they were not comfortable 
sharing very personal issues in a group setting. … language was a concern in this respect 
as well, because of a fear of not being understood. Interpretation services were considered 
more problematic in this setting due to confidentiality” (WHO: 2023).

The increased risk of mental health disorders in migrants exposed to armed con-
flict can be understood not only as a result of war-related trauma but a cumulation 
of pre-migration stressors in countries of origin, displacement-related stressors and 
post-migration conditions in host countries. Nevertheless, after exposure to violence, 
post-traumatic stress disorder was the most prevalent disorder, with a current preva-
lence of 31% and a lifetime prevalence of 32%, with depression and generalised 
anxiety disorder in second place (Mesa-Vieira et al.: 2022) – each of these disorders 
can be treated efficiently, if noticed and well diagnosed. For this to happen, not only 
the professionals providing treatment need to be prepared. Sensitivity and knowl-
edge of all individuals and services involved in helping may be essential in noticing 
problems behind the facade indicated by the responders quoted in the WHO report 
on Ukrainian refugees in Poland. 

A step back to the preparation step in the NICE guidelines may be helpful. Start-
ing with information, including the efficacy of trauma work with an interpreter or 
searching for a therapist speaking the patient’s language. A lot has been said about 
psychological treatments as a method of choice. But coming back to the guidelines 
and our studies mentioned earlier (Popiel et al.: 2015) – although not a first choice – 
pharmacotherapy also works and for many people can be the best solution.

Evidence-based treatments address universal mechanisms of human reactions 
to traumatic stressors, although studies on refugees underline the necessity of tak-
ing into consideration the individualistic vs collectivistic cultures they come from, or 
the cumulative nature of trauma superimposed by living problems in a new country 
(Bryant et al.: 2023). These universal mechanisms apply to people who provide help.
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In summary:

• Evidence-based practice is rooted in the idea that treatment decisions – both phar-
macological and psychotherapy should be informed by the best evidence, rather than 
relying solely on tradition, intuition, or anecdotal experience. The goal is to provide pa-
tients with the most effective and beneficial care based on the current state of scien-
tific knowledge.

• For PTSD – the most common consequence of war trauma international treatment 
guidelines (NICE, APA) recommend psychotherapy. Trauma-focused cognitive-behav-
ioural therapy (TF-CBT) is a set of methods of choice. Pharmacotherapy can also be 
considered when TF-CBT is not available or the patient chooses medication, or other 
factors (like refugee characteristics, and culture) may negatively influence the treat-
ment effect.

• Studies on treatment efficacy are essential, but the possibility of preventing PTSD 
should also be a focus of attention.

Prevention of PTSD in people who are exposed  
to occupational, duty-related trauma

Epidemiological indicators such as disability-adjusted life-years (DAlYs) rank PTSD 
12th among psychiatric and neurological disorders, indicating a higher burden in 
middle and low-income countries and the need for preventive and therapeutic mea-
sures (von der Warth, Dams, grochtdreis, König: 2020). From this perspective, re-
searching the determinants of therapy and prevention of PTSD seems obvious.

There are several ways of classifying preventive activities. Caplan and grune-
baum (1967) distinguish preventive actions taken before the onset of symptoms of 
the disease, aimed at reducing risk factors or strengthening resilience (first-degree 
prevention), actions taken when the first signs of the disease appear, but there are 
no specific symptoms yet (second-degree prevention, for example, screening tests in 
refugees) and activities referred to as third-degree prevention, aimed at the reduction 
of the risk of complications or disability. Another classification distinguishes preventive 
activities covering the entire population (universal prevention), selected groups (selec-
tive prevention) and groups at risk of a specific disease (targeted prevention). Concern-
ing post-traumatic disorders, “real” prevention can be called first and second-degree 
actions (Howlett, Stein: 2016). Third-degree interventions, i.e. interventions following 
the onset of PTSD symptoms, often described as prophylactic, can be considered an 
appropriate form of therapy. 

The NICE guidelines (2019), published in December 2018, for the first time indi-
cate the need for preventive interventions, but in fact, they refer to tertiary preven-
tion (impact in a specific situation after the traumatic stressor and the occurrence 
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of (expected) symptoms of an acute stress reaction; they are to protect against the 
consolidation of symptoms in the form of PTSD and its consequences). 

First-degree interventions aim to reduce the risk of exposure to traumatic events 
or enhance resilience in the context of trauma and can be universal or selective. Sur-
prisingly in the literature, there is almost no evidence on the efficacy of first-degree 
prevention programs aimed at preventing PTSD. One of the few sources of data on 
the efficacy of such interventions comes from the Polish project “PTSD: Diagnosis, 
Therapy, Prevention” of the National Science Centre. If traumatization is predict-
able, such as due to occupational exposure in representatives of services like disaster 
workers, medical services or firefighters, then there is another possibility, namely the 
pre-traumatic strengthening of resilience. The results of our prospective research 
lead to quite optimistic conclusions (Popiel et al.: 2019a). This program “Effective 
performance under stress” was selective (prevention of PTSD) and was carried out in 
a group of firefighters as a 15-hour workshop during vocational training accompa-
nied by a self-help brochure for use outside the training. The content is based on the 
assumptions of cognitive-behavioural psychotherapy (enhancing self-efficacy via psy-
choeducation, exercises in dealing with physiological arousal, control of maladaptive 
thoughts and negative emotions, and training in developing cooperation in a team 
including seeking support). As a result, lower levels of PTSD symptoms, avoidance-
oriented cognitive strategies for regulating emotions, and higher engagement were 
observed in the training group (with control of occupational traumatization in both 
groups one year after the training). The longitudinal effect of our study was relatively 
small (d ≅0.30) with the reported decline in knowledge and skills levels after a year of 
service, which clearly suggests the need to repeat the training and adapt its content 
to the current experience. 

The training happened before the refugee crisis in 2022. In Poland, volunteer 
fire brigades at the first line of organizing help together with many local organiza-
tions. As it frequently happens, the problems that arose during that time triggered 
requests for basic training in first psychological help10 and the “Effective performance 
under stress” program (Popiel et al.: 2019a,b). Ideally, such training aimed at build-
ing resilience would be a part of any medical and professional education in helping 
services. In times of relative peace first responders, medical and other services are 
the ones at increased risk of traumatization. At war, the quotation from the medi-
cal journal lancet (2022):Today in Ukraine, medics are on the front line, working 
tirelessly to save lives while risking their own... lets us shift attention to people who 
have a guarantee of being traumatised because of their choice or necessity of duty/
profession/service.

10 “Psychological tools for non-clinicians helping others in extreme life situations” a one-hour webinar 
in Polish can be found at https://eabct.eu/trainings-and-webinars/ and has been delivered to all volunteer 
firebrigades in Poland.

https://eabct.eu/trainings-and-webinars/
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There is another important lesson learned in the context of evidence-based psy-
chological methods. The example comes from a second-degree prevention method 
called debriefing (CISD, Mitchel: 1995), an individual or group discussion of a trau-
matic event during the first 72 hours after the trauma, which was intended to verbal-
ize thoughts and emotional sensations and mobilize individual resources to deal with 
the consequences of the event. It has been suggested that the mechanism of action 
includes an early receipt of social support and “ventilation” of emotions, necessary 
for cognitive (memory) reconstruction and restructuring of a traumatic event, which 
was supposed to weaken stress and physiological responses (Feldner et al.: 2007). 
However, it turned out that debriefing not only does not reduce the risk of develop-
ing PTSD but increases the risk of developing PTSD after a mass trauma (Bisson et al.:  
1997, Mayou et al.: 2000). In recent versions of the NICE (2019) or APA (2017)11 
guidelines, debriefing opens the chapters “what not to do” and for clinicians, it is 
a memento that a psychological method can actively harm.

As these data show, active preventive effects on all people who have suffered 
trauma fail, and worse – in an inappropriate form they can even harm. Recommen-
dations for this post-traumatic period therefore include basic human help described 
earlier as first psychological aid, observation of the process of individual coping 
and, possibly, initiation of therapy only in the event of a significant deterioration in 
the mental state of the injured person, e.g. the development of symptoms of acute 
stress disorder (see NICE: 2018). In other words, humanitarian help is essential but 
right after the traumatic event only careful observation and not taking active profes-
sional/psychiatric or psychological action, because they can interfere with the process 
of self-recovery in resilient people. Meanwhile, the myth of the need to intervene 
professionally during this period is still alive. It is reproduced both in media cover-
age, e.g. through typical questions asked by journalists to victims such as: Have you 
been provided with psychological help? What’s worse, it is also common among aid 
services, as well as in the consciousness of psychologists. Perhaps sending a special-
ist – a psychologist – is often easier than organising what a person really needs right 
after a traumatic experience – safety, attentive, gentle presence of loved ones. And 
maybe because from the beginning we are educated in such a belief that activity is 
better than passivity; task-oriented action rather than non-action. The social costs 
of this myth are also difficult to estimate. Justified preventive measures for PTSD in 
this post-traumatic period refer to the case of the occurrence of symptoms of acute 
stress disorder and they involve trauma-focused CBT (NICE: 2018) or guided self-help 
that can be helpful in refugees12 (Bryant: 2023).

To sum up, exposure to traumatic events is a component of human fate; its time 
and circumstances are difficult to predict, except for aid or order services, for which 

11 https://www.apa.org/ptsd-guideline
12 https://www.who.int/publications/i/item/WHO-MSD-MER-16.2

https://www.apa.org/ptsd-guideline
https://www.who.int/publications/i/item/WHO-MSD-MER-16.2
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it is part of professional work. Paradoxically however, it can – the risk of experiencing 
trauma can also be controlled and limited to some extent. It sounds strange, but 
people have been trying to do it for centuries, believing in the prophetic power of 
Tarot card divination, the protective effect of amulets or the possibility of “undoing 
bad luck”. We try to penetrate the future and the possible risks associated with it and 
control them through magical actions, but the same effects can be achieved through 
deliberate and organized social actions (e.g. construction of retention reservoirs as 
a form of flood prevention) or individual (e.g. the use of protective devices to protect 
against falling at work or, as is currently the case in a pandemic – maintaining isola-
tion or wearing masks). The rest is a matter of fate and the necessary acceptance  
of the risks resulting from life, including professional work, in which traumatization is 
inscribed. But even then, it is possible to achieve something more – a certain degree 
of resistance to traumatic events. Complete preparation is not possible, but eliminat-
ing maladaptive beliefs or ways of regulating emotions/coping with stress is already 
within the reach of many people (Popiel et al.: 2019). If it is not possible to eliminate 
the experience of traumatic events itself, then at least it is possible to limit their de-
structive impact on mental life – to make it easier to cope with them on your own. 
However, if this path fails, you can finally seek professional help – immediately after 
the trauma, when you clearly cannot cope; or in the long term, when the problems 
last / intensify and your efforts to cope do not bring the expected effect.

In summary:

• Preventing PTSD should be a focus of attention, especially for people who have a guaran-
tee of being traumatised because of their choice or necessity of duty/profession/service.

• The phrase 'prevention is better than cure' (attributed to Erasmus in around 1500)  
is an axiom in medicine – a statement self-evidently true to such degree that there are 
few studies on the effectiveness of interventions aimed at preventing PTSD. 

• Nowadays there is data on possible harm due to psychological interventions such as 
CISD (Critical Incidence Stress Debriefing) aimed at preventing PTSD in mass trauma 
victims.

• There is evidence for the possibility of pre-traumatic strengthening of resilience. shown 
in the study of the “Effective performance under stress” program designed for repre-
sentatives of services like disaster workers, medical services or firefighters.

Conclusions

In Evidence-Based Medicine/Treatment/Practice (EBM, EBT, EBP), the term “evidence-
based” refers to an approach to practice that emphasizes the use of the best avail-
able evidence from scientific research in making decisions about individual patient 
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care. It is a systematic and structured approach to medical decision-making that inte-
grates clinical expertise, patient values, preferences and unique circumstances in the 
decision-making process, and the best available evidence – the most current and rel-
evant scientific research evidence. This evidence is often derived from well-designed 
clinical trials, systematic reviews, and other research studies.

The goal of trauma therapy is for the patient to return to life as it was before the 
trauma or even mobilize such resources to make the “new” life possible and some-
times even more full. In the case of war victims who lose loved ones, or are physically 
mutilated, they must flee their country; conducting therapy requires special treatment 
and attention on how to motivate a patient to undertake therapy without knowing 
with whom, where, and when they will be able to start their “new” life. 

Professionals must be committed to maintaining a hopeful attitude that a new 
life is possible for a person from whom the war took (frequently) everything. This 
is a moral stance, while professionals towards the patients must also offer the best 
available and tested method – psychological or pharmacological. The role of policy-
makers is to consider the best available, evidence-based methods in systemic health-
care planning and the education of medical and psychological specialists. If there is 
a role of science in mental health, its main achievements are treatments that have 
been tested and can be delivered relatively safely, as well as methods that prevent the 
development of PTSD in those who help others. Untreated post-traumatic disorders in 
millions of people are devastating for individuals and society. Professional resources 
will always be limited. This paper also emphasises the need for careful planning for 
a postwar period and for the countries where war refugees are to reclaim their lives 
from trauma. Sticking to guidelines as much as possible and choice of evidence-based 
treatments enables assessment of the timeframe and risks of any psychological and 
medical intervention. Providing evidence-based prevention methods would help pro-
tect people who are at additional risk of trauma just because of the choice of their 
service or profession of helping others. 
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