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Abstract 

Background  Epidemiological research on the prevalence of traumatic events and PTSD has shown that there 
are significant differences between countries, due to their different history and socialization processes. In the case 
of Germany, this is particularly relevant. Germany was divided into two states from 1949 to 1990. This study examines 
the prevalence of traumatic events and PTSD in the formerly divided East and West Germany.

Methods  For the prevalence of traumatic events, we used data from four representative surveys (years 2005, 2007, 
2008, and 2016) with a total of N = 9,200 respondents. For the analyses of PTSD prevalence, we used data from three 
representative surveys (years 2005, 2007, 2008) with a total of N = 6676 respondents. We compared different birth 
cohorts, persons living in the former West vs. East Germany, and the application of different diagnostic criteria using 
a chi-square test.

Results  The overall one-month prevalence rate for PTSD was 3.4% (3.0% for men and 3.8% for women). We found 
significant differences in the occurrence of traumatic events between genders, different age cohorts as well 
as between people who live in East and West Germany. Significant differences in the prevalence of PTSD can only be 
observed for different age cohorts. Most of the age effects are due to traumatic events related to World War II (WWII). 
Prevalence rates for PTSD were higher when the diagnostic criterions of the DSM-V were applied compared to the cri‑
terions of the DSM-IV.

Conclusions  Our data suggests that socio-political factors may need to be considered when accounting for differ‑
ences in occurrence rates of traumatic events, but not for prevalence rates of PTSD, between East and West Ger‑
many. People who have experienced WW II have a higher risk of suffering from PTSD. Future epidemiological trauma 
research should take historical and regional peculiarities of countries into account.
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Background
Traumatic events (TEs) are emotionally disturbing and 
often involve a threat to a person’s life, physical well-being, 
or psychological integrity and are typically perceived as 
overwhelming, frightening, or shocking, and may lead to 
a sense of helplessness or loss of control. Experiencing a 
traumatic event (TE) can cause severe stress and while 
most people recover from it without mental impairment 
[1] others develop a post-traumatic stress disorder (PTSD). 
The Post-traumatic stress disorder (PTSD) is a mental dis-
order that, according to the ICD-11 definition, arises as the 
affected person’s reaction to a stressful event or situation 
of exceptional threat or catastrophic proportions (trau-
matic event).This includes life-threatening illness or injury, 
war, terrorist attacks, or abuse [2].

In the 4th edition of diagnostic and statistical manual 
of mental disorders of the American Psychiatric Associa-
tion (DSM-IV) [3], Criterion A2 stated that the person’s 
response to the traumatic event involved intense fear, 
helplessness, or horror. This criterion was removed in the 
DSM-5 [4]. The emphasis shifted from the person’s emo-
tional response to the objective nature of the traumatic 
event itself. These changes in Criterion A were made 
to acknowledge that individual subjective responses to 
traumatic events can vary. This raises the question, if the 
change in the diagnostic criterions (removal of criteria 
A2) impacts the prevalence rates of PTSD. Therefore, 
the results of the prevalence rates of PTSD are presented 
separately for the criterion A according to the DSM-IV 
and for criterion A according to the DSM-V.

Due to its substantial psychological impairment, 
chronic course and high comorbidity with other mental 
disorders, like depression, anxiety disorders and sub-
stance abuse [5, 6] PTSD is an highly relevant disorder 
in the field of psychiatry and clinical psychology. Even if 
people do not develop PTSD, the experience of a trau-
matic event increases the likelihood of hospitalalization-
and increases the demand for psychosocial care [7]. The 
first step to tackle the clinical and economic challenges 
TEs and PTSDs cause is to determine the prevalence 
rates in the general population.

Epidemiological studies on the prevalence of PTSD 
and TEs draw an inconsistent picture regarding different 
countries. The data availability for period prevalence of 
TEs are scarce. According to Frazier et al., [8] the 2-month 
prevalence of traumatic events for undergraduate stu-
dents is 21%. Lifetime prevalence for TEs in a worldwide 
sample of the WHO is 70.4% [9]. In a Dutch population 
the prevalence of TEs ranges between 43.8% [10] and 
80.7% [11]. Among people living in Germany lifetime 
prevalence rates for TEs range between 24% [12] and 41% 
[13]. The prevalence rates for PTSD draw an inconsistent 
picture as well. A meta-analyses by Steel et al. [14] found 

point-prevalence rates for PTSD in populations in post 
conflict countries worldwide around 30.6% with ranges 
between 0 to 99%. In a study by Karam et  al. [15] using 
the World Mental Health Surveys data, the 12-months 
prevalence rates for PTSD in the general population 
ranged between 3.8% in Northern Ireland and 2.5% in the 
United States to 0.2% in Beijing and Shanghai and 0.3% 
in Mexico and Colombia. A review by Schein et  al. [16] 
found point prevalence rates for PTSD in the US among 
civilians ranges from 8% to 56.7%. Regarding 1-year prev-
alence rates for PTSD they state that among civilians the 
rate ranges from 2.3% to 9.1%. The lifetime prevalence 
among civilians ranges from 3.4% to 26.9% and 7.7% to 
17% for the military population. Another study by Burri 
and Maercker [17] investigated the 12-months prevalence 
rates of PTSD in 11 European countries and found preva-
lence rates ranging from 0.38% (Belgium) up to 6.67% 
(Croatia). While it remains unclear precisely what causes 
these differences, the prevalence of PTSD also depends on 
an individual’s socio-political and historical context. For 
example, Burri and Maercker [17] identified exposure to 
war related experiences as one possible explanation for 
the differences in prevalence rates.

One-month prevalence rates for PTSD in Germany range 
between 1.4% [18], 1.5% [19], 2.3% [20] up to 2.9% [12].

Considering that the socio-political and historical envi-
ronment also influences PTSD and TEs, it is necessary to 
consider the case of Germany, with its history of two dif-
ferent socio-political environments when screening for TEs 
and PTSD. After World War II Germany was assigned into 
four different occupation zones, which were administered 
by the four main allies. In 1949 the zones occupied by the 
Western Allies formed the liberal and capitalistic Federal 
Republic of Germany (FRG). The occupation zone of the 
Soviet Union was transformed into the socialistic German 
Democratic Republic (GDR). Both states had very different 
legal, economic, and social frameworks that affected people 
living in these states in different ways. For example, the two 
states had a different attitude toward corporal punishment, 
with the GDR banning it earlier than the FRG [21]. The 
two states also differed in terms of women’s rights and gen-
der equality, as women in the GDR were granted the same 
rights as men and abortion were ruled legal in 1972 as it 
was seen as one necessary factor in achieving gender equal-
ity [22]. Since gender inequality is a risk factor for sexual 
and physical violence [23, 24] it is possible that prevalence 
rates of these TE were smaller in the GDR due to the higher 
level of gender equality. On the other hand, unlike in the 
FRG people in the GDR were subjected to the terror of the 
Stasi, a powerful secret police force, that tortured, exerted 
emotional, financial, and social repression, and created an 
atmosphere of mistrust [25] thataffected the mental health 
of the victims [26].
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To our knowledge this is the first study investigating if 
there are different prevalence rates for PTSD and TEs in 
East and West Germany.

Methods
Participants
Participants were surveyed as part of  German represent-
ative surveys in 2005 (REP 12), 2007 (REP 14), 2008 (REP 
15a) and 2016 (REP 24). These are combined to analyze 
the lifetime prevalence of traumatic events. Only the first 
three (2005, 2007, 2008) are used to establish the one-
month-prevalence of PTSD as the corresponding items 
did not appear in REP 24. Participants have been chosen 
and data has been collected by a demographic consulting 
company (USUMA, Berlin, Germany) using a random-
route procedure and random selection of a member of 
the identified households to assemble a representative 
sample. After providing informed consent, a total of 9,200 
participants aged 18 to 93 (Nfemale = 4,987, Mage = 52.5, 
SDage = 18.4) answered the relevant questions, of 
which 6,693 participants (Nfemale = 3,635, Mage = 53.8, 
SDage = 18.5) took part in REPs 12, 14 and 15a, and 2,507 
(Nfemale = 1,352, Mage = 49.21, SDage = 17.29) in REP 24. 
Further sociodemographic information can be seen in 
Table 1. Ethical approval was granted by the institutional 
ethics review board of the University of Leipzig.

Measures
To determine whether participants live in West or East Ger-
many, they were asked where they currently live. Partici-
pants living in Berlin were assigned to East or West Berlin.

List of traumatic events
The trauma list of the Munich Composite International 
Diagnostic Interview [27] consists of eight potentially 

traumatizing events (e.g. “you were the victim of rape”, 
“… of a natural disaster”; “you had horrible experiences 
during war service”), and a question regarding the expe-
rience of “another terrible event or a catastrophe”. Two 
war-related items were added (“You were bombed”, 
“You were driven out of your homeland”). Participants 
responded in a dichotomous format (yes / no). Addition-
ally, participants answered an item regarding the expe-
rience of intense fear and helplessness according to the 
DSM-IV A2 criterion of PTSD. If participants had expe-
rienced more than one potential traumatic event, they 
were asked to identify the subjectively most painful event 
to which the following questions were related.

Modified Posttraumatic Diagnostic Scale (German Version)
The German version of the Posttraumatic Diagnostic 
Scale [28, 29] was used to screen for symptoms of PTSD. 
However, the items corresponding to criteria B3, B4, C2, 
C3 and D2–D4 of the Diagnostic and Statistical Manual 
of Mental Disorder, version IV (DSM-IV) were omit-
ted as Breslau et  al. [30] have found these items have 
low sensitivity and specificity and therefore be of low 
diagnostic value. The resulting scale includes 11 items 
regarding intrusions, avoidance and hyperarousal that 
were answered on a 4-point Likert scale ranging from 0 
(“not at all) to 3 (“several times a week / almost always”). 
Items marked 0 or 1 (“once a week or less”) were counted 
as negative and those marked 2 (“2–4 times a week / half 
of the time”) or 3 were counted as positive. Additionally, 
the duration of the symptoms according to criterion E of 
DSM-IV has been screened. With a sensitivity of 80%, a 
specificity of 97%, a positive predictive value of 71% and a 
negative predictive value of 98% and an internal consist-
ency with Cronbach’s alpha of α = 0.94 [30], the scale is 
well suited for screening for PTSD-symptoms.

Table 1  Sample description for relevant socio-demographic variables

Total (N = 9,200) Sample survey years 2005, 2007, 
2008 (N = 6,693)

Sample survey 
year 2016 
(N = 2,507)

N (%); M ± SD N (%); M ± SD N (%); M ± SD

Gender (Female) 4,987 (54.2) 3,635 (54.3) 1,352 (53.9)

Age 52.5 (18.4) 53.8 (18.5) 49.21 (17.9)

Married (Yes) 5,498 (59.8) 4,092 (61.1) 1,406 (56.1)

Net Household income (≥ 2000 €/month) 2,315 (25.2) 1,408 (21.0) 907 (36.2)

Cohorts 

  <  = 1946 3,397 (36.9) 2,542 (38.0) 855 (34.1)

  1947–1968 3,182 (34.6) 2,201 (32.9) 981 (39.1)

  >  = 1969 2,621 (28.5) 1,950 (29.1) 671 (26.8)

  Unemployed (Yes) 526 (5.7) 329 (4.9) 197 (7.9)

  East-/West German (West German) 7,290 (79.2) 5,286 (79.0) 2,004 (79.9)
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To diagnose PTSD according to DSM-IV, items relating 
to criteria A1, A2 and four out of seven Symptoms relat-
ing to the B-criteria had to be marked as positive. Addi-
tionally, subclinical syndromes have been analyzed by 
specifying partial PTSD which has been diagnosed when 
at least two symptoms of criteria B to D are marked posi-
tive while the F-criterion is absent.

Statistical analysis
All statistical analyses were run in the SPSS version 26. 
Descriptive statistics were calculated separately for gen-
der, place of residence, and three age cohorts. Three age 
cohorts were calculated for those born before 1947, born 
between 1948 and 1968, and after 1969. The first age 
cohort covers those participants who have been directly 
impacted by WWII. The second age cohort are those who 
were born in post war Germany and the third age cohort 
covers those participants who were not influenced by war 
related factors anymore. Additionally, chi-square tests 
were conducted to analyze possible differences between 
gender, former place of residence and age cohorts. One-
month prevalence rates of full and partial PTSD were cal-
culated for each group. To reflect recent developments in 
traumatic researchthese rates were analyzed for criteria 
A1 and A2 and for criterion A1 only.

Results
Sociodemographic characteristics for the different sam-
ples are reported in Table 1.

Prevalence of TEs in the total sample and stratified 
by gender, place of residence and birth cohort
The prevalence of lifetime traumatic events is shown in 
Tables 2 and 3. The prevalence of at least one traumatic life 
event in the total sample was 27.2% (N = 1,818). There are no 
significant gender differences. However, women reported 
rape and experienced sexual child abuse more often, whereas 
men experienced physical violence, serious accidents, 
imprisonment or hostage-taking more frequently.

Birth cohort had a significant impact on the prevalence 
of traumatic life events. Older participants experienced 
more war-related traumatic events like war deployment, 
being bombed out or being taken as a hostage and physi-
cal violence. Being displaced, experiencing a life-threat-
ening disease and being a witness of a traumatic event 
were also more frequently reported by older participants. 
On the contrary rape and child abuse were more often 
reported in younger cohorts.

Physical violence and being a witness of a traumatic 
event were more frequently reported in participants 
in West Germany, while people in East Germany more 
often reported having been displaced from their home 
country. Women from East Germany were much more 

likely to report being expelled from their home country, 
whereas women from West Germany witnessed a trau-
matic event more often. Interestingly, except for expe-
riencing a natural disaster, significant differences in TE 
frequencies between East and West Germany can only be 
observed for people born before 1969.

Prevalence PTSD in general, between gender, place 
of residence and different birth cohorts
Results for the distribution of the prevalence of PTSD and par-
tial PTSD are shown in Table 4. When applying the A1-Cri-
terion only, as DSM-5 states, the prevalence of PTSD in the 
total sample was 3.4%. Prevalence rates for the total sample 
decrease to 2.7% when adding the A2-Criterion. The preva-
lence of partial PTSD in this sample was 5.3% for the A1-Cri-
terion and 3.9% when adding the A2-Criterion respectively.

Significant sex differences can only be found for full 
PTSD with A1- and A2-Criterion, with women report-
ing higher rates of PTSD. No significant differences in the 
prevalence of PTSD or partial PTSD for East and West 
Germans was found. Birth cohort had a significant influ-
ence again, as older participants showed higher preva-
lence rates of PTSD (A1) and partial PTSD. Interestingly, 
this significant difference did not occur when applying 
the A1- and A2-Criterion for full PTSD.

PTSD – Conditional probability of developing PTSD
The average conditional probability of developing a PTSD in 
the presence of a traumatic life event was 12.5% in this rep-
resentative sample. Traumatic life events with the greatest 
probability of developing PTSD were child abuse (41.7%), 
rape (40.9%) and life-threatening disease (26.5%). Regarding 
partial PTSD a serious accident (30.4%), being taken as a hos-
tage (28.5%), being a witness of a traumatic life event (27.2) 
and life -threatening disease (25.9%) have been identified as 
traumatic life events with the greatest probability of develop-
ing a partial PTSD. Again, applying the A1 vs. the A1- and 
A2-Criterion changed some of the rates for conditional prob-
ability of developing a PTSD or partial PTSD. Table 5 shows 
the results for the conditional probability of developing a 
PTSD in dependence of the different traumatic events.

Discussion
One main finding is that around 27.2% of the participants 
have experienced at least one TE. While 41.9% of the partic-
ipants born before the year 1947 report having experienced 
at least one TE, the prevalence rate of TEs for younger 
birth cohorts ranges between 13.6 – 16.0%. The large sig-
nificant difference between the different birth cohorts can 
be explained mainly by WWII related TEs like war deploy-
ment, being bombed and experiences of displacement. Fur-
thermore, we found prevalence rates for PTSD in Germany 
around 3.4% when applying the A-criterion of the DSM-V 
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and a prevalence rate of around 2.7% when applying the 
A-criterion of the DSM-IV (A2-Criterion is included). Inter-
estingly, the significant age difference disappears when the 
A2-Criterion is included. This indicates that the age effect 
on the prevalence rate of PTSD is sensitive to the diagnos-
tic criteria. Since there are uncertainties regarding the age 
effect of PTSDs these results suggest that this may also be 
due to different diagnostic criteria applied. Considering the 
removal of the A2-Criterionin the DSM-V we expect more 
older people be diagnosed with PTSD in the German popu-
lation. These findings are contrary to other research results 
who did not find age differences in the prevalence of PTSD 
[31] or found higher prevalence rates in young adults [32]. 
These different results are likely to be explained by the dif-
ferent countries where the studies were investigated. For 
Germany the older population, mostly civilians at that time, 
was highly exposed to war related TEs, while people in other 
countries like Swiss or the United States were not directly 
affected to such an extent. Other investigations found a 
strong influence of war related events on the prevalence rate 
of PTSD [16, 33] as well as evidence for a higher prevalence 
rate of PTSD for populations in post conflict countries [14].

Even though war related traumatic experiences may 
not cause actual PTSD symptoms, they increase the risk 
of developing a PTSD after multiple traumatic experi-
ences [5]. In addition, the probability of experiencing a 
TE, like suffering from a life-threatening disease, experi-
encing a severe accident or a natural disaster, increases 
with age. These results indicate that even after 60  years 
war-related traumatic experiences continue to negatively 
affect psychological well-being and mental health.

There was no difference in the overall prevalence rate of 
PTSD between East and West Germans. Future research 
should aim to validate these findings before investigating 
and reporting the prevalence rates of PTSD for Germany 
collectively. However, there were differences in the preva-
lence rates of the different TEs. West Germans born before 
1947 experienced being bombed out more often than East 
Germans. This is because of the higher population- and 
urban density in West Germany, with a lot of war related 
industrial infrastructure at that time. As a result, West Ger-
many was bombed more heavily than the East German 
country parts [34]. On the other hand, people born in East 
Germany before 1947 were more likely to experience dis-
placement, accounting for nearly 20% of the East German 
sample.. From a clinical perspective this is highly relevant 
as displaced people and their offspring are more likely to 
suffer from mental disorders like depression and anxi-
ety than those who have not been displaced [35]. Again, 
historical events during WWII might be responsible for 
the difference, since many people fled from former Ger-
man territories in East Europe to nearby German territo-
ries, that become part of East Germany [36]. Interestingly 
people in West Germany born before 1968 report more 
experience of physical violence than the people in East 
Germany. A possible explanation for this difference is the 
different societal context and different legal frameworks in 
the former GDR and the former FRG. In the former GDR 
corporal punishment was banned from its inception in 
1949 [37], while in the FRG it was still allowed until 1973 
(in Bavaria even until 1983) [21]. The changed law regard-
ing corporal punishment in the FRG might explain, why 
there was no difference for people born after 1968. This 

Table 5  Conditional Occurrence of PTSD and partial PTSD

Subjectively Worst Traumatic 
Experience

Conditional Occurrence of PTSD Conditional Occurrence of 
partial PTSD

A1 A1 + A2 A1 A1 + A2

n (%) n (%) n (%) n (%) n (%)

War Deployment 192 (14.1) 29 (15.1) 24 (12.5) 34 (17.7) 23 (12.0)

Bombed Out 135 (9.9) 11 (8.1) 4 (3.0) 16 (11.9) 6 (4.4)

Physical Violence 49 (3.6) 9 (18.4) 6 (12.2) 11 (22.4) 8 (16.3)

Rape 22 (1.6) 9 (40.9) 8 (36.4) 3 (13.6) 2 (9.1)

Sexual Child Abuse 36 (2.6) 15 (41.7) 14 (38.9) 6 (16.7) 6 (16.7)

Displacement 172 (12.6) 14 (8.1) 8 (4.7) 33 (19.2) 16 (9.3)

Natural Disaster 13 (1.0) 2 (15.4) 2 (15.4) 1 (7.7) 1 (7.7)

Severe Accident 168 (12.4) 20 (11.9) 17 (10.1) 51 (30.4) 43 (25.6)

Captivity 21 (1.5) 2 (9.5) 0 (0.0) 6 (28.6) 4 (19.0)

Life Threatening Disease 170 (12.5) 45 (26.5) 25 (14.7) 44 (25.9) 28 (16.5)

Witness of a TE 224 (16.5) 27 (12.1) 16 (7.1) 61 (27.2) 38 (17.0)

Other TE 158 (11.6) 32 (20.3) 24 (15.2) 40 (25.3) 34 (21.5)
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hypothesis is supported by other research, which found 
a sharp decline in corporal punishment in Sweden after 
it changed its laws regarding corporal punishment as an 
educational measure in 1979 [38]. Although differences in 
specific TEs can be observed between East and West Ger-
mans, there was no difference in the overall prevalence of 
experiencing at least one TE between the two groups. Since 
TEs are the basis for the development of PTSD, and East 
and West Germans report TEs at the same prevalence, we 
assume that this is the reason why there were no differ-
ences in the prevalence of PTSD.Regarding the conditional 
probability of developing PTSD our findings replicate pre-
vious findings thatman-made-disasters are associated with 
a higher conditional probability of developing PTSD [39]. 
Comparing our prevalence rate of 3.4% with the prevalence 
rate of people diagnosed with a PTSD and are in treatment 
(0.7% in the year 2017) [40], our results indicate that PTSD 
is highly underdiagnosed in the German health care sys-
tem. This has important implications for patient care and 
call for improvements in diagnostic accuracy. To ensure 
more accurate diagnoses, healthcare providers should con-
sider implementing comprehensive diagnostic assessments 
specifically designed for PTSD to enhance the accuracy of 
PTSD diagnoses and ensure that individuals receive appro-
priate treatment and support.

Addressing the issue of underdiagnosis requires actions 
at both the clinical and political levels. Healthcare provid-
ers should receive adequate training and education on rec-
ognizing and assessing PTSD symptoms. This training can 
help improve their diagnostic skills and increase awareness 
about PTSD among healthcare professionals. A special 
emphasize should lay on older people, since the prevalence-
treatment gap is the highest within older patients [40].

On a political level, it is crucial to allocate resources and 
funding to mental health services not only in Germany, but 
particularly in areas affected by war or conflict. This includes 
providing support for specialized PTSD clinics, increasing 
the availability of mental health professionals, and imple-
menting public awareness campaigns to reduce stigma sur-
rounding mental health issues. Ultimately, by addressing 
the underdiagnosis of PTSD and implementing more accu-
rate diagnostic procedures, we can ensure that individuals 
affected by war trauma receive timely and appropriate care, 
leading to improved outcomes and a better quality of life for 
these individuals and their communities.

Limitations
One limitation of the current work is that PTSD and TEs 
were investigated using questionnaires with non-clinical 
interviewers. This might have led to biased declarations 
of the participants. Another methodological limitation is 

that surveys that ask about events that occurred a long 
time ago may be subject to memory distortion effects. 
Unfortunately, we were not able to identify participants 
who moved from East to West Germany and vice versa. 
From 1991 to 2018 alone, about 3.8 million people moved 
from East Germany to West Germany [41]. With about 
66.8 million people [42] living in West Germany, the rate 
of internal migrants is about 5.68%.Since people are not 
taken into account who moved there and back, the real 
rate of internal migrants is propably smaller. Still the rela-
tively high number of people from East Germany, who 
are now living in West Germany might distort the alloca-
tion to East or West Germany in our research.

Conclusion
Our study findings reveal important insights into the implica-
tions for the future, especially in war-related areas worldwide.

Firstly, we observed that individuals of higher age in Ger-
many are more susceptible to experiencing PTSD and 
traumatic events, predominantly due to their exposure to 
war-related experiences. This finding highlights the endur-
ing impact of historical events, such as wars, on mental health 
outcomes. In addition, our results show that most people 
who are suffering from PTSD do not get adequate treatment 
in Germany and that PTSD is likely to be underdiagnosed.

Furthermore, while we did not find significant differ-
ences in the prevalence of PTSD between individuals who 
lived in the former German Democratic Republic (GDR) 
and the former Federal Republic of Germany (FRG), we 
did identify differences in the prevalence of traumatic 
events. These results indicate that historical experiences, 
particularly those related to war and collective trauma, 
can significantly influence the prevalence rates of both 
PTSD and traumatic events within a population.

The impact of historical events on mental health out-
comes is not limited to war-related experiences; it can also 
extend to other collective traumatic events, such as fam-
ines and natural disasters. Therefore, future research should 
expand its focus to other regions and populations worldwide 
that have been exposed to significant historical traumas.

Apart from historical particularities our results reveal 
a significant impact on the prevalence of PTSD depend-
ing on the diagnostic criteria applied.

In conclusion, our study sheds light on the enduring influ-
ence of historical experiences on the prevalence of PTSD 
and traumatic events. As researchers and mental health 
practitioners, it is crucial to consider the historical context 
and regional specificities when designing interventions 
and support systems for populations affected by collective 
trauma, especially in war-related areas across the world.
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