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Commentaries

Although several peace treaties and conventions have been 
agreed upon since the end of the second world war, viola-
tions, and war crimes have continued to occur across the 

globe.1 The recent Russo-Ukrainian conflict that began on 
the 24th of February 2022 is the latest addition to the already 
long list of such violations of the peace treaties. However, 
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Abstract
War refugees and veterans have been known to frequently develop neuropsychiatric conditions including depression, post-
traumatic stress disorder (PTSD), and anxiety disorders that tend to leave a long-lasting scar and impact their emotional 
response system. The shear stress, trauma, and mental breakdown from overnight displacement, family separation, and 
killing of friends and families cannot be described enough. Victims often require years of mental health support as they 
struggle with sleep difficulties, recurring memories, anxiety, grief, and anger. Everyone develops their coping mechanism 
which can involve dependence and long-term addiction to alcohol, drugs, violence, or gambling. The high prevalence 
of mental health disorders during and after the war indicates an undeniable necessity for screening those in need of 
treatment. For medical health professionals, it is crucial to identify such vulnerable groups who are prone to developing 
neuropsychiatric morbidities and associated risk factors. It is pivotal to develop and deploy effective and affordable multi-
sectoral collaborative care models and therapy, which primarily depends upon family and primary care physicians in the 
conflict zones. Herein, we provide a brief overview regarding the identification and management of vulnerable populations, 
alongside discussing the challenges and possible solutions to the same.
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what makes this Russian “special military operation 
(SMO)” distinguishable from the ones in Iraq, Iran, 
Afghanistan, Vietnam, Congo, etc., is the number of civil-
ian casualties. In each of these previous wars, defined as 
conflicts resulting in the deaths of at least 1000 individuals, 
more than 1 million people lost their lives in the cross-fir-
ing, whilst the exact numbers are not currently available 
for the present Russian SMO. Whilst United Nations (UN) 
declared 596 civilian deaths as of 10th March 2022, the 
Russian side has so far not acknowledged the same. 
Between 1945 and 2000, an estimated 41 million people 
have either died or were injured in multiple wars including 
Israel-Palestine, Afghanistan, Pakistan, Syria, Yemen, and 
Ukraine, amongst others.1,2 Interestingly, even in the 21st 
century, 20 of 49 reported armed conflicts in 2020, occurred 
in Sub-Saharan African countries.3

Neuropsychiatric Illnesses in the 
Setting of Wars

Civilians and military personnel living in conflict and war 
zones have been known to frequently develop neuropsychi-
atric illnesses such as depression, post-traumatic stress dis-
order (PTSD), suicidal ideation, and anxiety disorders, 
which tend to leave a long-lasting scar and impact their 
emotional response system.4 The shear stress, trauma, and 
mental breakdown from overnight displacement, family 
separation, and killing of friends and families cannot be 
described enough. Veterans and survivors require mental 
health support for years after the war, as they struggle with 
sleep difficulties, recurring memories, anxiety, grief, and 
anger.5 All these can lead to dysfunctions in the individual 

coping mechanisms, often manifested in the form of over-
drinking, substance abuse disorders, addiction, violence, or 
gambling.6 These mechanisms work as stress busters and 
motivational boosters and help the affected in socializing 
with their peers and family members.6

Specific symptoms have been observed in American vet-
erans from the Gulf War, which led to the identification of a 
psychiatric syndrome called the “Gulf War Syndrome/
Illness” (GWS/GWI).7 Veterans suffering from GWS fre-
quently report fatigue, headache, depression, irritable bowel 
syndrome, panic disorder, post-traumatic stress disorder 
(PTSD), chronic widespread pain, and medically unexplained 
symptoms (MUS).7 Other similar functional war syndromes 
include shell shock, disordered action of the heart (DAH), 
effort syndrome, and the effects of Agent Orange. Such dis-
orders often remain underdiagnosed due to no concrete defi-
nitions, inconsistent terminologies, and non-inclusion in 
ICD-10 (international classification of diseases).8

Hence, there is an undeniable necessity for proper 
screening of those vulnerable groups that are in urgent need 
of treatment. For medical health professionals, it is crucial 
to identify such groups that are prone to develop neuropsy-
chiatric morbidities. Fourteen risk factors (grouped into 4 
major categories) relating to the development of psychiatric 
disorders in adult war refugees have been identified in pre-
vious studies (Table 1).4,9,10

Identifying the Vulnerable

Identification and diagnosis of mental disorders during 
and after wartime is a crucial task that presents daunting 
challenges. Destruction of homes, livelihoods, healthcare 

Table 1.  Risk Factors in Association of Developing Depression, PTSD, and Anxiety Disorders in War-Refugees and Veterans.

Category Risk factor Explanation

Demographic 
risk factors (3)

Age Older age increases the risk
Gender Females are more prone to most mental disorders except PTSD

For PTSD both genders are equally vulnerable
Education A lower educational level increases the risk

War-related risk 
factors (2)

Number of war traumatic events Higher the number, the higher the risk
Conflict experience No previous combat and prison experience increases the risk

Post-migration 
risk factors (7)

Duration of migration Longer duration in exile/displaced state has been poorly but positively 
correlated with psychiatric disorders

Post-migration stress Increased stress is associated with a higher risk
Employment Unemployment increases risk
Income Lower income and savings increase the risk
Language proficiency Inability to comprehend the language of the host country can increase the 

risk
Social support Lack of social support increases the risk
Marital status Unmarried people are more susceptible to depression

No such correlation has been established with PTSD or anxiety disorders
Other risk 

factors (2)
Previous neuropsychiatric disorder Past significant medical history elevates the risk
Child of the affected mother Children of mothers with first-hand experience of war-related events 

are more vulnerable
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facilities, caring for family and children, etc. forces vic-
tims to temporarily ignore their worries and anxieties. The 
victims are unable to process, channel, and express these 
feelings due to the constantly evolving situational scenar-
ios. This leads to suppression of emotions and the potential 
development of neuropsychiatric conditions. Additionally, 
patients may not reveal or be able to recall the complete 
trauma experience until treatment has already started, 
mostly due to shame and fear.11,12

In terms of diagnosing neuropsychiatric conditions, 
there is a relative consensus amongst practitioners on how 
to assess common mental disorders among the victimized 
population and refugees. Apart from comprehensive clini-
cal evaluation and discussion, structured questionnaires 
such as the HSCL-25, HTQ, and PCL, are largely employed 
for screening PTSD, depression, and anxiety disorders 
amongst war-affected populations (Table 2).13-15

Children and Minors

Unaccompanied, separated, and orphaned children are at 
significant risk of violence, trafficking, and sexual exploita-
tion. These children are prone to experience separation 
anxiety and usually have no means of survival, or identifi-
cation documents, and have witnessed shelling and open 
fire.16 They need to overcome mental challenges ranging 
from adjusting to a new landscape, culture, and language, to 
dealing with the news of their family’s demise. Another sig-
nificant issue is the increasing recruitment of children in 
wars, assuming both ancillary and more active combat 
roles.17 Such children (often forced against will) have been 
shown to become vehicles of violence rather than messen-
gers of peace for their society.17

Trauma and stress may be transferred from the parents to 
future children via subtle heritable shifts in the expression of 
the genome (epigenetic modulation), thereby passing along 
the effects for generations.18,19 Such trauma also increases 
the likelihood of developing depression, PTSD, chronic 
pain, migraine, heart disease, and diabetic problems as they 
grow.20-22 Night terrors and flashbacks are other common 
problems faced by these children. Missing schools and edu-
cational gaps are other significant issues hampering social 
development which cannot be handled in the short term.

The care for such minors needs to be implemented in 2 
phases. Short-term targets include providing care, medical 
attention, stability, and most importantly letting them express 
their thoughts, emotions, and feel listened to. Long-term 
efforts that are geared toward capacity building via gradual 
societal integration are necessary. For child soldiers, special-
ized Disarmament Demobilization Reintegration Programs 
(DDRP) should be prioritized.17 It is important to stress that 
both targets need to be implemented in a culture and lan-
guage familiar to the children. Implied and forceful introduc-
tion and adaptation would prove to be counterproductive.

Cognitive-behavioral therapy (CBT) has been recom-
mended for child and adolescent trauma survivors.23 A per-
sonalized trauma-focused CBT called Teaching Recovery 
Techniques (TRT) should be used which includes nine 90 to 
120 min sessions—7 sessions for children and 2 sessions for 
caregivers which are held without the children (Table 3).24-26 
All the sessions include active skills training such as model-
ing, rehearsal, and homework.26 TRT has been shown to 
reduce the intensity of emotional disturbances amongst 
affected children.23 Since it is imparted in groups, TRT 
could prove to be logistically and financially easier to 
implement for the host countries.

Women

Women represent a neglected and often forgotten vulnera-
ble group with an estimated 140 000 women killed each 
year in conflicts and wars.27 This neglect is explained firstly 
due to most women’s deaths occurring during the post-con-
flict period and secondly due to limited data regarding gen-
der-specific mortality in wars.28 Women are at heightened 
risk of malnutrition, sexual abuse, poor reproductive health, 
and targeted killing during wars.28 Vitamin deficiencies and 
eating undercooked food have been reported to cause severe 
anemia and epidemics of neurodegenerative diseases 
including Konzo in women during conflicts.28 Sexual cases 
of abuse are frequently reported which could result in tears, 
abrasions, and unwanted (including ectopic and teen) preg-
nancies. Lack of use of protection (condoms, etc.) puts 
women at risk of sexually transmitted diseases (STDs). 
Furthermore, inadequate testing and limited treatment pos-
sibilities in a war condition can lead to long-term conse-
quences. Pelvic inflammatory disease (PID) and associated 
tubal factor infertility caused by STD agents like gonorrhea 
or chlamydia can increase the risk of subsequent newly 
diagnosed bipolar disorder, depressive disorder, anxiety 
disorder, and sleep disorder.29 STDs in themselves are an 
equally important risk factor for depression development.30

A significant proportion (15%-38%) of expectant moth-
ers require life-saving emergency and newborn care for 
complications that could arise during pregnancy, delivery, 
and immediately postpartum.31,32 In the context of wars, an 
estimated 21% of all surgeries performed are cesarean sec-
tions with an additional 6% involving other gynecological or 
obstetrical procedures.33 These women and their unborn 
children are at risk of higher death rates, disease mortality, 
congenital and developmental defects, and mental health 
challenges. Their pregnancy-provoked vulnerability exposes 
them to a greater risk of marginalization, abuse, sexual/
behavioral exploitation, malnutrition, and even spontaneous 
abortions, which exacerbate feelings of fear, anxiety, help-
lessness, suicidal tendencies, or thoughts of abortion. 
Increased emotional stress can lead to the development of 
preeclampsia and gestational diabetes all of which 



4	

T
ab

le
 2

. 
C

om
m

on
ly

 E
m

pl
oy

ed
 S

tr
uc

tu
re

d 
Q

ue
st

io
nn

ai
re

s 
fo

r 
A

ss
es

si
ng

 M
en

ta
l D

is
or

de
rs

 A
m

on
gs

t 
R

ef
ug

ee
s 

an
d 

W
ar

-V
et

er
an

s.

Q
ue

st
io

nn
ai

re
D

es
cr

ip
tio

n
Sc

or
in

g/
ev

al
ua

tio
n

D
ia

gn
os

tic
 p

ur
po

se

T
he

 H
op

ki
ns

 S
ym

pt
om

 
C

he
ck

lis
t-

25
 (

H
SC

L-
25

)
C

on
si

st
s 

of
 2

 s
ub

sc
al

es
—

H
SC

L-
A

 fo
r 

an
xi

et
y 

(1
0 

ite
m

s)
 

an
d 

H
SC

L-
D

 fo
r 

de
pr

es
si

on
 (

15
 it

em
s)

. E
ac

h 
ite

m
 is

 
sc

or
ed

 fr
om

 1
 t

o 
4.

1.
 �H

ig
h 

to
ta

l 2
5 

ite
m

 a
ve

ra
ge

 c
or

re
la

te
s 

w
ith

 t
he

 s
ev

er
e 

em
ot

io
na

l d
is

tr
es

s 
of

 u
ns

pe
ci

fie
d 

di
ag

no
si

s
A

ss
es

si
ng

 t
he

 e
xi

st
en

ce
 a

nd
 s

ev
er

ity
 o

f 
an

xi
et

y 
an

d 
de

pr
es

si
on

 s
ym

pt
om

s
2.

 �H
ig

h 
15

-it
em

 d
ep

re
ss

io
n 

av
er

ag
e 

co
rr

el
at

es
 w

ith
 

m
aj

or
 d

ep
re

ss
io

n 
(D

SM
-IV

)a

3.
 �P

ro
ba

bl
e 

ps
yc

hi
at

ri
c 

ca
se

 if
 H

SC
L-

25
 ≥

1.
55

 w
hi

ls
t 

tr
ea

tm
en

t 
is

 r
eq

ui
re

d 
if 

th
e 

sc
or

e 
is

 ≥
1.

75
H

ar
va

rd
 T

ra
um

a 
Q

ue
st

io
nn

ai
re

 (
H

T
Q

)
Si

x 
un

iq
ue

 v
er

si
on

s 
fo

r 
di

ffe
re

nt
 c

on
fli

ct
 r

ef
ug

ee
s 

(V
ie

tn
am

es
e,

 C
am

bo
di

an
, L

ao
tia

n,
 Ja

pa
ne

se
, C

ro
at

ia
n,

 
an

d 
Bo

sn
ia

n)

In
 t

he
 C

am
bo

di
an

 v
er

si
on

, a
 s

co
re

 >
2.

5 
is

 c
on

si
de

re
d 

sy
m

pt
om

at
ic

 o
f P

T
SD

A
ss

es
si

ng
 t

he
 e

xi
st

en
ce

 a
nd

 s
ev

er
ity

 o
f P

T
SD

PC
L 

(P
T

SD
 C

he
ck

lis
t)

T
he

 n
ew

er
 v

er
si

on
 c

om
pr

is
es

 2
0 

ite
m

s 
ch

ec
kl

is
t 

co
rr

es
po

nd
in

g 
to

 t
he

 D
SM

-V
 v

er
si

on
 a

nd
 d

oe
sn

’t 
ha

ve
 

m
ili

ta
ry

 o
r 

ci
vi

lia
n 

ve
rs

io
ns

. E
ac

h 
qu

es
tio

n 
is

 a
ns

w
er

ed
 

fr
om

 0
 t

o 
4.

In
 P

C
L-

5,
 a

 p
ro

vi
si

on
al

 P
T

SD
 d

ia
gn

os
is

 c
an

 b
e 

m
ad

e 
by

 
tr

ea
tin

g 
ea

ch
 it

em
 r

at
ed

 ≥
2 

as
 s

ym
pt

om
at

ic
, a

nd
 t

he
n 

fo
llo

w
in

g 
th

e 
di

ag
no

st
ic

 r
ul

e 
w

hi
ch

 r
eq

ui
re

s 
at

 le
as

t: 
1B

 it
em

 (
qu

es
tio

ns
 1

-5
), 

1C
 it

em
 (

qu
es

tio
ns

 6
-7

), 
2D

 
ite

m
s 

(q
ue

st
io

ns
 8

-1
4)

, 2
E 

ite
m

s 
(q

ue
st

io
ns

 1
5-

20
)

A
 P

ro
vi

si
on

al
 d

ia
gn

os
is

 o
f P

T
SD

. T
he

 g
ol

d 
st

an
da

rd
 fo

r 
di

ag
no

si
s 

of
 P

T
SD

 is
 t

he
 

cl
in

ic
al

ly
 a

dm
in

is
te

re
d 

PT
SD

 S
ca

le
 (C

A
PS

-5
).

A
 s

co
re

 o
f 3

1 
to

 3
3 

(o
ut

 o
f 8

0)
 is

 in
di

ca
tiv

e 
of

 p
ro

ba
bl

e 
PT

SD
C

om
pr

eh
en

si
ve

 T
ra

um
a 

In
ve

nt
or

y 
(C

T
I-1

04
)

10
4 

ev
en

t 
ite

m
s 

di
vi

de
d 

in
to

 1
2 

ev
en

t-
ty

pe
 s

ca
le

s.
 

Ea
ch

 it
em

 h
as

 a
 c

he
ck

 b
ox

 fo
r 

w
he

th
er

 t
he

 p
at

ie
nt

 
ex

pe
ri

en
ce

d 
th

e 
ev

en
t 

or
 n

ot
, f

ol
lo

w
ed

 b
y 

a 
0 

to
 4

 s
ca

le
 

fo
r 

as
se

ss
in

g 
th

e 
se

ve
ri

ty
 o

f t
he

 t
hr

ea
t/

fe
ar

 o
f t

ha
t 

ev
en

t.

Sc
or

in
g 

ca
n 

be
 d

on
e 

ei
th

er
 b

y 
ca

lc
ul

at
in

g 
th

e 
nu

m
be

r 
of

 
ev

en
ts

 e
xp

er
ie

nc
ed

 o
r 

th
e 

su
m

 o
f t

he
 s

co
re

s 
of

 t
he

 
ev

en
ts

 e
xp

er
ie

nc
ed

A
cc

es
si

ng
 w

he
th

er
 t

he
 p

at
ie

nt
 h

as
 

ex
pe

ri
en

ce
d 

a 
tr

au
m

at
ic

 e
ve

nt
 o

r 
no

t 
an

d 
if 

ye
s,

 e
va

lu
at

e 
th

e 
im

pa
ct

 o
f t

he
 e

ve
nt

 in
 

te
rm

s 
of

 fe
ar

 a
nd

/o
r 

th
re

at
Po

st
 M

ig
ra

tio
n 

Li
vi

ng
 

D
iff

ic
ul

tie
s 

(P
M

LD
) 

Sc
al

e
23

 It
em

s 
sc

al
e 

w
ith

 e
ac

h 
ite

m
 s

co
re

d 
on

 a
 4

-p
oi

nt
 s

ca
le

U
se

s 
D

SM
-V

 s
ch

em
e 

fo
r 

di
ag

no
si

s 
of

 P
T

SD
A

ss
es

sm
en

t 
of

 c
ur

re
nt

 s
tr

es
so

rs
 a

m
on

gs
t 

as
yl

um
 s

ee
ke

rs
R

ef
ug

ee
 H

ea
lth

 
Sc

re
en

er
-1

5 
(R

H
S-

15
)

T
he

 fi
rs

t 
13

 q
ue

st
io

ns
 o

f t
he

 R
H

S-
15

 a
re

 k
no

w
n 

as
 t

he
 

R
H

S-
13

 a
nd

 r
el

at
e 

to
 s

ym
pt

om
s 

of
 d

ep
re

ss
io

n,
 a

nx
ie

ty
, 

an
d 

PT
SD

Fo
r 

th
e 

R
H

S-
13

, a
 t

ot
al

 s
co

re
 ≥

11
 is

 in
te

rp
re

te
d 

as
 a

 
po

si
tiv

e 
sc

re
en

in
g

Sc
re

en
in

g 
an

d 
pr

ed
ic

tin
g 

di
st

re
ss

, a
nx

ie
ty

, 
PT

SD
, a

nd
 d

ep
re

ss
io

n 
in

 r
ef

ug
ee

s

Po
st

-t
ra

um
at

ic
 D

ia
gn

os
tic

 
Sc

al
e 

(P
D

S)
12

-it
em

 s
ca

le
 is

 u
su

al
ly

 a
dm

in
is

te
re

d 
al

on
g 

w
ith

 H
T

Q
. 

D
iv

id
ed

 in
to

 4
 p

ar
ts

—
Pa

rt
 1

 fo
r 

as
se

ss
in

g 
ex

po
su

re
 t

o 
a 

tr
au

m
at

ic
 e

ve
nt

 a
nd

 P
ar

ts
 2

 t
o 

4 
fo

r 
sy

m
pt

om
s 

of
 P

T
SD

.

U
se

s 
D

SM
-V

 s
ch

em
e 

fo
r 

di
ag

no
si

s 
of

 P
T

SD
A

ss
es

sm
en

t 
of

 P
T

SD

a D
SM

-IV
 a

nd
 V

, d
ia

gn
os

tic
 a

nd
 s

ta
tis

tic
al

 m
an

ua
l o

f t
he

 A
m

er
ic

an
 P

sy
ch

ia
tr

ic
 A

ss
oc

ia
tio

n,
 v

er
si

on
s 

IV
 a

nd
 V

, r
es

pe
ct

iv
el

y.



Jain et al	 5

pose serious health challenges.34 Psychologically there are 
increased risks for the development of postpartum depres-
sion and postpartum PTSD.35 In a situation where their part-
ner is detained or killed in the conflict, these expectant 
mothers must raise their children as single parents if untow-
ard incidents occur at home. Such single-parent women with 
traumatic histories have been shown to be disproportion-
ately likely to use psychoactive substances like alcohol and 
tobacco.36

The treatment of such patients usually tends to be multi-
faceted. Crisis intervention programs, and group and indi-
vidual therapy focused on pregnant women and their needs 
can undoubtedly help in mental health amelioration. The 
collaboration of health professionals is needed for support 
and treatment; gynecologists, pathologists, psychologists, 
psychiatrists, and nutritionists should join forces and fight 
against the war’s impact. Setting up safe places for child-
birth, with comprehensive obstetric and neonatal care in 
emergency cases is necessary. Finally, it is important to use 
antidepressants that can be administered relatively safely in 
pregnancy, such as SSRIs (citalopram and sertraline).37 
Adequate pregnancy and STD testing kits should be made 
available so that appropriate and timely care could be pro-
vided to women and prevent the development of long-term 
sequelae.

War Veterans, Combatants, Internally 
Displaced, and Their Families

The traditional gender roles are still a very important part of 
many modern-day societies where acts of expressing emo-
tions are viewed as signs of weakness. This leads to repres-
sion of emotions and the overall availability of men to 

request help regarding mental health issues. In some cases, 
it may lead to the development of psychiatric disorders like 
addiction, eating disorders, anxiety disorders, and obses-
sive-compulsive disorder (OCD). Depression in men 
involved in such conflicts often manifests in the form of 
increased aggressivity, irritability, and antisocial acts. For 
such internally displaced and combatant men, there are 
heightened chances of threats, kidnapping, harassment, and 
torture calls not only to them but also to their immediate 
family members. These factors increase the chances of 
developing cognitive problems (denial, dissociation), pro-
longed grief disorder, and recurrent suicidal thoughts.38 
Whilst professional soldiers are trained to come to terms 
with the stressors of killing another human being, survivors’ 
guilt, becoming physically disabled, and difficulty readjust-
ing to civilian life, ordinary civilians may find it impossible 
to cope with.

To tackle this issue, there is a need to focus on building  
a full spectrum of health care services including prevention, 
diagnostics, education, and community support. 24 × 7 hotlines 
need to be set up to provide counseling and emotional support. 
Family reintegration and therapy should be arranged for such 
people to better equip them to ease back into normal life. 
Specialized mental health screening programs for war veter-
ans, such as the Medical Assessment Programme (MAP), the 
Reserves’ Mental Health Programme (RMHP), and Veterans’ 
Mental Health of the UK’s Ministry of Defence can be 
adjusted and adapted in the local context.

Elderly

The elderly are often unable to leave conflict zones and are 
left alone without their family members and caregivers. 

Table 3.  Overview of the Teaching Recovery Techniques (TRT) Sessions.

Audience—session no. Aim of the session Description of the session

Child—First Introduction Getting to know each other and identification of the major issues
Child—Second Intrusion Discussion about war events, news, and normalization of reactions to traumatic 

events. Introduction of “Safe place” visualization.
Child—Third Intrusion Thought discussion, use of imagery techniques, dual attention tasks, dreamwork, 

and distraction
Child—Fourth Arousal The practice of relaxation, breath control, and positive self-coping exercises. 

Understanding “fear thermometer” activity scheduling, and sleep hygiene.
Child—Fifth Exposure War event flashbacks are discussed, the concept of grading and personalized fear 

hierarchy is revisited, and real-life graded exposure preparation is done
Child—Sixth Exposure Learning about how to expose themselves to traumatic events via drawing, talking, 

and writing and implementation of techniques learned in the fourth session 
(arousal), the importance of doing enjoyable things

Child—Seventh Follow-up Looking into the future without discussing further the content of the intervention
Caregiver—first Introduction Occurs before the start of the children’s session and involves psychoeducation 

about traumas and how they impact children and adults
Caregiver—second Briefing Occurs between children’s sessions second and fourth. Caregivers are acquainted 

with the information that children are receiving and how caregivers can help 
youth to cope with past and ongoing traumas.
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Sometimes, even if they are provided the chance to leave, 
they refuse to do that due to their homely connection to the 
motherland, or for emotional reasons. The refusal mostly 
stems from inabilities to process the events and is a mani-
festation of their coping system—diving into the past or 
seeing a grim future. This burden of war leaves a mark on 
the mental state in the form of PTSD. Patients who have had 
PTSD in the past are clearly at risk of a relapse. According 
to Summers et al.,39 older people who were moderately or 
severely dependent on caregivers were more than 5 times 
more likely to experience serious psychological distress 
than those who were independent. Inaccessibility to medi-
cations, including neurotropic drugs, diabetic medications, 
and others compound the situation. When it is impossible to 
continue drug therapy, existing depressive states, and cog-
nitive disorders tend to worsen.

Appropriate geriatric care provision is needed for the 
care of the elderly, which would require support from vol-
unteers, doctors, nurses, counselors, and the government. 
The presence of serious disability could serve as one simple 
and sensitive screening criterion to be added to the screen-
ing tool used by community workers who work with the 
elderly.

People Suffering From Previous Mental 
Disorders and Addiction

The constant exposure of addicted patients to the painful 
situation of war only exacerbates their sensitive condition. 
Patients with comorbid disorders have demonstrated poorer 
treatment adherence and higher rates of treatment dropout 
than those without mental illness, which negatively affects 
their overall health outcomes.40 Pharmacological detoxifi-
cation coupled with behavioral therapy is the mainstay for 
treatment, maintenance of abstinence, and prevention of 
relapse.40 Buprenorphine-Naloxone, Methadone, Acam
prosate, Nicotine Replacement Therapies, etc., are com-
monly prescribed against opioid, alcohol, and nicotine use 
disorders.40 Multiple evidence-based prevention interven-
tions like Multisystemic Therapy (MST), Brief Strategic 
Family Therapy (BSFT), and Multidimensional Family 
Therapy (MDFT) have been shown to prevent serious anti-
social behavior in addicted adolescents with substance use 
disorders.40 To manage the post-traumatic stress caused by 
exposure to the horrors of war, psychological, and psychi-
atric support from specialists specializing in both addicts 
and victims of war crimes is essential. Staying away from 
places, events, or objects that are reminders of the trau-
matic experience and avoiding thoughts or feelings related 
to the traumatic event may help in that direction. Finally, 
the intervention of humanitarian NGOs would be crucial 
both for material support (medicines, food, detoxification 

programs, etc.) and for the moral and psychological sup-
port of these socially vulnerable groups.

Relatives and Friends Outside the War Zone

People who are indirectly impacted by the events of armed 
conflicts are also prone to developing neuropsychiatric dis-
orders. Studies have suggested that constant exposure to 
graphic media images may result in physical and psycho-
logical effects.41,42 Relatives and friends of the war-affected 
people or nationals of the war-affected country that live in 
other countries suffer from lack of concentration, sleep 
deprivation, and other kinds of mental trauma. Constant 
exposure to social media and news outlets adds anxiety and 
depression to the symptomatology.43,44 The consumption of 
Covid-19-related news has contributed to anxiety issues 
and studies suggest people prone to such anxiety would 
likely seek out even more crisis coverage.45 This constant 
stress and anxiety are on a never-ending addictive wheel 
because stress feeds sleep deprivation and that in turn feeds 
stress.45 These people might suffer from PTSD flare-ups 
and physical symptoms such as high blood pressure. An 
early resolution of the conflict and using social and physical 
distractions can help divert attention. Relaxing activities 
and comfort food and places can relieve the symptoms.

Challenges to Mental Healthcare 
System

Even though mental health issues have severely burdened 
the public health sector over the years, they are still not 
addressed with the same level of seriousness and robustness 
as physical health. Mental diseases are significantly under-
diagnosed or misdiagnosed,46-48 and the patients are reluc-
tant to seek professional support and treatment for a long 
time.46,48 Multiple challenges and shortcomings have been 
identified in the past that limits the accessibility and cover-
age of the mental healthcare system, thereby creating the 
so-called “mental health treatment gap.”49,50 Firstly, there 
are capacity restraints in terms of screening, case detection, 
service delivery, and appropriate referral to specialists. 
Secondly, primary health caregivers are expected to be able 
to screen and detect mental health problems and provide 
appropriate treatment and medicines. Although physicians 
are exposed to basic courses on psychiatry during pre-ser-
vice training, many physicians report that the knowledge 
they obtain during formal medical education is not suffi-
cient to provide mental health services.51 Thirdly, during 
wartime, interruptions and inadequate supplies of essential 
antipsychotic, antidepressant, anxiolytic, mood-stabilizing, 
and antiepileptic medications at mental health facilities, 
make it difficult to provide appropriate care. Fourthly, there 
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is a significant lack of awareness concerning mental health 
issues in society and insufficient knowledge of preventive 
approaches and treatment possibilities.

Another significant issue is the social stigma and fear of 
judgment and discrimination. People traditionally have had 
a negative outlook on the professional efficacy and treat-
ment of mental disorders. In the past, psychiatry has been 
used as a tool of repression.52,53 For example, people who 
opposed the Soviet regime were regarded as mentally ill 
and subjected to long imprisonments in the country’s psy-
chiatric hospitals.54 As a result, the older generation in ex-
Soviet countries is more reluctant to seek mental health 
care than the younger one, as they remember the oppres-
sive history of the psychiatry system.55 Furthermore, due to 
high stigma and shame, people fear being labeled nega-
tively by their communities for seeking treatment and 
therefore, they prefer to do so anonymously. People also 
fear having a public medical record that identifies them as 
mentally ill, as this could reduce their chances of securing 
employment opportunities.

For the refugees and internally displaced who were able 
to flee the war-affected regions, general lack of awareness 
regarding mental health services, discrimination, marginal-
ization, differences in healthcare approach, language and 
interpretational barriers, and views of parents or relatives 

about the Western diagnostic paradigms remain significant 
issues that need to be addressed.55,56 Financial and logistical 
issues also remain to be addressed.

Addressing the Challenges

The mental health treatment gap is a serious and urgent 
international issue that only gets wider during armed con-
flicts. To address this issue, the World Health Organization 
(WHO) developed the Mental Health Gap Action Programme 
Intervention Guide (mhGAP-IG), a set of easy-to-refer clini-
cal guidelines for providing evidence-based care.57 Despite 
its introduction, the adaptation of such guidelines remains 
low, especially in low- and middle-income countries.58 
Hence, based on recommendations from previous studies, a 
multi-pillar collaborative approach model should be devel-
oped to address these underlying interrelated challenges and 
reduce the treatment gap (Figure 1).

Pillar 1: It is recommended to include all primary care 
physicians in the diagnostic process during wartime. 
Engel et al59 suggest a model which stratifies levels of 
care, offering a range of interventions, including preclin-
ical prevention, symptom mitigation in routine primary 
care, symptom reduction and disability prevention in 

Figure 1.  The multi-pillar collaborative approach for reducing the mental health treatment gap.
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collaborative primary care, and intensive rehabilitation 
with specialist intervention only if significant disability 
persists.
Pillar 2: Fostering care and a non-stigmatized environ-
ment. It involves public collectivity and refraining from 
promoting inflammatory and stigmatic hate speech against 
the conflicted parties.60 The host countries should provide 
the incoming refugees with proper accommodation and 
employment opportunities along with connecting and 
integrating them within the community at the earliest. 
Special lessons on basic principles of mood and trauma 
management should be inculcated in the public.60 Making 
the refugees feel welcomed and at home can help them 
ease some of the stressors and obtain a more objective 
view of the situation. It is important to promote the spread 
of knowledge and continue anti-stigma campaigns such as 
“Open the Doors” (a Polish program) or “Schizophrenia 
Should Not Be A Reason For Discrimination” (imple-
mented by Romanian students) to raise awareness.
Pillar 3: Activation of international stakeholders like the 
UNHCR, UNICEF, World Health Organization (WHO), 
International Red Cross, and Doctors without Borders 
(Médecins Sans Frontières). They should step in to pro-
vide appropriate resources and training in the absence or 
destruction of healthcare institutions amidst war. 
Healthcare workers should be given free and secure pas-
sage in the conflict zone to provide care to those in need, 
in line with the humanitarian principles.61 This is espe-
cially important since, in the previous conflicts, a mass 
efflux of doctors early in the conflict has been recorded 
due to the targeted threats, and increased risks of kidnap-
ping or death (also called irregular violence).62,63

Pillar 4: Another important pillar in this regard is the 
appropriate training and familiarity of the doctors to be 
situation-ready for such a crisis. Whilst there are expo-
sure opportunities in the form of conferences, seminars, 
simulations, and hands-on courses, they have multiple 
shortcomings including lack of integration with general 
mental health training, absence of outcome assessments, 
a generalized approach rather than a situation-specific 
approach, and questionable relevancy.64,65 To address 
these challenges, there are 2 possible ways. The first one 
includes appropriate training given to medical students 
during medical school. The second one is the implemen-
tation of ISTSS/Rand Guidelines on Mental Health 
Training of Primary Healthcare Providers for Trauma 
Exposed Populations in Conflict-Affected Countries 
which ensures that primary responders provide high-
quality mental health care to the affected.66

Pillar 5: The final pillar is promoting mental health edu-
cation regarding its diagnosis, treatment possibilities, and 
preventive measures. Appropriate social media channels, 
online posters, books, pamphlets, announcements, TV 
adverts, etc., should be made available immediately.

Conclusions

The victimized population constitutes a largely heteroge-
neous group with different backgrounds, medical history, 
experiences, and ways of coping, which makes it difficult to 
attempt a personalized approach to identifying and treating 
those in need of help. The major barriers to access to mental 
health care in war-affected regions include lack of trust in 
the psychiatry system, stigma and shame, and lack of aware-
ness and understanding. Identification of risk factors and 
vulnerable population groups is essential for providing 
early and timely interventions. Interventions should be 
aimed at preventing the long-term sequelae of the symp-
toms and requires a multi-pillar collaboration model for 
achieving maximum coverage. It is pivotal to develop and 
deploy effective and affordable multi-sectoral collaborative 
care models and therapy, which primarily depends upon 
family and primary care physicians in conflict zones.
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