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Preface 
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for which they needed someone to systematize and process the data collected. I am very grateful 

to them for granting me this opportunity, as well as their collaboration throughout the process. 

This also extends to the therapists in the project, whose cooperation have been very helpful.  

Moreover, I want to thank my supervisor, Leif E. O. Kennair, who through his clinical experience 

and academic expertise has provided the perfect balance between freedom and guidance that I 

needed in this work.  

Finally, I want to thank my Kristoffer Ludvigsen for proofreading and loving support.  
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Abstract 

Torture is associated with adverse health consequences, with especially high rates of PTSD, 

depression and chronic pain. Despite the growing evidence base of the treatment for PTSD, 

increased awareness of the relationship between pain and posttraumatic symptoms, and the 

accompanying need for effective treatment strategies, few studies have examined an integrated 

treatment of both. In this study, using an A-B case series design with 3 and 6 months follow up, 

six refugee torture survivors with comorbid PTSD, depression and reported pain received 20 

sessions of Narrative Exposure Therapy (NET) and 10 sessions of physiotherapy. Outcome 

variables included symptoms of PTSD and depression, pain intensity, physical functioning and 

quality of life. At the group level, medium and large effects were found for symptom reduction of 

PTSD and depression, while the individual results reflected variable outcomes. We conclude that 

this treatment could be effective for some, and partly effective or not suitable for others. 

Directions for future research regarding the improvement of rehabilitation approaches of torture 

survivors are discussed, highlighted through descriptions from the six therapy cases.  
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Introduction 

“Torture is the deliberate, systematic or wanton infliction of physical or mental suffering 

by one or more persons acting alone or on the orders of any authority, to force another person to 

yield information, to make a confession, or for any other reason” (WMA, 1975). Reports from 

human rights organizations indicate that 75 % of the world’s countries are practicing torture 

systematically (Amnesty International, 2013). In Western countries, survivors of torture are most 

prevalent in refugee populations, with rates ranging from 2.74 - 100 % (Quiroga & Jaranson, 

2005). In general, studies have found low levels of functioning and quality of life in treatment 

seeking traumatized refugees in Western settings (Buhmann, 2014), also torture survivors 

specifically (Carlsson, Mortensen, & Kastrup, 2006; Carlsson, Olsen, Kastrup, & Mortensen, 

2010). Torture is associated with adverse mental health consequences, with especially high rates 

of PTSD, depression and chronic pain symptoms (Carinci, Mehta, & Christo, 2010; de C 

Williams & van der Merwe, 2013; de Fouchier et al., 2012; Punamäki, Qouta, & El Sarraj, 2010; 

Quiroga & Jaranson, 2005; Van Ommeren et al., 2002). In addition, there is higher incidence of  

traumatic brain injury (Jacobs & Iacopino, 2001; Keatley, dʼAlfonso, Abeare, Keller, & 

Bertelsen, 2015; Mollica et al., 2014), neurological damage (Moreno & Grodin, 2002) and a 

number of physical symptoms in this group (Buhmann et al., 2014; de C Williams & van der 

Merwe, 2013; Punamäki et al., 2010; Quiroga & Jaranson, 2005; Tamblyn, Calderon, Combs, & 

O'Brien, 2011). The occurrence of comorbid PTSD and depression might be particularly severe 

(Bramsen & Van Der Ploeg, 1999; Lie, 2002; Momartin, Silove, Manicavasagar, & Steel, 2004), 

and sleep disturbances are a common complaint (White, 2001). Substance abuse is relatively 

common as a comorbid disorder in soldiers with PTSD, however, is relatively uncommon in 

torture survivors that are refugees (Quiroga & Jaranson, 2005).  

In refugee populations one finds higher prevalences of PTSD and depression than in the 

general population (Gorst-Unsworth & Goldenberg, 1998; Hauff & Vaglum, 1993; Hocking, 

Kennedy, & Sundram, 2015; Nickerson, Bryant, Silove, & Steel, 2011; Porter & Haslam, 2005), 

and a number of studies indicate that experiencing torture can lead to severe PTSD 

symptomatology independently of other traumatic experiences including stressors associated with 

living in exile (Başoğlu, Jaranson, Mollica, & Kastrup, 2001; Holtz, 1998; Silove, Steel, 
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McGorry, Miles, & Drobny, 2002), especially among males (Kaminer, Grimsrud, Myer, Stein, & 

Williams, 2008). In another vein, Elsass (1998) postulates that only specific types of torture leads 

to PTSD, whereas most may suffer from a proper “torture syndrome”, characterized by 

incomplete emotional processing, depressive reactions, somatoform reactions and existential 

dilemmas.  Mollica et al. (1998) found evidence in support of a dose-effect relationship between 

torture and symptoms of PTSD and depression, and some studies have even found a linear 

relationship between number of traumatic experiences and rates of PTSD (Catani et al., 2005; 

Neuner, Schauer, Karunakara, et al., 2004). Punamäki et al. (2010) found that both physical and 

psychological torture methods was related to PTSD symptoms, and that psychological torture 

also was associated with somatic complaints like weight loss, hypertension and pain. Indeed, the 

distinction between physical and psychological torture is increasingly abandoned (Catani, 

Neuner, Wienbruch, & Elbert, 2008). Defrin, Ginzburg, Mikulincer, and Solomon (2014) 

conclude that “torture survivors exhibit generalized diminished pain modulation and increased 

excitability. These alterations in the function of the pain system may underlie the chronic pain 

decades after the torture” (p 549). Additionally, a relationship between PTSD and high blood 

pressure, muscle tension and heart rate is well established (Pole, 2007), and Fields (2008) 

postulate that psychological torture can result in somatic and pain conditions due to its adverse 

effects on memory and executive functioning  

Risk and Protective Factors 

PTSD and depression are assumedly resulting from both shared as well as different 

etiological processes (Başoğlu & Mineka, 1992; Başoğlu, Paker, Özmen, Taşdemir, & Sahin, 

1994; B. H. Ellis, MacDonald, Lincoln, & Cabral, 2008; Mollica, Caridad, & Massagli, 2007; 

Song, Kaplan, Tol, Subica, & de Jong, 2015; Velssen, Gorst-Unsworth, & Turner, 1996). PTSD 

symptoms are often attributed to pre-migratory traumatic experiences, such as torture (Başoğlu et 

al., 2001; Başoğlu et al., 1994; Holtz, 1998; Silove et al., 2002; Van Ommeren et al., 2002), 

whereas losses (Momartin et al., 2004; Turner & Gorst-Unsworth, 1990), and post-migratory 

challenges related to the life in exile and resettlement (Başoğlu et al., 1994; Beiser & Hou, 2001; 

Porter & Haslam, 2005) is assumed to affect depressive symptomatology. Perhaps one of the 

most studied variables in this regard is low social support (Carlsson et al., 2006; Fairbank, 

Friedman, & Başoğlu, 2001; Gorst-Unsworth & Goldenberg, 1998; Schweitzer, Melville, Steel, 

& Lacherez, 2006). Other identified risk factors for emotional distress in torture survivors are 
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other traumatic experiences (Carlsson et al., 2006), negative social support (Halvorsen & Kagee, 

2010), negative coping mechanisms (Emmelkamp, Komproe, Van Ommeren, & Schagen, 2002) 

and being female (Halvorsen & Kagee, 2010; Shrestha et al., 1998; Van Ommeren et al., 2001). 

Living in exile and post-migratory stressors have been extensively studied (Nickerson et al., 

2011; Quiroga & Jaranson, 2005), and includes separation and fear for family members 

(Nickerson, Bryant, Steel, Silove, & Brooks, 2010), detention while seeking asylum (Robjant, 

Hassan, & Katona, 2009; Steel et al., 2006), uncertain asylum status (Steel et al., 2006), poverty 

(Quiroga & Jaranson, 2005), discrimination (B. H. Ellis et al., 2008; Sundquist & Johansson, 

1996), racism (Baker, 1992), poor social positioning (Van der Veer, 1999), lower educational 

status (Carlsson et al., 2006), restrictive immigration laws (Steel et al., 2015), adjusting to a new 

culture (Youngmann, Minuchin-Itzigsohn, & Barasch, 1999), long waiting time for asylum 

applications (Laban, Gernaat, Komproe, Schreuders, & De Jong, 2004; Silove, Sinnerbrink, 

Field, Manicavasagar, & Steel, 1997) and unemployment (Beiser & Hou, 2001; Carlsson et al., 

2006; Porter & Haslam, 2005). Moreover, unemployment and depression have been found to 

constitute mutually reinforcing factors (Beiser & Hou, 2001). 

 Silove (2003) argue that post-migratory stressors may impede traumatized refugees in 

overcoming past traumas, thus implying a moderating role in relation to PTSD symptoms. In fact, 

in a Norwegian study on a recently arrived refugee population, Lie (2002) found that the 

symptom load had increased three years after resettlement. Concurrent findings regarding the 

chronicity of untreated PTSD symptoms have been reported in Norway (Vaage et al., 2010), Italy 

(Favaro, Rodella, Colombo, & Santonastaso, 1999) and USA (Weine et al., 1998). Quiroga and 

Jaranson (2005) postulate that PTSD symptoms could be suppressed, due to dissociative 

mechanisms, until basic security needs are met and therefore mushroom after resettlement. 

Furthermore, they argue that depressive symptoms may be ameliorated by social support, 

whereas PTSD symptoms cannot unless treated. Indeed, Lamkaddem et al. (2014) found that the 

continuous high prevalence rates in prospective studies could be explained partly by lack of 

treatment, however, also by the fact that many experience late onset PTSD.  

Perhaps the most studied protective factor in torture survivors is social support 

(Emmelkamp et al., 2002; Lie, 2002). Holtz (1998) argues that the meaning the torture has for the 

individual will be influenced by religious, cultural and political beliefs, and thus affect 
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symptomatology. In this vein, empirical support has been found for superior mental health 

outcomes while having a strong belief system (Brune et al., 2002), being trained and prepared for 

torture (Başoğlu et al., 1997) and negative appraisals of the public authorities (Başoğlu et al., 

1996). Religious beliefs have been identified both as a protective factor (Shrestha et al., 1998) as 

well as a risk factor (Halvorsen & Kagee, 2010).   

Rehabilitation and Treatment Practices for Torture Survivors 

 Nickerson et al. (2011) divide the field of treatment of traumatized refugees into two main 

approaches: Multimodal therapy (MMT) and Trauma-focused therapy (TFT). Simply put, the 

first targets primarily the post-migratory stressors, while the latter focus on pre-migratory 

traumas. The MMT is based on the assumption that these persons experience a number of 

complex and different struggles, requiring a multidisciplinary approach targeting a broad specter 

of problems, including acculturation, social support, psychosocial and legal issues as well as 

physical and mental health (Berliner, Jacobsen, lanev, & Mikkelsen, 2005; Reid, Silove, & Tarn, 

1990). Some proponents of this perspective argue that a trauma-focused approach is to narrow 

and risks to ignore the many and complex issues these people struggle with (Nickerson et al., 

2011). In this vein, some (Lira, 1998; Patel, 2003) criticize the TFT to be medicalizing a 

sociopolitical problem, and there is an ongoing debate regarding the applicability of the PTSD 

diagnosis outside a Western context (Bracken, Giller, & Summerfield, 1995). Another concern 

that has been raised is whether exposure therapy could be harmful through retraumatization, or 

that extinction is unlikely to work, as many refugees cannot genuinely feel secure (Nickerson et 

al., 2011; Patel, Kellezi, & de C Williams, 2014).  

There is currently a dearth of research on MMT for torture survivors, but two 

uncontrolled follow-up studies have been conducted in specialized centers for the treatment of 

torture survivors; one in Berlin (Birck, 2001) another in Copenhagen (Carlsson, Mortensen, & 

Kastrup, 2005). Both presented disappointing results with no or little reported change in neither 

depressive and posttraumatic symptoms, the Danish study additionally reported no changes in 

quality of life (Reeler, 1994). An American study reported decreased depression, but no effect on 

posttraumatic symptoms (Mollica et al., 1990). Nevertheless, a recent study found small to 

moderate effects regarding both PTSD, depression, quality of life and functioning after MMT 

(Buhmann, 2014). 
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 Başoğlu et al. (1994) note that in survivors that have adequate social support, PTSD 

symptoms are still present, implying that social support is insufficient, thus pressing the need for 

directed treatment of posttraumatic distress. The TFT is based on the notion that torture survivors 

with PTSD are persons that have a normal reaction to an abnormal event (Reeler, 1994). In 

general, studies with traumatized refugees and torture survivors have implemented Cognitive 

Behavioral Therapy (CBT) or Narrative Exposure Therapy (NET), aiming to tailor evidence 

based therapeutic techniques to meet the needs of refugee torture survivors. Trauma-focused CBT 

is currently the treatment of choice according to general guidelines (Foa, Keane, Friedman, & 

Cohen, 2009; NICE, 2005) which has gained the most empirical support for the treatment of 

PTSD in Western samples (Bisson & Andrew, 2007; Bryant et al., 2008). However, a few studies 

have also supported its effective use in refugee populations in Western clinical settings (Hinton et 

al., 2005; Hinton, Safren, Pollack, & Tran, 2006), also in a sample where one third was torture 

survivors (Paunovic & Ost, 2001). Recently, a Cochrane review on the effective treatments for 

torture survivors concluded that the NET and CBT deemed moderate effects on posttraumatic 

symptoms and distress in the medium term, however stress the substantial holes in the current 

evidence base (Patel et al., 2014). This is line with Nickerson et al. (2011) review for treatment of 

traumatized refugees. 

Narrative Exposure Therapy 

Considering that exposure treatment is designed for, and mostly studied in, Western 

persons in Western society that have experienced single traumas, there have been raised concerns 

regarding its appropriateness for traumatized refugees. Samples have typically consisted of 

individuals that have survived horrific events, but otherwise lead stable lives. In contrast, tortured 

refugees may have experienced countless traumas in addition to living in unstable circumstances 

(Nickerson et al., 2011; Patel et al., 2014). For this reason, Schauer, Neuner, and Elbert (2005) 

developed Narrative Exposure Therapy (NET), a standardized short-term therapy that integrates 

principles from prolonged exposure (Foa, Hembree, & Rothbaum, 2007; Foa & Kozak, 1986) 

with Testimonial therapy (Cienfuegos & Monelli, 1983). NET is based on the theory of dual 

representations of traumatic memories (Elbert & Schauer, 2002). Within this framework, one 

distinguishes between associated, verbally available, hippocampal “cold” and non-associative, 

non-verbal, amygdalic “hot” memories, where the first are contextualized whilst the latter are not. 

Hot memories can be sensory, cognitive, emotional or physiological features. Normally, cortical 
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and hippocampal pathways down-regulate amygdala-activity, resulting in emotional regulation, 

however this is interrupted in PTSD (Metcalfe & Jacobs, 1996). Multiple traumatic experiences 

will lead to the creation of a complex intertwined fear network through sensitization, and thus 

lead to a more extreme stress reaction and with more generalized triggers than with single 

traumas. Prolonged exposure to single events is therefore not enough as it only targets the 

associative part of the fear network, while neglecting the non-associative sensitization (Costanzi, 

Cannas, Saraulli, Rossi-Arnaud, & Cestari, 2011 ). According to Catani et al. (2008), torture may 

alter the HPA-axis as increased cortisol harms the hippocampus, and impedes the negative 

feedback loop from the frontal lobes, reflecting decreased emotion regulation. In other words, hot 

amygdalic memories are retrieved without reference to cold hippocampal memories, that is to 

say, they are decontextualized. In NET the aim is to contextualize these hot memories through the 

narration of the patient’s life story, in addition to habituate the anxiety response through exposure 

to the feared memories. Moreover, the act of documenting the human-rights violations is thought 

to bring dignity to the survivor in addition to aid the prevention of the practice of torture by 

facilitating prosecution of the violators. NET has since its development gained promising results 

for the treatment of PTSD in refugees, and to a lesser extent depression, in refugee populations 

(NICE, 2005; Robjant & Fazel, 2010), both in refugee camps (Neuner, Schauer, Klaschik, 

Karunakara, & Elbert, 2004; Schaal, Elbert, & Neuner, 2009), also delivered by lay persons 

(Neuner et al., 2008), and in health care settings in Western countries (Halvorsen & Stenmark, 

2010; Neuner et al., 2010).  

Chronic Pain and PTSD 

There exist a number of studies investigating the link between pain and PTSD 

(Asmundson, Coons, Taylor, & Katz, 2002; Asmundson, Gómez-Pérez, & Fetzner, 2014; Defrin 

et al., 2008; Geisser, Roth, Bachman, & Eckert, 1996; R. S. Roth, Geisser, & Bates, 2008), also 

amongst torture survivors specifically (Liedl & Knaevelsrud, 2008). Chronic pain is highly 

prevalent in torture survivors (Olsen, Montgomery, Bøjholm, & Foldspang, 2006), often co-

occurs with PTSD and is associated with poorer prognosis (Carinci et al., 2010). Trauma 

survivors that have suffered trauma-related bodily injury have been showed to run an eight-fold 

higher risk for developing PTSD (Koren, Norman, Cohen, Berman, & Klein, 2005), which could 

partly explain the higher incidence of chronic pain and PTSD amongst torture survivors. 

Furthermore, pain related fear has been found to be a predictor of chronification of pain 
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symptoms (Picavet, Vlaeyen, & Schouten, 2002), and PTSD is a higher risk factor for developing 

pain than the experience of trauma in itself (Harris, Young, Rae, Jalaludin, & Solomon, 2007; 

Stam, 2007).  

Correlations between symptoms of chronic pain, depression and PTSD are well 

established (Geisser et al., 1996; R. S. Roth et al., 2008). PTSD has gained support as a risk 

factor contributing to more severe pain experience, poorer treatment outcome and greater pain-

related disability (Geisser et al., 1996; Phifer et al., 2011). Depression has been attributed the 

same role (Haythornthwaite, Sieber, & Kerns, 1991), however, recent studies indicate that this 

notion holds more for anxiety than for depression (Burke, Mathias, & Denson, 2015; Castillo et 

al., 2013). There exist different theoretical models aiming to explain the relationship between 

chronic pain, PTSD and depression, including the Mutual Maintenance Model (Sharp & Harvey, 

2001), the Shared Vulnerability Model (Asmundson et al., 2002) and the Perpetual Avoidance 

Model (Liedl & Knaevelsrud, 2008), the last being the only one directly used in the context of 

torture survivors while the two others have both gathered empirical support according to recent 

reviews (Asmundson & Katz, 2009; Beck & Clapp, 2011; Liedl & Knaevelsrud, 2008). R. S. 

Roth et al. (2008) used structural equation modeling, and found that the best fit was a model in 

which PTSD symptoms had a direct effect on depression, which in turn influenced pain both 

directly and indirectly through its effect on disability. Clapp, Beck, Palyo, and Grant (2008) 

found a synergistic relationship between PTSD, pain, functioning and quality of life: Numbing 

symptoms correlated with decreased functioning only at lower levels of pain, whereas 

hyperarousal was related to low life-satisfaction only at higher levels of pain. Moreover, 

sustaining treatment for a longer period of time was associated with higher quality of life in a 

sample of torture survivors in New York (Bohrer, 2000).  

The above studies gives rise to several treatment implications. First, that the effective 

treatment of PTSD could lead to reductions in symptoms of chronic pain and depression and thus 

improve pain rehabilitation outcome in patients with chronic comorbid affective and pain 

symptoms (for a review; R. S. Roth et al., 2008; Wald, Taylor, & Fedoroff, 2004). Second, that 

PTSD and chronic pain can be targeted simultaneously by mode of targeting shared 

vulnerabilities (Asmundson, 2014) or integrated treatments (Asmundson, 2014; Liedl & 
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Knaevelsrud, 2008; Müller et al., 2014; Taylor, Carswell, & de C Williams, 2013). Third, 

succesful treatment of PTSD symptoms may lead to increased quality of life and functioning.  

According to guidelines for physiotherapy for torture survivors, physiotherapy and 

psychotherapy is recommended to be implemented in parallel (Holten, Prip, & Tived, 1995). On 

the report of a survey conducted by the Center for Victims of Torture (CVT, 2014), 30 % of 

torture rehabilitation centers offers physiotherapy, although it is estimated that as many as 80 % 

could benefit from it . Becker, Sjøgren, Bech, Olsen, and Eriksen (2000) found a 

multidisciplinary approach to be the superior treatment for chronic pain, however torture 

survivors probably require further specialized treatment (Amris & Prip, 2000b). To our 

knowledge, there exist no systematic or controlled studies investigating the effects of 

physiotherapy for torture survivors. Nevertheless, a number of studies of chronic pain sequel in 

torture survivors have emerged in the last decade (for an overview; Amris & Prip, 2000b). 

Consequently, one has begun to map out the dimensions as well as mechanisms involved, but 

there is still a gap between this knowledge and clinical trials examining the treatment strategies 

currently implemented.  

Few available studies have investigated structured implementation of combined 

physiotherapy and psychotherapy for torture survivors suffering from comorbid PTSD and 

chronic pain. However, one unstructured study of refugee torture survivors resettled in Denmark 

has been performed: Carlsson et al. (2005) reviewed the effect of Multimodal Treatment, 

implemented for 71 % of a sample of patients at a specialized center for trauma and torture. The 

treatment included psychotherapy, physiotherapy, medical attention and social assistance with a 

mean of 35 sessions in total. No treatment effect was found for neither PTSD, depression nor 

quality of life indexes. Of note, another Danish study on multimodal treatment programs from 

traumatized refugees (probably including torture survivors as well) has also been conducted: 

Palic and Elklit (2009) studied Multimodal Therapy lasting 16-18 weeks, consisting of weekly 

sessions of both physiotherapy and CBT with exposure therapy, in addition to social counselling 

and pharmacotherapy. Reported effect sizes was large, but the majority of the patients was still 

described as having low functioning as well as to retain their PTSD diagnosis. Thus, the 

inconclusiveness of the available studies call for further research efforts. 
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Aim of This Study 

Apparently, the treatment currently offered to torture survivors is not as effective nor 

thoroughly studied, compared to other patient populations. Furthermore, torture survivors have 

the right to rehabilitation in a human right’s perspective, as 158 countries’ ratification of the 

UNCAT implicates their governments’ responsibility for the retribution for the victims of torture 

(IRCT). For these reasons, there is a need for scientific inquiry to be able to improve and further 

develop and tailor treatment efforts for this group. This study builds on current knowledge 

regarding the relationship between chronic pain, PTSD, depression, functioning and quality of 

life, in addition to updated treatment reviews for tortured refugees supporting NET as a 

promising treatment. As described above, treatment efforts that target both PTSD and chronic 

pain have been requested. We have combined physiotherapy with NET, in an effort to alleviate 

emotional distress and pain, as well as to increase quality of life and functioning, in survivors of 

torture presenting with these symptoms. First, one aim of this study was to run a preliminary 

evaluation of the potential efficacy of this combination treatment for torture survivors, both 

targeting traumas and pain. Second, this study has the potential to illuminate its generalizability, 

as large effects across all the six different therapies would indicate higher degree of 

generalizability (Barlow & Hersen, 1984). Furthermore, we wish to highlight potential 

hypotheses for future research through clinical illustrations from these six cases.  

Method 

Design 

To examine the treatment effect of a combination of NET and physiotherapy for torture 

survivors struggling with PTSD symptoms and pain disorder, an A-B-design (Barlow & Hersen, 

1984) with 3 and 6 months follow-up was chosen. A case series design is deemed suitable for 

preliminary examinations of novel treatment approaches, especially when it is regarded as 

unethical to assign patients to a control group (Kooistra, Dijkman, Einhorn, & Bhandari, 2009). 

Its primary purpose is to generate new hypotheses, which can form the basis for research with 

more stringent methodology. The patients were divided into three different groups, where the 

onset time of physiotherapy varied between after the 3rd, 6th and 9th NET session. Three 

experienced professionals were involved in the psychological assessment and NET treatment, but 

the assessor and therapist differed for each patient to assure blind assessment. As for the 
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physiotherapy, all patients had the same physiotherapist, but outcomes were assessed by a 

different physiotherapist. 

Selection of Participants 

The patients recruited were referred to the outpatient clinic for refugees at The Regional 

Center on Violence, Traumatic Stress and Suicide Prevention, Region Mid-Norway. The center is 

part of the Department of Research and Development at St. Olav’s Hospital in Trondheim, 

Norway. An invitation to participate in the study was presented to the patients that were older 

than 18, had experienced torture, reported pain symptoms and fulfilled the diagnostic criteria for 

PTSD. Exclusion criteria were psychosis, high suicide risk or a serious drug/alcohol addiction. 

Patients referred to the clinic were evaluated for eligibility in the project. Collaboration between 

the referring clinician, hospital, general practitioner and Trondheim Municipality Refugee Health 

Team assured that the patients had been assessed according to the Istanbul Protocol, guidelines 

for the examination of survivors of torture. Patients who met the inclusion criteria were invited to 

participate in the study. Information about the project, including contact information and the 

possibility of withdrawing at any time, was presented in writing and translated into the language 

of each patient, as well as orally with a translator present. All patients had to sign an informed 

consent to be included. Subsequently, those who accepted were further assessed for PTSD, 

depression, psychiatric comorbidity, pain symptoms, functioning and health-related quality of 

life. The study has been approved by the Regional Committee for Medical and Health Research 

Ethics (REC).  

Patients 

Initially, eight patients were enrolled in the project, however, two withdrew before completion. 

For this reason, only the six patients that completed the treatment are described.   

Patient 1: Saleem. Saleem1is a man in his 30s from a Middle Eastern country, who has 

been in Norway for 10 years. He lives with his wife and two children, and is currently going to 

school. Saleem grew up in a village that was often bombed, which led to the death of close 

friends and family members, including his brother. Owing to this, as a teenager he decided to 

                                                           
1 All patient names are pseudonyms. Pseudonyms were selected from amidst name registers of the patient’s 
respective country of origin. Cross-checking was then performed to ensure that the selected pseudonym also was 
in use in neighboring countries, to preclude recognition based on nationality. 
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become politically active and started training as a soldier for the resistance movement. Seventeen 

years old, he was arrested and severely tortured for the first of several times. In total, he spent 

7.5 months in captivity and was tortured in 5.5 of them. The torture consisted of captivity, 

blindfolding, beatings until he lost consciousness, threats towards self and family members, 

whipping, isolation, deprivation, water torture, suspension from different limbs and degrading 

insults. Other traumatic experiences include several bombings of his village, and witnessing 

other people being murdered and tortured. Saleem describes himself as healthy and well-

functioning before the torture, but is now struggling with large physical disabilities and 

emotional distress. At the time of the pre-test assessment, he fulfils the criteria for PTSD, and 

current depressive episode of moderate degree. He has chronic pain symptoms that started after 

the torture and affects his head, face, jaw, knees, feet, ankles, elbows, lower back and legs. Sleep 

disturbances and lack of ability to concentrate are his main complaints. He reports large sleep 

disturbances and economic problems. 

Patient 2: Adaam. Adaam is a man in his 60s from a country in the Caucasus region, 

who has been in Norway for eight years. He is currently living with his wife. From early in his 

life, he has worked as a writer and was for many years politically active through critical writings 

about the government. About ten years ago, he was arrested and tortured twice, both episodes 

lasting a day. The torture methods consisted of bindings, beatings and water torture – in 

addition, they tortured a close family member. After the last episode, he fled with his family, 

living in hiding and constant fear for about three years until they came to Norway. He describes 

his early childhood as secure and happy, until the war began. When he was in his 30s, his village 

was bombed several times, and Adaam was severely injured and hospitalized. He also witnessed 

several people die, including friends and relatives. Other traumatic experiences include natural 

disasters and explosions. Adaam describes himself as functioning well after the torture as well as 

in his first year in Norway, but to have reduced functioning the last seven years. His pain 

symptoms debuted after the torture, and he reports them to grow increasingly worse. The pain is 

located in his head, chest, stomach, thighs, neck, lower back as well as one shoulder and one leg. 

At the time of the initial assessment, Adaam fulfils the criteria for PTSD, and current depressive 

episode of moderate degree, social phobia and lifetime panic disorder with agoraphobia. He 

reports large sleep disturbances and economic problems. 
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Patient 3: Joseph. Joseph is a man in his 40s from a country situated in Central Africa, 

who came to Norway 10 years ago. Currently, he is living with his wife and has regular contact 

with his one child. Joseph has two degrees, one from Norway and another from his home country. 

He has a paid job and volunteers in an organization, but is on a sick leave when referred. Joseph 

was raised in a wealthy family, but describes loneliness and distress as he his family situation 

was unstable. At a young age, he became politically active with the resistance party, on the 

grounds of which he was arrested several times. He managed to escape every time, but lived in 

fear and under surveillance in between the arrests, and was sentenced to death under the last 

capture. When in prison, the torture went on for two months. The torture methods were stabbing 

one leg, isolation, deprivation, threats and forced to stand in painful positions for longer periods. 

Other traumatic experiences include violence from adults during childhood, a traffic accident 

and witnessing several people being tortured and killed in prison. Joseph described 

posttraumatic symptoms from when he was released from captivity 15 years ago, increasing 

when he experienced a difficult time living in poverty in exile, with no social network. His 

symptoms vary in intensity across different periods. Currently, he describes increased symptom 

load after hearing about friends being arrested in his home country. At the time of the 

assessment, he fulfils the criteria for PTSD, and reports depressive symptoms in line with the 

criteria for a depressive episode of mild degree. His pain condition started more than 10 years 

ago, and has been on the current level for more than 6 years. The pain is located in his head, 

chest, hands, shoulders, upper and lower back and elbows. He reports some sleep disturbances 

as well as economical struggles. 

Patient 4: Yaqub. Yaqub was a man in his 30s from a country in the Caucasus region, 

who has been in Norway for 10 years. He lives with his wife and children, has a university degree 

and a paid job, but is currently on sick leave. He describes a secure childhood until reaching the 

age of 15, when his village was affected by war. Subsequently he describes living in poverty. Due 

to political activity in his family, he was arrested and tortured twice, both episodes lasting for 

one day. The torture consisted of electricity, beatings to the head and body, degrading comments, 

a tight rubber band around his head, water torture, physical abuse with canes and batons, 

threats with weapons, being stripped naked, thrown rocks at, cigarette stumping, falanga2, 

                                                           
2 Falanga is a form of torture in which the soles of the feet are beaten with whips or cudgels.  
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suspension from the arms and to be buried alive in a dark hole. Yaqub describes posttraumatic 

and pain symptoms shortly after the torture, but that he despite of this managed to function well 

at work and with his family. After three years in Norway he experienced increased symptoms and 

a loss of function. Other traumatic experiences reported are witnessing people being injured and 

killed and inclicting pain on others in war, in addition to living in poverty. At the time of the 

initial assessment, he fulfils the criteria for PTSD, and depressive symptoms implying a moderate 

depressive episode. His pain symptoms debuted more than 10 years ago, and have been stable in 

intensity for 1-5 years. He reports pain in his head, hands, knees, feet, neck, shoulders, elbows, 

lower back and legs. He reports a large sleep disturbance and some economical struggles.  

Patient 5: Hassan. Hassan is a man in his 30s, from a country in the Middle East, who 

prior to treatment had been in Norway for about a year. He is living with his wife and child, and 

is currently taking classes in Norwegian. When Hassan reached the end of secondary school, he 

started military training and was a guerilla soldier for three years. Subsequently, he was 

imprisoned five times in two different countries. During one of the captures, he was tortured for 

12 days, in another for 20. The torture consisted of psychological pressure, breaking of his arm, 

to be stripped naked, electric shocks, deprivation and living under insanitary conditions. Other 

traumatic experiences were several natural disasters, fire/explosions, accidents not related to 

war, physical violence from older family members, to be attacked with weapon, participating in 

combat, witnessing sexual violence, witnessing people die and living in hunger and poverty. He 

describes having had psychological struggles prior to, but that the posttraumatic symptoms 

debuted after, the torture. At the time of the initial assessment, Hassan was diagnosed with 

PTSD, and he reported depressive symptoms in line with a moderate depressive episode. His pain 

condition started more than 10 years ago, and he describes it as worsening in the winter season. 

Hassan has pain symptoms in his head, neck, shoulders, breast, lower back and legs, and also 

suffers symptoms of pain and discomfort related to medical treatment of a somatic disease. 

Hassan reports having large sleep disturbances, but no financial struggles attributed to his 

health condition before treatment.    

Patient 6: Maryam. Maryam is a woman in her 30s from a country in the Middle East, 

who has been in Norway for about a year. She is divorced and lives with her child. She has 

completed high school, and is currently going to school. Her family was involved in politics, and 
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Maryam herself used to be politically active. When she was 5 years old, her father died and left 

the family to live in poverty. In her 20s, she was arrested with her daughter, held captive for 1.5 

month and moved between different prisons. In prison, she and her daughter both fell somatically 

ill, but were refused food and medical treatment. The torture consisted of beatings with baton, 

falanga, deprivation, isolation, not having her own or her daughter’s basic needs met, to be 

refused clothing, being bound and to witness the torture of others. Other traumatic experiences 

include several natural disasters, explosions and bombings where many of her family members 

were injured and killed, her daughter being in a fire accident, exposure of poisonous chemicals, 

threats of sexual violence and severe injury upon self and daughter. She reports to have struggled 

with anxiety and depressive episodes for several years before the torture, while her posttraumatic 

symptoms debuted after the torture. Still, she has been able to work in a human rights 

organization as an interpreter afterwards, while living in exile. At the time of the assessment, she 

fulfils the criteria for PTSD, panic disorder, recurrent depressive disorder (current episode 

moderate) and social phobia. In addition, she is diagnosed with fibromyalgia, somatic disease 

and several physical problems. Maryam has no social network in the region apart from her 

young daughter. Her pain condition started for 2-4 years ago and has been stable for the last 

year. Her pain symptoms are located in her head, chest, abdomen, hands, one knee, one foot, 

neck, one shoulder, upper and lower back as well as one hip. She attributes large sleep and 

economic difficulties to her health condition.  

Procedure 

After the first assessment and prior to treatment onset, two baseline recordings of pain 

intensity and PTSD symptoms were performed: One after 1 week, another after 3 weeks. After 

the baseline period, the patients received 20 sessions of NET (90 minutes each) and 10 sessions 

of physiotherapy (60 minutes each). Symptom recordings of PTSD and pain were assessed at the 

end of each treatment session. In addition, the therapists filled out a NET process form after each 

session, to ensure adherence and document compliance to the NET treatment manual. Post 

treatment, all patients went through two follow up assessments of symptoms of depression, PTSD 

and pain. Information about eventual changes in refugee status, marital status, living condition 

and social activity were also collected. The post recordings were given 3 and 6 months after 

ended treatment, and the 3 month follow up are labelled “post” in figures and tables for educative 

purposes.  
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Narrative Exposure Therapy (NET). The first NET session includes psychoeducation 

about PTSD and how the treatment works, and is adapted to each patient’s individual 

characteristics, culture, style, abilities, etc. The patient’s next of kin is given the opportunity to 

participate. Therapeutic metaphors are used, and highlight that the treatment may be experienced 

as challenging. In the second session, the therapist assists the patient in creating his/her life line: 

A line of rope or yarn is laid out on the floor, representing the patient’s life, with the end at one 

side and a substantial part coiled up, representing birth and the remainder of the life, respectively. 

Traumatic and happy memories are briefly identified and labeled across the life line with stones 

(traumatic) and flowers (happy). In subsequent sessions, the narration of the patient’s life begins, 

and the therapist will in a directive and attentive manner aid the patient in contextualizing the 

memories through questions and listening. The narration is re-read at the beginning of each 

session, and filled in with more detail or revised where necessary, and continued until present. 

Whenever approaching a stone, the therapist slows down and performs narrative exposure, 

supporting the patient in integrating the fragmented memories by putting them in context. This is 

continued until the anxiety is lowered, and a safe point in the story is reached. The last session 

consists of laying the life line once again, adding flowers representing hopes for the future and re-

reading the narrative. Finally, there is a ritual where all involved sign the narrative, that is to say 

the patient, therapist and the eventual interpreter. Normally, NET consists of 8-10 sessions, while 

we in this study have doubled the number of sessions, due to the high severity level of PTSD in 

our sample.  

Use of interpreters. All patients, except for patient 3, had an interpreter present during 

the therapy sessions. The same interpreter was used for all sessions. 

Instruments 

Sociodemographic questionnaire. A questionnaire developed to assess 

sociodemographic variables such as age, sex, nationality, refugee status, education level, living 

conditions, social network and time in Norway. The information obtained from this questionnaire 

was used to develop the descriptions of the patients presented above. 

Clinical-Administered PTSD Scale (CAPS). The CAPS (Blake et al., 1990) is a 

structured interview guide based on the DSM-IV-TR, and is recognized as the gold standard for 

assessment of PTSD (Weathers, Keane, & Davidson, 2001). Additionally, it has convergent 
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validity with SCID (Foa & Tolin, 2000). It assesses all DSM-IV-TR criteria of PTSD, that is to 

say Criterion A to F in addition to associated features. Criterion A is exposure and response to a 

traumatic event. The following criteria, B to D, assess the 17 core symptoms in PTSD, where B 

(5 items) includes symptoms of re-experiencing, C of avoidance (2 items) and numbing (5 items), 

and D of hyperarousal (5 items). Further, Criterion E is about the duration and eventual delay of 

symptoms, while F corresponds to functional impairment. The associated features include 

feelings of guilt and different dissociative symptoms.  

Each of the 17 symptoms is rated both for frequency and intensity, on a Likert scale from 

0-4, which can be used to create a severity score for each symptom from 0-8. Furthermore, the 

three items on Criterion F (subjective distress and impact on social and occupational functioning) 

are computed into one variable. One can choose to use the CAPS dichotomously or continuously, 

and thus both to ascertain whether a patient meet the criteria for the PTSD diagnosis, but also to 

evaluate a treatment’s effect on symptom development. One of the most widely used scoring is 

the F1/I2 rule: For a symptom to be endorsed, it has to be rated with a frequency of at least 1 and 

an intensity of at least 2 (Foa & Tolin, 2000; Weathers, Ruscio, & Keane, 1999). A fully 

diagnosis of PTSD is achieved according to the DSM-IV-TR protocol, which requires one 

Criterion A, and at least one symptom of Criterion B, three of Criterion C and two of Criterion D. 

In addition, one estimates a total severity score, where 65 or more indicates PTSD. This is called 

the F1/I2/TSEV65 rule (Weathers et al., 1999). Another possibility is to assess severity of PTSD 

within different categories based on the total severity score: 0-19 corresponds to no/few 

symptoms of PTSD, 20-39 to mild/subthreshold, 40-59 to moderate/threshold, 60-79 to severe 

and 80< as extreme PTSD (Weathers et al., 2001). In this study, we use both the dichotomous 

and the continuous scoring rules, thus both changes in severity level as well as in points will be 

described. Within this framework, a change of 15 points is used as a marker of clinical significant 

change. Previous clinical research with refugees (Renner, Salem, & Ottomeyer, 2006) and torture 

survivors (Halvorsen & Stenmark, 2010) have utilized the CAPS. The CAPS is acknowledged to 

have excellent psychometric properties in general (Foa & Tolin, 2000; Weathers et al., 2001), 

also specifically when used with torture survivors (Aker et al., 1999). 

Hamilton Rating Scale for Depression (HRSD). The HRSD (Hamilton, 1960) is a 

clinical rating scale for assessing the severity of depression, and is acknowledged with good 
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psychometric properties (Traikovic et al., 2011). The scale consists of 17 items measuring the 

severity of depressive symptoms, as well as four items that assess the type of depression. Some 

items are scored on a Likert scale of 0-2, others of 0-4. Hedlund and Vieweg (1979) evaluated the 

HRSD as to have satisfactory psychometric properties. Still, it lacks a general consensus on how 

the scores should be interpreted. However, some guidelines have been proposed, where severity 

level corresponds to the total score; 0-3 to no depression, 4-7 to subthreshold, 8-15 to mild, 16-26 

to moderate and 26< to severe depression (Furukawa, Akechi, Azuma, Okuyama, & Higuchi, 

2007). To evaluate clinical significant change, Furukawa et al. (2007) proposed a 11 points 

change in scores, and a cut-off of 7 points for remission of depressive symptoms. In previous 

research on refugees and survivors of torture, the HRSD has been used to assess severity of 

depression (Halvorsen & Stenmark, 2010). 

Mini International Neuropsychiatric Interview (M.I.N.I.). The M.I.N.I. is a structured 

interview manual based on the diagnostic manuals ICD-10 and DSM-IV, developed to assist 

clinicians in diagnostic assessments (Sheenan et al., 1998). The main benefit of this manual is its 

relatively time saving nature, as it is brief and easy to administer, which is preferable in clinical 

research trials (Sheenan et al., 1998). It is acknowledged to have good reliability (Lecrubier et al., 

1997) and moderate validity (Sheenan et al., 1998). The M.I.N.I. is divided in 17 sections, based 

on DSM-IV axis 1 disorders in addition to the Antisocial Personality Disorder. The questions 

require “yes/no” answers, and use a branching tree structure for screening. In the present study, 

the M.I.N.I. was used to diagnose depression, and to assess eventual comorbid psychiatric 

diagnoses, to ensure that the patients did not meet the exclusion criteria.  

The Norwegian Pain Association’s Minimum Inventory for Pain Patients (NOSF-

MISS). The NOSF is a self-report questionnaire that consists of a number of different validated 

indexes relevant for pain patients (Fredheim, Borchenvink, Landmark, Schjødt, & Breivik, 2008). 

It is developed to assist clinicians to assess a broad array of aspects affected for patients who 

suffer from chronic pain. These indexes are scored separately and according to their respective 

set of scoring rules. For the assessment of pain intensity, the NOSF contains three items from 

Brief Pain Inventory (BPI), which is acknowledged to have satisfactory psychometric properties 

(Keller et al., 2004; Klepstad et al., 2002). The BPI is reported to be sensitive to change in pain 

intensity, and a 2 points change is considered to be clinically significant (Fredheim et al., 2008). 
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One item from the BPI was used to measure pain intensity after each NET treatment session. 

Furthermore, two items related to sleep and economy, are included from the European 

Organization for Research and Treatment of Cancer Quality of Life Questionnaire-C30 (EORTC 

QLQ-C30), a questionnaire that is validated in Norway and shown to have good psychometric 

properties (Fredheim, Borchgrevink, Saltnes, & Kaasa, 2007). Additionally, the NOSF includes 

two other scales from the SF-36 (Short Form-36), for the measurement of physical functioning 

(10 items) and mental health (5 items). These are used to assess health-related quality-of-life, and 

a change of 10 points is proposed as an indicator of clinically significant change (Osoba, 

Rodrigues, Myles, Zee, & Pater, 1998). Finally, the NOSF contains two items from the Coping 

Strategies Questionnaire (CSQ), which measure catastrophizing thoughts regarding one’s pain 

condition. This scale is validated as a screening instrument, but there are to our knowledge no 

published suggestions about how to interpret clinical significant change (Fredheim et al., 2008). 

The NOSF-MISS was administered in Norwegian, and translated by the interpreter for those not 

fluent in the language. 

Post Traumatic Diagnostic Scale (PDS). The PDS is a brief self-report measure of 

PTSD symptoms developed for use in both clinical and research settings (McCarthy, 2008). It is 

acknowledged to have good reliability and validity, as well as diagnostic agreement with SCID 

(Foa, Cashman, Jaycox, & Perry, 1997). In this study, part 3 of the PDS, which consists of 17 

items corresponding to the 17 core symptoms of PTSD using a Likert scale from 0-4, was 

administered to the patients at the baseline condition in addition to at the end of each NET 

treatment session, to track symptom progression throughout the treatment.  

Numeric Rating Scale (NRS-11). The NRS-11 is a unidimensional measure of pain 

intensity, with a 0-10 verbal numeric scale, where the subjects are to indicate their perceived 

level of pain (Hartrick, Kovan, & Shapiro, 2003). Breivik, Björnsson, and Skovlund (2000) 

conclude that the NRS-11 can be used as other pain measures, whereas Hartrick et al. (2003) 

caution against using it in clinical trials in populations it is no validated for. To our knowledge, 

no specific pain measures are validated for torture survivors, and the NRS-11 is deemed superior 

to use when patients are not communicating in their first language (Paice & Cohen, 1997). The 

NRS-11 was administered at the end of each physiotherapy session. 
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NET Adherence and compliance. Adherence and compliance with the NET manual 

were rated through a self-report questionnaire, which the therapists completed after each session. 

This involved that they reported whether the therapeutic tasks in the manual were completed or 

not, how the patient responded to exposure and whether time was used on other activities or to 

discuss current stressors. 

Data Analysis 

For this design, visual analysis is recommended as the primary method, rather than the 

performance of statistical analyses (Kazdin, 1982). A visual analysis allows for an informal 

judgment of whether one can see a clear treatment effect, and will according to Parsonson and 

Baer (1978) reveal any treatment effect solid enough to be of importance for clinicians. However, 

the reliability of this method has been shown to be low to moderate (Park, Marascuilo, & 

Gaylord-Ross, 1990), and Brossart, Parker, Olson, and Mahadevan (2006) argue that one should 

use visual analysis in combination with statistical analysis, such as computing effect sizes (Busk 

& Serlin, 1992). Effect sizes can in this regard say something about the practical or clinical 

implications of the treatment, and Hedge’s g is most suitable as it is not affected by the small 

sample size in this study. 

Effect sizes where calculated by the following formula: 

 

where  (P. D. Ellis, 2009). 

According to (Cohen, 1992), an effect size of 0,2 is regarded as small, 0,5 as medium and 0,8 and 

above as large.  
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Results 

Effect Sizes 

In this study, effects were found for both PTSD, depression, pain, quality of life and 

functioning (see table 1). For the sample as a whole, our results yielded large effects for 

avoidance/numbing symptoms, from before treatment to both follow up assessments. Medium-to-

large effects were found for general PTSD symptoms, hyperarousal symptoms, functional 

impairment and depressive symptoms, from before treatment to both follow-up assessments. This 

included pain intensity, but only from pre-test to the 6 month follow-up. Medium-to-small effects 

were found for re-experiencing symptoms and assessor-rated global severity scores at both 

assessments. From the initial assessment until the final assessment, this also included sleep, 

economy and mental health-related quality-of-life. A small effect was found for pain intensity 

from the initial assessment until the first follow-up, as well as for guilt from the first to the 

second assessment. Finally, a negative medium-to-small effect was found for coping strategies, 

from the two prior assessments to the last. Most measures kept stable or experienced a further 

slight improvement between the two follow up assessments. In contrast, the effect on guilt was 

reversed and coping strategies were further worsened.  

 

 

 

 

 

 

 

 

 

 

 

 

 



  

21 
 

Table1 
         

Means, Standard Deviations and Effect sizes 

 

n=6 
Pre-test Post-test Follow-Up Hedge's g 

 

M SD M SD M SD Pre-

post 

Pre-

Follow 

Up 

Post-

Follow 

Up 

       CAPS 
Total Severity 

Score 
80.83 18.63 60.33 25.56 54.83 31.24 0.71 0.78 0.15 

Criterion B 27.67 7.71 22 10.97 20.33 12.36 0.46 0.48 0.11 

Criterion C 29.50 4.76 19.67 8.52 17.67 9.42 1.08 1.01 0.17 

Criterion D 23.67 7.15 18.67 8.26 16.83 10.63 0.49 0.58 0.15 

Criterion F 8.50 1.64 6.83 1.17 6.67 3.27 0.61 0.47 0.04 

Global severity 

score 
3.17 0.75 2.50 0.55 2.20 1.10 0.31 0.41 0.20 

Guilt 3.83 4.99 2.66 2.66 3.17 3.60 0.21 0.11 -0.21 

Dissociative 

symptoms 
1.67 1.97 1.83 3.60 1.67 3.20 -0.04 0 0.08 

HRSD 18.67 4.93 14.5 5.58 13 5.66 0.59 0.79 0.20 

n=5          

NOSF-MISS          

BPI 19.60 6.43 15.60 10.26 14.25 10.87 0.20 0.52ͣ 0.10ͣ 

CSQ 4.80 4.55 5.00 3.55 7.00 3.65 -0.04 -0.43ͣ -0.40ͣ 

Physical 

function (SF-

36) 

19.80 4.82 20.40 7.20 19.00 9.20 0 0.10ͣ 0.13ͣ 

MHI-5 (SF-36) 15.20 9.10 12.70 8.00 11.83 10.07 0.01 0.30ͣ 0.07ͣ 

Sleep 3.50 
 

1.00 
2.75 1.89 2.75 1.50 0.04 0.37ͣ 0ͣ 

Economy 2.50 1.91 2.50 1.29 1.75 0.96 0 0.32ͣ 0.32ͣ 

 ͣ = n=4 (Follow Up), numbers in bold are medium or large effects. CAPS = Clinician-Administered 

PTSD Scale for DSM-IV, HRSD = Hamilton Rating Scale for Depression, NOSF-MISS = Norwegian 

Pain Association-Minimum Inventory for Pain Patients, BPI = Brief Pain Inventory, CSQ = Coping 

Strategies Questionnaire, SF-36 = Short Form 36, MHI-5 = Mental Health Inventory - 5 
 

Individual Results: Visual analysis 

The individual results from the pre-test assessment, 3-month follow-up and 6-month 

follow up, on PTSD symptoms, depressive symptoms, pain intensity and physical function are 

presented in figures 1-6. What emerges from a visual analysis of the individual patient data is a 

trend characterized by decreased PTSD symptoms, few other changes and still a persistent degree 
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of distress after treatment. In summary, two patients (3 and 5) have reached a relatively low level 

of symptom severity, two (1 and 4) have had a marked improvement but still suffer considerably, 

while two (2 and 6) have had unremitting symptoms. As for depression, most patients have 

apparently experienced a decrease, while two (1 and 2) seemingly endure continuous distress. 

Decreased pain and improved functioning can be seen for two patients (3 and 5), and the opposite 

for two others (1 and 6). Missing data precludes patient 2 and 4 from the analysis of the NOSF-

MISS results. Clinically significant change, change in diagnostic status and level of severity are 

summarized in tables 2-5.  

 

Fig. 1 Fig. 2 

Fig. 3 Fig. 4 

Fig. 5 Fig. 1 
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Figures 1-6. Outcomes regarding symptoms of PTSD and depression, in addition to pain intensity 

and physical functioning, measured prior to treatment (Pre), 3 months (Post) and 6 months 

(Follow-up) after ended treatment. 

Course of Treatment: Clinical Descriptions 

 

 

Figures 7-12.  Symptom progression of symptoms of PTSD and pain intensity, measured after 

each NET session, as well as pain symptoms measured after each physiotherapy session.  

 

Patient 1: Saleem (figure 7). Overall, few treatment sessions fully complied with the NET 

manual, and the life line was not completed until the 6th session. Saleem is a man who talks in a 

Fig. 12 

Fig. 7 Fig. 8 

Fig. 9 Fig. 10 

Fig. 11 
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detailed manner, and the therapist often found it challenging to moderate his flow of words as 

well as engaging him in exposure. Filling out baseline recordings sometimes took half of the 

session, and exposure often closed prematurely, as they ran out of time. Saleem frequently needed 

to take breaks during re-reading of the narrative, and often started to talk about politics or other 

subjects in the middle of exposure, leading the therapist to repeat the treatment rationale, goal 

and purpose. Saleem had a number of current stressors he wanted to address in therapy, 

including the family’s living situation, his pain symptoms and physical disabilities. His physical 

state also made it difficult for him to sit still in the same position for longer periods. 

When starting physiotherapy, Saleem was physically inactive and had some physical 

disabilities which impeded him in benefitting from a number of pain reducing treatments, apart 

from exercise in warm water (hydrotherapy) and in a sitting position. He was cooperative and 

motivated for the treatment. His initial skepticism towards hydrotherapy as he could not swim, 

ceased after a few sessions, and he enjoyed reduced pain intensity after five sessions. Still, his 

level of functioning did not improve much. Mid-treatment, he had surgery in a foot, which led to 

a relapse regarding pain intensity, as the pain increased and became worse than before starting 

treatment. However, the pain returned to baseline after a few further sessions. The final day he 

said “I feel sorry for my party fellows, as they do not receive the kind of help that I do now”.  

Patient 2: Adaam (figure 8). Overall, most sessions complied with the NET manual, and 

the therapeutic relationship is described as being good. Some sessions included additional 5-10 

minutes of relaxation exercises focusing on breathing. As Adaam is a good story-teller with a 

detail-rich manner of speaking, this sometimes lead to an impeded optimal activation of affect as 

required in exposure therapy. Although, when the therapist recurrently pointed out how this style 

may lead to avoidance and repeated the treatment rationale, Adaam cooperated. Adaam often 

wrote and lectured about his traumatic experiences, which seemed to keep him in a constant 

anxiety-provoking state, and the therapist attempted to raise awareness about how this might 

affect his condition and treatment process. In the final stages of treatment, Adaam expressed that 

he wanted full disability pension, because of his severe pain. He states, “This treatment has 

helped me see how the pieces fit together, but now I don’t think there is anything left to do”. 

Adaam cooperated with, and was highly motivated for the physiotherapy. He emphasized 

that he saw himself as a survivor of torture, not a victim. He complied with a physical exercise 
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program that he performed in sessions as well as at home between sessions. In addition to 

mastering and complying with his training program, he also engaged in hydrotherapy. Adaam’s 

level of functioning improved, and his pain was reduced from an extreme to a moderate level of 

pain. His concluding remarks were “I am proud of surviving, and will manage on my own now, 

because you taught me what to do when in pain”.  

Patient 3: Joseph (figure 9). Following completion of the lifeline within the two first 

sessions, Joseph experienced an increase in nightmares and flashbacks, as he became 

increasingly aware on how certain childhood experiences had imprinted on him. After 

normalization and psychoeducation around these reactions, exposure adhering to the NET 

manual started from session 4. In the beginning, Joseph exhibited avoidance during exposure, 

which manifested as him suddenly changing the topic to daily life stressors. In session 8, he 

reported an increase in symptom load after exposure to childhood memories, in addition to re-

traumatization as he meets refugees who tell stories similar to his own through his volunteer 

work. Two sessions focused on reflections around these reactions, before returning to exposure. 

A few sessions include 10 minutes cooperation with the physiotherapist, and some focused on the 

process of receiving therapy; including reflections on meaning, identity and religion. Joseph 

states that this is the first time anyone has talked with him about his traumatic experiences, and 

that it is a relief to have done it. 

Joseph had a great commitment to the physiotherapy, and was eager and motivated to 

restore his earlier position, to be able to help others and fight injustice and poverty. He 

completed an exercise program in and between sessions, focusing on reducing as well as coping 

with his pain. The physiotherapist describes Joseph as exercising thoroughly, and that his pain 

level was reduced to a great extent at the same time as his functioning improved markedly. When 

finishing treatment, Joseph announced that “I found myself in the project, as well as the way 

towards becoming independent, and I now know how to ease my own pain”.  

Patient 4: Yaqub (figure 10). In Yaqub’s therapy sessions, the exposure was performed 

according to the NET manual for most sessions, and the therapeutic relationship is described as 

good. However, exposure was often closed prematurely or characterized by lack of activated 

affect in session. The therapist reported time as a hindering factor, since they seldom had time to 

in-depth exposure after reading through the narrative in the beginning of the sessions. Yaqub 
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also arrived late a few times, adding to the time challenge. During exposure for the torture 

sequences, Yaqub experienced increased physical pain, but rarely displayed emotional distress. 

Some sessions concentrated exclusively on positive events (flowers), and a few were focused on 

current stressors, including the family’s living situation, Yaqub’s sleep problems and everyday 

triggers of posttraumatic symptoms. At the end of the treatment, he communicated that he did not 

feel that he had improved. 

When starting the treatment, Yaqub was not motivated for physiotherapy and expressed 

lack of hope for improvement or ever being able to return to his home country. Instead of 

physical therapy, he wanted to focus on talking about the torture, and understanding why the 

torturers had localized specific body parts and targeted them with specific methods. Yaqub was 

anxious about hydrotherapy because of the water torture he endured, and did not meet to the first 

two sessions. In the third session, he complied and experienced enjoyment with activity in the 

warm water.  

Patient 5: Hassan (figure 11). Early in treatment, Hassan expressed ambivalence about 

going to treatment, but he decided to give it a try. At the same time, he is in the middle of the 

process of getting divorced, and 10-20 minutes of most therapy sessions focused on this process, 

or solicitations for statements and applications related to Hassan’s living situation, school and 

work practice. During exposure, he sometimes experienced headaches and bodily pain, which 

subsequently the therapist discussed with the physiotherapist between sessions of NET and PT. 

Around half of the sessions complied with the NET manual, with a pause for session 7-8 as 

Hassan confides that he has a marijuana abuse problem. Associations between drug use, PTSD 

and its treatment are addressed, and the therapist offers a referral to an addiction treatment 

center. Hassan rejects as he believes he will manage to quit on his own. Subsequently, he 

complied in all sessions, but found it difficult to endure exposure in the end, as he felt most of his 

symptoms were gone and rather wanted to focus on his future. Some sessions were focused on 

religion, identity, existential issues and experienced meaning after going to therapy. Also, 

reflections on how his traumas are related to his and his family’s current lives are the focus in 

one of the last sessions. At the end of treatment, Hassan had successfully ended his marijuana 

misuse and was working on the relationship with his wife, who was invited for the final therapy 

session.  
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Hassan has reduced function in several joints, but is proud of his refusal of letting this 

hinder him in being physical active and performing his ADL activities. He was cooperative and 

motivated for the treatment, and had physical therapy in all 10 sessions. After treatment, his pain 

intensity level was halved. He expressed that he wanted to return to his home country to show 

that he is healthy, and described his pain symptoms as “small troubles that can’t wear down a 

former guerilla soldier”. 

Patient 6: Maryam (figure 12). In the early stages of therapy, Maryam had high 

compliance with NET, and was motivated for exposure. During exposure, she often exhibited 

avoidance, manifesting in excessive details, and did not always reach optimal activation of affect. 

She cooperated when the therapist corrected and repeated the treatment rationale. From the 5th 

session, more time (10-15 minutes most sessions, and three whole sessions) had emphasis on 

current stressors; Maryam had received news from her home country, where her mother had 

fallen seriously ill. This was especially difficult for Maryam, as she was unable to return to visit 

her, and she had no social network to turn to. In the 16th session, she reports increased pain and 

distress, as she had been involved in an accident at work, and as a consequence suffered back 

damage and further decreased physical function. In sessions, Maryam struggled to conceal her 

pain, but it was difficult for her to do so. She reported constant fatigue, was frequently cold and 

walking was very painful for her. Therefore, the therapist used some time to work on sitting 

posture, relaxation, grounding and provided blankets. Mid-therapy, Maryam expressed a wish to 

move to a different part of the country, where she had family and social support. The therapist 

helped her to arrange this, and considered the availability of social support to be of great 

importance for Maryam and her psychological health. At the final follow up assessment, Maryam 

expressed that it felt good to have talked about the traumas. 

Also in the physiotherapy sessions, Maryam was distressed because of high pain intensity 

in her whole body, of both musculoskeletal and rheumatic nature. Despite this, and constant 

fatigue and headache, she complied with and was motivated to the physical exercise program in 

earliest treatment sessions. However, mid-treatment she suffered a further increase in pain after 

the aforementioned accident. 
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Adherence Challenges 

The therapists reported that it was sometimes challenging to keep to the treatment manual, 

as some of the patients had pressing needs that had to be prioritized, like help with housing 

applications or recurrent worries about their family. Some also received other type of help, like 

patient 1 who was concurrently involved in a family reunion project in the same treatment center, 

and patient 5 and 6 who received medical treatment. Without independent assessment of 

adherence, it is problematic to evaluate treatment adherence. However, in general, the adherence 

and compliance is considered variable, between low and moderate: For patients 2, 3, 5 and 6, 

adherence and compliance is evaluated as moderate, where most sessions were performed in 

accordance with the manual, with the exception of some time being used to discuss current 

stressors (3, 5 and 6) or relaxation exercises (2 and 6). For patients 1 and 4, compliance and 

adherence is evaluated as low, as few sessions were performed in compliance with the NET 

manual. 

Attrition and Drop-out 

Eight patients fulfilled the inclusion criteria for participation, but two was excluded from 

the project. One reported some psychotic symptoms in the assessment, which emerged as more 

pronounced than assumed when he started treatment. This patient turned up for the sessions, but 

did not receive NET, as stabilization was deemed appropriate. The other patient was initially 

skeptical to participate in the project, because of the religious affiliation of one of the therapists, 

however accepted it. Frequently, he did not meet for consultations, and as new appointments 

were scheduled, he rarely showed up. When confronted with this, he expressed a wish to continue 

but found it difficult to maintain a structured treatment, and the therapist decided to discontinue 

NET after seven no-shows. Both patients were offered a different type of treatment.  
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Summary of Results 

Table 2       

Changes in PTSD and Depression 

  

Patient 

number 
PTSD  

Severity  

(total score) 
Depression 

Severity  

(total score) 

CSC 

(CP) 

PTSD 

CSC (CP) 

Depression 

1       

Pre Yes Extreme(90) Yes Moderate(19)   

Post Yes Extreme(85) Yes  Moderate(20) No(5) No(1) 

Follow-up Yes Severe(74) Yes  Mild(15) Yes(16) No(4) 

2       

Pre Yes Extreme(94) Yes  Moderate(21)   

Post Yes Extreme(88) Yes  Moderate(19) No(6) No(2) 

Follow-up Yes Extreme(82) Yes  Moderate(22) No(12) No(1) 

3       

Pre Yes Severe(64) Yes Mild(11)   

Post No Mild(39) No  
Subthreshold 

(6) 
Yes(25) No(5) 

Follow-up No 
Few symptoms 

(9) 
No  

Subthreshold 

(5) 
Yes(55) No(1)  

4       

Pre Yes Extreme(91) Yes  Moderate(18)   

Post No  Moderate(53) Yes  Moderate(18) Yes(38) No(0) 

Follow-up No Mild(49) Yes  Mild(12) Yes(42) No(6) 

5       

Pre No Moderate(51) Yes  Moderate(17)   

Post No Mild(25) Yes  Mild(10) Yes(26) No(7) 

Follow-up No Mild(29) Yes  Mild(10) Yes(22) No(0) 

6       

Pre Yes Extreme(95) Yes  Moderate(26)   

Post Yes Severe(72) Yes  Mild(14) Yes(23) Yes(12) 

Follow-up Yes Extreme(86) Yes  Mild(14) No(9) Yes(12) 

CSC = Clinically significant change, CP = Change in points   
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Table 3   

Summary of results: PTSD and depression   

n= 6 Pre-post Pre-follow up 

No PTSD diagnosis at follow up 3 3 

Change in severity (PTSD) 4 4 

Change in diagnostic status (depression) 1 1 

Change in severity (Depression) 3 5 

Clinically significant change (PTSD) 4 4 

Clinically significant change (Depression) 1 1 

 

 

n=5, due to improper dating of the NOSF-MISS for patient 2 precluded the data for this patient 

from the dataset, ͣ n=4 as the final follow-up assessment with NOSF-MISS for patient 4 was not 

completed, CSC = Clinically Significant Change. 

Table 4    

Summary of results: Pain, functioning and quality of life 

n=5 Pre-post Pre-follow up ͣ 

Reduction in pain experience (CSC) 3 2 

Increase in pain experience (CSC) 1 1 

Improved physical functioning (CSC) 1 2 

Reduced physical functioning (CSC) 2 2 

Improved well-being (CSC) 1 1 

Reduced well-being (CSC) 0 0 

Improved sleep ͣ 1 1 

Reduced sleep ͣ 1 0 

Less financial struggles  ͣ 1 3 

More financial struggles ͣ 0 0 

Better coping strategies 1 1 

Worse coping strategies 2 3 
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Discussion 

Evaluation of the Combination Treatment 

In sum, at the group level, our study found that the treatment had effects on all symptom 

scales, in addition to pain and health-related quality of life (see table 1). In particular, large effect 

sizes were found for avoidance/numbing symptoms, followed by medium-to-large effects for 

general PTSD symptoms, hyperarousal, functional impairment and depressive symptoms. A 

medium effect was found for pain intensity, but only between the initial assessment and the last 

follow-up. As for the individual cases (see figures 7-12), a visual analysis of the symptom 

progression during the course of the treatment for these six patients does not reveal any clear 

trend, and there are substantial differences between the patients. Evidentially, some report a 

mostly steady course, while others describe a more fluctuating development – regardless of 

treatment response. Apparently, those who experienced lower severity at the follow-up (3 and 5) 

assessments also reported decreasing symptoms during the course of the treatment. Of note, two 

patients (4 and 6) have reported symptom relief at earlier phases of treatment, that do not appear 

to have been sustained at later stages. This might reflect that the therapy initially had effect, but 

that something happened that impeded further improvement, or that the nature of the therapy 

changed somehow. However, it is also possible that this initial response rather reflected 

measurement error or normal fluctuation in symptoms.  

Despite the modest decrease in PTSD symptoms observed in tracking the PTSD 

symptoms session to session, half of the patients no longer met the criteria for PTSD at the 3-

month follow up, and 4 out of 6 had reduced severity levels as well as experienced clinically 

significant change. Furthermore, this was maintained at the 6-month follow-up. Thus, the 

treatment effects seem to surface a while after finished treatment, where most of it is materialized 

3 months after treatment, whereas slight improvement also occurs from this point and three 

months later. For instance, patient 4 reported not feeling better after the last NET session, but at 

the 6 month follow-up both his PTSD and depression are mild, and he is back to work.  

As for depression, only patient 3 did not qualify for the diagnosis at follow-up, and he 

was also the only one with mild depression prior to treatment. In contrast, all other patients had 

moderate depression, and even though 5 out of 6 had decreased severity level, only patient 6 had 

a reduction that was classified as clinically significant. Still, at the group level, the effect on 
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depression was moderate, pinpointing that group level data not necessarily reflects real life 

improvement for individual patients, even in a small sample. As for pain experience, three 

patients (2, 3 and 5) have decreased pain intensity, two seems to have had no change (1 and 4) 

and one (6) appears to experience increased pain. In addition, we observed no differences 

regarding onset time of the physiotherapy in this study. The effects for pain intensity were small 

to moderate for the sample as a whole, however differed substantially between the patients with 

some having dramatic changes and others none. Even though 3 out of 5 had clinically significant 

pain reduction at the first follow-up, only two of them upheld these reductions 3 months later. 

The effects on PTSD and depression are comparable, although somewhat smaller, to other 

NET studies with torture survivors, thus supporting that NET can alleviate PTSD symptoms in 

torture survivors (Halvorsen & Stenmark, 2010; Patel et al., 2014). Also, although we have not 

been able to control for confounding factors, spontaneous remission of chronic PTSD is unlikely 

(Halvorsen & Stenmark, 2010). Still, it cannot at this point tell us much about the additive effect 

of physiotherapy, or whether the increase from 10 to 20 NET sessions made any difference. Our 

patients experienced pain reductions as a group, but there are considerable individual differences 

in type of physiotherapeutic treatment received, compliance and outcome, and it was not possible 

to discern whether the change happened because of the physiotherapy using this study design. In 

sum, our study offers some promise to the potential effectiveness of a combination treatment that 

seems to alleviate PTSD and pain symptoms in some patients. However, as some did not improve 

and others dropped out of treatment, there are still many uncertainties that we need to address 

with further research.  

Generalizability of the Treatment 

The combination of NET and physiotherapy may be a promising treatment development 

for torture survivors with chronic pain and PTSD. However, as this study failed to illustrate an 

unambiguous treatment effect on PTSD and pain symptoms, we cannot conclude that it is 

generalizable across different clinical cases. On the contrary, our results indicate that the 

treatment worked for some, while not for others. Thus, it highlights the need to examine what 

factors influence the treatment outcome. In this regard, both identifying who might benefit from 

this treatment as well as those who would need something else is in order. Of course, with this 

research design, we cannot conclude that our patients improved because of the treatment 
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provided. Still, assuming that they did, we aim to discuss possible explanations for the 

differential outcome of our patients, as identifying what factors may mediate or moderate the 

outcome is of great importance for clinicians. In sum, two (3 and 5) of our patients have become 

much better, another two (1 and 4) have improved but still experience substantial distress and two 

(2 and 6) have not improved. For the sole purpose of comprehensibility, we will from here on 

refer to the first group as “responders”, the second as “partly responders” and the third as “non-

responders”. One of the most intriguing questions in clinical research is “What works for 

whom?” (A. Roth & Fonagy, 2006). In the following, this will be the point of departure for a 

further discussion of our results.  

PTSD. First, a possible explanation for absence of improvement of PTSD symptoms, is 

that lack of compliance led to that the supposed mechanisms of change was not activated in some 

of the therapies. Compliance and adherence issues were mainly described by the therapists of 

patient 1 and 4, including avoidance during exposure, lack of visible emotions and shortage of 

time. Apparently, compliance issues were more pertinent to the partly responders than the non-

responders; thus, it might be that the partly responder would have had better outcomes if 

compliance and adherence improved, while the non-responders do not seem to benefit from the 

treatment for other reasons. If lack of compliance was a hindrance to effective treatment, it is 

important to find ways to increase it. Avoidance in terms of going into detailed descriptions was 

described as challenging in several of the cases, and can be understood as “safety behavior” from 

a behavioral therapy perspective (Telch & Lancaster, 2012), “experiential avoidance” in 

acceptance-and-commitment framework (Marx & Sloan, 2005) or “intellectualization” in the 

psychodynamic tradition (Messer & Warren, 1995). Either way, it is assumed to reduce activation 

of affect and thus impede exposure. Safety behavior is assumed a maintaining factor in anxiety 

disorders (Wells, 1990), and use of safety behaviors in session has been associated with reduced 

effect of exposure therapy (Telch & Lancaster, 2012). Activation of the fear network is assumed 

to be crucial in exposure therapy and avoidance impedes contextualization in NET. Thus, one 

suggestion to increase compliance could be to target the safety behavior specifically in treatment, 

especially with patients that are highly verbal, with tendencies towards intellectualization. 

 Another observation was that the responders had the lowest severity of PTSD prior to 

treatment (severe and moderate, applying Weathers’ categories), whereas both the partly 
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responders and non-responders had extreme PTSD at treatment onset. Nevertheless, the partly 

responders had decreased severity levels at follow-ups. One possible explanation for this is that 

NET is most effective for those with lower severity of symptoms, similar to for example CBT for 

depression which has been found to be most effective for moderate/mild cases (Arch & Ayers, 

2013). Another possibility is that our results reflect a ceiling effect, and that the treatment only 

has an effect up to a certain degree: Montgomery and Patel (2011) describe how improvement 

can be difficult to measure when patients initially report maximum levels of symptom severity. 

For instance, patient 4 and 5 both had approximately the same decrease in percentage, but as 

patient 5 had lower severity prior to treatment, he loses his diagnosis whilst patient 4 does not. 

Perhaps there is a dose-effect relationship between treatment and PTSD similar to that of 

experienced traumas and PTSD (Catani et al., 2005; Mollica et al., 1998)? In the framework of 

the dual processing theory, the fear networks would be more extensive in those with increased 

severity, and thus it might take more sessions to expose to the different traumatic memories. If 

this is the case, a treatment implication could be to implement intermittent therapy with time 

limited NET. In this way, partly responder patients like 1 and 4 could return at a later point to do 

another round of NET, extending the narrative and perhaps go further in decreasing their 

posttraumatic struggles. A hypothesis could be that patients with particular high symptom load 

might benefit from intermittent therapy, with stepwise symptom remission. To our knowledge, no 

intermittent therapy for PTSD exists, however phase-oriented therapy is used for patients with 

PTSD, combined with emotion regulation and interpersonal problems, and especially the STAIR-

NT (Skills Training in Affective and Interpersonal Regulation) have gained some empirical 

support (Cloitre & Schmidt, 2015; Hassija & Cloitre, 2014).  

 However, the effects in this study are slightly smaller than those found in other studies, 

and this would not explain why the non-responders did not benefit from the treatment. In our 

study, what separated the non-responders from the other patients is that they have several 

comorbid diagnoses; they both have additional social phobia and panic disorder. Patient 6 also 

suffers from recurrent depressive disorder and fibromyalgia. Perhaps comorbid social phobia 

and/or panic disorder negatively moderate treatment, like for instance GAD does in treatment of 

other anxiety disorders (Wells, 1997). In fact, a group of researchers (Hinton et al., 2005; Hinton, 

Rivera, Hofmann, Barlow, & Otto, 2012; Hinton et al., 2006) has found support for a culturally 

adapted CBT for South East Asian traumatized refugees with both PTSD and panic disorder. 
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Another explanation could be that the comorbid disorders impede the therapeutic processes 

necessary for NET to work, like for example interfering with the therapeutic relationship. 

Alternately, these diagnoses may reflect that the PTSD symptoms have been generalized to an 

extent that encompasses broader areas of their lives, mental functioning and levels of anxiety. In 

any case, both disorders can possibly lead to social avoidance or isolation, and thus hinder social 

support, which is indeed a factor associated with mental health and treatment prognosis in 

refugees (Başoğlu et al., 1994; Emmelkamp et al., 2002; Oppedal & Idsoe, 2015; Schweitzer et 

al., 2006; Smyth, Siriwardhana, Hotopf, & Hatch, 2015).  

 A different hypothesis is that the patients comprise distinct diagnostic categories. Not 

only do the partly responders and non-responders have more severe PTSD, they also report 

inflated pain intensity after treatment compared to the responders. This is in line with earlier 

findings, where pain is found to moderate treatment of PTSD and vice versa. As some have 

suggested, comorbid pain and PTSD may constitute a special entity with shared maintaining 

factors, and may require distinctive treatment that targets both (Liedl & Knaevelsrud, 2008; 

Sharp & Harvey, 2001). Alternately, the responders may have PTSD whilst the other patients 

have what Elsass (1998) would label as a “torture syndrome”, including depressive and 

somatoform reactions, incomplete emotional processing and existential dilemmas in addition to 

posttraumatic symptoms. In this framework, the PTSD diagnosis can explain only some of the 

struggles torture survivors experience, thus demanding a broader treatment approach. Moreover, 

opponents of using the PTSD diagnosis outside Western societies argue that the PTSD diagnosis 

is too narrow and ethnocentric (Chakraborty, 1991), and fails to encompass the magnitude of the 

traumatic effects of torture (Allodi, 1991). Indeed, if this is the case, it might explain why some 

patients do not respond to NET. Simply put: PTSD is an indication for NET, and if patients in 

reality have something else than PTSD, this may explain why they do not respond to NET. 

Regardless, scientific inquiry into finding effective treatment for those who do not benefit from 

current approaches is in order. Finally, Silove (2003) states that current stressors might impede 

recovery. In fact, patient 6 showed improvement in PTSD early in therapy which subsequently 

declined and instead was aggravated. The aggravation concurred in time with her receiving news 

of her mother’s serious disease in her home country, and worries about being able to visit her. Of 

note, about the same time she had a work-related accident, a fall, which led to increased pain and 

reduced mobility and functioning. In addition, one patient was not included in the study because 
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of the toll the difficult situation in his home country put on him. In sum, this illustrates how 

avoidance may lead to lack of compliance to the NET manual, comorbid anxiety disorders or 

PTSD severity level may moderate treatment outcome, the patients may belong to distinct 

diagnostic categories, or that post-migratory factors, such as current stressors, might hinder 

effective trauma focused therapy to take place.  

Depression. The lack of effect on depression might be explained by NET’s targeting of 

pre-migratory factors with less emphasis on current, post-migratory stressors (Nickerson et al., 

2011) or maintaining factors (Matthews & Wells, 2004) that are more associated with depressive 

symptoms. Actually, therapy with patient 6 was the one that focused most on current stressors: 

She received help to implement an important change in her living situation, and she was also the 

only one who experienced clinically significant change in depression. After finishing treatment, 

she received help from her therapist to move closer to her family in a different part of the 

country, and it is possible that this change in social support, and reduction of social isolation, 

brought about the observed reduction in depressive symptomatology. This highlights a point 

described by clinicians working with refugees (Elsass, 1998); that current stressors can be of 

higher priority for the patient, and that there often are extratherapeutic issues to be worked 

through that can be of big importance. In fact, almost all therapies (maybe except for 2 and 3) 

addressed housing difficulties which may be reflected in the reduced financial struggles reported. 

As a diminished stressor, this financial and living situation improvement may indirectly have 

contributed to reduced distress. On the other hand, current stressors might be understood as 

“therapy-disturbing factors”, which implies that stabilization must be in place for effective 

trauma-treatment to take place. On the other hand, NET has indeed been found to be effective in 

refugee camps even under instable conditions (Neuner et al., 2008; Neuner, Schauer, Klaschik, et 

al., 2004). Saying this, it might be that the social support in a refugee camp differs from what one 

might experience in a foreign culture as a refugee, with limited social contact and family 

networks.  

Pain. Notably, those who reported the most favorable outcomes on the PTSD symptom 

scale also achieved the lowest levels of pain at both follow-up assessments, in addition to 

improved physical functioning. In contrast, those with least improvement reported a steady or 

aggravated course of pain intensity, accompanied by a slight decrease in physical functioning. 
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For instance, Patient 6 suffered an accident mid-treatment, and subsequently reported increased 

physical complaints and pain.  

These results can be interpreted in a number of ways: First, as postulated elsewhere in the 

literature, pain may moderate the treatment outcome of PTSD (Asmundson, 2014). However, 

patient 3 was the one with the highest pain score prior to treatment, and also the one with the 

largest symptom reduction both for PTSD and pain. Second, that pain and PTSD share mutually 

maintaining factors, as postulated by Sharp and Harvey (2001): These factors include attentional 

biases, anxiety sensitivity, trauma-reminders, avoidance, depression, reduced activity levels, pain 

perception and cognitive demand that limit the use of adaptive strategies. They suggest that 

exposure should be combined with cognitive therapy and working with coping strategies. Indeed, 

an increase in negative coping mechanisms was found at the group level in this study. Also, 

patients 1, 2 and 6 reported reduced mobility prior to treatment, which could impede physical 

activity and thus successful treatment. A third possibility might be that the responders 

experienced pain reduction as an indirect effect of successful PTSD treatment, mediated by 

reduced depression, as according to the R. S. Roth et al. (2008) model. In this vein, unsuccessful 

PTSD treatment is a hinder for reduction in depression, and indirectly pain, in addition to 

improved functioning. In our study, this seems to hold for the two responders where the 

improvement on PTSD and pain align, but not the other patients. Fourth, outcome may depend on 

interactions between different levels of pain intensity and PTSD symptom clusters, as in Clapp et 

al. (2008)’s synergistic model. Currently, we do not know how this model fits with torture 

survivors, but an interesting hypothesis could be that different pain characteristics moderate 

PTSD and its treatment differently. Knowledge about such interactional effects between 

symptom clusters and levels of pain could help us sophisticate the timing of our interventions. A 

final hypothesis apply to the availability of effective physiotherapeutic intervention, that is to say 

that effective physiotherapy moderate, or make possible, PTSD treatment outcome. The small 

sample size precludes this study from answering this question, especially owing to the fact that 

the six patients received differential treatment methods for different physical conditions. In 

theory, if we implemented effective physiotherapy treatment using the same design as in this 

study we should have detected a consistent pattern where pain intensity decreased at its onset, 

regardless of whether it started after the 3rd, 6th or 9th NET session. Despite the growing 

knowledge base regarding torture (for an overview; Amris & Prip, 2000a), the development of 
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guidelines on the subject (Amris & Prip, 2000b)  and clinical experience with survivors (CVT, 

2014), no systematic studies have proven the effectiveness for physiotherapy with this group. 

Also, despite some generalized findings on the consequences of torture – as generalized 

dysfunctional pain modulation (Defrin et al., 2014), and that different torture methods lead to 

different health outcomes – the current understanding and treatment guidelines are variable 

(Holten et al., 1995). With this in mind, it is possible that the responders had pain conditions that 

were more treatable than the others were. What is more, since they had less mobility problems it 

is possible that they were better able to make use of the physiotherapeutic tasks. In fact, the 

responders were described as complying with their physical therapy without hindrance, whereas 

particularly patient 1 and 6 had physical disabilities which impeded them from performing parts 

of the recommended treatment. We can surely expect that many future torture patients will have 

physical disabilities; we therefore need to be able also to provide physiotherapy this group may 

benefit fully from. In sum, our study did not find a clear effect of the physiotherapy for torture 

survivors; but highlights the need for further research in this population: Both clinical trials with 

physiotherapy to find effective treatment strategies, and studies that broaden our understanding of 

pain in torture survivors.  

Quality of life and functioning. In this study, the effect on functional impairment 

attributed to posttraumatic symptoms was medium, whereas no effect was found for physical 

functioning or quality of life, except for a small effect between the pre-test and the final follow 

up assessment. In fact, only one patient had clinically significant improved quality of life. 

Moreover, two patients reported improved physical functioning, but another two seem to have 

reduced physical functioning. One reported improved sleep, one reduced sleep and half of the 

patients reported less financial worries at the final follow-up. Economic struggles may have 

decreased as a result of improved housing situations, as this was frequently targeted in these 

therapies. Otherwise, in general, the patients in this study have not experienced much 

improvement in quality of life or functioning. However, the impaired functioning and subjective 

distress attributed to posttraumatic symptoms appear to be reduced, corresponding to the decrease 

in symptom load. As such, this approach seems to be more effective in reducing symptoms than 

improving functioning and quality of life. This is contrary to the notion (R. S. Roth et al., 2008), 

that assumes that successful reduction of PTSD symptoms will lead to improved functioning and 

quality of life. However, a recent Cochrane review reported that no clinical trials with torture 
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survivors has reported effects on these measures, and usually the only effects found are within 

trials with CBT or NET, that tend to report reduced PTSD symptoms and general emotional 

distress (Patel et al., 2014).  

According to Montgomery and Patel (2011), quality of life and functioning indexes are 

more appropriate outcome measures than symptom scales, thus current treatment approaches are 

not successful in achieving this. According to Clapp et al. (2008), there are indications of a 

synergistic relationship between PTSD, pain and quality of life, and a deeper understanding of 

such interactions in the context of torture survivors could enhance our ability to tailor better 

treatment strategies. With reference to physiotherapy, experienced physiotherapists working with 

torture survivors have developed a treatment program that does not focus on decreased pain 

intensity, but rather being able to “live an active life despite pain and limitation of physical 

function” (Amris & Prip, 2000b, p. 112). Within this framework, our use of BPI as an outcome 

measure is inappropriate. Also, as the indexes used in this study are not validated for use with 

refugee torture survivors, they may be inadequate, as use of quality of life measures outside the 

samples they were initially testes can be problematic with regard to cross-cultural validity 

(Corless, Nicholas, & Nokes, 2001). Therefore, it is of utmost importance to develop and validate 

instruments we can use in clinical research in this population.  

Limitations of the Study 

This study has a number of methodological limitations. First, using an A-B case series 

design and its accompanied small sample size impedes generalization to other populations, even 

though our results fit with those of earlier studies (Halvorsen & Stenmark, 2010; Patel et al., 

2014). Second, lack of control group, only two baseline measures and no control of eventual 

parallel pharmacotherapy makes it difficult to assess whether the effects found are the 

consequence of the treatment provided, and not owing to common factors (Benish, Imel, & 

Wampold, 2008), regression to the mean (Galton, 1886) or spontaneous remission (Krogsbøll, 

Hróbjartsson, & Gøtzsche, 2009). Therefore, our results should be interpreted with great caution, 

while still acknowledging that spontaneous recovery is unlikely after chronic struggles at the 

extent the patients in this study suffered (Halvorsen & Stenmark, 2010). Third, our results may be 

prone to selection bias, as the attrition in this study comprised almost one third of the whole 

sample, and the inclusion of these patients might have led to larger or smaller effects. Fourth, the 
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questionnaires were administered by an interpreter, for all but one patient, which could further 

compromise the reliability. Fifth, the validation of the instruments might be limited by cultural 

factors (Corless et al., 2001), as they are not validated in refugee populations (Patel et al., 2014). 

Sixth, the NOSF-MISS is developed primarily for clinical use (Fredheim et al., 2008), and may 

be unsatisfactory for research on torture survivors who may require more sophisticated and 

meticulous instruments. Seventh, there was a lack of independent evaluation of adherence and 

compliance, thus the therapist self-report is susceptible to bias (Higgins & Altman, 2008). 

 In general, the scientific quality of the existing evidence regarding treatment of torture 

survivors has been evaluated as low (Patel et al., 2014). At the same time, there are ethical 

considerations that sometimes compromise methodology. For instance, it is deemed unethical to 

randomly assign torture survivors to a wait-list control. Also, the common practice of abandoning 

parallel treatment during clinical trials is problematic, and it is thus challenging to study the 

isolated effect of NET and physiotherapy as multidisciplinary interventions often are 

unavoidable. However, with regard to external validity it might be unlikely to have an exclusive 

focus on traumas without taking current stressors into account. Furthermore, complexities in the 

nature of what we study should not discourage scientific exploration. Despite its limitations, this 

study is original in its aim to couple physiotherapy with NET, and demonstrates that some torture 

survivors that suffer high symptom loads can achieve good outcomes when working parallel with 

traumas and pain. It highlights the complexities regearding assessment and treatment of torture 

survivors, exemplifies the point that no treatment works for all patients, and provides hypotheses 

as for why that might be. Our hope is that it stimulates further research, that will enable further 

sophistication of rehabilitation strategies for torture survivors.  

Future Research 

Our propositions include systematic clinical trials to evaluate treatment effectiveness for 

torture survivors, both for existent trauma-focused therapy within an intermittent framework as 

well as physiotherapy. If effective physiotherapy moderate PTSD treatment outcome, we need to 

identify what impedes it, and find innovative solutions as to how we can circumvent those 

obstacles as well as examine which treatment methods are most effective. One way to do this, 

could be to be inspired by a recent Danish study in a treatment center for tortured refugees, where 

patients underwent assessment before and after treatment, and their therapists registered the 
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particular psychotherapeutic techniques implemented after each session (Buhmann et al., 2015). 

If incorporated into regular practice and accomplished for a longer period, this cumulative 

database could enable us to examine relationship between different methods, moderating 

variables and treatment outcomes. Furthermore, continued exploration of how PTSD and pain 

interact, also specifically applied in the context of torture survivors is endorsed. As different pain 

characteristics may moderate PTSD and its treatment differently, an interesting study aim could 

be to examine how for instance neurogenic, muscoloskeletal and psychosomatic pain is related to 

PTSD symptoms clusters and its treatment. In addition, we encourage studies that investigate 

other moderating variables, such as comorbid diagnoses, using individual component analyses. 

Also, the search for the existence of a torture syndrome or PTSD subtypes is advised, and if 

found, the subsequent investigation of whether these have differing treatment outcomes. 

Appreciating individual differences and how they affect treatment can provide valuable insight, 

and inform clinicians working with torture survivors. This could enable us to discern those who 

might benefit from NET from those who would need something else. 

Summary and Conclusions 

In this study, we have evaluated a novel treatment approach coupling narrative exposure 

therapy with physiotherapy for torture survivors suffering from chronic pain and PTSD. It adds to 

existent reviews supporting NET’s effect on posttraumatic symptoms in this group, but further 

research, with more meticulous design, is required to answer how the physiotherapy influence 

treatment outcome. Furthermore, we have discussed the generalizability of this combination 

treatment, through a series of six different cases. We conclude that this treatment seems to help 

some patients, whereas others might benefit from alternative approaches.  In summary, the 

patients in this study report different outcomes regarding symptom severity, pain intensity, level 

of functioning and quality of life. We have observed differences in compliance and adherence to 

the treatment, particularly related to avoidance in sessions. In addition, in the small set of cases, 

there appear to be effects of events external to the therapy that might interact with symptom 

levels, including comorbid diagnoses and daily life stressors. At this point, we need to consider 

all these aspects as we plan larger studies and attempt to address the above-mentioned 

hypotheses. No treatment works for everyone, and finding what works for whom is among the 

most important questions we ask in clinical research. 
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