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Abstract
Introduction: The Center for Victims of 
Torture has developed an interdisciplinary 
group treatment. The program is supported 
by a clinical assessment that records a broad 
set of indicators of participant experience and 
functioning. 

Methods: Survivors are identified through 
referral systems, community education and 
sensitization campaigns, contacts and trainings 
with other NGOs and health care providers. 
Following an informed consent process, sur-
vivors participate in a comprehensive individ-
ual assessment and then progress to a 10-week 

program. Wherever possible, follow-up assess-
ments are conducted 2 weeks after the ses-
sions end, and at 3, and 9 months following 
completion. 

Results: On average, participants who com-
pleted 3-month follow-up assessments showed 
statistically and clinically significant improve-
ments. 

Discussion: Provisional results are encour-
aging. As nearly all participants receive both 
counseling and physiotherapy (PS), it is diffi-
cult to know which benefits can be attributed 
to PS alone. 

Keywords: group PS, interdisciplinary care, 
refugee, pain, pelvic floor.

Introduction
Many survivors of torture suffer from a wide 
range of physical and psychological symptoms 
and conditions (Crosby, 2013) which may 
benefit from PS intervention. These include: 
traumatic brain injuries, nerve injuries, injury 
to various parts of the body from beatings in-
cluding those to the feet; burns; damage to 
the pelvic floor from sexual torture; fractures 
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and amputations (Amris et al., 2019; Prip et 
al., 2016). Further, many survivors of torture 
have issues with chronic pain, even years fol-
lowing their torture experiences (Harlacher et 
al., 2019; Kaur et al., 2020; Wang et al., 2016; 
Williams & Baird, 2016). 

Survivors who have experienced torture 
and other forms of trauma also often expe-
rience: decreased body awareness (numbing 
of sensations and difficulty identifying sen-
sations, decreased flow and vitality of move-
ment), self-regulation problems (unable to 
control bodily symptoms of emotional dis-
tress), anxiety (shortness of breath, muscle 
tension, headaches), depression (fatigue, 
joint pain, headaches, gastrointestinal dis-
turbances, chronic pain) and cardiorespira-
tory symptoms such as heart racing, shortness 
of breath, chest heaviness, difficulty breathing, 
as well as sleep issues (Sandahl et al., 2017; 
Stammel et al., 2017). 

Chronic pain in survivors of torture
Many survivors have issues with chronic pain, 
even years after they have experienced torture 
(Amris et al., 2019). The location of pain is 
at times correlated with the type and loca-
tion of torture, such as having foot pain after 
sustaining falanga torture (Prip et al., 2016), 
head pain after traumatic brain injury, shoul-
der pain following suspension, and pelvic and 
back pain following sexual torture (Amris et 
al., 2019; Baird et al., 2017; Kaur et al., 2020; 
Nordin & Perrin, 2019; Olsen et al., 2007; 
Tsur et al., 2020; Wang et al., 2016; Williams 
& Baird, 2016). .

There is an expanding body of evidence 
showing that pain neuroscience education 
results in diminishment of pain and improved 
function. These interventions are typically 
paired with goal setting, instruction in ways to 
improve sleep, as well as in instruction in safe 
progression of exercises and functional mobil-

ity, as part of a biopsychosocial approach to 
PS (Sallinen, 2018). No matter the type of 
pain (nocioceptive-from damage or potential 
damage to body, neuropathic—from damage 
to somatosensory nervous system or psycho-
somatic) skilled PS instruction often yields 
clinically meaningful improvement in pain 
(Harlacher et al., 2019; Louw et al., 2016; 
Wang et al., 2016; Wood & Hendrick, 2019). 
It is also essential that physiotherapists (PTs) 
present information about pain in reassuring 
yet accurate ways, so as to enhance placebo 
effects and to minimize nocebo effects (Ros-
settini et al., 2020).

Sleep deficits
Deficits of sleep are commonly found among 
both those experiencing chronic pain and 
post-traumatic stress disorder (PTSD). The 
resulting insufficient sleep often leads to 
maintenance of pain, and decreased mood 
and energy level (Andrews et al., 2014). 
PS-led education often produces subjective 
improvements in patients’ sleep duration 
and quality. The PTs typically instruct in 
relaxation techniques, mind-body connec-
tions, sleep positions and use of props such 
as pillows to decrease pain, and even in ideal 
timing of exercise and intake of food and bev-
erages, in order to help patients to improve 
sleep (Nielsen, 2014; Sandahl et al., 2017; 
Siengsukon et al., 2017). 

Pelvic floor considerations 
PTs instruct patients in pelvic floor-related 
programming in both group and individual 
sessions in matters such as: ways to prevent 
urinary and fecal incontinence, constipa-
tion, painful sexual activity and other related 
topics. There is evidence to show that partici-
pating in either group or individual PS with 
pelvic floor emphasis can lead to meaningful 
improvements (Rosenberg, 2007).



T
O

R
T

U
R

E
 V

o
lu

m
e

 3
0

, N
u

m
b

e
r 3

, 2
0

2
0

29

S P E C I A L  S E C T I O N :  P H Y S I O T H E R A P Y  F O R  T O R T U R E  S U R V I V O R S  ( 2 )

Interdisciplinary needs
Survivors of torture (SoT) typically have 
complex needs. There is evidence to support 
the need for PTs and other members of the 
team working with SoT and other forms of 
trauma to teach survivors about mind-body 
connections, including the role of breath, re-
laxation and practices of mindfulness (Gard 
& Gyllensten, 2018; Van Damme, 2018). It 
has been proposed that patients be allowed 
opportunities to practice these approaches 
(Andersen et al., 2020; Buczynski et al., 2018; 
Nordbrandt et al., 2020; O’Sullivan, 2015; 
Persson et al., 2008; Price & Hooven, 2018). 
Because of these complex needs and frequent 
co-morbidities, many have argued that an in-
terdisciplinary approach to treatment, includ-
ing PS and counseling, is ideal (de Ruiter et 
al., 2018; Stammel et al., Wang et al., 2016). 

Individuals with chronic pain from a 
variety of causes often benefit from a multi-
disciplinary treatment approach as well (Sara-
giotto et al., 2016). 

Interoceptive awareness training
PTs should create opportunities for survi-
vors to increase their interoceptive awareness, 
which is the ability to identify, understand, 
and respond to signals of the body appropri-
ately (Buczynski et al., 2018; de Ruiter et al., 
2017; Price & Hooven, 2018). The survivors 
should have exposure to sensations, such as 
faster breathing and heart rates, in a safe and 
supportive environment, where their fears 
and concerns are normalized and addressed. 
Care is taken to gradually progress the in-
tensity of exercises to tolerance and to have 
these activities be enjoyable. By learning to 
focus attention inside of the body, such as to 
be able to soften areas of muscular tension, 
survivors can learn to have more control over 
their bodies (Price & Hooven, 2018; Walker & 
Shepherd, 2001). 

Self-sufficiency in survivors of torture
Vancampfort and Stubbs (2018) emphasize 
that when working with survivors of trauma, 
and with patients who have chronic pain, it 
is essential that PTs guard against fostering 
excessive dependence on the PT. It is crucial 
that survivors learn skills that they can utilize 
cany time that they experience pain (Gard & 
Gyllensten, 2018; Jones & Kulnik, 2018). PTs 
need to focus on empowering SoT to learn 
strategies of pain reduction, exercise, im-
proved posture and body mechanics, as well 
as to restore body awareness and to control 
their most disturbing symptoms. SoT should 
be empowered to be as independent as pos-
sible and to have knowledge about the role 
of exercise, pain management, body-mind 
connections and other concepts which are 
presented during PS sessions (Nielsen, 2014; 
O’Sullivan, 2015; Amris et al., 2019). It is im-
portant that patients also learn about the role 
of aerobic exercise in improving mood and on 
helping to decrease depressive symptoms as 
well. PTs have an important role in helping 
patients to find enjoyable ways to exercise 
safely (Knapen et al., 2018). 

Rationale for group model development
Group PS is as effective as individual PS, for 
both those with mental health (Skjaerven et 
al., 2018) and physical health concerns (An-
dersen et al., 2019; O’Keeffe et al., 2017). 
There are few studies that demonstrate the 
efficacy of group PS for survivors of torture 
(Harlacher et al., 2019; Nordbrandt et al., 
2020). 
In a study, where survivors were randomly 
assigned to either treatment as usual (with 
no PS), Basic Body Awareness Therapy 
or mixed physical activities, subjects in all 
groups showed similar improvement. As each 
PS intervention is different, in terms of dura-
tion, interdisciplinary model, and PS model, 
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it is difficult to compare interventions and 
to demonstrate which portions of PS inter-
ventions are most effective for survivors of 
torture.

The Center for Victims of Torture (CVT) 
group PS model 
In the last 10 years, more than 7,000 SoT 
and other forms of trauma have been treated 
by CVT PTs in Jordan and Kenya. In Jordan, 
services are provided at the CVT office in 
Amman. In this program, 74% of the pa-
tients over the last 3 years have been from 
either Syria or Iraq, with 21% from Sudan. 
In Kenya, CVT provides PS in Nairobi and 
near the Kakuma refugee camp. In Nairobi, 
participants attend sessions at one of three 
urban clinics located in neighborhoods with 
high refugee populations (Eastleigh, Kayole 
and Riruta). In Kakuma, the program is 
located in one of three “villages” (Village 1) in 
Kalobeyei Integrated Settlement. Kalobeyei 
is located several kilometers from Kakuma 
refugee camp and is close to the border 
between Kenya and South Sudan. There are 
separate small buildings for counseling and 
PS services. In both Kenya programs, the 
biggest population groups have been from 
the Democratic Republic of the Congo and 
Burundi. In the Jordan program, there are 
specialized interventions for children. This 
article describes only the adult PS program 
only and the data shared is regarding adult 
participants. In all program locations, there 
is simple equipment, such as yoga mats and 
exercise bands.

PTs perform subjective and objective as-
sessments, including measuring strength, 
range of movement, posture, gait and body 
mechanics. In CVT programs that include 
PS, each participant always receives counsel-
ing services as well. The team members col-
laborate and refer to social work services as 

needed. CVT’s PTs adhere to the principles of 
the International Organization of PS in Mental 
Health (IOPTMH). These include providing 
health promotion, preventive health care, as 
well as rehabilitation for both individuals and 
groups (Probst & Van Damme, 2018). 

Although some survivors require individ-
ual PS sessions, a majority of CVT patients are 
seen in groups of between eight and 12. The 
participants are typically grouped by gender, 
with the exception of mixed gender LGBTI 
groups in Nairobi, as well as by country of 
origin. Each session includes check in and 
support on goal attainment, exercise, practice 
of new activities and education about relevant 
topics. Under the direction of the PT, survivors 
also support each other in overcoming barri-
ers to goal achievement.

PTs lead discussions and provide psycho-
education about bodily symptoms of trauma, 
persistent pain and ways to improve sleep. For 
example, many survivors are not aware that it 
is important not to drink caffeinated bever-
ages or to exercise heavily soon before going 
to bed and are able to make changes which 
enhance their quality of sleep after they receive 
the education.

PTs utilise a trauma-informed approach in 
order to avoid retraumatizing participants and 
to maximize their improvements. PTs offer 
choices, use invitational language, touch par-
ticipants only with permission, and respect 
cultural norms of survivors. Many of those 
who have undergone torture are hyperaware 
of bodily sensations. PTs guide survivors to 
be able to challenge their maladaptive beliefs, 
as these often contribute to avoiding resump-
tion of activities. In her book, Trauma and Re-
covery (1992), Judith Herman, a respected 
pioneer in the field of healing from trauma, 
describes three stages of recovery. CVT coun-
selors and PTs base some aspects of our treat-
ment models on her work. 
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1. Safety and Stabilization. (Sessions 1, 2 and 3)
During this introductory phase, the survivor 
often feels vulnerable. Providing a safe space 
to participants is important in this phase. It 
is crucial to stabilize their physiological and 
psychological reaction to trauma. Depending 
on the safety measures in place in the country 
to which survivors of torture have fled, such 
as whether or not they have UN-protected 
status or aspects relating to their socioeco-
nomic status and security of their housing, 
SoT have various degrees of feeling safe in 
their overall environments. As needed, CVT 
counselors and PTs refer survivors to other 
local or international NGOs and to CVT 
social workers to address these issues. Provid-
ing a sense of safety for those in PS sessions 
also refers to the importance of having par-
ticipants agree on principles such as confiden-
tiality and mutual support. In addition, PTs 
must carefully adhere to principles of trauma-
informed care. This stage is the starting point. 
It is necessary for all healing and engagement 
that follows. In PS group sessions, emphasis 
is on relaxation and breathing, posture and 
body mechanics and gentle self-touch. Sleep 
hygiene discussions and psychoeducation 
about symptoms of trauma are also typically 
provided during this stage. 

2. Remembrance and Mourning. (Sessions 4, 5, 
6, 7 and 8)
Once the sense of safety is restored (to the 
fullest extent possible) and the survivor is 
stabilized to the extent that the effects of the 
trauma no longer overwhelm their capacity 
to function, it is possible to work towards 
assimilation and integration of the trauma. 
During the five sessions of this phase, there 
is an emphasis on pain education and reduc-
tion, stretching, strengthening, balance, body 
mechanics, aerobic exercise and pelvic floor 
functioning. In all programs, therapeutic pain 

education is provided for participants that 
may help them to better identify, localize and 
decrease their pain. Discussions about pain 
from a neuroscience perspective are led by 
the PTs in groups. Survivors often express 
relief that chronic pain does not mean that 
an injury has not healed, and that worse pain 
does not mean worse injury. In addition, they 
learn that while acute pain has an important 
protective function, chronic pain no longer 
has a function. Culturally appropriate meta-
phors are used (Louw et al., 2019) such as; 
chronic pain being like a lion in the room, 
rooster which will not stop crowing, an overly 
sensitive alarm clock, etc. They are often re-
assured that despite negative messages which 
may have been planted by the torturers, they 
can gradually decrease their pain and improve 
their overall functional mobility without 
causing injury to themselves. To reduce any 
stigma and to normalize the need for educa-
tion, PTs instruct all group members in tech-
niques such as pelvic floor strengthening and 
relaxation exercises. The loss of prior physi-
cal abilities is acknowledged as is the work of 
regaining or compensating for their loss. See 
Figure 1 below for more detail.

3. Reconnection (Sessions 9 and 10)
The reconnection stage involves rebuilding 
one’s life and one’s future. By being able to 
overcome feelings of isolation through the 
reconstruction of meaningful social connec-
tions, quality of life is enhanced. Many who 
are in the reconnection stage of recovery find 
that they can resume activities, such as playing 
football, running, playing with their children, 
taking care of their household needs and re-
suming livelihood activities. 

Each participant is given a packet with 
pictures of their home exercise program, as 
well as tips about posture, body mechanics 
and other key concepts. Participants are re-
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minded that they will have formal follow up 
sessions with PTs at regular intervals and are 
encouraged to contact the CVT PS team as 

needed. There is often a sense of acceptance, 
that while SoT may not be able to perform 
the activities in exactly the same manner that 

•	 	Safe space for survivors (confidentiality, informed consent, privacy, environmental 
considerations)

•	 	Establishing trust amongst participants and between participants and physiotherapist
•	 	Explanations of physiotherapy, discussion group norms, expectations of outcomes in-

cluding specific goals of group members
•	 	Education about trauma and its effects
•	 	Helping survivorss to recognize their feelings and associated physical symptoms
•	 	Teaching techniques for relaxation and managing anxiety
•	 	Teaching self-soothing techniques and body awareness exercises to enable clients to 

feel more in control and "safe" in their bodies
•	 	Empowering survivors to understand how to safeguard their physical health
•	 	Focus on trauma-informed principles using practices of invitational language, choice, 

cultural appropriateness of intervention, permission granted before using 'hands-on' 
approaches

•	 	Managing the physical symptoms of trauma (continuing to identify somatic resources, 
reinforce relaxation and home exercise programs)

•	 	Decreasing and managing pain (graduated programs, continued reinforcement against 
maladaptive pain beliefs and behaviors, encouragement and understanding, pacing 
and coping strategies)

•	 	Restoration of what has been lost where able (strength, range-of-motion, flexibility, 
balance, coordination, sleep, continence, ability to perfor relevant functional activi-
ties)

•	 	Reconnection with one's body through mastery of awareness and self-regulation ex-
ercises

•	 	Providing opportunities to practice safe movements that promote joy and renew a 
sense of confidence in their bodies

•	 	Ongoing self-management of symptoms using goal setting, pacing and increased un-
derstanding of symptoms

•	 	Rebuilding positive relationships through contributing to positive group dynamics 
and safe physical interactions within sessions

•	 	Empowering the individuals to engage with their communities (friends, family, in ac-
tivities such as sports, livelihood programs, religious events, etc.)
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Figure 1. Summary of Activities Carried Out During Each Stage of Trauma Recovery
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they could before their torture experiences, 
they can still enjoy being active and connect-
ing with others. 

This stage is focused upon looking to the 
future and helping participants to utilize their 
own resources. Herman (1992) suggests that 
the essence of this stage can be captured by 
the phrase, “I know I have myself.” PS aims 
to facilitate survivors’ reconnection with their 
own bodies, enabling them to better under-
stand and control their symptoms and to use 
their bodies as a somatic resource.

Method
This article presents a secondary analysis 
of clinical datasets collected by CVT PTs 
working with survivors in Nairobi, Kakuma, 
and Jordan. 

Participants are recruited into treatment 
following an initial mental health screening. 
This screening is conducted by psychosocial 
counselors to determine general problems and 
symptoms and if an individual would benefit 
from, and is interested in, CVT’s services. 
During this process, counselors discuss in-
formed consent. As part of this process, par-
ticipants can opt-in to their de-identified data 
being used for research purposes. In Kenya, 
survivors who have needs in these areas are re-
ferred for PS; in Jordan, all survivors are au-
tomatically referred for PS. 

Part A Disability Rating Index (DRI). 
Pain-related disability (Harlacher et al., 2016, 
2019; Prip et al., 2011) has excellent test-re-
test reliability (ranging from 0.83 to 0.95), 
strong face validity (with more than 90% of 
patients able to answer questions correctly), 
and strong intra- and inter-rater reliability 
(0.98 or higher) (Salen et al., 1984). Part B 
comprises questions on pain, sleep, bladder 
control, sexual functioning, and body aware-
ness and control using a ten-point scale with 
0 anchored to no pain or difficulties, and 10 

being the worst imaginable pain or functioning 
problems. During this assessment participants 
are asked to describe the parts of their body in 
which they struggle with pain. Responses are 
recorded by shading the relevant areas of body 
outlines (Figure 2). Part C relates to social 
participation, and part D includes items on 
coping and outlook. The entire set of mea-
sures has been found to be feasible and ac-
ceptable across cultures, has been translated 
into several languages, and shows strong inter-
nal consistency within and across sites (Part A 
Cronbach’s Alphas range from 0.86 to 0.92; 
Part B Cronbach’s Alphas range from 0.80 
to 0.91). 

Figure 2. Body outlines used to record 
pain locations

The full PS assessment tool and follow up 
measures are available from the authors on 
request. 

The assessment is conducted in a private 
room by a PT. Further verbal consent is sought 
for physical examination and touch. Assess-
ments are conducted over one or two ses-
sions by PTs familiar with the cultural norms 
and language needs of the participants; some 
assessments are administered using trained 
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interpreters. The assessment measures percep-
tions of pain, posture, joint range of motion, 
strength, nerve involvement, medical history, 
ruling out “red flag issues” in need of medical 
attention, and balance. At this time, those with 
injuries, such as moderate to severe pelvic 
organ prolapse, anal fissures or severe tears or 
issues such as gangrene, severe hypertension, 
pre-eclampsia, breast cancer, and untreated 
fractures are also referred for medical care.

The “Pelvic Floor Distress Tool”1 (see 
supplementary materials) was created by the 
Kenya PS teams to assess and to better address 
issues with pelvic floor function. This tool has 
been used on a pilot basis with 130 survivors.

Follow-up assessments are conducted im-
mediately after the PS intervention has been 
completed as well as at 3- and 9-months from 
the date of the first treatment session. Only 
data from the intake and 3-month follow up 
are included in this paper.

Data Management and Analysis
Data was recorded on paper forms, reviewed 
by clinical supervisors, and entered into an 
encrypted electronic database by monitoring 
and evaluation staff. Rigorous data protec-
tion and confidentiality standards were main-
tained throughout the process.

Comparison of data is done using Cohen’s 
d effect sizes, chi-square analyses and repeated 
measures t-tests.

Table 1 provides breakdowns by gender, 
country of origin, marital situation, and 
number of children for each of the three 
samples, Table 2 provides data on location 
scheme and area of greatest concern and Table 
3 on the number of areas of pain at intake and 
follow-up.

1	 See supplementary materials on https://tidsskrift.
dk/torture-journal/index

Results
As noted in Table 4 below, 96% of the 

combined total of 1183 participants improved 
in at least one of the four areas of the measure. 
Table 5 has more detailed statistical analysis of 
all the areas of the PS assessment tool. 

It was hypothesized that survivors of 
torture would show significantly more im-
provements in all four sections of the PS as-
sessment tool, as they would have typically 
endured more trauma than non-survivors. 
However, only modest differences in rates of 
improvement, and differences were seen, and 
only for Parts B and D.

Pelvic floor tool and data
While only 12.3% of the participants indicated 
that they were having issues with pelvic organ 
prolapse, 16.9% reported having urinary in-
continence at least somewhat, 39.2% having 
constipation at times, 29.2% urinary urgency 
at least “somewhat.” In addition, 20% of the 
men and 12.7% of the women in the pilot 
indicated having problems with loss of bowel 
control at least some of the time.

From this initial pelvic floor pilot, there 
were some troubling findings. For example, 
27.9% of men and 30.9% of women indicated 
that they had pain of 4 or more on 1-10 scale 
during sexual activity (moderate to severe 
pain). (Please refer to supplemental materials 
for more results of pelvic floor pilot). Because 
many participants, both those who report 
being gender-based violence (GBV) survivors 
and those who do not, report having concerns 
about bowel or bladder functioning, PTs have 
added specific brief teaching modules during 
the 10-week long individual or group PS cycle. 
For example, PTs instruct in self -abdominal 
massage to decrease constipation and provide 
psychoeducation about toileting posture and 
foods and beverages, which can make consti-
pation or incontinence.

https://tidsskrift.dk/torture-journal/index
https://tidsskrift.dk/torture-journal/index
See supplementary materials on https://tidsskrift.dk/torture-journal/index
See supplementary materials on https://tidsskrift.dk/torture-journal/index
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To reduce any stigma and to normalize 
the need for education, PTs instruct all par-
ticipants in the group in techniques such as 
pelvic floor strengthening and relaxation ex-
ercises. Female genital mutilation (FGM) 
is very common among some of the patient 
populations with which CVT works in Kenya 
(Somalia-98% estimates, Eritrea, 88%) FGM 
survivors have higher rates of both bladder and 

bowel incontinence than the general popula-
tion (UNICEF, 2013) which is another reason 
why it is essential for PTs to address pelvic 
floor concerns.

Discussion and Conclusions
This report provides a description of the CVT 
group PS model for survivors of torture in 
both urban and refugee camp contexts. The 

Table 1. Demographic factors of participants in three program sites

Intake Demographics Nairobi
(N=802)

Jordan
(N=1632)

Kakuma
(N=454)

Gender Men 40% 38% 44%

Women 59% 62% 56%

Non-binary 1%

Country of Origin DRC 45% 31%

Burundi 20% 31%

Somalia 12% 1% 0.4%

South Sudan 0.2% 18%

Ethiopia 7% 16%

Uganda 13% 3%

Syria 43%

Iraq 31%

Sudan 21%

Other 4% 4% 1%

Age Age range 13-74 14-82 18-77

Age mean 32 years 39 years 36 years

Marital Situation Married/coupled 39% 69% 70%

Single 46% 19% 14%

Widowed 9% 7% 12%

Divorced/separated 7% 5% 4%

Children No children 41% 30% 16%

1-3 children 35% 38% 34%

4+ children 24% 32% 50%

Rx Taking medications 32% 60% 28%
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Table 2. Location of Pain and Area of Greatest Concern

Areas of Pain at Intake Nairobi (N=802) Jordan (N=1619) Kakuma (N=454)

Back, shoulders 610 (76%) 729 (45%) 359 (79%)

Leg, knee, ankle, foot 457 (57%) 988 (61%) 268 (59%)

Chest, abdomen, torso 385 (48%) 534 (33%) 317 (70%)

Head, face 329 (41%) 599 (37%) 313 (69%)

Neck, spine 233 (29%) 745 (46%) 104 (23%)

Arm, wrist, hand 201 (25%) 583 (36%) 132 (29%)

Pelvis, hips 144 (18%) 324 (20%)   59 (13%)

Area of Greatest Concern Nairobi (N=782) Jordan (N=1583) Kakuma (N=443)

Back, shoulders 
(47%)

Neck, spine (23%) Chest, abdomen, 
torso (31%)

Chest, abdomen, 
torso (14%)

Leg, knee, ankle, 
foot (22%)

Back, shoulders 
(28%)

Leg, knee, ankle, 
foot (14%)

Back, shoulders 
(17%)

Head, face (17%)

Head, face (10%) Head, face (14%) Leg, knee, ankle, 
foot (14%)

Table 3. Number of areas of pain at intake and three -month follow-up

Number of 
areas

Nairobi (N=355) Jordan (N=621) Kakuma (N=192)

Intake 3 Months Intake 3 Months Intake 3 Months

0 areas 4 (1%) 32 (9%) 6 (1%) 12 (2%) 0 (0%) 24 (13%)

1 area 53 (15%) 121 (34%) 112 (18%) 217 (35%) 10 (5%) 58 (30%)

2 areas 96 (27%) 103 (29%) 174 (28%) 199 (32%) 42 (22%) 58 (30%)

3+ areas 202 (57%) 99 (28%) 329 (53%) 193 (31%) 140 
(73%)

52 (27%)

Reporting 
fewer areas 
at six months

227 (64%) 329 (53%) 156 (81%)

Table 4. Participants who improved in each section of the assessment tool in all three loca-
tions and combined

Intake to 
3-month

N (total  
participants 

assessed)

Participants who improved

A B C D At least 
one area

N % N % N % N % N %

Nairobi 355 246 69 257 72 200 56 276 78 334 94

Kakuma 194 168 87 180 93 145 75 172 89 192 99

Jordan 634 424 67 470 74 398 63 441 70 604 95

Combined 1183 838 71 907 77 743 63 889 75 1130 96
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quantitative results presented above are sup-
ported by anecdotal feedback to CVT’s PTs. 

Before attending PS sessions, I was not able 
to attend community meetings, but now I 
attend them and have also joined a tailoring 
class. Now, I feel much more hopeful about 
my future and about the possibility of earning 
income! (40-year-old male survivor)

I could not do most of my daily activities like 
fetching water, or sweeping, and would rely 
on my neighbors, but now I am able to carry 
a 10- liter container of water. Before attend-
ing PS sessions, I could not stand upright 
because of my back pain, but now I have no 
back pain, and I do my exercises every day. 
(62-year-old female survivor)

Table 5. Differences in mean scores at baseline and 3-month follow up

Outcome area Program N Intake 

mean

Intake 

SD

3- month 

mean

3- month 

SD

Cohen’s 

d

p

Part A: 
Functional ability 
(12 items)
0=without difficulty 
/ 100=cannot do ac-
tivity at all

Jordan 634 38.3 21.1 29.4 19.3 0.439 ***

Nairobi 356 36.5 19.5 27.6 21.0 0.442 ***

Kakuma 194 35.8 21.0 13.6 15.5 1.202 ***

Part B:  
Body functions 
& physicality (11 
items)
0=no pain; excellent / 
10=worst pain; poor 

Jordan 638 4.6 1.6 3.3 1.6 0.827 ***

Nairobi 355 3.7 1.7 2.7 1.9 0.571 ***

Kakuma 194 4.2 1.7 1.4 1.4 1.830 ***

Part C: 
Social participation 
& functioning (8 
items)
1=worst outcome / 4 
= best outcome

Jordan 638 2.8 0.6 3.0 0.6 0.453 ***

Nairobi 355 2.8 0.6 3.0 0.7 0.265 ***

Kakuma 194 2.9 0.5 3.3 0.4 0.896 ***

Part D: 
Coping & outlook 
(11 items)
1=worst outcome / 4 
= best outcome

Jordan 638 2.7 0.3 2.9 0.3 0.699 ***

Nairobi 355 2.6 0.4 3.0 0.4 0.948 ***

Kakuma 194 2.6 0.4 3.1 0.3 1.487 ***

P-value (two-tailed) from repeated measures t-tests
* p≤0.05
** p≤0.01
*** p≤0.001
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Similarly, survivors noting improvement 
in pelvic floor functioning describe a renewed 
desire to be sexually active with their partners, 
as well as being able to relax and having less 
pain. They also report being able to resume at-
tendance at religious activities and other com-
munity events as they are confident that they 
will no longer have leaking of their bladder or 
bowels with resultant odor, and that they are 
able to walk longer distances in the community 
without worrying about embarrassing bowel or 
bladder accidents on the way.

Several limitations must be considered 
when reviewing these findings. Firstly, these 
preliminary results are presented without com-
parison to a control group. The contribution 
of non-specific therapeutic factors such as a 
strong therapeutic alliance, group support and 

structured assessment are well documented. 
Secondly, since CVT’s approach includes both 
counselling and PS intervention, we are unable 
in this analysis to separate out those benefits 
resulting from different aspects of our interdis-
ciplinary work. Thirdly, although the sample 
sizes presented here are large, they represent 
only a small part of the total set of survivors 
who received treatment in the Kenya program, 
and a majority of those receiving services in 
the Jordan program. 

In humanitarian settings with great need 
and limited resources, and in places where 
survivors are often moving around, long-term 
follow up is challenging. As a result, we have 
no data on the functioning of those with whom 
we have lost contact following the end of treat-
ment. Finally, we also lack data on those who 

Table 6. Number of participants showing improvement between baseline and three-month 
follow up in Jordan, Nairobi, and Kakuma

Survivors of 
torture

No reported 
torture Total

Total 
number of 
participants 
assessed (N)

Part A: 
Functional ability

361 (74.0%) 476 (68.8%) 837 (70.9%) 1180

Part B:  
Body functions & 
physicality

399 (81.6%) 506 (72.9%) 905 (76.5%) *** 1183

Part C: 
Social participation 
& functioning

309 (63.2%) 433 (62.4%) 742 (62.7%) 1183

Part D: 
Coping & outlook

393 (80.4%) 495 (71.3%) 888 (75.1%) *** 1183

P-value (two-tailed) from chi-square tests of significance
* p≤0.05
** p≤0.01
*** p≤0.001
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dropped out of treatment before the end of the 
program. Given these significant limitations, 
the authors merely note the overall benefits in 
quality of life and functioning to those partic-
ipants with whom we are have seen for follow 
up assessments, and make no claims to spe-
cific therapeutic mechanism or comparative 
treatment efficacy. We point to the important 
complimentary role that PS can play in inter-
disciplinary care. In closing, we call for more 
research into the efficacy of group PS inter-
ventions with survivors of torture, especially 
those living in low and middle-income coun-
tries, and note the importance of issues relat-
ing to the pelvic floor in working with survivors 
of torture.

Supplemental material (available at https://
tidsskrift.dk/torture-journal) :

1.	 Copy of the Pelvic Floor Distress Inventory 
Tool

2.	 Additional data which was not shared 
in the body of the article about changes 
between baseline and 3-month follow-up 
assessments
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