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New treatment approaches:
integrating new media in the
treatment of war and torture victims*
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Abstract
The diagnostic process and treatment of victims
of war and torture is associated with a number of
difficulties. This article will provide an overview of
three different approaches on how the new media
may be integrated into the treatment of survivors
of torture and war to face some of the challenges.
Illiteracy is a common problem and makes it difficult to apply standardized psychological assessment procedures. Also, the majority of survivors
of torture and war do not have access to any
psychotherapeutic treatment due to geographical
limitations or limitations concerning psychotherapeutic treatment capacity. Furthermore, chronic
psychological disorders such as (complex) Posttraumatic Stress Disorder (PTSD) are often seen
with comorbid chronic pain disorders, which
present a therapeutic challenge. The Treatment
Center for Torture Victims, Berlin, in cooperation
with the University of Zurich, developed a number
of approaches to address these challenges: 1) MultiCASI - to standardize the diagnostic process an
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Warfare and torture, occurring on a large
scale around the world causes many victims
to flee their countries. As reported by the International Organization for Migration1
and UNHCR,2 migrants and refugees
comprise a large group worldwide with approximately 175 million and 19.2 million respectively at the end of 2004. Both voluntary
and forced migration lead to excess risk of
physical illness3 and psychiatric morbidity,4
particularly when associated with traumatic
experiences and resettlement in unfamiliar
environments. According to a recent metaanalysis,5 about 10% of refugees in western
countries suffer from Posttraumatic Stress
Disorder (PTSD), 5% are diagnosed with
major depression, and there is evidence for

T o r t u r e Vo lu m e 1 7, N um b er 2 , 2 0 0 7

*) Revised version from paper presentation

audiovisual diagnostic tool was developed which
allows illiterate individuals to answer standardized psychological questionnaires without the
help of interpreters; 2) A virtual treatment center
for posttraumatic stress disorder for traumatized
patients in Iraq and other Arab speaking postconflict countries; 3) Utility of Biofeedback (BF)
in chronic (somatoform) pain and in traumatized
patients: to address the chronic pain syndrome
presented by most survivors, a biofeedback- supported cognitive-behavioral therapy approach was
developed and successfully tested in a pilot study.
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high psychiatric comorbidity. When diagnosing and treating survivors of war and
torture, clinicians are frequently faced with
a number of challenges. In this article, three
approaches on how the integration of computer and the new communication pathways
might help to overcome some of the problems occurring during diagnostics and treatment will be introduced: a multilingual computer-based diagnostic tool (MultiCASI), an
internet-based treatment of PTSD in postconflict countries and a biofeedback-based
pain therapy.
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tionnaire can be entered in a wide range of
different languages and fonts. The interview
modalities (i.e. language, the selection and
order of questionnaires, rules for skipping
of items/questionnaires, audio on/off, single/
multiple choice) can be individually adapted.
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1. MultiCASI

Illiteracy and limited reading and writing skills are common problems in many
countries and are often observed in refugee
populations. The application of standardized psychological assessment is therefore
resource consuming, as interpreters are
necessary, and poses methodological problems, as the validity of ad hoc translations of
questionnaires during interviews is unclear.
To face this challenge the Berlin Center for
Torture Victims and the Outpatient Clinic
for Victims of Torture and War, University
of Zurich developed a computer based diagnostic tool (MultiCASI, multilingual computer assisted self-interview,6) to facilitate
questionnaire-based standardized assessment
of samples that consist of people who speak
diverse languages and have limited reading
or writing skills. MultiCASI consists of two
separated surfaces. The interviewee works
on a surface where single items of a given
questionnaire are presented and read aloud
in the interviewee’s native language after
being activated by touching them through a
touch screen. Only one question is presented
at a time on the screen (see Figure 1). After
having completed the questionnaire, results
are automatically exported into a statistics
program. On the second surface any ques-

Figure 1. Example of a Russian item with MultiCASI.

The program eases the process of data
collection considerably for therapists. In
general, computer-assisted assessments offer
a number of advantages such as data completeness and standardization, immediacy
of data entry and elimination of transcription costs and errors.7 Another possible
advantage of this system is the anonymous
interview setting. It has been argued that the
use of computers reduces the tendency to
respond in a socially desirable way. This is
especially true for more sensitive or potentially stigmatizing information.8 In previous
studies with similar systems it was repeatedly
shown that the under-report of sensitive behavior or pathological symptoms as a result
of embarrassment, privacy concerns, or fear
of negative reactions is a common problem.
Furthermore, traditional paper-and-pencil self-report instruments can be easily
transferred to computer-based administration. Ritter, Lorig, Laurent, and Matthews9
compared the psychometric properties of
internet-based versus paper-and-pencil questionnaires. They found that questionnaires
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2. A virtual treatment center for posttraumatic stress disorder for traumatized patients in Iraq and other Arab
speaking post-conflict countries

In 2002, the UN Commission on Human
Rights pointed out “the systematic, widespread and extremely grave violations of human rights and of international humanitarian law by the Government of Iraq, resulting
in an all-pervasive repression and oppression
sustained by broad-based discrimination and
widespread terror”.12
A recent survey by Gallup showed that
6.6% of Baghdad’s residents had experienced the execution of household members,
a figure that projects to at least 60,000 executions in Baghdad alone.13 This number
agrees with estimates by Human Rights
Watch and other human rights organizations
that between 300,000 and 500,000 Iraqis
were executed by the Ba'ath regime. In a
recent survey of 2,000 Iraqi households in
southern Iraq, conducted by Physicians for
Human Rights, more than 1,000 incidents
of severe human rights abuses by the Ba'ath
regime were reported, including torture, killings, disappearance, beatings, kidnappings,
forced amputation and rape.14 In addition,
the consequences of war dramatically increased the likelihood of being exposed to
traumatic experiences, which implies the urgent need for immediate rehabilitation. Due
to the highly critical security situation in
Iraq only a very limited number of governmental and non-governmentalorganizations
(NGOs) are present in this war-torn and
conflicted region. This is in strong contrast
to the actual need of the population in this
country. Besides the lack of medical and
infrastructural help, psychological support
in this region is also sparse. There is a recognized urgency and priority to set up and
strengthen processes in the Iraqi health
sector. 		
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administered via the computer were reliable
and answered as often as the paper-and-pencil questionnaire with less recruitment effort
required. MultiCASI was developed in collaboration with psychologists, psychiatrists,
ethnologists and computer specialists. The
tool has been tested with migrants from different cultures and languages (including illiterates). Respondents so far have understood
the program rapidly and have accepted it
very well. An unexpected side effect was that
several patients expressed their satisfaction
and surprise that they were actually able to
work on a computer given the fact that they
were unable to read and write. Although
this induction of self-efficacy was initially
unintended we interpreted this as a further
indication of acceptability of this diagnostic approach. Due to its simple operational
structure, the program is also suited for
surveys with children and is currently being
applied in an epidemiological study in four
West-African countries. Currently, the Berlin
Center for Torture Victims and the Outpatient Clinic for Victims of Torture and War,
University of Zurich are conducting a feasibility study where the acceptability and response patterns of MultiCASI are compared
to traditional paper-and-pencil approaches.
Although we are well aware of the challenges and complexity cross-cultural diagnostic assessment implies, we intentionally
omitted the discussion of whether a standardized assessment of DSM-criteria can and
should be applied to individuals with a different cultural background. In addition, we
chose not to focus on whether instruments
used to assess the presence of psychological
disorders may accurately reflect the given
psychopathological condition within nonwestern cultures. This controversy has been
discussed in great detail elsewhere10,11 and
will therefore not replicated here.
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These problems are confirmed by our
own experiences in Iraq. In 2005 the Treatment Center for Torture Victims in Berlin,
Germany, opened a treatment center for
torture victims in Kirkuk, Iraq. The demand
for psychological treatment was immense,
and only a small percentage of people in need
were able to receive treatment. In addition,
more treatment facilities for patients located
in the Northern part of Iraq and psychological support for those in other more unstable
parts of the country are urgently needed.
As outlined previously, a major problem
frequently found in survivors of torture and
war is posttraumatic stress disorder. According to an estimate of prevalence by the Swiss
Refugee Council, up to 50% of the Iraqi population suffers from various forms of posttraumatic stress.15 This is in line with results
from other high-risk populations, such as individuals originating from post-conflict areas
and torture victims, where a high prevalence
of PTSD (43-52%) was found.16 As a recent
study shows, these high prevalence rates are
in large part due to the cumulative effect of
traumatic experiences in conflict areas.17
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2.1 Relevance of the project to Iraq and other
Arabic post-conflict countries

Only a small percentage of victims of torture
and war are able and have the resources to
flee their country. The vast majority is forced
to stay in the conflicted areas where there
is usually no sufficient psychotherapeutic
support structure. In addition to living with
violence, many of these individuals are also
living in poverty, and are often dependent
on humanitarian aid. Therefore, any psychotherapeutic work that takes place must
be brief given the large numbers of people
and limited financial resources. Any broadscale treatment program must be pragmatic
and easy for local personnel to learn, even
with little or no access to medical or psy-
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chological education or additional training.
Consequently, the method must be easily
implemented and adaptable to any environment regarding safety. The evolving communication technology offers new delivery
channels for psychotherapeutic treatments,
which provides a unique possibility to offer
therapeutic treatment to areas without psychosocial infrastructure. Because therapist
and patient are geographically independent,
the approach is applicable even in high-risk
areas, where no help systems exist due to the
associated danger. Another advantage is the
anonymity of the Internet, which offers new
treatment possibilities in Iraq and other
Arabic post-conflict countries.
2.2 Internet-based therapy for PTSD

Traumatic experiences are often associated
with stigmatization and intense feelings of
shame and guilt.18 The Internet provides a
protected environment where participants
can easily control and regulate the degree of
intimacy they want to share without the fear
of real-life judgment, rejection, or devaluation. This way of communicating lessens social risks and inhibitions and encourages the
disclosure of painful experiences or shameful
thoughts.19-21 In past years, a highly effective Internet-based treatment approach for
posttraumatic stress disorder (Interapy) has
been developed.22-24 The treatment consists
of structured writing assignments that take
place through a database implemented on
the Internet; it is delivered without any faceto-face contact and therefore is accessible
all over the world. All studies repeatedly
found substantial, significant and enduring
improvements on posttraumatic stress symptoms and anxiety and depressed mood. Due
to its high efficacy, Interapy is already integrated into the regular health care system
in the Netherlands and is accessible nationwide. Interapy was evaluated cross-culturally

71
 CIENTIFIC ARTICLE
S

in numerous randomized controlled trials.2527 In cooperation with the Kirkuk Center for
Torture Victims located in the Northern part
of Iraq, a self-sustained virtual out-patient
clinic for traumatized patients was initiated
(www.ilajnafsy.org; www.virtual-traumacenter.org). This approach is based on the
widely tested and proven protocol-based Interapy treatment approach and will be conducted in Arabic. Within this approach all
contact between patient and therapist takes
place exclusively via email and is based on a
clinically evaluated treatment protocol. During the seven-week treatment patients communicate with their individual therapists. As
the Internet allows geographical independence, the Arabic-speaking therapists can be
located anywhere in the world.
2.3 Interapy

2.4.1. First phase – self-confrontation

First, patients are instructed to write two essays on the circumstances of the traumatic
event or the death of a significant person.
They are asked to express all their fears
and thoughts about the event and to focus
on sensory perceptions in as much detail
as possible. Participants are asked to write
their essays in the present tense, in the first
person, and without worrying about grammar, style, or the logical chronology of
events. The following is an example of the
therapists’ writing assignment set for essays
3 and 4:

2.4 InterapyAID treatment protocol

Patients are set two weekly 45-minute writing assignments over a period of approximately five weeks, with the therapist and
patient communicating exclusively by e-mail.

Therapist instruction: “For the next two
texts, I would like to ask you to choose
one moment of your traumatic event.
One moment that you can hardly bear
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Potential patients browse through the website, which provides information about
PTSD, the treatment, the therapists and
other potential treatment alternatives. Potential participants can log in and fill out
the screening questionnaires online. The
screening is a set of standardized clinical
questionnaires for all relevant disorders. As
soon as those who pass the screening give
written informed consent, they are admitted to treatment. The online therapy is accessible for anyone; patients, however, who
are under 18, and/or who are too unstable
(e.g. psychotic, suicidal, severely depressed)
cannot be treated through the Internet. All
therapists also participate in weekly supervision sessions and contribute to the Arabic
Online Supervision Forum.

After every second essay, patients receive
feedback and further instructions from the
therapist. These instructions (which are sent
within one working day) are based on a
cognitive-behavioral treatment protocol, but
tailored to the individual patient’s needs. At
the beginning of each phase of treatment,
patients receive psycho-education on the
principles of the treatment module.
Subsequently, the three treatment
phases, including examples of the therapists’
writing instruction and an excerpt from
the case illustration of a patient will be described. Each treatment phase includes an
example of the therapists’ writing instruction
and an excerpt from the case illustration of
a patient: The patient, Ms. N., is a 32-yearold Iraqi woman who was detained due to
the human rights activities of her husband.
During detainment Ms. N. was repeatedly
raped by police officers. Until starting the
InterapyAID she was unable to talk about
her experiences in prison and the suffering
that came in the years afterwards.
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to think about, but that keeps intruding
on your thoughts. Write down the most
painful memories and emotions you have
when you think about it and describe
everything that you experience – every
feeling, every thought and physical reaction.”
Example of the patient’s text: “I wish I
would not be a woman ... I am ready to
reveal any information he demands but
he does not want any information. He
wants something different. He hits me in
the face and starts to rip off my clothes.
I smell and taste blood - the other guard
is restraining my hands. I cannot move
… I never hated myself as much as I do
now. I never hated my body as much as I
do now. I am scared; I am scared to die.
My heart is racing – I am just pain – pain
I cannot bear. I am worthless. I am not
worth to be the mother of my son
… I cannot live anymore. My head explodes, everywhere is blood, I cannot
breathe, I cannot move. God, don’t let
them hurt my son …”
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2.4.2. Second phase – cognitive reappraisal

In this cognitive restructuring phase, patients are instructed to write a supportive
and encouraging letter to a hypothetical
friend. They are asked to imagine that this
friend had also experienced the same kind
of traumatic experience and was now facing
the same difficulties. The letter should reflect
on guilt feelings, challenge dysfunctional
automatic thinking and behaviour patterns,
and correct unrealistic assumptions. The
aim is to foster the development of new perspectives on the traumatic event and its circumstances. An example instruction of the
therapist for the first two essays in this phase
is as follows:
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Therapist instruction: “Imagine you are
writing a supportive letter to your friend
Nailah, who experienced the same situation as you. Could she have foreseen
what happened? Do you think she was
responsible for this?”
Example of the patient’s text: “I can understand that you feel that you can’t go
on living – but we are not the ones who
determine that. Stop blaming yourself.
Why do you double all what happened by
thinking about it continuously and blame
yourself for something that was out of
control. It was not your fault. It was not
your fault. I know I ask for a lot, but
you know I do this to help you …. Why
do you think these people (neighbours)
invite you? Why do they look for your
company? Because they see something
inside of you that you cannot see anymore. Don’t let your sadness and feelings
of guilt and shame prevent those relationships. Don’t let the monsters from the
past win again over your heart and your
body.”
2.4.3. Third Phase – social sharing and farewell
ritual

During the third phase, patients receive
psycho-education about the positive effects of social sharing. In a final letter they
then take symbolic leave of the traumatic
event. Patients can address the letter either
to themselves, to a close friend, or another
significant person involved in the traumatic
event. The letter did not ultimately have to
be sent.
Therapist instruction: “You wrote that you
would like to write the letter to yourself.
First, I would like to ask you to describe
the circumstances that happened. Which
moments were so important that you
would like to tell yourself about them? It
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is important to give the past, the present
and the future the same weight in this
letter.”
Example of the patient’s text: “I can see
that you feel better…you are stronger and
your will seem stronger. Your sadness became less and you’re thinking less about
the past. What happened is part of your
life and it does not have to be more than
that. Try to live now! You bought yourself
a new dress yesterday – how long ago has
that been? Allow yourself to enjoy your
life just as yesterday, get in touch with
people you like and don’t let your doubts
and fears hinder you. You are a human
being just as they are human beings and
you have a right to take part in this life.”
2.5 Limitations of this approach

3. The Treatment of chronic pain in
traumatized refugees

Chronic pain and “medically unexplained
somatic symptoms” are frequent conditions
in migrants28 causing individual suffering
and increased health care utilization. The

3.1 Interrelation of traumatic stress and chronic
(somatoform) pain

The interrelation between SPD and PTSD
16,32 is well known. In individuals with a
primary diagnosis of PTSD, chronic pain
was one of the most commonly reported
symptoms regardless of the nature of the
trauma,33 with a prevalence of 34-80%.34
Also in refugees high rates of comorbidity between PTSD and SPD have been
found.35 Torture victims appear to be at
particularly high risk for developing both
PTSD and SPD, for they are not only se-
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As any other psychotherapeutic approach
this internet-based treatment approach suits
only a selected population. As indicated before, patients have to be psychologically stable enough, have to have sufficient reading
and writing abilities and must have access to
the Internet. Also, some patients might feel
uncomfortable to share these intimate details
though the Internet. However, for many this
is the first approach, which provides an opportunity for treatment in areas where no
psychosocial structure is available. Currently
a randomized controlled trial is being conducted to test the efficacy of this approach
in an Arabic speaking population. For more
information and participation, readers are
referred to www.ilajnafsy.org or www.virtualtraumacenter.org.

International Association for the Study of
Pain29 defines pain as “an unpleasant sensory and emotional experience associated
with actual or potential tissue damage or
described in terms of such damage”. The
diagnosis Somatoform Pain Disorder (SPD)
is made when pain has existed for at least
six months, if there is strong evidence that
psychological factors have caused or are
maintaining the pain, and if the pain causes
distress that is clinically significant or impairs work, social or personal functioning.
The prevalence of chronic pain syndromes
in North America’s and Europe’s general
population is estimated to be between 7
and 44%.30 Not surprisingly, SPD occurs
particularly frequently after torture, and
prevalence rates of 28-48% are reported.31
One of the key features of SPD is a communication problem between patient and physician concerning the nature of the disease
(organic/somatic vs. mental/psychic). This
often results in fruitless and costly diagnostic
activities, while at the same time effective
treatment approaches, or at least reasonable
clinical management strategies, are missed.
Patients suffering from multiple somatoform
disorders tend to focus on physical symptoms and catastrophising cognitive strategies
related to those symptoms.
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verely traumatized in terms of psychological
impact, but have usually experienced severe
physical damage. High rates of comorbidity between PTSD and SPD have lately
been found in Bhutanese refugees (41%
of the non-tortured and 62% of the tortured respectively,35). In a Swedish study of
torture victims, chronic back pain was the
most common complaint,36 and the severity
of physical torture correlated with PTSD
symptom levels. Physical injury has also
been identified as a PTSD risk factor in
other trauma populations, such as combat
veterans and accident survivors.37,38
The co-occurrence of SPD and PTSD
suggests that the two disorders may have
implications in terms of an individual’s experience of both conditions and may interact
in such a way as to negatively impact the
course and outcome of treatment of either
disorder.39,40 Compared to non-affected individuals, lower pain thresholds have been
observed among individuals with PTSD.41
Theoretically it is assumed, that the experience and perception of pain after a traumatic
event involving bodily harm is affected by
the mental aspects of trauma, e.g. re-experience of trauma. On one hand, pain acts as a
trigger that elicits re-experiencing symptoms;
on the other hand, pain can also be precipitated “psychologically” by intrusive memories, thus assuming the role of a “somatic
flashback”.42 This hypothesis is supported by
the findings of increased PTSD re-experiencing symptoms being related to increased
pain43 and physical symptoms.44 From a
clinical perspective it is obvious that patients
with SPD related to traumatic stress experience more intense pain and affective distress,
higher levels of life interference and greater
disability than SPD patients without trauma.
Furthermore, persistent physical impairment
may slow down remission of PTSD.45

SCIENTIFIC ARTICLE

3.2 Therapeutic interventions for posttraumatic
chronic pain and PTSD - CBT-Biofeedback

Patients suffering from both PTSD and
SPD tend to present a more complicated
clinical picture and appear less responsive to
treatment.34 In their review Morley et al.46
showed that CBT was found to be effective
in the treatment of SPD. With co-occurring
PTSD and/or transcultural problems, the
available data get scarcer. This is comparable to PTSD - generally speaking, exposure
based CBT is the method of choice for
PTSD and associated problems.47 In the
case of comorbid PTSD and SPD, no clear
treatment strategies exist so far. As demonstrated by the research of Richardson et al.48
with Vietnam veterans, most professionals
have difficulties dealing with multiple idiopathic physical symptoms in patients with
psychological trauma. This frequently results
in responsibility confusion, while mental
health providers tend to view the veterans’
physical symptoms as physical illness requiring medical therapies, physicians view the
syndrome as a psychological illness requiring
psychological treatment.
In their review, Otis et al.34 found that
only a few studies investigated treatments
designed to address co-occurring SPD and
PTSD, and results were inconsistent; the authors report no well-controlled studies investigating the efficacy of individually tailored
treatments which might be needed in these
cases. In two studies on patients suffering
from headache after traumatic brain injury
those with PTSD were found to need longer
pain-focused treatment compared to those
without PTSD.49,50
3.3 Utility of Biofeedback (BF) in chronic (somatoform) pain and in traumatized patients

For more than three decades Biofeedback
(BF) has been widely utilized in the treatment of both chronic pain and anxiety disor-
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3.4 A pilot BF treatment study

The feasibility of a BF-approach was tested
in a pilot study in three centers (Berlin
Center for Torture Victims; Outpatient
Clinic for Victims of Torture and War, University of Zurich; Charité Virchow-Clinic,
Department of Anesthesiology and Critical
Care Medicine) between December 2005
and February 2006. For the purpose of our
study, manualized standard Biofeedback
procedures51,66 were slightly adapted to the
needs of our population. The treatment protocol for this study consists of 10 sessions of
CBT-BF, including psychoeducation about
the interrelation between traumatization,
stress and pain, as well as different relaxation strategies. The manual was especially
expanded to the specific needs of patients
with SPD secondary to traumatization (e.g.
inclusion of vicious circle between pain and
trauma-related symptoms). The treatment
protocol consisted of 10 weekly sessions
of 90 minutes within three months. Every
session lasted 90 minutes each. In the initial sessions, the predominant physical and
psychological problems as well as problems
of the patient’s current life situation were
discussed. Furthermore, psychoeducation
was delivered and an individual model of
the patient’s current complaints and possible
ways to recovery was developed. In sessions
three through nine, therapist and patient focused on the individual primary pain. Different relaxation strategies were introduced and
trained with the help of CBT-BF. In addition, patients received daily homework to exercise progressive muscle relaxation PMR.67
In session nine, pain-related problems such
as dysfunctional cognitions and behavior, or
inactivity were modified using standard CBT
techniques. In session ten, the learned methods and strategies for coping with chronic
pain were reviewed and evaluated regarding
their use in future pain situations.
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ders. It is a technique in which a physiological signal is recorded and fed back to the
patient while she/he is instructed to apply
a strategy to alter the signal in a predefined
direction. The aim of BF is to increase the
patient’s awareness of a specific physiological
function and to improve his/her control over
that function. BF is usually applied in combination with relaxation techniques such as
Progressive Muscle Relaxation PMR, see51
for review and CBT techniques.52 BF showing correlations between psychophysiological
processes and cognitive coping strategies
functions as a bridge between body focused
medical treatment and psychotherapy.53
The efficacy of various forms of BF
such as EMG-BF, temperature BF, or heart
rate BF has been well demonstrated for a
variety of chronic pain syndromes such as
tension headache, low back pain, or migraine.51,54, 55 Tsushima and Stoddard56
found no differences in EMG-BF efficacy
between ethnic groups. In anxiety disorders,
for example respiratory,57 heart rate,58 and
EEG [electroencephalogram59], have been
successfully used as BF modes. However,
its suitability for the treatment of the latter, especially PTSD, has been discussed
controversially.60,61 In PTSD patients, two
types of studies have been conducted: (1)
studies utilizing BF to predominantly treat
PTSD symptoms, where BF is regarded as a
rather non-specific relaxation technique,62,63
and (2) studies addressing chronic pain in
patients with comorbid PTSD.49,50,64 In the
first cluster of studies, rather low efficacy
has been reported. The studies of the second
cluster report poorer treatment efficacies
for chronic pain sufferers with comorbid
PTSD as compared to pain patients without
PTSD.65 Blanchard and associates49,50,51
emphasized that PTSD symptoms in chronic
pain patients need to be addressed in order
to achieve sufficient pain improvement.
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Farewell at termination of treatment
was included. In general, the procedure
was accepted very well. Some small apparent difficulties (e.g. frequency and duration
of sessions) were adapted after the pilot
study. Initially, 13 patients were included in
the pilot treatment study. Eleven patients
completed the protocol, while two patients
(15%) dropped out of treatment. Overall, a
significant improvement with regard to pain
levels and coping behavior was found which
was maintained during a 3-month follow-up
period. A detailed description of the pilot
study is given in Mueller et al.68
4. Conclusion
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The aim of this paper was to introduce three
different approaches on how new communication pathways and technology can be usefully integrated into the psychological care
of traumatized refugees. As indicated before,
these approaches are by no means panaceas
but might provide new ways to overcome
some of the challenges faced when working
with this specific population.
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