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By :
Lawrence Hartmann, MD, et al*

Chilean experience 12 55 well as inter-
national experience e has demon-
strated the regular development of a
clinical picture immediately following
torture, which corresponds in many
ways to what DSM-III (American Psy-
chiatric Association 1980) describes as
acute positrawnalic siress disorder
(308.30). It consists of anxiety, fear,
nightmares
situation, a certain degree of numbing

“of responsiveness, inability to find

pleasure in activities that were formerly
pleasurable. hypervigilance, sleep dis-
turbances, survival guilt, etc. Among
those tortured, there are some who

seem to heal with or without psychiatric .

or psychological help; but after a while
they develop a depressive or schizo-
phrenic-like state, to which the theme
of the torture experience is central. This
takes place often after the patient and
the relatives think there has been com-
plete resolution of the trauma.

The Chilean researchers in this field,
Lira and Weinstein!'?, insist on a fea-
ture regularly observed in persons who
suffered the torture experience:
“general impoverishment manifests it-
self concretely as a major lowering of
the capacity to work and of the capacity
to cope with usual life situations, par-
ticularly interpersonal relationships.”
We are in complete agreement with
these authors’ observations. In addition
to the reaction immediately following
the experience of torture, described as
acute posttrawmatic disorder, one finds
a deep personality change in a high
proportion of the cases.

Global change in personality and be-
haviour, whlch we have observed in
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involving the traumatic

Psychopathology of
torture victims

'A phenomenolooical description of the situation of torture as an
ald to understanding the development of late and/or chronic

this and in other patients, greatly resem- -
bles what has been %egcribed by Ven-
- zlaff® “and Baeyer™” as

change of personality” among many
victims of Nazism. The subject not only
reacts to torture with tiredness lasting
days, weeks. or months, but remains as
atired human being, relatively uninter-
ested and unable to concentrate. We
have also observed chronic post-trau-
matic syndromes that take a depressive
form.

There are also some cases that pres-
ent neither a schizophrenic-like nor a
depressive-like picture. These cases are
characterized by only the change of
persanality with a general impoverish-
ment, particularly of emotions and af-
fective life.

What in torture makes possible a
change of such nature that it appears

'similar to psychotic processes and to

disorders of organic origin? We may be
able to help to answer this question if
we determine the essential features of
the torture situation in comparison with

-‘other circumstances that are also called

stressful by North American psychia-
trists, or limit situations by the Ger-
mans. Toward this end, we will try to
suggest a phenomenological descrip-
tion of the situation-ot’ torture.

Phenomenology of the

torture situation

Absolute asymmetry

One of the fundamental traits of the
interpersonal encounter as described by
Baeyer’ and Buber'" is its symmetry.

A true encounter can take place in the
framework of equality and of resl:a»ec:I !

The first feature characterizing the situ-
ation of torture is, in turn, the absolure

asymmetry of the torturer/tortured rela-

tionship. The former holds complete
power, while the latter says in a condi-
tion of total or near total defenceless-
ness. There is nothing he or she can do
to defend himself or herself, or to

“reactive -

strengthen his or her position by using

psycl'uatrlc states followmﬂ torture

‘intelligence or physical power. Hand-
‘cuffed and blindfolded. he or she can-

~ not even confront the torturer with his

or her eyes, unveiling boundless

‘misery. The power of the tormentor is

*oriented toward inflicting harm and.

eventually, obraining the involuntary
change or destruction of the subject

- being tortured. The inflicted damage is

not only physical but also psychologi-
cal. “The breakdown techniques...

~aimed at the transformation of all time

and all place. including the prisoner’s

“cell, in a constant torment that does not

allow the subject to recover from his
sensation of defancelessness™.”

Anonymity

The second feature peculiar to the situ-
ation of torture is its anonymity. Tor-
turer and tortured did not know each
other up to that moment. The victim
does not even know the name of his or
her tormentor, and the latter is frequent-
ly misled by his superiors regarding the
victim’s true identity. They both repre-
sent a collective entity in front of the
other. For the torturer, the victim is not
a specific human being but a terrorist
or a communist, the representative of an
enemy group, who has to be destroyed
because of the instructions and training
that the tormentor has had; for the vic-
tim, the tormentor is a symbol of all the
totalitarian state that has disrupted his
or her life and that now keeps him or
her on the verge of death. This loss of
the personalized element within the tor-
turer/ tortured relationship partially ex-
plains the excesses of violence that can
be reached by the former, and also the
extreme degree of defencelessness that
can be achieved by the latter. In an
earlier work, Thf phenomenology of vi-
olent behavior' , we reached the con-
clusion that, as in the literature on war-
time propaganda, one of the factors that
allow and stimulate aggressiveness in
man is the depersonalization of the
other person. The proximity of the loser
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is, in contrast, an element that in ani-
mals and in man inhibits aggression.
The torturer may be a partial sad excep-
tion to this atavistic rule, since his vi-
olence may become exacerbated not
just by depersonalization but aiso by
some aspects of this close intimacy
with the victim.

Double bind

The third element peculiar to the situ-
ation of torture is the double bind in
which the tortured one is caught. Itisan
awful alternative: Either suffer to the
limit of pain. or denounce the political
comrade. the belief or cause, the friend
or relative. In the first case, pain can be
so intense that the subject is unable to
resist: his or her only way out is confes-
sion and/or denunciation. which could
eventually save his or her physical life,
but which represents a serious threat for
his or her psychological balance. By
denouncing, the victim is going to de-
stroy parts of his or her own self, of his
or her identity, as she or he is betraying
the collective bonds that give meaning
to existence. Denunciation “indirectly
transforms the tortured one into the tor-
turer of his own companions...”". In a
way, the whole social and political situ-
aticn that currounds the tortured one
‘has a double-bind character, because
totalitarian systems widely impose
upon their opponents traps and con-
flicts from which escape is not possible.
This situation generates a constant level
of anticipatory anguish: in the most
thoroughly set traps and double binds,
the only way of overcoming this an-
guish would be the renunciation of
values, friends, life projects. In other
words, the subject harassed because of
political ideas, who is arrested and tor-
tured, is exposed, relatively defence-
less, to a series of cruel choices that are
marked by the character of a double
bind. He has to choose between his or
her own life and that of a comrade,
between his or her physical integrity or
his or her values and beliefs, between
the integrity of his or her family and
that of his or her political organization,
etc.; and all this within a framework of
the most absolute lack of confidence.

Falsehood

The act of torturing is surrounded by
falsehood, by lies. Its scepe is the 0
posite of truth in the sense of the Greek
concept aletheia, that is to say, of dis-
covery in common with the other per-
son, of revealing senses, which gives
meaning and plenitude to the subject
to the other person.YThe charges
that leadto arrest and imprisonment are
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often or usually false, and false is the

route that will take the victim to the

place where he or she will be tortured. -

The different disguises with which the.
tormentors hide their identities repre-

" sent other forms of the deceit inherent

in torture. The victims are kept in places
that are either dark or brightly artifi-
cially lit. Natural light, closely related
to.the concept of trust as aletheia, is
bafined from those spaces, where lies
reign. Generally at least some of the
threats are also false. It is not the wife
that is hollering while being raped in
the next room but an®ther person, or a
simulated voice. It is often not true
either that the subject submitted to tor-
ture has been denounced by his or her
best friend, or that his or her children

“have been kidnapped. The horrible

practice of mock executions, recounted
by the majority of freed prisoners, is an
extreme form of falsehood, imprinted
on one psychological bedrock for
human beings: our own life and death.
The temporospacial sensory disorienta-
tion that this is aimed at represents a
kind of twilight of consciousness, that
is to say, a state of consciousness con-
trary to and undermining the only one
able to discover truths and meanings:
alertnass, wakefulness, clarity. sense of
self. Such processes often end with the
signing of a document in which the
tortured, without being allowed to read
the text, acknowledges that he or she
has been treated correctly and agrees to
blame himself or heérself for various
terrorist acts (also fake), thus, for
example, seeming to make him or her
deserve a prison term, justifying further
repression by the government against
him or her, or others, etc.

Spaciality

In torture, space and spacial objects and
substances are deeply altered. We have
already seen how the route to the site of
torture is concealed and faked; how the
cells are very small, emptied of all per-
sonalizing contents, either dark or lit by
a persistent and exhausting artificial
light. In this space, objects appear per-
verted, their natural sense distorted.
The bed, traditionally made for resting,
or for loving encounters, is specifically
transformed into an instrument of tor-
ture by electrical wiring. Water, that
usually quenches thirst or cleans, is
transformed into an abominable sub-
stance, source of a form of suffering
difficult to surpass - the immersion of
the head into the water, to the point of
choking. The cell itself, the place where
even the poorest and most abandoned
of the human beings might expect at

least rest in sleep, becomes another
cause of suffering when filled with
noises or light, or by constant arousals
of the prisoner during those endless
.day-nights and night-days. Further,
one’s own body is transformed through
the torture process into something
spiteful or betraying (because it hurts
and complains in spite of one’s will), or
alien (at times the only way of bearing
pain is perceiving the body as not one’s
own) or even repellant (e.g. when it has
been sexually assaulted). The body of

~ another person, normally perceived as

potential company and warmth. object
of aesthetic admiration and/or sexual
attraction, is transformed by the torture
situation into a perverted and refined
instrument of hurt, by pain, humilia-
tion, rape. And not rarely, a dog, man’s
traditional guardian and friend, is
“trained to menace and to carry out a
twisted function such as acting sexually
upon a human being. peicly
If, as we have developed in another
context -, the spaciality of love is char-
acterized by overcoming the principle
of the-1 vital space in the sense of Boll-

Jow, acceding existence to a Space

without limits that allows the reciprocal
enrichment of the lovers, the spaciality
of torture’s aggressive behaviour repre-
sents exactly the contrary: displace-
ment, trapping, narrowness and de-
mﬁ?The spaciality of torture is an
extreme version of the spaciality of ag-
gression, because in it there is not only
displacement and narrowness but inva-
sion of the body itself by another per-
son, through the instrument of torture
or sexual aggression. The intimacy that
is produced between torturer and tor-

.tured is comparable with the one of

love, but with the opposite sign: love
‘exalts, while torture diminishes; love
dignifies, while torture represents the
maximum indignity that a human being
can suffer; love is life and in a certain
degree eternal life, while torture has
qualities of incessant death.

Temporality :

Time is also deeply altered in torture.
Unlike usual rhythms of life, advancing
from the past toward the future through
rhythms and periods, crises and stages,
interwoven with seasonal cycles, the
time of torture is characterized by some
unpredictability and much circularity,
having no end. This feeling of endless-
ness has little to do with the eternal
character typical of the temporality of
love ™"~ Torture is carried out at er-
ratic times to suit the schedule of the
torturer and to cenfuse and disorient
that of the victim. The victim never
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knows when the process will begin
again. The majority of patients person-
ally examined by one of us (0.D-Z.)
insisted that what most tormented was
not so much the physical pain in itself
as the feeling that it had no knowable
end, that perhaps it would never end. In
torture, existence is withdrawn from
usual interaction between present, past
and future, and reduced to a pure un-
bearable present. There seems to be no
other future than a new torture session,
or perhaps death, with which the victim
is threatened again and again. The past
is destroyed through insult. disqualifi-
cation, false charges, undermining of

beliefs, concepts, values, and cruel ca- _

lumnies about family members.

These six areas may help us to under-
stand the development of late and/or
chronic psychiatric states following
orture; lthe features :
mine basic human structures, which
can probably not be affected without
seriously altering the person as a whole.
Asymmetry and anonymity of the rela-
tionship between torturer and tortured
create a significant threat to the inrer-
personal encounter in the sense of Hei-
degger’s M_.rlemaadagi_qw and Martin
Buber’s I-You refationshipw, that is,
threats to essential interpersonai human
structure, to fundamental personal and
reciprocal qualities. Then Bateson's
double binds, though rarely now
thought centrally caused in sehizophre-

ia, retain a significant place as a clini-,
cal organizing and psychopathdlogy-

fostering principle T psychiatry and
therapy. It Would be parsimon-

ious and consistent with many data to
think that the loss of identity and self-
esteem observed in the chronic sequels
of torture have to do with the forceful

double-bind element characterizing the
communication style between torturer
and tortured. Some evidence from the
rehabilitation of torture victims trends
to confirm this’.

The falsehood surrounding the tor-
ture situation seems to us particularly
related to that deep mistrust that char-

-acterizes the persons who have sur-

vived torture. Trust and truth are ety-
mologically related, and trust is only
possible within the framework of truth
as aletheia, as clearing (Lichtung) in
the sense of Martin Heidegger''®. And
finally. as we noted. torture also causes
destruction and distortion of major as-

‘pects of temporality and spaciality.

Both certainly interfere with a coherent
sense of self. The first leads more to a
loss of motivation, while the second -
the break in lived space, as Erwin
Straus’* would say - severely damages
tortured people’s sense of their own
place in the world, of home and hearth
and communityl . The tortured person
becomes something of a psychologi-
cally homeless person.
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Torture, the most destructive weapon against democracy

Mr. President, Ladies and Gentlemen,

Thank you for permitting me to address you in this in my opinion
‘ﬁost important question in our world today: Governmental torture
- torture performed with the knowledge of governments,
governmental torture, the most destructive weapon against

democracy.

I want to explain how our analysis as medical doctors led us to

this conclusion.

The medical work against torture started 20 years ago as an

unpolitical - neutral help to victims of torture.

We started with systematical examinations of torture victims

(torture survivals) by medical doctors.

Very quickly came surprise number 1: torture creates

aftereffects, torture is not only horrible, unbearable when
performed in torture chambers. There are after-effects, and in
the seventies this was new knowledge. There are physical after-
effects, but worst of all are the psychological after-effects:
depression, anxiety, nightmares, feeling of changed personality,
shame, gquilt, feeling of isolation, impaired memory and

concentration, head aches, sexual problems, fatigue.

Then came surprise number 2: The aim of torture.
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We thought that the aim of torture was to obtain information, no,
the main aim of torture is to break down, to destroy the

identity, the personality.

Why?

Surprise number 3: The target group of governmental torture

(torture performed with the knowledge of government), and that is
performed in more than 70 countries of the world. The target
group is what we call strong personalities: Union 1leaders,
politicians, leaders of ethnic minorities, human right fighters,
journalists, writers, student leaders. Aall people working for
better conditions in their countries for more democratic

conditions.

The torturers try to destroy them, try to break them down, and
they use all sorts of torture measures. We know today that the
psychological torture measures are by far the worst. We thought
in the beginning that it was burning the cigarette, hanging,
electrical torture were the worst. Today we know that being
forced to see other persons being tortured, maybe your child,
maybe your husband or wife. You aré éhere and you can do nothing.
You are helpless, and you can hear their screams. After being
exposed to so much horror the torture victims are sent back to
their milieu, and there you have a formally strong woman or man,
now they cannot do what they used to do. They are full of
anxiety, cannot eat properly, have nightmares, depressions etc.

The family, the children suffer. The others in the society dare
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not, do not risk to be exposed to the same. That is how
dictatorship create depression, anxiety in more than 70 countries

in the world. That is how they keep the society down.

"Based of many years of medical and systematical research. We have
shown this pattern. This is based on knowledge of torture
victims, treated in Denmark coming from 48 countries. And we can

conclude as simple doctors this social analysis: governmental

torture is the most destructive weapon against democracy.

Then came surprise number 4, and I think you understand I

consider it as a miracle. We can rehabilitate the victims - and

so we should all over the world. And so we are doing.

In more than 50 countries courageous doctors are working in

rehabilitation centres or with rehabilitation programmes.

Based again on our research, we now have a strong weapon in our
hands: We can prove, we can diagnose governmental torture. Today
governments can lie about torture - and so they do - but we can

prove that they are lying.
We couldn’t do that 5 to 6 years ago. But today we can with great
amount of certainty state if the person has been exposed to

governmental torture.

What can you do - you can do in fact a lot.
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There is United Nations Voluntary Fund for Torture Victims. It
exists. UN should give very high priority to this fund. Today it

has a tiny budget, 1.6 mil. dollars, shameful compared to the

need.

There exist today a global network of extremely courageous
colleagues and health professors. They help torture viétims. They
need finance desperately. There should be money for these
courageous doctors, health workers, who help victims of
governmental torture with great danger of being victims

themselves. Many amongst them are victims of torture.
They need finance.
They need protection - your protection.

In fact they need money from United Nations Voluntary Fund for
Torture Victims. That will in the same time give them protection.
Only few countries contribute to this fund: 42. It is very easy

for you to do so - for your government to do so.

Then you will have shown disgust for the regimes, the
dictatorships who use governmental torture, and that will have
great effect. You thereby show in action, moral action , that you

are against governmental torture.

You show you are against dictatorship, who use governmental

torture.
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This is also prevention.

And by this you can help democratization process in many
countries. You can help these courageous doctors, psychologists -

you protect themn.

We can get rid of governmental torture before year 2000. If
really you, the decisions makers want it, we could get rid of

governmental torture before year 2000.

And you can do more. There are the United Nations Convention
against Torture. 72 countries have ratified. Those who hasn’t
ratified should do it. Those who have ratified, it is not enough
with beautiful words, implementation is lacking - and you know.
In Article 10 is mentioned education and information regarding
the prohibition against torture, should be included in the

training of professional groups, medical personnel etc.

In Article 14 is mentioned that the victims of an act of torture
should obtain redress and rehabili£ation. It is not difficult to
make implementation of these Article of the Convention. We have
educational programmes, educational material, books, video films
etc. both in English, Arabic, Russian, Albanic, Urdu. We want to
help you to include this knowledge in the curriculum of health
workers in your country. We have rehabilitation programmes. It is

not difficult to implement them. They can be included in health



systems easily.

In the same time you will show disgust towards the regimes who

are using governmental torture.

And again: Doing this, you show in practice you are against

governmental torture.

It i i our o abolis overnmenta orture a

ate crac ore vear 200

Why not do it?

The French philosopher Albert Camus has said: Turn words to moral

actions - then you will become a human being.

With this moral action the world will become more human.
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Assessment and Treatment of Torture Victims:
A Critical Review
FEDERICO A. ALLODI, M.D., F.R.C.P.(C.):

This paper presents the main issues in the diagnosis and treatment of psychiatric sequelae
in torture victims. The concept of post traumatic stress disorder is used to organize literature

-on psychiatrie casualties resulting from massive psychic trauma, e.g., the Nazi Holocaust,

the Vietnam and Israeli wars, and the current world epidemic of torture. Tortureis a unique
humanmade stressor resulting in category-specific diagnostic symptoms. Medical assess-
ment can be complemented with photographs, X-rays, electroencephalograms, and sleep
studies. Individual psychotherapy and group techniques focus on the issues of denial and
trust, loss, survivor guilt, and reparation. Programs of psychological and social rehabilitation
and treatment with benzodiazepines, tricyclic antidepressants, and other compounds are
reviewed. Future research needs include the conceptualization of the trauma of torture and
its sequelae in broader terms, the application of standardized measurements to facilitate
international comparisons, and the testing of various approaches to intervention in an ex-
perimental design. An ethical physician must resist the pressures of totalitarian govern-

Vol. 179, No. 1
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ments to assume neutrality in the presence of human rights violations affecting his/her

patients.

— J Nerv Ment Dis 179:004-011, 1991

There are reportedly in the world today about 15
million refugees, many of whom have suffered violent
persecution, including torture. After the original pub-
lication by Amnesty International (1977) of the phys-
ical and psychological sequelae of torture, a consid-
erable number of reports and studies have appeared
in the professional press of Europe, Australia, and
North America, including Canada (Allodi and Cowgill,
1982; Allodi et al., 1985; Goldfeld et al., 1988; Ras-
mussen and Lunde, 1980; Reid and Strong, 1988). This
paper is a review of methods of assessment of the
physical and psychological sequelae that may follow
torture and of the various treatment modalities that

have been applied to the victims. Selected references

are chosen from the literature on survivors of the Hol-
ocaust, the Vietnam War, and the more recent epi-
demic of torture as particular instances of posttrau-
matic stress disorder (PTSD). The information
presented here refers as well to the experience and
studies of the author and his colleagues in Toronto with
refugees and torture victims. The paper will conclude
with an outline of research possibilities and some eth-
ical considerations.

'Department of Psychiatry, University of Toronto, and Trans-
cultural Psychiatry Division, Toronto Western Hospital. Send re-
print requests to Dr, Allodi, Transcultural Psychiatry Division, To-
ronto Western Hospital, 339 Bathurst Street, Toronto, Ontario M5T
288, Canada.

- Assessment

The diagnostic approach to the vietim of torture re-
lies first on the traditional medical or psychiatrie his-
tory. The task has been helped considerably by the
publication of a list of symptoms or criteria for PTSD
in DSM-III-R (American Psychiatric Association,
1987). This list includes four main groups of symptoms:
reexperiencing of the trauma, hyperarousal, avoidance
or denial (or psychic numbing), and miscellaneous
symptoms, mostly of a depressive nature, such as so-
cial withdrawal and feelings of detachment and guilt.
In this mixed group one could add such problems as
impulsivity, substance abuse, and family difficulties,
if they were absent before the experience of torture.

As the patient begins to tell the history and the
narrative unfolds, the specific trauma of persecution,
imprisonment, and torture appears with its unique
characteristics. Torture, as a political tool of the state,
is currently practiced in at least 60 countries around
the world (Amnesty International, 1984a). The fun-
damental criteria in the definition of torture are
whether it was a major trauma, not expected to occur
to anyone in a lifetime; whether it was intentional; and
whether the pain and suffering were avoidable, delib-
erate, and inflicted with the purpose of punishing or
coercing the victim (Amnesty International, 1984b).
The various methods of torture vary somewhat from
country to country or even between a country’s re-
gions. They have been generally classified as physical
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ASSESSMENT AND TREATMENT OF TORTURE VICTIMS

and psychological, using deprivation and sensory ma-
nipulation. Besides the experience of torture in their
own persons, many victims, most commonly women,
report the pain or suffering received indirectly from
persecution of members of their own family, usually
spouses or adult sons and daughters. In the case of a
person who was detained and has “disappeared” at the
hands of a government’s security forces, the whole
family experiences the consequences of this singular
and pernicious trauma (Allodi, 1980; Allodi and Rous-
seau, 1989). Those aspects should be briefly noted and
documented in the assessment of any torture as they
are'relevant to the genesis of symptoms, treatment,
and medicolegal reporting. There is ample evidence
that in adults and children the severity of trauma and
other specific fears of persecution are significantly re-
lated to the level of posttraumatic symptomatology
(Allodi, 1989; Allodi and Rojas, 1985; Rousseau et al.,
1989; Rumbaut, 1990). ;

It is commonly reported that the physician under-
taking a mental status examination of a victim will
generally encounter a tendency to avoid or deny the
details of history and its emotional concomitants. How-
ever, patient, empathic listening will often provoke a
more or less controlled catharsis. Moderate cognitive
deficits (poor recall and concentration) are also gen-
erally reported by the victim. The historical and ob-
servational data collected should provide the evidence
for the diagnosis of PTSD. Nonetheless, it should be
confirmed and refined with a number of psychological
and physical investigations. .

Symptom Checklists, Behavioral Scales, and
Psychologiczl Tests

The first publications on torture victims in the 1970s
and 1980s merely described the observed somatoform,
affective, or cognitive symptoms singly or in clusters.
In subsequent clinical research, questionnaires, symp-
tom list or specific criteria for diagnosing PTSD drawn
from the DSM-III, and rating scales were used in both
Europe and North America (Allodi and Rojas, 1985;
Mollica and Lavelle, 1988; Rasmussen, 1990).

The impact of trauma, regardless of severity, is al-
ways mediated through personality factors. However,
personality variables capable of predicting response to
stress or trauma have proved elusive. From work with
U.8. Army recruits in the early 1940s (Grinker and
Spiegel, 1945) to reports on psychiatric casualties from
the Vietnam and Israeli wars (Bourne, 1969; Merbaum
and Hefez, 1976), most studies have been retrospec-
tive and the various approaches to personality assess-
ment have been able to discriminate only the most
extreme cases with previous behavioral or neurotic
problems. In the field of torture there are hardly any
studies to clarify this uncertainty. Low scores in the

Authoritarianism-Dogmatism Scale of Rokeach
(Schultze, 1962) predicts a better outcome after the
trauma of torture for Latin American refugees in To-
ronto (Allodi and Rojas, 1985, 1991).

The outcome of trauma is also related to environ-
mental variables. Those often mentioned are the gen-
eral social context, including safety in a different place
or country, and the specific measures of personal sup-
port to the victims (Allodi and Rojas, 1988). In refu-
gees, measurements of social isolation and support
(marital status, presence of relatives, close friends)
are related to symptomatology (Beiser, 1988; Lin et
al., 1982; Rumbaut, 1991). The frequency of social iso-
lation and maladaptation among torture victims, as
part of an exile population, is expectedly high. How-
ever, aside from some family, job, and police problems,
there is no clear evidence that in this regard torture
victims are very different from other exiles who suf-
fered fear and persecution but not torture. On the
other hand, victims were much more psychologically
and socially stressed than immigrant groups from the
same regions of the world without the experience of
persecution or torture (Allodi and Rojas, 1985).

Children, generally, do not verbally express the psy-
chological disorder consequent to the experience of
being direct victims of brutal treatment or torture or,
more frequently, witnessing violence, torture, or death
of grown-ups, relatives, or parents. It may take many
months of therapy before children reveal what they
experienced or witnessed. Family interviews, play
therapy, drawings, and other projective tests, have

- been used frequently in their investigation and treat-

ment. Blind analysis of drawings and the Thematic
Apperception Test from samples of refugee children
whose parents had experienced persecution and tor-
ture showed results consistent with questionnaire
findings and clinical observations (Allodi and Rojas,
1988; Rousseau et al., 1989). The Rutter scales ad-
ministered by parents and teachers (Rutter et al., 1970)
have been used by Krupinski and collaborators in Aus-
tralia with Vietnamese children and by our group in
Toronto (Allodi, 1989; Krupinski, 1986). These scales
have also been used in children of torture victims and
of parents who have “disappeared” in Central America
(Allodi and Rousseau, 1989; Allodi et al., 1989). Al-
though they are not to be taken for diagnostic instru-

‘ments, when used in large populations these scales

have great value as screening tools and for epide-
miological reporting.

Women are often reported to have suffered sexual
abuse, including rape, as victims of torture (Foster et
al., 1987; Rasmussen, 1990). A recent study confirmed
that those sexually abused or raped showed sexual
anxiety and avoidance even years after the traumatic

experience (Allodi and Stiasny, 1990). In individual -

s
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cases, tactful inquiries should be made and as a group
female victims should be studied with scales specifi-
cally measuring sexual trauma and dysfunction.

Medical Assessment

When exposing the victim to the clinical environ-
ment, medical examination, or therapeutic techniques,
care must be taken to avoid triggering reactions of
fear, anxiety, or painful associations with past expe-
rience of imprisonment, interrogation, and torture.
Physicians and nurses should bear in mind that, in
some countries, members of their professions have col-
laborated in the process of torture (Allodi and Cowgill,
1982; Stover and Nightingale, 1985). Injections or the
sight of a medical tray or electrical equipment may
indeed bring very painful memories. In my own prac-
tice, in the case of a woman with a bleeding peptic
ulcer, even the seemingly nonthreatening procedure

of hospital admission brought a panic reaction and flight -

from the hospital.

The physical consequences of trauma should first be
investigated with a routine medical examination in ail
cases. Brief description and measurement of all scars
should be made. Some scars are specific to trauma and,
in fact, almost pathognomonie, such as scars from cig-
.arette burns on the dorsum of hands and feet or on
the chest, scars from electrical burns, handeuff scars
on the wrists, roping sears on arms and legs, or mul-
tiple scars on back or shin areas. One case involved
the victim’s being hung by the thumbs, resulting in
bilateral amputation of these digits. Other scars are
not specific to torture, such as those from bullets and
bayonet wounds or from cuts and lacerations. Damage
to teeth and ear drums is common in torture victims.
Tooth and gum damage results both from neglect of
hygiene in imprisoned people under severe conditions
of deprivation and from direct blows to the mouth. X-
‘rays have also proven helpful in documenting single
fractures and multiple fractures of ribs and fingers
(Cathcart et al., 1979; Domovitch et al., 1984; Ras-
mussen, 1990).

Photography has been used in medical and human
rights publications as a means of illustrating reports
of torture and abuse. It has proven of great value in
cases of vietims claiming refugee status in Canada, and
in the future a photographic record may be very useful
to victims seeking compensation in courts of justice.
Electroencephalograms and special x-ray studies have
been useful in investigating head injuries with con-
sequent brain atrophy attributable to torture (Jensen
et al., 1982). Sleep studies were conducted in 12 young
male Central American torture victims in Toronto (He-
fez et al., 1985); these studies revealed prolonged la-
tency REM sleep, reduced REM sleep, reduced sleep
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efficiency, and high frequency of nocturnal myoclonia.
These results are compatible with other reports on the
alteration of sleep/dream cycle basic to PTSD (Kramer
and Kinney, 1988; Lavie et al., 1979). Chromosomal
studies have been conducted successfully to identify
children and grandchildren who were kidnapped and
reared separately from their biological parents or
grandparents in Argentina during the violent repres-
sion of 1976-1983, the so called “dirty war” (Di Lon-
ardo et al., 1984). Other techniques of investigating
sequelae of torture still in process of development are
skin biopsy and serum and urine analysis. Skin biopsy
can differentiate scars caused by electrical shocks from
scars caused by other types of burns (Karlsmark et
al.,, 1984). In acute cases of physical trauma under
torture, levels of serum creatinine kinase and myo-
globin in urine have been used as an indicator of trau-
matic muscle destruction not specific to torture.

It is apparent that the medical investigation of tor-
ture victims in North America and Europe, where
access to medical care should be much easier, is not
conducted as frequently or as adequately as it should

“be and that many sequelae escape medical atteniion

and treatment (Goldfeld et al., 1988). The multiplicity

of problems encountered by refugees all over the world

and the priority that they must give to other needs,

such as safety, housing, and employment, suggest that

this neglect of medical investigation and treatment of"
the sequelae of torture is probably widespread.

Treatment

The literature on Jewish survivors of the Nazi Hol-
ocaust and on Vietnam veterans as persons with PTSD
provides much insight and technical guidance for the
psychological treatment of torture vietims. In the Hol-
ocaust literature, the reported individual, group, and
family techniques have, largely, a psychodynamie or
psychoanalytical orientation (Danieli, 1988; Kesten-
berg, 1980; Krell, 1982). In the case of the Vietnam
veterans, individual, group, and family therapies have
been more directed toward cognitive and behavioral
adjustment (Egendorf, 1978; Lifton, 1978; Williams
and Williams, 1985). Psychotherapy with torture vie-
tims has followed mostly a cognitive and supportive
approach in exiled populations (Mollica and Lavelle,
1988; Somnier and Genefke, 1986) and in the countries
of origin (Kordon and Edelman, 1986; Lira et al., 1984).
Group techniques also have been reported both in
countries of origin (Cienfuegos and Monelli, 1983; Lira
et al., 1984) and in places of exile (Fishman and Ross,
1990).

The following issues are most often reported as sig-
nificant in psychotherapy with victims of torture: the
establishment of trust or alliance between patient and
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therapist; grief reaction and mourning for the loss of
loved persons; in the case of refugees, the loss of coun-
try, community, and culture; denial and avoidance both
on the part of victim and therapist; countertransfer-
ence and overidentification reactions from therapists
culturally and ideologically distant or too close to their
patients; survivor guilt and the survivor’s mission or
the attempt to repair the damage done, individually
or within a social group. What is so unique in torture
victims, compared with other cases of PTSD, is the
sense of personal humiliation and shame, the mistrust
of friends, neighbors, authorities, or institutions, and,
at times, the confusion of values and of self at a most
intimate level. Those aftereffects are related to the
circumstances and the very objectives of the torture:
to regress, humiliate, and devastate the self-esteem
of the victims and to confuse their values and philos-
ophy of life, using techniques that take advantage of
the most basic needs of any human being under con-
ditions of total dependence. Torture is also unique in
that it requires a personal, often close and repeated
contact between two individuals; at times this rela-
tionship, by design, can be contrived in an ambiguous
manner through special techniques, such as the “good”
and the “bad” torturers, and through methodical at-
tempts to brainwash or “rehabilitate” the vietims. The
vietim’s resistance or compliance with the pressures
and wishes of the agents and his/her “choice” between
two equally destructive alternatives can give origin to
psychologically erippling reactions. It is after this type
of torture that the vicissitudes of self-identity appear
most pronounced. Although some case reports have
. been written in the professional literature of other
forms of PTSD, (e.g., reeducation camps in China [Lif-
ton, 1961]), in the case of torture victims, except for
a few literary publications or anecdotal reports, very
little has been published. This theme, in part, is an
aspect of the study of the agent or torturer, which is
outside the scope of this paper.

In the process of therapy with torture vietims, the

concept of dynamic stages is useful. Working with Hol-
ocaust survivors, Fogelman (1988) considered the
stages of denial and avoidance, acceptance with con-
sequent- grief reaction, and integration valid at indi-
vidual, group, or community levels. This last stage is

characterized by attempts to repair the damage done

in terms of inner self and social life. It has also been
argued that the role of the physician, psychiatrist, or
therapist in individual therapy or in support groups
should be adapted to the expectations and assumptions
of the patient’s culture and circumstances. Often it is
more supportive and integrated to a complex network
than in the Western tradition of the individual doctor-
patient relationship. Moreover, in countries in which
torture is condoned or conducted by governmental

. of such lesions.
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agencies and its very existence denied, the options for
treatment are limited and risk the patient’s and ther-
apist’s safety.

Community Support Programs

The losses and stresses of the victims of violent per-
secution and torture are multiple, both of a psycho-
logical and social nature, in countries of origin and in
countries of exile. Consequently, their psychological
well-being is dependent on the availability of social
support (family and friends) and security. The read-
aptation of the victims of the Holocaust has provided
pioneering examples of socially integrated care and
support (Klein, 1972; Harel et al., 1988). In Latin
America, there are numerous instances of this ap-
proach with torture victims. In Chile, physicians, psy-
chologists, lawyers, and social workers, sponsored by
religious groups, have been integrated into such pro-
grams (Lira et al., 1984). In Toronto, the Canadian
Centre for Vietims of Torture provides similar help,
under very different circumstances (Allodi and Sim-
alchik, 1991). Other groups exist in the United States,
the United Kingdom, Denmark, the Netherlands, Bel-
gium, France, Germany, South Africa, the Philip-
pines, Central America, and Argentina and the rest

-of Latin America, providing services for refugees and

victims of violent state oppression with either gov-
ernment or community support or both (Protacio-Mar-
celino, 1989; Reid and Strong, 1987). Unfortunately,
none of the techniques and methods of intervention,
psychological treatment, or rehabilitation referred to
above has been tested for effectiveness in an’experi-

- mental design. To-date, all reports are descriptive,

anecdotal, or impressionistie.

Medical Methods of Treatment

The physical sequelae of torture are to be treated,
whenever indicated, as medical or surgical problems
regardless of origin. Nonetheless, the medical team,
in liaison with the patient’s support system ‘and, if
required, with a physician experienced in the treat-
ment of victims of torture, should be sensitive to and
capable of dealing with the psychological concomitants

A number of psychophysiological investigations of
PTSD, mostly conducted with Vietnam veterans, pro-
vide the basis for a rational biological treatment of the
psychological symptoms of victims. These studies in-
dicate a high level of sympathetic nervous system ac-
tivity and hyperarousal. Under controlled laboratory
conditions, PTSD patients have been reported to have
higher baseline heart rate, systolic blood pressure, and
forehead electromyographic responses and higher psy-
chophysiological reactivity to audiotapes with combat
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noises than control nonveterans (Blanchard et al., 1982),
PTSD patients have also shown higher urinary nor-
epinephrine/cortisol ratios (Mason et al., 1986) and the
unique abnormalities of sleep and dreaming cycle al-
ready mentioned (Kramer and Kinney, 1988). Thus,
neurophysiologically, PTSD can be categorized as a
state of chronic sympathetic hyperarousal; conse-

. quently, psychopharmacological treatment has been

aimed at dampening the hyperarousal associated with
PTSD. However, with the exception of the sleep stud-
ies conducted by Hefez et al. (1985), none of this type
of psychophysiological research has been conducted
with torture victims. )

The drugs most often reported useful in the treat-
ment of PTSD are benzodiazepines and tricyclic an-
tidepressants (Friedman, 1988). The same benzodi-
azepines are very helpful in settling the prevalent

Symptoms of hyperarousal and reexperiencing, namely, ~

insomnia, startle responses, hyperalertness, impul-
siveness, nightmares, and intrusive thoughts. Diaze--
pam is the most widely used compound but, in patients
with noeturnal myoclonia, startle responses, and mo-
tor agitation, clonazepam and nitrazepam appear to
have an added valife. Patients with a depressive com-
ponent have responded favorably to low doses of imip-
ramine or desipramine. More recently, propranolol and
carbamazepine have been used in patients with man-
ifestations of physiological hyperarousal and reexper-
iencing (Schwartz, 1990). Antipsychotics have not been
used specifically in PTSD (Schwartz, 1990) but, as in
any other condition with psychotic presentation (i.e.,
reactive paranoid sysmptoms) or with overwhelming
anger or impulsivity, they can be given with symp-
tomatic relief. Clonidine; a-central action antihyper-
tensive agent, is reported to alleviate the symptoms
of hyperarousal and to reduce the
chophysiological manifestations of reexperiencing.
Lithium carbonate in low doses has been credited with
good results in the treatment of mood changes, iri-
tability, and explosiveness (Friedman, 1988; Schwartz,
1990 and Van der Kolk, 1983). However, no controlled

studies have been published on victims of torture. This

psychopharmacological treatment remains empirical.

Implications for Research

A number of observations can be made on the avail-
able research:

The theoretical and conceptual framework of study-
ing torture victims must accommodate the complexity
of this phenomenon. A number of models have been
used in the study of refugees and torture vietims (Be-
iser, 1990; Rumbaut, 1991). The basic scheme is de-
rived from public health and epidemiology: a trauma
or stress (the germ), acting on an individual of certain

frequency of psy-

personal characteristics (the host) in a particular social
context (the environment) may oceasion a number of
symptoms of psychological distress and social malad-
Justment (the disease). In operational terms, the task
is to measure the most significant variables under study
(i.e., trauma, social support, and psychosocial impair-
ment) and to exercise control on other independent
variables. ;

PTSD, as amodel for the study of victims of torture,
political violence, and other abuse of state power, has
been eriticized as narrow insofar as it reduces what is
often a complex politicohistorical problem to the in-
dividual psychological level (Punamaki, 1989)." Val-
ues—the spirit of commitment to an ideology or in-
tegration into a political program—are significant
factors in the outcome and coping of torture victims

(Allodi and Rojas, 1988) and should be ineluded in &

comprehensive research design. This, of course, does
not reduce the value of PTSD as a specific set of eri-
teria that can only add accuracy and reliability to the
clinical diagnosis.

Migration, refugee status, economie hardship, death

in the family, divorce, and other events ean appearin - -

the life of a torture vietim and may or may not bear
a relationship to the trauma or persecution, although
ultimately these factors probably will have a cumu-
lative effect on the final state of health or adaptation
of the victim. There is, no doubt, an element of cir-
cularity in this relationship. Traumatized refugees are
frequently depressed and, therefore, unable to cope

- with family or other problems unrelated to the original

trauma, but these problems become by themselves a
new source of strain and depression. The precise role
of those life events and their relationship to the process
of persecution and traumatization should be elucidated
with appropriate design and methodology.

Until now, results of studies on the various groups
of torture vietims have not been easily comparable. To
facilitate comparison betweer the different studies and
across national boundaries, standardized measure-
ments, in the form of scales; symptom checklists, ques-
tionnaires; or lists of specific diagnostic criteria should
be used. When using brief screening scales in large
populations, a small sample of this group should be
interviewed clinically for diagnostic validation of those
scales within that population. In the same manner, the
traumatic event of torture or any other violation of
human rights, whether physical, psychological, or
symbolic threats or actunal traumas to the integrity or
welfare of the person, his/her family, or community,
should be precisely deseribed and, if possible, meas-
ured in a standardized manner. ;

Proposals have been made to create out of the PTSD
category a specific “torture syndrome,” as with con-
centration camp survivors or rape victims, and even
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to recognize some of the PTSD ecriteria or clusters as
subdivisions of PTSD (Horowitz, 1976; Loughfrey et
al., 1988). It is possible to postulate a relationship
between type and severity of trauma, symptom clus-
ter, support network, and prognosis, but more re-
search is needed before valid, discrete, and specific
nosological entities or subcategories of PTSD are cre-
ated. Remarkably little has been written on the s0-
matoform, conversion, or dissociative symptoms of
torture victims or on the psychotic breakdowns re-
active to this type of major trauma. So far, the torture
syndrome remains a cluster of symptoms, sometimes
accompanied by some more or less specific physical
and psychological sequelae, subsequent to the unique
humanmade stressor of torture and included under the

- general nosological category of PTSD.

Specific treatments and approaches to intervention
should be tested in an experimental design. In.spite
of the inherent difficulties with research techniques,
consenting patients, and ethical requirements, this
standard should be pursued, as it will permit the de-
velopment of truly effective treatment techniques.

Epidemiological surveys can bring knowledge of

great use to clinical practice, public policy planners,
and administrators. Ideally, community or total prev-
alence samples should be studied with appropriate
methodology. At least two studies of this kind have
been conducted with Southeast Asian refugees in North

America and one specifically with torture vietims (Al-

lodi and Rojas, 1985; Beiser, 1990; Rumbaut, 1991).
Other reports refer to populations in treatment and
therefore subject to the vagaries and limitations of the

_pathway and access to treatment. Their conclusions

are that refugees, including torture vietims, are, in-
deed, traumatized people and have higher indices of
psychological distress and depression than control pop-
ulations for some time after arrival in the new land.
Some risk and protective factors capable of predicting
the outcome of torture have been identified. Like other
immigrants, refugees are not a homogencous popula-
tion. The main groups at risk are women, children,
the elderly (Carlin, 1990), people from differently per-
secuted minority cultures or groups (Rumbaut, 1991)

the unmarried and isolated (Beiser, 1988) and the sur- |

vivors of torture (Allodi and Rojas, 1985). Individuals
from rural or preindustrial backgrounds, the indus-
trially unskilled, and the uneducated or illiterate would
be at risk when displaced from their local communities.
These groups will carry within themselves symptom-
atology, social needs, and at times demands for serv-
ices to their new community or country. Studies of
torture survivors, their risk factors, and needs will
permit the planning and organization of services wher-
ever the survivors of persecution may land.

Finally, psychoanalytical investigation of survivors

should continue, as it is uniquely capable of explaining
the irrational nature of humans at a direct psychic level
and of integrating and giving significance to the de-
seriptive and measurement data. Perhaps psycho-
analysis will provide hypotheses to answer some deeply
troubling questions on the relationship between vietim
and tormentor or on the psychology of the passive and
neutral bystander.

Ethical Considerations

Torture has been an early companion of mankind
(Ruthven, 1978). The difference between historical and
present-day torture is that modern torture is illegal
under both national legislation and international
agreements, it is secret, not public, and it generally
takes place within a total context of political violence

“~and repression. The psychiatrist, like any other profes-

sional trapped in such an atmosphere, may not be able
to escape the dilemma of responding to the abusive
political means of the government. If he/she attends
to the needs of a patient victim, his/her own safety or
life may be in danger. Moreover, it has been argued
that the commitment of the health professional to his/
her patients may also mean commitment to their po-
litical goals (Punamaki, 1989). This attitude, however
controversial, ultimately would be deemed ethically
correct in the light of past and concrete abuses com-
mitted by various states. If the physician does not
respond to the need of a victim, his/her silence or neu-
trality as a professional is all the government might
be seeking to further its own political goals. During
the Nazi atrocities, it was the belief that only a few
doctors participated actively in the genocide and mass’
killing of the extermination camps (Aziz, 1976). How-
ever, further investigations have shown that the bulk
of German psychiatrists, that is, those working in state-
supported academic institutions and mental hospitals,
were compromised in the medical selection and killing
of the mentally ill, the retarded, the invalid, and Jews
in the concentration camps. It will be difficult for the
current medical profession to absorb into our con-
sciousness that “the killing program was led by doctors
from the beginning to the'end” (Lifton, 1986, p. 166).
For those who said “yes,” this yes statement was the
first step into a hypnoidal or momentary trance state
of authoritarian submission (Krystal, 1984). In com-
mon with other victims of catastrophic psychic trauma,
these doctors suffered a narrowing of conscience with
repression of the emotional experience of the events
which they were witnessing. In the future, for the
physician faced with the need to treat a torture victim,
the answers to those problems may or may not present
themselves as ethically clear. In any case, the choice
will always be a matter of personal conscience, and



the development of a professional and personal con-
science resistant to massive psychic assault is a life-
time task, :
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_The Physical and Psychological
Sequelae of Torture

Symptoniétology and Diagnosis

Anne E. Goldfeld, MD; Richard F. Mollica, MD; Barbara H. Pesavento, MSW: Stephen V. Faraone, PhD

We present a review of the international literature on the medical and psycholog-
ical effects of torture. Our review reveals that certain tortures and their physical
and emotional sequelae are more prevalent than previously appreciated. They
include the common occurrence of sexual violence during the torture of women
and female adolescents and the high frequency of head injury and associated
neuropsychiatric consequences. We recommend the use of standardized diag-
nostic criteria in the evaluation of patients who have survived torture; this will
facilitate patient care and the documentation of human rights violations.

OF THE more than 11 million displaced
persons throughout the world, it is esti-
mated that greater than 1 million refu-
gees have been resettled in the United
States since 1975."* Many of these indi-
viduals have experienced war trauma,
including torture, and are fleeing from
countries where torture is a widespread
practice. Torture, which has been docu-
mented to occur in 98 countries world-
wide, has been compared to an epidem-
ic.? Therefore, it is with increasing
frequency that health care providers in
countries of asylum such as the United
States are confronting patients who
have survived torture.

The documentation of torture is often
difficult. Not only is it often actively
concealed by its perpetrators, modern
torture is characterized by a technologi-
cal sophistication that can leave few
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physical traces. Nonetheless, groups
such as Amnesty International (AI)
have provided convincing proof of the
occurrence of torture in numerous coun-
tries. Such reports are based on multi-
ple lines of corroborating evidence that
may include testimony of victims, wit-
nesses, former torturers, local human
rights, groups, investigative rmssmns,
and m?dié#l,exarmnatmn ﬁndmgs
Hgaltil care providers have in the
past-béeti tinresponsive to the medical
and ps¥chiatric problems that may arise
from situations of human brutality.* The
tendency for individuals, including
health professionals, to withdraw from
survivors of violence has been well
documented in practitioners caring for
concentration camp survivors,' Cambo-
dian survivors of the Khmer Rouge re-
gime,® Vietnam veterans,® and Chilean
survivors of torture.” The medical and
psychiatric interviewer is often emo-
tionally unprepared to listen to the hor-
rifying experiences of the survivor of
torture. Patients themselves fre-
quently will not reveal the torture ex-
perience to the physician*’; they may
fear reprisals, be overwhelmed by hu-
miliation, be reluctant to retrieve pain-
ful memories, and fear stigmatization to
themselves and their families. There-

Lo,
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fore, familiarity with the injuries
caused by torture, sensitivity to the
psychological and social issues confront-
ing the tortured patient, and awareness
of the personal difficulty health practi-
tioners may have in caring for this group
of patients are all necessary to provide
optimal care.

Despite the recognition that torture
may cause serious physical and emo-
tional impairments, information about
the medical effects of torture is not
readily available. This information is
limited for several reasons. First, there
have been few systematic investiga-
tions of survivors of torture. In addi-
tion, much of the information that has
been published is relatively inaccessible
because it is spread throughout foreign
language journals or is privately circu-
lated by clinics to avoid the danger of
public attention to both practitioner and
patient.

In this article, we review published
and privately cirenlated international
reports on the physical and psychologi-
cal sequelae of torture. The goals of this
review are threefold: (1) to make this
information and its sources readily ac-
cessible to the medical community;(2) to
make available the current experience
of medical providers actively engaged in
treating survivors of torture; (3) to de-
termine effective diagnostic approaches
to clinically significant symptoms in this
expanding group of patients.

THE PHYSICAL SEQUELAE
OF TORTURE

Between 1979 and 1985, six patient
series reported the physical examina-
tion findings and symptoms in a total of
319 survivors of torture who had sought
refuge in Canada, Denmark, and Hol-
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Table 1.—Types of Torture Reported by Torture

Survivors in Six Investigations, 1979 to 198549

No. of Cases

Torture Types (N=319)

Beating, kicking. striking with objects
(to torso and/or genitalia and/or
head) T

Threats, humiliation { %/

Application of electricity (to torso,
genitalia, mouth) with pointed
eleclrodas. cattle prods. or shock

Blmwdmg (571) !

Mock execution

Made to witness others being
tortured

Submarino—submersion of head in
water {often filthy or poliuted with
excreta) with near drowning

Isolation (for >>48 h)

Starvation (for >48 h)

Sleep deprivation

La bandera—suspension from a rod
by hands and feet

Rape—mutilation of genitalia,

. insertion of foreign bodies into
vagina or rectum— 757

Buming—application of agamﬂes
electrically heated rods, hot oil,

410*
246

149
105
B9
72

& &88%

b

Falanga—beating the soles of the
fegt with rods

Rope bondage—tightening of ropes
over hours

Telephono—striking of blows at the
viclim’s ears

Forced standing (lor >48 h) _ .

Throwing of urine or fecesat \M:Iim

Medicine administration - ¢
(nontherapeutic) v

—Traction alopecia—lifting by hair

Needles under loenails or fingemails

Deprivation of water—providing only
filthy, salty. or soapy water

Forced extraction of teeth

Prevention of urination and
defecation

Deptivation of medical care

S i T s O R T TR
*An individual patient may have sustained blows 10

three areas.
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land.*"* Five of these studies used
semistructured questionnaires that
were based on an interview schedule
developed by the Danish medical group
of AL***" These questionnaires are
not described in detail in any of the stud-
ies, but reportedly focus on the descrip-
tion of torture and on the health status
of the patient before and after torture.
The sixth study presented case histor-
ies of six patients." The length of time
between torture and evaluation was not
consistently noted in the studies. Gen-
eral physical examinations and simple
laboratory tests were done and roent-
genograms were obtained in all six
studies when possible. The majority of
interviews and éxaminations were con-
ducted in the country of refuge. How-
ever, in the Danish study by Wallach
and Rasmussen,“ 18 Chilean nationals -
were examined in their own country. In
the other Danish study by Rasmussen
and Lunde," of 135 subjects evaluated,

35 from Greece, 32 from Spain, and five
from Northern Ireland were all exam-
ined in their own country and 13 from
Argentina were examined in Rome."
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The majority of patients evaluated in
the six studies were Chilean, compris-
ing 191 of the total of 319 cases. Other
nations represented in the studies were
Greece, Northern Ireland, Uruguay,
South Africa, El Salvador, Spain,
Argentina, Ethiopia, Algeria, Bolivia,
Morocco, Bangladesh, and Romania.
The majority of interviews were con-
ducted by physicians, although consis-
tent documentation of where, when,
and by whom the examinations were
conducted was not provided.

Table 1 summarizes the tortures to
which the 319 individuals evaluated in
the six patient series were subjected.
The most common physical symptoms
reported included headache, impaired
hearing, gastrointestinal distress, and
joint pain. The most common physical
findings were scars on the skin and bone
dislocations and fractures. No medical
diagnoses were reported in any of these
studies.

In the patient series cited previously,
physical symptoms and findings were
frequently correlated with specific tor-
tures. However, detailed medical his-
torical data and descriptions of physical
findings necessary to establish such as-
sociations were not consistently pre-
sented. For example, in one of the Cana-
dian studies," the authors note that ten
of 12 patients who complained of hear-
ing loss had been subjected to tele-
phono, a torture consisting of beating
the ears with a hard object. In this same
study, however, there is no documenta-

‘Ygt'.]ion of physical findings suggestive of
ead trauma or of audiometric measure-
ments that could establish the diagnosis
of hearing loss secondary to telephono.
In another example, Rasmussen and
' Lunde” report that 32% of 135 patients
evaluated suffered from gastrointesti-
nal complaints and 22% suffered from
cardiovascular complaints. Yet, they
present no historical descriptive data or
physical findings that could help deci-
pher the etiology of these general symp-
toms and their connection to torture.
Other human rights and case reports
provide more detailed. descriptions of
physical findings and symptoms after
torture. Furthermore, they suggest
that certain tortures and their medical
sequelae are more prevalent than ap-
) reciated in the patient series cited pre-
_-.fwously Danielsen and Aalund® de-
- seribe certain types of electrical and
r’ burning tortures that may produce dis-
"sg;m’ctwe scarring patterns in the skin.
Picana, a type of electrical torture in
which an electrically charged needle is
applied to areas of heightened sensitiv-
ity such as nipples, genitals, eyes,
tongue, and teeth, typically produces 1-
to 2-mm reddish macular scars in clus-
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ters."™ Characteristic scars have also
been described resulting from burning
with cigarettes,"™" molten rubber," cor-
rosive liquids," and tight ropes™'** and
after beating with blunt instruments."
A diagnostically promising finding has
been the description of caleium salt de-
position that may be found in a punch
biopsy specimen of the dermis beneath
an area that has been shocked by an
electrical cathode during torture.®*
Skeletal and soft-tissue abnormalities

secondary to beatings and suspensi
during torture are f y de-
scribed. Occult-fractures, lumbosacral

spine injuries,*” dislocation of verte-
brae, and paraplegia® have been re-

L2

ported after prisoners had been beaten _ .+’

or hung by one extremity during tor- "
ture. Other reports detail massive
swelling that causes vasculdr compro-
mise of the lower legs after falanga, a
torture method consisting of blows to
the sole of the foot.®* Additional re-
ported effects of falanga include aseptic
necrosis of a toe,” necrotie-ulcers.of the
leg (L. Danielsen, MD, unpublished -
data, 1985), chronic venous incompe-
tence of the legs,®”
walking.”

Although not emphasized in the pa-
tient series reviewed, numerous obser-
vations from health practitioners world-
wide reveal that sexual abuse and rape
figure prominently in the torture of
women.'"#4223 For example, in investi-
gations of Cambodian, Laotian, and
Vietnamese refugees, histories of rape
and sexual abuse during torture and de-
tention are widespread.™ In Uganda,
group rape of female detainees by mili-
tary guards is reported to be frequent
and resistance to rape to result in shoot-
ing or stabbing of the victim."” Similarly,
the sexual abuse of female prisoners has
been described in Chile,®* El Salva-
dor,** Poland,” and Nicaragua.”

Neither youth nor pregnancy serve
as a deterrent to torture. A recent Hel-
sinki Watch Committee report from
the Ukraine describes 15 cases of rape of
ferale children younger than 14 years
old whose parents were members of eth-
nic or religious minorities (E. Brantley,
JD, oral communication, 1986). Sexual
abuse and detention of female children
has also been documented in El Salva-

Kicking pregnant women in the
%bdomen to precipitate spontaneous
abortion during torture is described in
Uganda'; in Chile, beating and electri-
cal torture of pregnant women is report-
ed.” The mutilation of female genitalia,

pregnancy, venerecal disease, infertil-— “ty

ity, miscarriage, and serious social and
psychological impairments are reported
to be common consequences of the tor-

T

ture of women.
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Table 2.—The Percent Distribution of Psychiatric Sympioms of Torture Survivors by Clinical Survey, 1978 to 1985

e r==mors PSR SSSS S —————
Rasmussen and
AP 2;3 Allod| and Lunde,'® 1980; Domoviich
2Pk WL e Cowgill,** 1982 Lunde,™ 1982 et al,'* 1984+ 19 Case
foe i (N=42) {N=135) (N=98) Studiest
Cognilive symploms
Confusion‘disorientation 5 (12%) 5 R 1 (5%)
Memory disturbance .12 (29%) 61 (45%) 37 (38%) 6 (32%)
Impaired reading | 2 (11%)
Poor concentration / 7[; %25 (Fi4) 13 (32%) 61 (45%) 46 (60%) ! 8 (42%)
Psychological symptoms
“ Anxiely 36 (8B%) 32 (24%) B7 (94%) 12 (63%)
Depression 29 (71%) 26 (19%) j 57 (66%) 13 (68%)
Imitability‘aggressiveness 40 (30%) 53 (66%) 2 (11%)
Emotional lability (4 41 7, 21 (30%) 12 (63%)
Selt-isolation’
social withdrawal .- 13 (10%) 53 :(63%) 5 (26%)
Neurovegelative symptoms :
Lack of energy 26 (63%) 19 (14%) 32 (41%) 7 (26%)
Insomnia 2B (68%) 81 (83%) 16 (84%)
Nightmares 14 (34%) 29 (20%) 66 (78%) 16 (84%)
Sexual dystunction 5 (12%) 25 27 (57%)

*The number of cases examined for each symptom ranged from.53 to 98.

tCase studies from Amnest)x_ International Human Rights Eliiigrxs to Uganda, Greece, Chile, Iraq. Egypt, and Northern ireland. e
i e A% T -
e . o

2 e 2tV VO
: T 2 ik
Sexual abuse of male detainees ap-  mat.” In addition, we reviewed 19 case  chosyndrome,” also’ called by them,
pears to be less prevalent; however, in  reports from Al human rights missions  “post-traumatic cerebral syndrome.”
two reports from Denmark, sexualdys-  to Uganda, Greece, Chile, Egypt, Iraq,  Survivors of torture qualified as having
function (decreased libido and impo-  and Northern Ireland. These findings thisdisorderif they had three or more of

—tence) and testicular atrophy are de-  arealsosummarizedin Table2."““One  the following symptoms: impaired .

scribed as sequelae of genital torture of  hundred ninety-seven of the 275 survi- memory, headaches, intolerance to al-’

- men."* Application of electricity to,  vors of torture evaluated for psycholog- cohol, and sleep, marital, or emational
T

and beating and pulling of, the penisand  ical symptoms were from Latin Ameri-  disturbances.®

testicles as well as testicular crushing  ca. All cases presented in Table 2, In each of the studies presented in
with ;?t/tlg-_ga.lding instruments have all  except for Al case reports, were evalu- Tabie 2, a high percentage of patients
beendescribed in Uganda.” In Chile, a  ated in countries of asylum. The time  were beaten or kicked in the head. It is

“former detainee interviewed by an  interval between torture and evaluation  not known whether head trauma ac-
American Committee for Human  wasnot generally noted. The most com-  counted for any of the symptoms de- .
Rights mission described genital tor-  mon psychological symptoms reported  scribed previously, because none of the/f &
ture of male inmates (J. Fine, MD, oral-  included insomnia and nightmares, studies reported the results of neigro-
communication, 1986). Repeated rape  memory loss, and poor concentration. psychological testing, neurological ex-
of a male torture victim in Latin Ameri-  The psychiatric diagnoses of these pa-  aminations, or related laboratory stud-—
cais described by Allodi and Cowgill.* tients.were. not indicated in any of FE\h?"d .ies (eg, electroencephalography or

; . AT computed  tomography), which might

THE PSYCHOLOGICAL SEQUELAE t f the studies summarize‘:i in estal’;lish this link. The relationship be-
OF TORTURE Tabl¢;2;-anthors state that they have  tween head injury and mental distur-

Table 2 summarizes the psychological ~ found evidence of a psychological syn-  bance such as memory loss, headache,
symptoms associated with the torture  drome specific to the survivor of tor- and impaired concentration has been
experiences documented in three stud-  ture.”* Allodi and Cowgill® state, “All  well documented®® and may account for
ies by Danish and Canadian groups that  patients suffered from a homogeneous  the occurrence of similar cognitive
evaluated a total of 275 survivors of tor- %7disorder characterized by extreme symptoms in survivors of torture. The
ture.”"**“ The Danish study by Lunde” "~ anxiety, insomnia and nightmares ... 1982 documentation by computed to-
reports the psychological findingsinthe  somatic symptoms of anxiety, phobias, mography of cerebral atrophy in five
group of patients studied by Rasmussen  suspiciousness and fearfulness.” They young men who had been tortured two
and Lunde.” This study and the Cana-  felt this symptom complex constituteda  to six years before neurological investi-
dianstudy by Domovitchetalassessed  torture syndrome. Rasmussen and  gation®®also suggests a possible organ-
the psychological symptoms associated  Lunde,” in their 1980 report, suggested  ic basis for psychological symptoms in
with the torture experience by use of  that a psychological syndrome second-  these patients.
semistructured interview schedules  ary tohead trauma may exist. They also '
that were 'Ir‘;]ot described in detail intheir  observed that 14% of their study group COMMENT
reports. The 41 patients that compose  of 135 patients had a “mental distur- _ :
the Canadian study by Allodi and bancg.”]')I'he diagnostic criteria orﬁi?c%" :Sexual Violence and Head Injury
Cowgill” were from three Latin Ameri-  their conclusions were based were not  2Uring Torture and Detention
can countries. They were examined in  described. In a 1984 follow-up study of In gathering and summarizing the re-
Canada from a few months to several 22 of the original 135 subjects who had  search and clinical experiences of health

_ years after their torture experience by  beenstudied by Rasmussenand Lunde,  practitioners and clinics working with
lhg same Spanish-speaking psychiatrist Abildegaard et al” indicated that eight  survivors of torture, it is apparent that
using a semistructured interview for-  (39%) of 22 had a “chronic organic psy-  certain tortures and their physical and
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emotional impact are more significant
than previously appreciated. These tor-
tures include sexual violence among
tortured women and female adolescents
and head injury. Although the true
prevalence of sexual violence and head
injury in this patient population is as yet
unknown, it is clear from the material
reviewed that they may be the cause of
significant emotional and physical in-
jury among survivors of torture. There-
fore, in our current state of knowledge
about ‘survivors of torture such em-
phasis is important to orient health care
providers to symptom complexes they
might anticipate. Additionally, al-
though a torture syndrome has been
claimed by some investigators to occur
after torture, lack of reference to stan-
dardized psychiatric diagnostic criteria,
as well as incomplete descriptions of the
psychological meaning and impact to
the victim of torture, gives little clinical
usefulness and meaning to this term.
Sexual violence is often associated
with the torture and detention of wom-
enand female adolescents. The problem
of security and protection against sexu-
al violation and rape is therefore essen-
tial to the well-being of those in refugee
camps, in areas devastated by war, and
in countries where torture is practiced.
Furthermore, the true magnitude of
this problem is likely to be underappre-
ciated because women who have been
sexually violated during torture fre-

quently hide their experience from phy-4

sicians and families to avoid the shame
and stigma of the experience.™ Despite
the complex and sensitive nature of this
problem, health care providers must be
aware of the likelihood of its occurrence
and anticipate the potential physical
and emotional injury that may result
from sexual violence.

Similarly, physicians should be alert-
ed to the frequent occurrence of head
trauma among this patient population.
Such injuries are frequently associated
with neuropsychological deficits and im-
pairments in social functioning.** De-
spite the clear documentation of head
injury in survivors of torture (Table 1),
there has been no systematic evaluation
of the neurological and/or neuropsychi-
atric deficits that may be related to head
Injury in these patients. Therefore, psy-
cl'lological symptoms displayed by sur-
Vivors of torture may be secondary to
organic central nervous system dys-
function rather than to the psychologi-
cal effects of the torture experience. '

Improving Medical Evaluations
of Survivors of Torture

_It.' is apparent from the studies re-
\rle\;.ed'that the medical and psychiatrie
evaluation of survivors of torture
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presents unique problems to the clini-
cian. Difficulties that may be encoun-
tered include assessment of the accura-
ey of the torture survivor’s trauma
story (especially if physical findings are
subtle or absent), cultural and linguistie
barriers to clinical evaluation, and the
emotional resistance by practitioner
and patient to discuss the torture event.

In addition, special problems of confi- .\
dentiality and trust are raised in the

care of survivors of torture. Care must
be taken not to stigmatize these indi-
viduals further by labeling them pre-
maturely with syndromes that may
then become sensationalized. Assign-
ment of medical and psychiatric diag-

4,

noses based on supportive historical
data and physical findings cotld help
ameliorate some of these difficulties by

establishing links between particularN

tortures and their medical and psycho-
logical consequences.

Medical diagnoses were not reported
in any of the investigations or case stud-
ies reviewed herein. Such information
could help orient physicians to disorders
they can anticipate in their evaluation
and treatment of survivors of torture
and help them uncover even subtle
physical findings. It could also improve
communication about the medical ef-
fects of torture among health care pro-
fessionals. Use of adequate diagnostic
criteria in assigning psychiatric diag-
noses. is alsc important, hecanse as nu-

4 ‘merous epidemiologic studies have do-

icumented, the presence of emotional
Jsymptoms is not identical to a diagnosis
of a mental disorder. For example, a
survivor of torture may feel sad and
hopeless, but may not be suffering from
amajor depression.’7@%, -
In the studies reviewed in this article,
many of the Symptoms associated with
10515 0f: posttraumatic stress
urrent thoughts or
f:the traumatic event, hy-
@_;_a_lg_rig_e_?zs:’,?' reliving the traumatic
event, sleep disturbance, etc®), as well
as major affective disorder (eg, d -
ric mood, poor appetite, feelings of

worthlessness®), were not systemati-. gained. Such a survey could also help ,7:%;

toms described were associated with
either of these disorders or secondary to
head trauma. Furthermore, patients
who have been tortured may carry more
than one psychiatric diagnosis.™ Before
a new syndrome, such as a torture syn-
_drome, ‘is applied to these patients it
should be determined whether the
symptoms they display meet estab-
lished diagnostic categories. These
distinctions have important impact on
therapeutic approach, including the
appropri:ﬁe use of psychotropic med-
|

L

ications.

In addition, individual differences, in-
cluding gender, age, and education, and
many other cultural traits and personal-
ity characteristics can have significant
impact on an individual’s interpretation
of the social and psychological meaning
of their torture experience.* For exam-
ple, the subjective experience of a rape
trauma during detention may be con-

'siderably different for a Cambodian

woman than the psychological distress
following a Chilean political prisoner’s
mock execution. Yet, both may suffer
from symptoms consistent with the di-
agnosis of posttraumatic stress disor-
der. Description of these differences in
clinical studies would provide meaning-
ful information about the psychiatric
disorders associated with torture.

CONCLUSIONS

Emphasis on a rigorous medical ap-
proach to torture is in no way meant to
detract from the understanding of tor-
ture as a social and political phenome-
non. Rather, our hope is that the careful
documentation of symptoms and physi-
cal findings associated with human
rights abuses will focus attention on the
occurrence of torture and hasten its
elimination. The reporting of a physical
or emotional injury and the torture
event that gave rise to it can provide
evidence about who has been tortured,
when, and how. Such knowledge can
support the international medical and
legal system in documenting human
rights violations. This information could
furthermore help establish legal refu-
gee status for individuals seeking politi-
cal asylum. :

A comprehensive survey of the evalu-
ation and treatment practices of health
practitioners and clinics that serve pa-
tients who have been tortured would
greatly enrich our understanding of the
survivor of torture. Important insights
into the similarities and differences be-
tween the psychological symptoms that
follow torture and that characterize the
posttraumatic stress disorder could be

lefficacy of specialized torture rehabili-

tation treatment centers vs mainstream
primary care settings. It might also elu-
cidate the differences between caring
for refugee patients in countries of asy-
lum vs caring for patients who live in the
sociopolitical context in which the tor-
ture occurred.

Future research in this field should
explore the prevalence and complica-
tions of sexual abuse and head injury in
this patient population. The develop-
ment and validation of culturally and
linguistically pertinent screening in-
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cally assessed. Therefore, it is not -iiclarify therapeutic issues such as the- e
known if any of the psychological symp- *




struments is necessary for appropriate
psychiatric diagnosis and care.” De-
seriptions of where and by whom exami-
nations were conducted, and the report-
ing of information in a format that would
ideally include history, physical and
psychological findings, and diagnosis
would greatly improve communication
between health professionals as well as
facilitate the evaluation of information
on this topic.

« Health professionals are in a unique
position to foster the prevention of
torture. The mediecal verification of in-
juries caused by torture can provide
powerful testimony to its occurrence.
Such evidence can focus international
attention on human rights abuses even
when they are strenuously denied by
the governments that commit them.
Therefore, the application of a rigorous
medical approach to the patient who has
survived torture will not only provide
these individuals with the best possible
care, but will contribute to the interna-
tional recognition and eradication of this
inhumane practice.

We thank the Boston Health Professionals Group
of Al, Jim Weleh, Dan Cooper, and the staff of the
Boston Indochinese Psychiatry Clinic for their en-
couragement, Luke Tedeschi for discussions about
the pathological sequelae of torture, Salome
Waelsch and anonymous reviewers for helpful com-
ments, and Michael Miceli for assistance with the
preparation of the manuseript.
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The medical and psychiatric assessment of torture survivors is a field in its infancy. Over the past15
years investigators have shified from the use of open-ended interviews to standardized interview
schedules. Preliminary results have not elucidated the psychometric properties of these instru-
ments. The development of valid and reliable instruments is confounded by many unique charac-
teristics of torture survivors such as the horrific nature of the experience, the instability of memory,
and the potential upset generated by the assessment. While translations of depressive and trauma
related symptoms have been attempted in several languages, cultural and psychological constructs
for torture induced disease states remain elusive, The relationship between PTSD and the torture
response has not been defined. Advances in the development of instruments for assessing Ameri-
can combat veterans can serve as a model for the torture field, only if theyare adapted to the unique
cultural and psychological context of torture survivors.

Empirically measuring torture and its associated psychiatric
sequelae have been considered by many human rights workers
to be a perverse endeavor (Mollica, 1988a). In general, the hu-
man rights field has not considered the problems of torture
survivors as the legitimate domain of medicine, especially psy-
chiatry. It is argued that if torture survivors do not have “dis-
eases” but “normal” psychological responses to their life threat-
ening situations, then the medicalization of the field will only
lead to highly stigmatizing medical and psychiatric labeling. In
contrast, scientists who specialize in understanding the impact
of stressful life events on human well-being have also been re-
luctant to investigate the torture experience. George Brown,
England’s foremost medical sociologist, once stated (private
communication) that studying torture survivors was like con-
trasting the life of King Lear to the lives of ordinary men and
women, Unfortunately, most torture survivors are ordinary peo-

ple who have had the misfortune of having had “Lear-ian™ expe- -

riences.

The medical and psychiatric evaluation and care of the tor-

ture survivor isa field in its infancy (Goldfeld et al., 1988). Little
empirical knowledge exists. Although the human rights com-
munity has sensitively attempted to protect the torture survivor
from damaging medical and psychiatric stigma, recent ad-
vances in unveiling the large numbers of affected individuals
worldwide and the magnitude of medical and social disability

associated with torture have encouraged the development of .

empirical research. Epidemiologic assessments of patients and
traumatized communities have been limited because few valid
and reliable instruments for measuring torture and its sequelae
are available. Early studies consisted of phenomenological de-
scriptions of patient demographic characteristics, torture expe-
riences, and the immediate medical and personal needs of the
torture survivor, The objectives of these studies were 10 exam-
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ine persons who had allegedly been tortured in order to docu-
ment the medical impact of the torture experience as well prove
that the torture had actually occurred. Initially, neither the in-.
vestigators nor the health services believed the claims of the
torture survivor (Boberg-Ans, 1975).

The major goal of this article, therefore, is to summarize
those factors that influence the development of measurements
suitable for empirically evaluating the torture experience and
related symptoms. Although it is assumed that the development
of measures must adhere to those scientific standards that exist
for establishing standardized psychological instruments with
acceptable psychometric properties, certain features unique to
the study of torture will be reviewed to facilitate this process.
The important impact of culture on the torture experience will
be stressed because torture survivors have been identified in
diverse cultural and geographical settings. Similarities and dif-
ferences between the psychological assessment of the torture
survivor and American combat veterans will be revealed. The
research development of assessment tools for measuring the
symptoms and diagnostic categories of American combat vet-
erans is at least a decade ahead of similar efforts in the torture
field. Yet, the magnitude and importance of this new field de-
mands the rapid introduction of valid instruments that are sim-
ple, culturally sensitive, and capable of improving the clinical
management of the torture survivor,

Defining Torture

Although rorture is 2 commonly used term (Peters, 1985), its
specific definition is elusive in our society because so few indi-
viduals have experienced torture. Usually, torture is associated
with the political methods of oppressive governments and the
abuse of political prisoners. The most widely accepted defini-
tion of torture is given by the 1986 United Nations Declaration
of Human Rights (United Nations, 1987):

Torture, the most readily recognized of the human rights viola-
tions described here 2s traumatic human rights abuses, has oc-
curred for millennia. Legally torture is defined as: [A]any act by
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which severe pain or suffering, whether physical or mental, is in-
tentionally inflicted on a person for such purposes as obtaining
from him or a third person information or a confession, punishing
him for an act he or a third person has committed, punishing him
for an act he or a third person has committed or is suspected of
having committed, or intimidating or coercing him or a third per-
son, or for any reason based on discrimination of any kind, when
such pain or suffering is inflicted by or at the instigation of or with
the consent or acquiescence of a public official or other person
acting in an official capacity.

" This definition primarily emphasizes violence directed un-

justly at individuals for political purposes. Whether this defini-
tion applies to entire populationsthat have experienced unimag-
inable suffering through economic oppression, starvation and
humiliating life experiences, such as the millions of Cambo-
dians who experienced forced dislocation, slave labor, starva-
tion, and ill health under the Khmer Rouge regime, is unclear
(Mollica & Jalbert, 1989).

Lack of a universally acceptable definition for torture, there-
fore, requires that any attempt to measure torture begins witha
comprehensive review of the historical context and an elucida-
tion of the types of tortures experienced by individuals within
their unique sociopolitical setting. Modern torture methods

_ range from the common use of falanga (i, beating the soles of
-the feet) in Chile to the use of plastic bags to suffocate Cambo-"

dian prisoners in Southeast Asia. Ifa complete and accurate list
of possible torture experiences is offered immediately to the
patient, it will cue the torture survivor that the interviewer
knows something of his or her situation. This knowledge initi-
ates a process of revelation that often does not occur through
the use of open-ended interviews or the recitation of a list of
general experiences. Many torture survivors appreciate know-
ing that the medical professional is aware of what they have
suffered and interested in eliciting information about the tor-
ture as part of the health-seeking process.

The empirical documentation of torture has been limited to
recording the exact nature of the torture experience. This ap-
proach assumes (maybe unjustly) that the torture experienceisa
“powerful” life event capable of producing iliness. Life history
research is replete with methodological concern for evaluating

- the psychological impact of a life experience as measured by its

intensity, duration, frequency, and meaning. The relationship of
stressful life events to thé etiology, onset, course, and outcome

of various psychiatric conditions, such as schizophrenia, de-

pression, and anxiety, has been the focus of significant empiri-

cal research (Miller, 1988). The extreme nature of the torture

experience has allowed clinicians and early investigators to as-
sume a priori that the torture experience is such a painful and

significant event in the life of the survivor, that it is capable of
generating or advancing psychiatric illness. What is missing in

this assumption, however, is an appreciation for the cultural

meaning of each generic class of torture and its unique psycho-

logical impact, if any.

Receit investigations reveal the major differences in the cul-
tural meaning of torture in Western and Asian societies (Mol-
lica, 1988b). Torture in the West has been closely associated
with legal traditions extending to the Greco-Roman period.
The word forture was derived from the Latin word lorguere,
which means “to cause to turn, to twist” in order to extract
testimony and/or evidence or to repress opposing religious or
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political views. In contrast, the word for torture in Cambodia,
tieru na kam, is derived from the Buddhist term for karma The
individual’s karma is an action or thought (often of an evil na-
ture) in a prior existence that produces effects in this life. The
torture experience for the Khmer torture survivor is believed to
be caused by his or her bad actions and resulting karma. The
impact of cultural and personal beliefs similar to the latter on
the overall well-being of the torture survivor has not been ade-
quately explored. Furthermore, the psychological impact of dif-
ferent forms of torture is unknown. It is possible that specific
torture experiences are associated with specific symptoms and
psychological reactions. For example, the unique reactions of
Indochinese women to rape trauma are just being demon-
strated (Mollica & Son, 1989). These women keep knowledge of
their rape a secret unknown to all, especially to their husbands
and parents, Community awareness of the rape trauma will
pegatively stigmatize the victim and her entire extended family,
causing all family members to suffer from severe social ostraci-
zation. In contrast, Sandinista Nicaraguan women publicly
shared their rape trauma as a symbol of their sacrifice and
commitment to what they considered a new society. Little is
known of the psychological reactions of the families of the
“missing and disappeared” in Argentina, physically abused
Black childrén who have been tortured in South African pris-
ons, or Ethiopian refugees who have suffered from politically
motivated starvation. Because of this lack of information, case
reports from Amnesty International, the published clinical ex-
periences of torture treatment centers, and the literary biogra-.
phies and testimonies of torture survivors are irreplaceable re-
sources for developing measures capable of accurately captur-
ing the torture experience.

Accuracy of Reporting

It is a well-known clinical phenomenon that tortured individ-
uals constantly change the details of their trauma reports (Mol-
lica & Lavelle, 1988). Whether the reliability of these reports
over time is worse than that for other categories of traumatized
individuals is unknown. Changes in the reporting of torture

" events may be due to (a) high emotional arousal with associated

hyperbole or defensiveness for some individuals in reporting
the torture events; (b) impaired memory secondary to psychiat-
ric and neurological impairments (e.g., beatings to the head and
subsequent head injury); () culturally prescribed sanctions that
allow the trauma experience (e.g., rape trauma for Indochinese
women) to be revealed only in highly confidential settings; (d)-
coping mechanisms that use denial and the avoidance of memo-

" ries or situations associated with the trauma.

In measuring torture and trauma-related symptoms, numer-
ous reports based on the clinical experiences of clinics treating
torture survivors have revealed the importance of eliciting his-

" torical information through a neutral mediator, such asan inde-

pendently tape-recorded history or a checklist (Cienfuegos &
Monelli, 1983; Mollica & Lavelle, 1988). Checklists have been

- demonstrated to be readily accepted by Indochinese patients.
. These checklists help to “put words around” the trauma events

and symptoms that these patients are unable to share during a

- traditional open-ended psychiatric interview. In fact, Asian tor-

ture survivors positively considered the checklist questionsasa
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useful medical test. Although events and symptoms can be suc-

" cessfully measured by a checklist format, the stability of these
events and symptoms over even brief periods of time is un-
known (Mollica et al,, 1987a, 1987b). Furthermore, because al-
most all research has been conducted in clinic settings, the
problems of measurement in population-based surveys of
highly traumatized communities could reveal a significant
spectrum effect (Sackett et al., 1985). Respondents in the gen-

., eral population who have been traumatized but who have not
sought treatment may exhibit differences in measurement re-
sponses from their clinical counterparts. Before large epidemio-
logical surveys are conducted, the spectrum effect will need to
be clarified.

Diagnostic Constructs and Linguistic Equivalents

Empirical phenomenological descriptions of torture survi-
vors have failed to reveal a unique torture syndrome (Goldfeld
et al, 1988). In fact, there appears to be considerable overiap
between torture-related symptoms and the revised third edition
of the Diagnostic and Statistical Manual of Mental Disorders
(DSM-III-R; American Psychiatric Association, 1987) diagno-
sisof posttraumaticstress disorder (PTSD). Unfortunately, stud-
ies have not been conducted that have demonstrated whether
the same underlying cultural constructs for PTSD in Western
societies exist in non-Western societies. For example, whether
Indochinese cultures have specific folk diagnoses for the tor-
ture/trauma-related response that are similar or different from
the PTSD-disease construct is not known. In contrast, consider-
: able cross-cultural research has revealed the folk diagnoses in
nonWestern cultures associated with depression (Boehnlein,
1987; Dhadphale, Cooper, & Cartwright-Taylor, 1989). The
. World Health Organization (WHO) collaborative study of de-
pression, in fact, revealed an important general principal (ie,
whereas core symptoms for depression exist across cultures,
these core symptoms may not be those that are emphasized by
depressed patients within their unique cultural settings; Sar-
torious, 1987). Therefore, it follows from the WHO study that,
although the DSM-III-R criteria for PTSD may be present
across cultures, none of the DSM-III-R PTSD symptoms may
be the most culturally relevant. The core symptoms of PTSD

common to all cultures still need to be identified.
©  Unfortunately, the recent nondiscriminating use of the
DSM-III-R criteria for eliciting the presence of PTSD in tor-
ture survivors has led to a lack of definition of the culture-speci-
fic constructs for PTSD, as well as their relative overlap with
. DSM-ITI-R criteria. This fact has important implications for

evaluating the validity of translated instruments. Recent ad-’

vances in cross-cultural research have resulted in translation
methods for generating linguistic equivalents and obtaining
item-by-item validity for individual symptoms in standardized
American checklists (Westermeyer, 1985). Yet anthropological
and epidemiological methods for determining the overall con-
struct validity of the diagnoses given by assembling the symp-
tom items of the checklists are in their preliminary stages of
development. :

Interviewer-Interviewee Responses

Impact of the spectrum effect on the assessment of torture
survivors may be great because of the many complex distor-

APA-Assessment /ififapa/a2222/1231/p3

MEASURING TORTURE

003

tions that occur in the interaction between interviewer and re-
spondent. The interviewer must elicit from the torture survivor

{

accounts of an individual's tragic life experience (Mollica,

1988b). Numerous clinic reports have revealed the horror that is

often confronted by the interviewer (Kinzie et al, 1990). In-

bicultural settings, the bicultural worker (who might have sur-
vived experiences similar to the patient) must mediate between
the torture survivor and the English-speaking professional
(Mollica & Lavelle, 1988). The measurement of torture and
trauma events and symptoms is seriously affected by both the
ability of English-speaking and bicultural workers to objectively
elicit information from the torture survivor. Often interviewers
are reluctant to ask any, if not all, of the questions on the stan-
dardized interview, especially if the respondent exhibits emo-
tional distress. Often the interviewer will experience night-
mares and depressive feelings following the interview. Similarly,
psychiatrically impaired torture survivors will have a wide
range of reactions to the measurement interview. Over the past
decade, however, the general clinical impression has emerged
that torture survivors appreciate giving information about their
torture as a “testimony” of their traumatic life history and ap-
preciate the recognition (often for the first time) by the health
professional of the torture. Investigators working with Indo-
chinese patients in both clinical and community settings have
often been “thanked” by the respondents for documenting and
validating their torture and trauma experiences. Under favor-
able conditions, in which confidentiality, informed consent,
and respect for the torture survivor is obvious, it is possible that
the interviewer has more difficulty in documenting the trauma
history than the survivor has in telling it. The latter phenome-
non may account for the widespread interest of clinicians work-
ing in this field in adapting and using symptom checklists.

Measuring Torture Events

Until recently, few systematic efforts have been made to stan-
dardize instruments for assessing the traumatic experiences of
torture survivors. In October 1974, the Danes created the first
medical group within Amnesty International and initiated the
first comprehensive medical assessment of torture survivors. In
a comprehensive monograph published in 1990 by O. V. Ras-
mussen in the Danish Medical Bulletin, a review of their meth-
ods and findings on 200 torture victims examined between
April 1975 and May 1982 have been presented. Until 1980, their
initial evaluation of the torture experience consisted of anexam-
ination procedure that used open-ended questions. For exam-
ple, direct questions such as, “have you been tortured by elec-
tricity?” were not used. The Danish investigators attempted to
obtain the history of the person who had been tortured by
having the patient state it in his or herown words. When itcame
1o torture methods, all details were requested from the patient.
Eventually, patients were asked to pantomime the torture ses-
sions. By 1980, the Danish group had abandoned this open-
ended approach and adapted a standardized method using the
instruments of Allodi and his colleagues in Toronto (Allodi,
1985). A review of the torture experienced by the 200 cases
studied by the Danes is presented in Appendix A, which reveals
the range of inhuman behavior experienced by individuals in
more than 20 countries.
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The Allodi trauma scale (Allodi, 1985) is one of the first
semistructured interview schedules developed to document the
torture experience. It is a 41-item questionnaire that assesses
-traumatic experiences associated with political persecution, im-
prisonment, and disappearance and death of individuals and
families. It includes seven parts: (3) nonviolent persecution; (b)
arrest history; (c) physical torture; (d) deprivation during impris-
onment; (€) sensory manipulation; (f) psychological torture and
- ill treatment, and (g) violence to family members. A respondent
ean receive a subtotal for each section (except for trauma to
family, which is not graded) as well as a total score between 0
and 40 measuring his or her total trauma or torture experience.

These initial attempts in the field to assess exposure to tor-
ture rely heavily on the respondent’s memory and ability to
recall horrific life events, often many years after their actual
occurrence. The accuracy and completeness of the information
given based on these instruments is unknown. Of course, vali-
dating the torture event may be a methodological problem im-
possible to solve because more objective sources than the indi-
vidual’s self-report, such as prison and military records (if any
exist), are not available, and the evaluation is often occurring
outside of the survivor’s country of origin. Stability of reporting
over-time, test-retest, and interrater reliability is unknown for
almost all studies using the assessment methods described
above.

The Harvard Trauma Questionnaire (HTQ; Mollica et al,
1991) was designed to empirically measure the trauma events
and trauma symptoms of Indochinese refugees, most of whom
had survived torture and the trauma of mass violence (Mollica,
unpublished manuscript). This instrument was modeled in
three Indochinese languages after the successful validation of
the Hopkins Symptom Checklist-25 for anxiety and depression
(Mollica et al., 1987a). The questionnaire has three sections.
The first section includes 17 specific trauma events that are
historically accurate for assessing the Indochinese refugee expe-
rience. The choice of items for Part I were based on the exten-
sive clinical experience of the Indochinese Psychiatry Clinic
(IPC), the consultation of bicultural mental health specialists,
and an initial outcome study conducted by the Indochinese
Psychiatry Clinic (Mollica et al, 1987b): The respondent is
asked to answer whether he or she witnessed, experienced, or
heard about any of the 17 trauma events listed. These events
range from starvation to the killing of a family member (see
Appendix B). The second section consists of an open-ended
question that asks the respondent to describe the most terrify-
ing event or events that have happened to him or her. The third
section elicits 30 symptoms related to the torture or trauma
experiences recalled in the previous sections. Sixteen of these
symptoms were derived from the DSM-III-R criteria for
PTSD; 14 were derived from IPC’s clinical experience with In-
dochinese torture survivors. Examples of symptoms from the
latter category include (a) feeling ashamed of the traumatic or
hurtful things that have happened to you; (b) feeling as if you are
going crazy; (©) feeling that someone you trusted has betrayed
you; (d) feeling that you have noone to rely on. Linguistic equiva-
lents for the individual items of all three sections were obtained
in each of the three Indochinese languages by using the rigor-
ous translation back-translation methods. of cross-cultural in-
strument development (Westermeyer, 1985).
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Initial validation of the HTQ has revealed interrater reliabil-
ity of .93 for Section 1. Test—retest reliability over a l-week pe-
riod for individual trauma events varied from .23 for the ques-
tion related to serious injury to .90 for the question related to
the murder of a family member The median score for the 17
items was .62. Evaluation of the HTQ’ trauma events demon-
strated 2 significant degree of change in reporting of torture
and trauma events over a 1-week period. There was a higher
consistency found over a |-week period for personal trauma
itens (such as torture) than for more general items (such as lack
of food or water). It is interesting that more events were remem-
bered during the second interview. Preliminary analyses sug-
gest that highly symptomatic respondents had the best test-re-
test concordance. Although this increase in memory is consis-
tent with clinical experience,  these findings suggest the
ongoing importance of studying the stability of memory over
time. In addition, the data suggest (although it is unproven) that
the most symptomatic individuals are “fixated” on their torture
or trauma experiences and are the least likely to vary their
reporting.

Preliminary validation studies of Section 3 n:vw.led high in-
terrater reliability (98). Sensitivity and specificity against a
blind diagnosis of PTSD given by experienced clinicians with
Indochinese patients was.78 and .66 (cutoff point = 2.5), respec-
tively Initial analyses revealed that the HTQ's sensitivity for
PTSD based on the 16 items derived from the DSM-III-R
alone was increased by the addition of the 14 culture-dependent
iterns. This is the first demonstration of cultural symptoms be-
ing associated with the PTSD criteria. Additional analyses, in-
cluding factor analysis, will help to determine the exact rela-
tionship between the two symptom categories.

Some similarities and differences can be seen between in-
struments being developed to measure torture and those that
have already been developed to measure the experiences of
American combat veterans. For example, the Combat Exposure
Scale (Foy et al,, 1984a, 1984b) is a seven-item cumulative scale
for measuring stressful events that were generated out of the
premilitary and military history of Vietnam-era veterans. This

- scale has been found to be reliable and to have excellent psycho-

metric properties. Comparison of methods for assessing tor-
ture events, the experiences of mass violence, and the trauma
experiences of American combat veterans might illuminate the
impact of the nature and type of event on the psychometric
properties of the assessment tools.

Results of the validation studies on various standardized in-
struments for measuring PTSD evaluated by the National Viet-

 nam Veterans Readjustment Study (NVVRS; Kulkaetal,,1988)

reveal sensitivity scores higher than the HTQ (see Table 1).
Again, differences in sensitivity between the Indochinese ver-
sions of the HTQ and the American combat veteran assessment
instruments for PTSD raise numerous possibilities.

The most culturally important torture- or trauma-related
symptoms for Indochinese refugees may still need to be deter-
mined. Research is necessary to determine those cultural fac-
tors that, when added to the “core™ PTSD symptoms, will in-
crease the sensitivity of the HTQ. In contrast, future validation
studies using the HTQ may continue to show that it is not as
sensitive an instrument as the Mississippi Scale or the PTSD
checklist for assessing combat-related PTSD (Keane, Caddell,
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Table |
Relative Diagnostic Accuracy of PTSD Measures
% correctly
- Measure classified  Kappa*® Sensitivity Specificity
Mississippi Scale 88.9 753 94.0 . 797
PTSD Interview
(DI1S-style) © 875 q14 95.5 72.6
.FTSD Checklist 84.9 672 88.3 78.9
 Minnesota
Multiphasic
Personality
Inventory 81.5 605 50.1 68.8
Impact of Event
Scale 81.6 565 91.7 61.8

* Kappa above .75 = excellent agreement; between .40 and .75 = fair
agreement.

& Taylor, 1988). This could occur because of the HTQ's lack of
sampling content validity due to the widespread presence of
culture-specific trauma-related symptoms that have no rela-
tionship at all to Western-based PTSD criteria.

Conclusions

Measuring torture and torture-related symptoms is an ex-
tremely difficult task. Until recent studies, scientific investiga-
tions of the psychological symptoms of torture survivors con-
sisted primarily of the recording of symptoms without any sys-
tematic reference to standardized psychiatric -diagnostic
criteria (Goldfeld et al, 1988). Investigators, furthermore,
avoided the conceptual problems associated with determining
the cultural constructs for torture-related disease states in the
torture survivors studied.

Over the past 15 years, investigators have shifted from reli-
ance on open-ended interviews to the introduction of semi-
structured interview schedules. The psychiatric properties of
these new instruments are just being explored. Acceptance of
checklists and standardized interview methods now exists, only
after extensive clinical experience with torture survivors has
proved that empirical methods can systematically be applied to
facilitate the care of torture survivors (Mollica & Lavelle, 1988;
Mollica et al.. 1990).

The developers of assessment instruments with acceptable
psychometric properties have many methodological problems
to solve (Haber-Schaim et al, 1988; Helzer & Robins, 1988;
Helzer, Robins, & McEvoy, 1987; Keane & Penk, 1988). First,
clinical concern for the potential emotional upset that may fol-
low an assessment of torture survivors raises major ethical is-
sues of when these instruments should be used (e.g,, first evalua-
tion interview), where (e patient sample versus community
sample), and the nature of obtaining informed consent and the
follow-up process. The HTQ, one of the first attempts to de-
velop a culturally valid and reliable instrument for assessing
torture and trauma survivors, was not allowed to be adminis-
tered to new patients during the initial evaluation interviews
because of the potential negative impact of the instrument’s
questions on the patient’s clinical state. This limitation most
likely contributed to the HTQ's lower sensitivity, as compared

APA—-Assessment [i/i/apafa2222/1231/p5

with similar instruments for American combat veterans, be-
cause the HTQ was given only after treatment had a chance to
acutely reduce PTSD symptomatology. Yet, these restrictions
placed on the HTQ may have been overly cautious because it is
not known whether clinical patients are incapable of complet-
ing the HTQ in the first interview. Our large population-based
study in Thailand using the HTQ in the Khmer camps (V =
1,500) did not precipitate a single distraught respondent who
needed acute psychiatric care (Mollica, personal communica-
tion). Again, the spectrum effect (ie., differences between
acutely symptomatic clinical patients and community
members) is unknown. Investigations exploring the possible
negative and positive clinical impact of standardized interview
schedules on acute patients could contribute considerably to
our knowledge of the diagnostic and therapeutic efficacy of
eliciting trauma events and symptoms early in the treatment
process.

Second, the development of useful measurements in the tor-
ture field can profit from a thorough evaluation of the problems
of measurement reliability. Test-retest methods to assess mea-
surement reliability for torture and trauma-related events and
symptoms raise crucial concerns regarding the influence of re-
peated testing on the stability of item-by-item responses versus
disease-related fluctuations in memory recall and symptom in-
tensity. Clarifying the latter could contribute to a better under-
standing of the disease process.

Third, the construct validity of PTSD in non-Western cul-
tures remains elusive (Guarnaccia et al,, 1990). Identification of
core trauma-related symptoms that may exist across cultures
would considerably increase our knowiedge of the biological
and sociocultural dimensions of traumatic disorders. The ini-
tial results of the HTQ have already indicated that it is highly
probable that symptoms exist in Indochinese cultures that are
strongly associated with the DSM-III-R criteria for PTSD. As
yet, meither unique folk diagnoses nor culture-bound syn-
dromes specific for trauma-related disease states have been
identified. Similarly, the search for a “torture syndrome” con-
tinues, but with little supporting evidence. The methodological
problems inherent in establishing the construct validity of cul-
tural equivalents of PTSD, as well as those unique psychological
states associated with specific torture experiences, remain to be
overcome. Although extensive phenomenological descriptions
of the torture response in survivors from diverse cultures and
geopolitical backgrounds now exist, attempts to organize these
phenomena into useful disease concepts or psychological syn-
dromes that can be reliably measured have not occurred.

Fourth, the development of valid measurements in the tor-
ture field can profit considerably from PTSD researchon Amer-
jcan combat veterans. Yet, even in this more advanced area,
many validity issues remain unresolved. Forexample, the strik-
ing contrast between prevalence rates for PTSD found in Viet-
nam veterans between the NVVRS (current prevalence rates
for PTSD = 15.2%) and the earlier Vietnam Experience Study
(VES; current prevalence rates for PTSD = 2.2%; Center for
Disease Control, 1988) is partially due to methodological dif-
ferences. In the VES, prevalence estimates were based on a
lay-administered DIS, an instrument whose sensitivity for de-
tecting PTSD is only 25% (Kulka et al., 1988). In contrast, the
NVVRS based its prevalence on muitiple scales, including a
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clinician-administered SCID (Spitzer & Williams, 1983).
Cross-validation and cross-national studies remain central to
the methodological advances necessary in both fields (Keane &
Penk, 1988).

The torture treatment field is in its infancy. To advance its
special insights and methods, it must avoid the uncritical use of
ready-made constructs such as the DSM—III-R diagnosis of

- PTSD. The problem of establishing reliable and valid measure-

ments that “capture™ the reality of the torture experience and
related disease processes reveals the complex relationship be-

' tween concept (e.g., torture) and indicators (e.g, events and

symptoms). It also reveals that many human reactions and limi-
tations that affect our ability to assess the “horror” experienced
by the torture survivor.
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i Appendix A

Types of Torture Documented by the Danish Investigators (N = 200)

Type n
Beating 198 Suspension (“/a barrg") 20
Severe beating 195 Physical exhaustion 68
Severe beating head 146 “Standing” 35
Severe beatings in genitals 41 Maintain abnormal body position 26
,Falanga 59 Forced gymnastic 22
Telefono 19 Climatic stress 67
Banging the head against the wall or floor 31 Asphyxiation 59
Pushed down stairs, out of windows, etc. if Wet submarino (“la banera™) 39
" Torture by heat 27 Dry submarino 13
Electronic torture 109 Strangulation 6
Nail torture b 5 Light torture : 3
Tearing out hairs 6 Sexual violation: rape 7
“Finger” torture 13 Sexual violation: using instruments 20
Suspension by arms or legs 3 Other types of physical torture 44
Appendix B

List of Trauma Events From Section 1 of the Indochinese Versions of the Harvard Trauma Questionnaire

. Lack of food or water

. 1ll health without access to medical care

. Lack of shelter

Imprisonment

Serious injury

Torture

. Brainwashing

. Rape or sexual abuse

Enforced isolation from others

Being close to death

. Forced separation from family members

. Murder of family or friend

- Unnatural death of family or friend

- Murder of stranger or strangers

15. Lost or kidnapped

16. Combat situation

I7. Any other situation that was very frightening or in which you felt
your life was in danger (please specify)
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