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Abstract

Concerns continue to be raised worldwide about the psychological impact of torture
and other types of systemic abuse. Few controlled studies have investigated psychological
distress resulting from torture and other systemic abuse or from the asylum seeking processes
itself. No study has taken into account the impact of systemic abuse on the subjective ‘self
view’. By contrast, this thesis compares the degree of psychological distress, and ‘self views’
between three groups: survivors of torture, survivors of other types of systemic abuse, and a
control group who experienced neither. It was expected that torture survivors would present
with higher levels of psychiatric symptoms and greater negative self views compared to the
other two groups. Similarly, it was predicted that survivors of other types of systemic abuse
would present with higher levels of psychiatric symptoms and greater negative ‘self views’

compared to the control group.

A further question concerns residential status, that is, whether asylum seekers in
detention have higher levels of distress and changes in ‘self-view’ compared to asylum
seekers living in the community and those with permanent residency who never experienced
the asylum seeking process. It was expected that asylum seekers in detention would present
more negatively compared to asylum seekers in the community. It was also expected that
asylum seekers in the community would present with greater psychiatric symptoms and

negative ‘self views’ than permanent residents.

These hypotheses were tested in a sample of 259 people using a comprehensive
methodology that included a semi-structured interview incorporating the structured interview
for PTSD, the Global Assessment of Functioning and the ICD-10 for personality change. The

interviews included three self report psychiatric scales: the SCL- 90-R, The Impact of Event



Scale, and The Repertory Grid (measuring ‘self views’). Although torture survivors presented
with increased psychiatric symptoms, there was no significant difference between torture
survivors and survivors of other types of systemic abuse as measured by the IES and PTSD.
Survivors of other systemic abuse presented with greater psychiatric symptoms than the
control group on PTSD and IES measures, but not for the SCL-90-R. Torture survivors’ ‘self
views’ were more negative than the other two groups but not for present and future views of
self. There was no difference between torture survivors and survivors of other systemic abuse

on the GAF. There were significant differences between these groups on personality change.

The hypothesis that asylum seekers in detention will present with greater
psychological distress and more negative ‘self views’ was not clearly confirmed. In fact,
asylum seekers living in the community presented with greater psychological distress than
both other categories as measured by the SCL-90. Both asylum seeker categories presented
with greater PTSD symptoms than permanent residents; however, there was no significant
difference between the two asylum seeker categories. There was no difference between the
three residential categories on the GAF. There were significant differences between these

categories on personality change and ‘self view’.

The results are discussed in relation to: other studies, complexity of symptom
presentation, ‘self views’ and resilience of survivors. The consequences of systemic abuse

and asylum seeking are complex and worthy of further research.
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Chapter 1

Introduction

Background to This Research

A pilot study was undertaken in 1989 to investigate the psychological sequelae of
torture amongst Chilean and Salvadorian migrants (Thompson & McGorry, 1995). This study
suggested that individuals who survived torture presented with higher levels of PTSD,
depression and anxiety than those who survived other forms of state abuse. This pilot work
established a research protocol for assessing the impact of torture and trauma. That study
demonstrated that it was possible to access and interview survivors from a clinical research
perspective without causing additional psychological distress. The present research project,
which took place from 1993 to 1998, continued the earlier work with the support of the

Departments of Psychiatry and Psychology at the University of Melbourne.

Due to the lack of support for this area of research in Victoria, as well as the
researcher’s work and family commitments, including a transfer to NSW, the study lapsed for
9 years. On its resumption in 2007, at a time when the topic of refugees had increased
prominence in academia, the media and the general community, the data accumulated over
the research period remained relevant and has become increasingly so. Meanwhile, new
supervisors had to be found and the project was transferred completely to the Department of
Psychology. It was then necessary to undertake a series of appropriate short courses related to
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PhD general skills and to present the data to other post graduate research students and
departments, including a research committee within the department. The work was fully

resumed in 2008.

The Psychological Impact of Torture, Other Types of Systemic Abuse and Seeking

Asylum

System abuse results from government structures where power is exercised subtly, to
put into practice policies and structures with the aim of controlling society as a whole
(Robertson, 2000). At times governments exercise power which is violent in nature to
achieve this end (Donnelly & Diehl, 2011; Klein, 2008; Robertson, 2000). The level and
intensity of organised violence or systematic abuse varies according to who is in power. It is
organised in its nature because it is a systematic exercise organised by the state (Klein, 2008;
Robertson, 2000). This type of system abuse, or organised violence, has a long history
(Donnelly & Diehl, 2011). Torture is an extreme form of exercising this power in order to
implement a particular philosophy and maintain control over a society (Donnelly & Diehl,

2011; Klein, 2008; Robertson, 2000; Scott, 1995).

Torture is inflicted by a group of people representing a government, political or
religious organization. Torture for political purposes is predominantly used in secret with the
aim of obtaining information (Donnelly & Diehl, 2011; Ortiz, 2001). It has been incorporated
over the centuries into the service of the state (Donnelly & Diehl, 2011; Klein, 2008; Scott,
1995; Robertson, 2000). Torture continues to be a worldwide problem and the consequences
of torture are complex as they include: anxiety, somatization, depression, enduring
personality change, and physical injury (Basoglu, Jaranson, Mollica, & Kastrup, 2001;

Campbell, 2007; Hauksson, 2003; Ortiz, 2001; Sachs, Rosenfeld, Lhewa, Rasmussen, &
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Keller, 2008; Silove, 2004; Wilson, 2004). Previous research has also indicated that these
consequences are also found among those who have survived other types of systemic abuse

(e.g., Basoglu et al., 1994; Campbell, 2007; Ortiz, 2001; Thompson & McGorry, 1995).

The focus of previous research into torture has been on the psychiatric symptoms,
based on case studies; first person accounts of the experience of torture (e.g., Cathcart,
Berger, & Knazan, 1979; Knight, 2006) or case study series (e.g., Carlsson, Mortensen, &
Kastrup, 2006; Rasmussen & Lunde, 1980; Sachs, Rosenfeld, Lhewa, Rasmussen, & Keller,
2008). Very few studies have been conducted where the distress of torture survivors was
compared with that of survivors of other forms of state abuse and a control group (people
who have not experienced trauma) (e.g., Basoglu et al., 1994; Holtz, 1998; Thompson &
McGorry, 1995). The first phase of this current study also examined the degree of
psychological distress experienced by those same three groups: survivors of torture, survivors
of other types of systemic abuse and a control group (migrants who had not experienced
either). However, it extends this previous work by going beyond an examination of
psychiatric symptoms by examining the ‘self” before, during and after torture and other forms

of abuse.

There has been little attempt to understand the subjective experience of torture
(Wilson, 2004). Kelly’s (1955) personal construct theory is reviewed as a way of
understanding the structure of ‘self” and, within the context of this theory, the impact of
torture and other types of systemic abuse have on ‘self view’ was explored. A unique
contribution to this research was the use of the Repertory Grid measurements (originally
developed by Kelly in connection with his Personal Construct Theory) to explore changes in
‘self view’ following a traumatic experience. This aims at understanding how self is defined

in the face of major stressors by the survivors.



In the late 1970s, research into the consequences of torture and the provision of
services for its victims began in Europe and Latin America. Only in the late 1980s was
similar concern shown in Australia. Research investigating the psychological consequences
of systemic abuse has demonstrated that refugees seeking asylum in Australia (see Chapter 4
for a definition of an asylum seeker), are facing a number of serious mental health difficulties
(Austin, Silove, & Steel 2007). This research questions the degree to which the distress
varies according to the survivor’s residency status in Australia (1: permanent resident, 2:
asylum seeker living in the community, and 3: asylum seeker living in detention). Again, the

study goes beyond the measurement of symptoms but assesses functioning and self-views.

In the same period, partly as result of the recognition of the suffering of Vietnam
veterans, ‘posttraumatic stress syndrome’ became the most common diagnosis for sufferers
who had survived war and/or torture (American Psychiatric Association, 1980). Since that
time, Post Traumatic Stress Disorder (PTSD) has become a concept synonymous with the
consequences of any catastrophic events outside everyday life experience, e.g., torture
(McNally, 2004). The ubiquitous nature of this diagnosis is such that it is assumed that
anyone who has experienced a traumatic experience suffers PTSD (McNally, 2004; Watters,
2010). The focus on a diagnosis of PTSD can detract from any explorations of an individual’s
determination to survive torture. Furthermore, once a diagnosis of PTSD has been made,
clinicians, allied health workers, legal advisers and others may be less likely to recognize the
complexity of the torture experience and the capacity of individuals to survive such atrocities
and integrate into a new society (Kordon et al., 1992; Watters, 2010). This thesis questions
the applicability of blanket PTSD diagnoses as sufficient for describing: the clinical
phenomena reported by survivors of torture and survivors of other types of systemic abuse as

well as the subjective experience of those survivors.



Structure of this Thesis

A historical account of torture and its practice is outlined in Chapter 2 of this thesis.
Chapter 3 reviews the literature on research into the psychological impact of torture and other
systemic abuse amongst refugees around the world. Studies specifically related to Australia,
which focus on the 1990s and 2000s, have also included the added consequences of
experiencing seeking asylum in Australia; these are reviewed in Chapter 4. The concept of
‘self” and the impact the experience of torture might have on survivors’ view of ‘self’,

including the basic principles of Kelly’s theory, is described in Chapter 5.

Following the literature review in Chapter 5, Chapter 6 outlines the rationale and
hypotheses for this research study. A unique feature of this study is that it questions whether
stress-related symptoms and psychological impairment are present in all survivors of
systemic abuse. Firstly, it questions the degree to which psychological distress and ‘self
view’ vary between survivors of torture, survivors of other types of systemic abuse and the
control group. Secondly, it explores the degree to which the distress and ‘self view’ vary
according to the survivor’s residency status in Australia (1: permanent resident, 2: asylum
seeker living in the community and 3: asylum seeker living in detention). To address these
main research questions a sound and comprehensive methodology was adopted, which is
outlined in Chapter 7. Section 1 addresses the first research question focusing only on the
comparisons between the three groups with permanent residency living in Melbourne.
Section 2 addresses the second research question of this study by focusing on the
comparisons between the three residential categories. The methodology includes the
operational definitions of the intake criteria for participants in Section 1 and 2 of the study. It
outlines the interview structure and provides a description of the standardized psychiatric

scales used in this study.



The results (Chapter 8) are presented in three sections. Firstly, Chapter 8 presents
results related to Section 1 of this study. This section presents comparisons between the three
groups (torture survivors, survivors of other types of systemic abuse and the control) on
demographic variables, psychopathology measures and ‘self views’. Section 2 is divided into
Sections 2 A and 2 B. Section 2 A examines whether there was any interaction between the
three residential categories and group membership (within all three residential categories
participants were either 1: survivors of torture or 2: survivors of other types of systemic
abuse). This is followed by a presentation of the main effect results for residency and group
on demographics variables, psychopathology measures and ‘self views’. Section 2 B presents
the results obtained from further tests which investigated the interactions between residency
and group in Section 2 A. Following Section 2B further analyses were conducted to explore
the structure underlying the various psychopathology measurements, and predictors of
psychopathology, Section 3 of the results chapter, presents these findings. The study findings,
implications and limitations are discussed in Chapter 9. This includes whether the hypotheses
of this study were confirmed, the limitations of diagnosis of PTSD and the complexity of the
effect that torture, other types of systemic abuse and seeking asylum has on the self and

psychopathology of survivors.



Chapter 2

The Practice of Torture

Introduction

The English word ‘torture’ derives from the Latin ‘tortura’ which is still used in
Spanish to mean to twist, rack, and intimidate and is associated with the infliction of physical
and psychological pain whilst being interrogated (Donnelly & Diehl, 2011; Kosteljanetz &
Aalund, 1983; Scott, 1995). Torture represents the crudest form of information gathering, of
exacting vengeance by punishing the individual, and attempting to challenge the person’s
beliefs and worldview (Donnelly & Diehl, 2011; Klein, 2008). It frequently precedes death,
thus brutally increasing the individual’s suffering (Kellaway, 2003; Klein, 2008; Kosteljanetz
& Aalund, 1983; Scott, 1995). Torture was employed in primitive rituals in the ancient world
as far back as Ramses II in the 13" century BCE, in medieval times as punishment, and in the
witch-hunts of the early modern period (Donnelly & Diehl, 2011; Ruthven, 1976; Scott,

1995).

The desire to inflict pain through the use of torture and the acceptance of such cruelty
upon other human beings, are negative aspects of human behaviour (Charny, 1986; Donnelly
& Diehl, 2011; Klein, 2008). The torturer’s sadistic behaviour is enjoyed by the torturer and
linked to the exercise of power and the desire to inflict pain upon the victim (Charny, 1986;
Donnelly & Diehl, 2011; Herman, 1992; Klein, 2008; Scarry, 1985; Scott, 1995). The torturer
is not alone in this ecstasy of enjoyment as large numbers of people within his world are

aware of these atrocities and share the excitement of the torturer (Amnesty International,



1975; Herman, 1992; Klein, 2008; Scarry, 1985). In the past torture was conducted publicly,

as reflected in the writing of Bernard Shaw:

A public flogging will always draw a crowd; and there will be in that crowd
plenty of manifestations of a horrible passionate ecstasy in the spectacle of
laceration and suffering from which even the most self-restrained and secretive
person who can prevail on himself to be present will not be wholly free.

(Shaw, 1897, cited in Scott, 1995, p. 207).

This exercise of power is supported by a belief that torturers and their masters must
maintain a pure system and that opposition to the authority’s doctrines is ‘a disease’ (Klein,
2008). Those who opposed the dictatorships in Latin America between the 1970s-1990’s
were seen as carriers of diseases that were to be cured or eliminated (Klein, 2008). This is
explained in Pinochet’s impatient words, following criticism of his human rights record: “If
you have gangrene in an arm, you have to cut it off, right?”” (Klein, 2008, p.112). Torture was
seen as a treatment to cure society of these diseases, a kind of medicine administered to the
prisoners, referred to as the ‘apestosos’, the contagious or dirty ones (Klein, 2008). The
possibly lethal treatment was claimed to be for the ‘patient’s’ own good. It was similar to the
early use of electricity in the 1700s, which was applied to those who were mentally ill in the
belief that evil spirits had entered into the body and this electrical treatment would get rid of

them (Donnelly & Diehl, 2011; Klein, 2008).

History of Torture

Torture as an instrument of repression and oppression may be traced back to ancient
Greece and Rome where it was used for interrogation only on slaves and the lower classes,
one of the oldest methods being crucifixion, after a savage whipping to weaken the victim
(Donnelly & Diehl, 2011). Medieval and early modern courts in Europe deemed that torture
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was a legitimate means of gaining confessions using such methods as the thumb screw, the
rack and drawing and quartering before victims were burnt at the stake (Donnelly & Diehl,
2011) Torture was also employed to extract the names of accomplices, as in the witch hunts
in England, Scotland and America (Donnelly & Diehl, 2011; Kellaway, 2003; Kosteljanetz &
Aalund, 1983; Scott, 1995). In Colonial America women were punished by being subjected to
the stocks and tongue clips were applied for the crime of talking too much (Brizendine, 2006;

Donnelly & Diehl, 2011).

Throughout history the main purpose of torture has been to elicit the ‘truth’ via the
application of tormenting types of interrogations (Amnesty International, 2011; Donnelly &
Diehl, 2011; Kosteljanetz & Aalund, 1983; Peters, 1985; Scarry, 1983; Scott, 1995).
However, it has extended beyond merely obtaining the ‘truth’; its purpose has included
punishment, coercion and intimidation, not just of the victim, but of anyone related to the
victim (Donnelly & Diehl, 2011; Kosteljanetz & Aalund, 1983; Peters, 1985; Scarry, 1983;
Scott, 1995). These acts of violence were perpetrated in early Europe by zealous public
officials (Donnelly & Diehl, 2011; Kosteljanetz & Aalund, 1983; Peters, 1985; Scarry, 1983;
Scott, 1995). This often ferocious secular treatment was never as vicious as that administered
by pious friars on pious heretics when the Church took control and systematized these acts
during the Spanish Inquisition (Donnelly & Diehl, 2011; Franklin, 2001, Scott, 1995).
However, torture was not permitted to be used on members of the priesthood (Donnelly &
Diehl, 2011; Franklin 2001; Scott, 1995). Witch hunts in both Catholic and Protestant states
of Europe and America increased in the 17" century when, paradoxically, the scientific

revolution was gathering momentum (Kellaway, 2003; Robertson, 2000; Scott, 1995).

Revulsion against these practices in the 18" century led to reforms. Frederick the
Great distinguished torture from war, and abolished torture altogether in his state by 1754

(Donnelly & Diehl, 2011). In 1798, Napoleon Bonaparte wrote of the ‘barbarous custom’ of
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whipping men to obtain information as: “...useless. The wretches say whatever comes into
their heads” (Napoleon Bonaparte translated by Howard, 1961, p. 274). He then forbade the
use of such methods (Howard, 1961). Torture was eventually abolished in a number of
European countries (Kellaway, 2003; Kosteljanetz & Aalund, 1983; Peters, 1985; Robertson,
2000; Suedfeld, 1990). However, systemic abuse continued to occur in the European colonies
in the 19™ century (Robertson, 2000). In the 20" century systemic abuse increased in

magnitude with the widespread re-introduction of torture (Robertson, 2000).

Torture has been prohibited under international law since 1966 which did not come
into full effect until 1976 (Kosteljanetz & Aalund, 1983; Robertson, 2000); however, since
then there have been well documented atrocities, for example, in the Soviet Union, Latin
America, Africa, Cambodia, Sri Lanka, Turkey, and in the disintegrating Yugoslavia. More
recently, the US war against terrorism has generated a debate about the practice of torture
with the purpose of obtaining information (Amnesty International, 2010; Kosteljanetz &
Aalund, 1983; Robertson, 2000). Torture is prohibited under international law, yet it is still
practiced throughout the world, with new technology being developed to further its
application, combining physical and psychological methods (Amnesty International, 2010;
Donnelly & Diehl, 2011; Kosteljanetz & Aalund, 1983; Office for Justice and Peace of
Jayapura, Imparsial-Jakarta, Progressio Timor Leste, The Synod of the Christian Evangelical

Church in Papua, Franciscans International, 2007; Scott, 1995; Williams, Pena, & Rice, 2010).

Torture, 200 years after Napoleon’s prohibition, is still seen as necessary to obtain
information by government officials represented by groups such as the police, secret police
and military forces worldwide (Amnesty International, 2011; Donnelly & Diehl, 2011;
Kosteljanetz & Aalund, 1983; Robertson, 2000) but those who experience it attest to its
uselessness: “I was tortured three times. They used electric shocks on me twice. I was beaten
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several times. After that I confessed. I confessed to things I never knew what they were”
(Torture survivor testimony, 2010 in Amnesty International, 2011). Torture continues to
constitute an aggravated and deliberate form of cruelty, an inhuman and degrading treatment
or punishment currently reported to be practiced in at least 111 countries (Amnesty

International, 2010).

Definition of Torture Today

The definition of torture continues to be debated. In 1975 Amnesty International
stated torture: “is the systematic and deliberate infliction of acute pain in any form by one
person on another or a third person, in order to accomplish the purpose of the former against
the will of the latter” (Amnesty International, 1975, p.34). The World Medical Association
(WMA) in the Declaration of Tokyo (1975) refers to torture as: “The deliberate, systematic or
wanton infliction of physical or mental suffering by one or more persons acting alone or on the
orders of any authority, to force another person to yield information, to make a confession, or for
any other reason” (WMA Declaration of Tokyo, 1975, p.1). Following these definitions, in 1984
the United Nations General Assembly reviewed and refined the 1966 definition and

concluded that torture is:

any act by which severe pain or suffering, whether physical or mental, is intentionally
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 or is suspected of having committed, or intimidating or coercing him or a
third person, 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. It does not include pain
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or suffering arising from, inherent in or incidental to lawful sanctions (United

Nations, 1984, Article 1.1).

The United Nation’s definition of torture is the one most commonly used today by the
legal sector to investigate the allegations of torture and in scientific and social research to
study the psycho/social and physical consequences of torture (Amnesty International, 1975,
1985, 2011; Hollifield, Warner, & Westermeyer, 2011; Robertson, 2000). Nevertheless, the
current definition of torture continues to be debated (Amnesty International, 1975, 1985,
2011; Hollifield et al., 2011; Klein, 2008) as is the justification for its application for the
purpose of obtaining information (Amnesty International, 2011; Gallagher, 2011; Savage,
2007). Some argue that this definition is limited, in that the emphasis on the infliction of pain
does not allow for the inclusion of numerous other torture techniques (Kosteljanetz &
Aalund, 1983). There are torture techniques which do not include the infliction of physical
pain but that, nevertheless, still severely challenge the person’s view of self, others and the
world around them, by means of humiliation, acts of coercion and intimidation (International
Rehabilitation Council for Torture Victims (IRCT) 2007; Kosteljanetz & Aalund, 1983;
Somnier, Vesti, Kastrup & Genefke, 1992). Such torture methods also encompass the use of
chemicals being injected into the victim or by forced ingestion which involves the
participation of medical scientists in its development and application (Amnesty International,
1975, 1985, 1996; Kosteljanetz & Aalund, 1983). Torture methods such as sleep deprivation
and isolation also damage the individual without the infliction of physical pain (IRCT, 2007;

Kosteljanetz & Aalund, 1983; Somnier et al., 1992).

The debate about its justification was reignited after the attack on the World Trade
Centre Twin Towers in New York in September 11, 2001 and the ensuing ‘war on terror’
(Amnesty International, 2011; Gallagher, 2011; McCourt & Lambert, 2004; Savage, 2007).

This is the same debate which began in Chile, September 11, 1973 and continues to this day
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(The Age, 2011). The debate has been inflamed by the use of torture in Guantanamo Bay,
Pakistan and Iraq where the United States of America, under George W. Bush’s
administration, ordered officials to subject alleged terrorists to torture techniques such as
waterboarding (Amnesty International, 2011; Donnelly & Dehl, 2011; Gallagher, 2011). The
debate has broadened recently, not only as to what constitutes torture, but whether torture
should be allowed or whether those who authorise it should be legally charged because of the
physical and psychological damage caused by such assaults (Donnelly & Dehl, 2011; Klein,

2008).

Torture Techniques

The methods of torture used during periods such as the Spanish Inquisition have been
described as constituting unique, diabolical, and inventive means of suffering (Donnelly &
Dehl, 2011). Much thought and energy went into the use of disturbing and evil instruments
designed to cause agony (Scott, 1995). It still does. Five hundred years later, there are still
numerous documented forms of torture used throughout the world, for example, Amnesty
International (1985, 1996, 2011), Allodi et al, (1985); Donnelly and Dehl (2011), Klein
(2008), and United Nations Office of the High Commissioner for Human Rights (UNHCHR,
2004). These writers describe the methods of torture used historically and up to the present

day. These techniques are described in the following Table 2.1.
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Table 2.1

Torture Techniques Practiced Today and Their Definition

Types of Torture

Definition of Torture Techniques

Head Trauma

¢ Telefono’

Falanga, Falaka, Basinado

Insertion of
instruments/Objects into the
anus

Deprivation

Asphyxiation

‘Submarino’

Water boarding

Beatings

Planton

Caballete’ (the easel or rack)

Dental Torture

Electrical Torture

“picana”

These techniques include blows to the head. Head blows can also happen by felling the
victim and kicking the head and violently shaking the victim whilst down.

Telefono” (telephone) — simultaneous blows to both ears either causing loss of hearing
or damage to the head.

These are systematic beatings to the soles of the feet, thickening the nerve
endings, and causing severe pain when walking.

Instruments used vary from bottles to police batons, tearing the rectum and
fracturing the coccyx. Abscesses often occur after the insertion of such
instruments.

The reduction of stimuli from the environment to an absolute minimum. This is done by
blindfolding the person and keeping them in the dark by placing them in cells, niches, or
rooms with no space for human movement. Communication is disturbed, memory
impaired and identity weakened.

Often this starts by placing the head in a sack, which deprives sight as well as giving a
sense of asphyxiation by placing a rope around the throat holding the sack tight to the
face and neck. Other methods include a plastic bag over the head to the point of near
suffocation followed by a sudden release. Sacks used as hood to cover the head and face
can also be filled with dust and/or hot peppers

A common practice in South America in the 1970s and 1980s was known as ‘submarino’
where the head was forced into a bath or bucket of water and held down. It has been
reported by Chilean survivors that drinking water was often dirty with excrement, urine,
vomit.

Extreme beatings with fists, boots and rifle butts to the entire body.

Forced to stand for hours or days at a time, often with arms outstretched and/holding
weights

Forced to sit or stand in an iron bar, easel or rack

This method of torture often results in horrific damage caused by forcing guns into the
mouth and hitting the teeth; using electrical shocks that damage the gums; forcing out or
breaking molars or other teeth in half; subjecting the tongue to beatings; and inducing
mandibular breaks by prizing the mouth open.

Involves electric shocks transmitted through electrodes applied to different parts of the
body. Some of these parts include the gums and the teeth causing teeth to be fractured or
lost entirely. The “picana” is a type of electrical torture in which an electrically charged
needle is applied to areas of heightened sensitivity such as the nipples, genitals, eyes,
tongue and teeth. As stated by the United Nations, 2004, in this type of torture water or
gel is often used to increase the impact of the torture and to prevent burn marks resulting
from the electrical shock.
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Table 2.1 continued

Torture Techniques Practiced Today and Their Definition

Types of Torture Definition of Torture Techniques

Parrilla Being tied to the metal frame of a bed to which electric current is applied
This is where the body is hung in a position where the anchored body part supports the weight of
the rest of the body. There are number of suspensions: cross - where the arms are spread and tied
up by the hands, wrist or thumbs to a horizontal bar or beam. The entire body is suspended by the

Suspension arms. "butchery suspension” (fixation of hands upwards, together or one by one), "reverse

Parrot Perch

Psychological
Torture

butchery suspension” (fixation of feet upward, head downward), "palestinian

suspension” (forearms bound together behind the back with the elbows flexed 90 degrees and the
forearms tied to a horizontal bar or beam, or suspending from a ligature tied around the elbows or
wrists with the arms behind the back)

Suspension by the flexed knees on a bar, usually while the wrists are tied to the ankles. This type
of suspension is familiar to those who were also sexually abused. Another type of suspension is
forcing the individual to stand on a chair or the edge of a step, standing on one leg with an arm
tied to a pole in a straight position.

Every physical torture is accompanied by psychological torture. Other techniques accompanying
the physical torture are a counter-effect technique. Any response from the victim becomes the
pretext for renewed or continuous torture, leaving the victim feeling helpless and confused by the
meaninglessness of the process. There are also double-blind techniques where contradictory
messages are given inducing confusion — the friendly and unfriendly interrogator. Other forms of
psychological torture include humiliation; verbal abuse and threats to family; forcing victims to
observe the torture on other family members; and mock executions. Methods of psychological
control include: isolation, blind folds, verbal abuse, social deprivation, false accusation, forced
intake of psychotropic drugs, humiliation, restricted movement and vision, sensory and sleep
deprivation, watching loved ones being killed, raped or brutalization, rise and fall, loud noises
and sexual torture.

All of the techniques described in Table 2.1 are systematically inflicted, organised and

routine. They are often used in combinations. Doctors and psychologists have been reported

to have played a major role in the implementation of torture (Australian Psychological

Society (APS), 2007; Kosteljanetz & Aalund, 1983; Miles, 2009). Such health workers have

been used as consultants to advise torturers on techniques and how to implement them in

ways which do not kill the victim or else delay death. It has been reported that psychologists

and doctors have also participated in the development of torture techniques and their

implementation in order to inflict mental torture on the victims, and they have prescribed
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medication for victims as part of the torture (APS, 2007; Holst, 1997; Kosteljanetz & Aalund,
1983; Miles, 2009; Suedfeld, 1990). However, it has been reported that medical practitioners
have also been forced to participate in torture, to lie about the condition of the victim and be
compulsorily restrained from maintaining records; all of these actions are unequivocally

illegal and unethical.

Codes of professional ethics have strict guidelines that ban a practitioner or health
worker from participating in torture (APS, 2007; WMA, 2006; Eitinger & Weisaeth, 1998;
UNHCHR, 2004). Accordingly, in 1984, the American Psychological Association adopted an
official policy on investigating psychologists, either as victims or as perpetrators, and made it
clear that torture was a special case of human rights violations (Suedfeld, 1990). It appears
that health professionals can be induced to inflict physical and psychological pain and other
forms of suffering on others as a result of either enforcement by authorities or they can
participate voluntarily because they share the ideological views of the perpetrating authorities
(Charney, 1986; Suedfeld, 1990). Studies indicate that people under social pressure are able
to participate in, or permit, the suffering of others despite torture being considered the most
extreme act of violence that diminishes another human being (Asch, 1956; Kellaway, 2003;
Kosteljanetz & Aalund 1983; Miles, 2009; Milgram, 1963; Nordgren, Morris Mc Donnell, &
Loewenstein, 2011; Suedfeld, 1990). Charny (1986) recognizes this fundamental betrayal of
professional ethics when he writes; “The awesome facts of the Holocaust render exiting

models and values of virtually all disciplines nearly meaningless’ (Charny, 1986, p.144).

The Psychology of Torture and Pain

The definition of torture does include severe physical pain which consequently
damages internal parts of the body and results in long-term physical pain (Williams, Pena, &
Rice, 2010). The definition also includes the infliction of mental pain (Donnelly & Diehl,
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2011; Herman, 1992). Scarry (1985) describes three simultaneous phenomena when
describing the infliction of pain through torture. The first is the infliction of pain where the
individual experiences overwhelming suffering, more empathetically real than any other
human experience. However, it is almost invisible, unfelt and unknown to anyone but those
closest to the victim. Frequently, those who are close to the victim are forced to witness the

torture so as to inflict even greater pain on the victim (Klein, 2008).

Scarry’s second phenomenon is the objectification of pain. That is, the internal feeling
of the pain experienced by the victim which may be similar to the suffering of a victim from
burns, cancer or a stroke. However, Scarry (1985) tries to differentiate the pain of burns or
cancer from that pain experienced in torture by using eight elements to describe the specific

nature of the pain suffered in torture. These elements are:

() Aversion towards the torturer;

2) The loss of control over oneself from the pain of unknown objects entering the body;
for example the ‘picana’ (see Table 2.1 above);

3) Forcing of the victim to attend to the most intimate and interior parts of the body, for
example, through the application of sexual torture;

@ The destruction of the self, where the victim is totally humiliated in front of other
torturers or in the presence of relatives or friends. Such examples are forcing the victim to
apply electrical shocks to his friend or relative or forcing sexual abuse between victims
(Klein, 2008);

5) Torture aspires to destroy language by manipulating the victim’s language, and by
placing words in his mouth in order to fabricate a confession. Sounds of agony become silent,
the torturer controls when the victims can cry, when they can speak and what they speak;

(6) The loss of perception and sensory deprivation when blinding pain takes away the
ability to simply see the surroundings;

@) The totality of pain built on the first six elements where nothing is visible or audible,
nothing can be touched or tasted or smelled; and

(8) The worst part of the experience, when, without visible injury, the torture is
unrecognized by others. Often, following the torture experience, the victim is kept in isolation
until his/her physical marks are no longer present on his/her body (Hauksson, 2003). At this
point the experience of torture is denied by authorities (Donnelly & Diehl, 2011). This refusal
to acknowledge the pain, the torture, can be seen when the victim tries to tell his/her story
and he/she is not believed as there are no physical marks to prove this physical and
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psychological pain. The lack of acknowledgment and recognition of the experience becomes
a negation and rejection. This continues for the survivor as he faces the real world outside the
torturer’s environment and tries to re-enter society (Klein, 2008; Robertson, 2000; Scarry,
1985)

Scarry’s third phenomenon, and the ultimate goal of the torturer, is the translation of
these eight elements of pain into the insignia of power; a conversion of the human suffering
into a symbol of a regime’s power and into a sense of enjoyment for the torturer (Scarry,
1985). This sense of enjoyment was described earlier by Herman (1992) and Scott (1995)
when recounting the perpetrator’s sadistic enjoyment at seeing the victim suffer and feeling
their power and control over the individual. Foucault (1977) also discusses the concept of
torture as a technique used to inflict pain in the development of control and power. He uses
the term ‘supplice’ to describe torture, as a barbarous and cruel form of corporal punishment.
This term has no direct translation into English that fully captures the extent of the physical
and psychological pain. It describes infliction of systematic pain, the totality of torture in all

its barbaric forms. The experience of torture is that of being alive, yet in a living hell.

“.. torture is the act of maintaining life in pain, by subdividing it into a ‘thousand
deaths’, by achieving, before life ceases “the most exquisite agonies” (Foucault,

1977, p.34)

Torture can make the individual lose touch with their surroundings, identity, personal
values and reality. Torture is the degradation of the individual to their minimum level of
identity (Perdomo, 1987; Scarry, 1985; Wilson, 2004). The Argentinean military regime,
during the 1970s and 1980s, was well known for removing the children during the torture of
their parents, not just to torment the victim but also their relatives and friends, by either
killing the children and leaving the parents to live or by killing the mothers after giving birth
and giving their children for adoption around the world. This was well documented by the
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‘Mujeres de Plaza de Mayo’ who were the grandmothers who fought for decades to find their

grandchildren (Arditti, 1999; Klein, 2008).

By these means torture aims to instill fear throughout the community, resulting in the
disconnection of individuals from their culture, and creating a sense of apathy against
retaliation (Foucault, 1977; Kira, 2002; Klein, 2008; Scarry, 1985). A further example of the
use of torture to spread and instill fear was during the military dictatorship in Chile (Klein,
2008; Robertson, 2000). Many members of the Chilean society were subjected to torture,
some of whom were not necessarily opposed to the military regime. The people subjected to
torture included priests, teachers, farmers, doctors and children (Klein, 2008; Robertson
2000). A personal observation of this occurred during a visit by this researcher to a group of
political prisoners in Valparaiso, Chile, where she was approached by one of the prisoners
(Thompson, 1986). In desperation he begged for help, stating that he had no understanding of
what was happening and that he had just been through 15 days of torture. He implored her to
intervene on his behalf and convince the authorities that he was simply a Catholic working
man with no political allegiance. His authenticity was evident in his fear of the other
prisoners who were incarcerated for political reasons. A consequence of this type of fear
resulted, for many Chileans, in a loss of connection to the community, mistrust, and an
inability to be involved in political/community life, which included decision-making in
activities that might affect their local community (Klein, 2008). Trust in normal social

relationships was thereby damaged (Klein, 2008; Lira & Castillo, 1991).

Psychological Consequences of the Infliction of Pain and Suffering

The infliction of pain and suffering resulting from torture, sexual abuse, unexpected
incidents and war experiences, have long been known to cause psychological consequences
(trauma) (Donnelly & Diehl, 2011; Healy, 1993; Scarry, 1985; Valent, 1999; Yealland &
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Buzzard, 1918). There have been historical and cultural changes in the way these
psychological consequences manifest and present themselves as interpreted by clinicians and
researchers over time (Healy, 1993; Herman, 1992; McNally, 2004; Valent, 1999; Watters,
2010). Symptom presentations may have been influenced by the major psychological and
psychiatric teachers and theorists of the time, e.g., Charcot and Freud. Earlier, hysteria and
dissociation were diagnoses given to describe a group of symptoms that have no
physiological explanation, e.g., blindness, following war or rape. More recently symptoms
are described within the context of panic disorder and PTSD, particularly in the light of war
experiences (APA, 1994). Symptoms presented by individuals who have experienced
catastrophic events have also been shown to be significantly influenced by their religious
beliefs and cultural traditions which influence and shape their meaning to these catastrophic
events (Kelly, 1955; Janoff-Bulman, 1992; Tol et al., 2007; Watters, 2010). Likewise mental
health diagnoses are influenced by culture. PTSD is an example of the domination of Western

culture, particularly that of the USA (Watters, 2010).

‘Trauma’ is a Greek word meaning ‘wound’, ‘a penetration of the body’, as in the
case of a bullet or knife entering the person (Deutscher, 2007). It was a word used to describe
the physical blow to the body resulting in physical pain and damage (Donnelly & Diehl,
2011; Healy, 1993; Scarry, 1985; Valent, 1999). The ancient Greeks and Romans developed
the first hospitals to treat physically wounded soldiers. However, it was not until the end of
the nineteenth century that psychological damage was thought to result from terrifying life

events (Herman, 1992).

Attention was first given to psychological damage resulting from traumatic events
such as war, during the seventeenth and eighteenth centuries and was referred to as ‘hysteria’
and this included what we now recognize as conversion disorder and dissociation (APA,
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1994). William Cullen in 1785 described ‘neurosis’ (e.g., hysteria) as the disturbance to
nervous functioning reflected in muscle fiber that are sensitive to internal or external stimuli
(Healy, 1993). David Hume in 1780, following the introduction of reflex theory, argued that
what is in our mind and what we see and remember result from association (Healy, 1993). In
the next century, Bain (1855) proposed that association theory alone could not explain the
complexity of human functioning. He stated that both the reflex and the association theory
needed to be considered together, giving birth to scientific psychology. Charcot in 1857
argued that witnessing accidents or experiencing anything that shocks the individual, such as
physical and sexual abuse, can lead to paralysis, loss of voice or vision, which are all
common symptoms of hysteria (Herman, 1992), known now as conversion disorder (APA,

1994).

The concept of ‘disassociation’ resulting from experiences such as sexual abuse was
introduced to explain memories or ideas that are either integrated or not through a process of
association within the victim’s mind (Dale et al., 2010). This integration either results in
positive feelings if the memories or ideas were integrated or high anxiety if they were not
integrated. Krishaber, in 1873 insisted that following a traumatic experience, disassociation
leads to depersonalization (Healy, 1993). These symptoms, the “splitting of thought processes
into compartments”, were identified as dissociation in Pierre Janet’s work in 1923 (Dale et
al., 2010, p. 159). The concept of ‘hysteria’ resulting from external catastrophic events such
as war, accidents and natural disasters was taken more seriously and was widely recorded
(Healy, 1993). The first railway line opened in 1830 between Liverpool and Manchester and
the first train accident occurred shortly after. People who survived presented with paralysis,
blindness and deafness but they had no organic lesions (i.e., they had conversion disorder).
Insurers began to focus on these conditions and it was referred to as ‘traumatic neurosis’, the

first recorded cases of post-traumatic neurosis but they took the form of conversion disorders.
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From a theoretical perspective during the 1890s and early 1900s, dissociation and
hysteria were perceived as common sequelae from events such as war. Sigmund Freud in the
1890s, defined repression as the ‘warding off from conscious awareness of that which is
painful’ following a traumatic experience (Dale et al., 2010; Healy, 1993). Freud disagreed
with the concept of disassociation and argued that traumatic memories became isolated
through a process of repression resulting in hysteria (Dale et al., 2010). Herman (1992) also
stated that the repression or denial of experiences of sexual abuse, torture, and violence result
in the victim feeling guilty, shameful, worthless, betrayed, and unlovable. The isolation and

distrust that results can send him/her into a state of hysteria (Herman, 1992).

Varying war experiences had long produced a wider range of symptoms in different
historical periods. In 1678 Johannes Hofer introduced symptoms which he called melancholia
(akin to depression today) that were used to describe the psychological problems of Swiss
soldiers serving in France (Valent, 1998). Da Costa in 1871 referred to ‘irritable heart’,
known also as the Da Costa’s syndrome, relating to the psychological sequelae of soldiers
serving in the American Civil War (Healy, 1993). More recently, coronary and
gastrointestinal symptoms have been the main somatic symptoms found to result from a

traumatic experience, such as those experienced during war. Perhaps these are more akin to

symptoms identified in the anxiety disorders of today (Janoff-Bulman, 1992; Valent, 1998).

The term ‘battle neurosis’ was used initially in World War 1; however this concept
was not new, in fact it was first described in the battle of Marathon in 490BC. A well known
Athenian soldier presented with loss of sight and yet nothing had touched him, again perhaps
indicating a conversion disorder (Healy, 1993). Later in the First World War this hysteria
was called ‘shellshock’ in the belief that exploding shells caused the condition which
included loss of sight or hearing, aphonia and paralysis (Healy, 1993). Yealland and Buzzard
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(1918) referred to these symptoms as hysterical disorders of warfare or as described in the
DSM 1II (APA, 1980) conversion disorder. Soldiers described their experience as if
everything were on a stage and there was an awareness that something was happening but
they were not quite there. This seems to be derealization - a dissociative process which
includes the out-of-body experience of near death (Dale et al., 2010; Healy, 1993; Valent,
1998; van der Kolk, 1987). Such an experience is recorded by Keenan (1993) from his
imprisonment in Beirut where he felt as though the experiences were not real but he read of
them in his diary: ”Yet it was so and I could not deny what my diary revealed to me”
(Keenan, 1993, p. 81). It was estimated that in World War 1 a quarter of a million British
soldiers were affected (Healy, 1993) and that war stress was clearly the cause of the neurosis
(mostly dissociation and somatoform disorders) and the neurosis demanded psychological

treatment, rather than punishment.

During the Second World War it was necessary to relearn the lessons of the First to
deal with the larger number of combat-related illnesses being presented. The understanding
of the nature of combat stress evolved, and there was recognition of the importance of
morale. It was seen that combat stress related to overlapping factors, such as the intensity of
the threat of death, the duration of the combat exposure, the number of comrades killed and
the morale of the unit. A large psychological literature resulted (Healy, 1993). For the first
time, close attention was given to the psychological sequelae in returned soldiers (Healy,
1993). It was soon clear that combat neurosis did not stop with combat or even with the
ending of the war (Healy, 1993; Valent, 1998). Returning soldiers could become aggressive,
psychotic and suffer from psychosomatic or depressive symptoms. These symptoms were of
a greater range than reported in earlier periods and were no longer confined to hysterical or
dissociative presentations. These symptoms could be extremely vivid and often merged with

various personality and psychiatric disorders (Valent, 1998; van der Kolk, 1987). In the
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Vietnam conflict old lessons had to be re-learned yet again, but for the first time
documentation was widespread (Healy, 1993; Valent, 1998). The vulnerability of all combat
soldiers to severe psychological stressors and consequent illness was now recognized. After
the Vietnam War, pressure from the returned service community led to the diagnosis and
acknowledgement of Post-Traumatic Stress Disorder (PTSD) rather than war neurosis or
shellshock. This had now become associated with trauma and was recognised as a psychiatric

disorder (Valent, 1998).

The DSM-I (APA, 1952) recognised traumatic neurosis and was followed by the
DSM-II (APA, 1968) which associated trauma-related disorders of adult life (Davidson &
Foa, 1992). PTSD was introduced in the Diagnostic and Statistical Manual of Mental
Disorders (DSM-III, APA, 1980) as a series of symptoms caused by external events that
resulted in trauma. Previous to the introduction of traumatic neurosis, the traumatic event had
been associated with war experiences as described above. PTSD was then seen to result from
a catastrophic stressor other than war, but outside the ordinary range of human experience.
PTSD was then formally recognised in the DSM-III (APA, 1980), and further revised in the
DSM-III-R (APA, 1987). By the time PTSD was defined in the DSM-III-R there were clearly
five main criteria that an individual had to meet to be given that diagnosis. These diagnostic
criteria were:
A. Having experienced an event that is outside the range of usual human experience.

B. The traumatic event is persistently re-experienced which is identified in at least one of
four different ways, for example, recollections, dreams, feelings of reliving the experience.

C. Avoidance of stimuli associated with the trauma, as indicated by at least three of the
seven criteria, for example, avoidance of thoughts and activities associated with the trauma,
inability to remember certain aspects of the trauma.

D. Persistent symptoms of increased arousal, as indicated by at least two of six criteria,
for example staying awake at night, difficulty concentrating and outbursts of anger;

E. The individual experiences the symptoms for at least one month.
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Numerous events which result in the symptoms described by the criteria, such as
war, sexual abuse, natural accident, were then recognized, as also being experienced by
children, with long and short term effects, hence further revision led to the DSM-IV (APA,
1994) revised criteria. The main changes in the criteria were in criteria A and F. These
changes were: Criteria A: ‘“The person has been exposed to a traumatic event in which both of
the following have been present: 1. The person has experienced, witnessed, or been
confronted with an event or events that involve actual or threatened death or serious injury, or
a threat to the physical integrity of oneself or others. 2. The person’s response involved
intense fear, helplessness, or horror. Note: in children, it may be expressed instead by
disorganized or agitated behaviour. Criteria F: The traumatic event caused clinically
significant distress or dysfunction in the individual’s social, occupational, and family

functioning or in other important areas of functioning’ (APA, 1994, p. 427-428).

The individual’s response, following a traumatic life event, has been broadly
described in two defined areas: ‘avoidance’; denial, numbing and ‘intrusion’, unbidden
thoughts and images (Sundin & Horowitz, 2002). The avoidance phase can last from weeks
to months; however, a maladaptive avoidance may occur, which may last for years.
Symptoms related to avoidance include: daze, amnesia, inability to visualize memories,
inflexibility of thought, sleep disturbances, withdrawal from activities, and tension responses
resulting in fatigue and headaches (Sundin & Horowitz, 2002). More common is the intrusive
phase of vivid images, despair, anxiety, flashbacks and nightmares. Sundin and Horowitz
(2002) include the following as intrusive symptomatology: hypersensitivity to associated
events, startle reactions, intrusive repetitive thoughts, and emotions, distracted concentration,

recurrent dreams and chronic arousal.
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Watters (2010) argues that by being too focused on the diagnosis of PTSD when
trying to understand reactions to events that are out of the individual’s control, their coping
abilities are minimised and their cultural characteristics, that assist in the individual
processing of the experience, are ignored. Janoff-Bulman, (1992) and Watters (2010)
emphasise that the meaning given by survivors to different traumatic events can have a major
impact on the individual’s positive or negative psychological processing and hence
integration of the experience. Watters (2010) points out that the diagnosis of PTSD does not
take into account the ongoing violence that can continue to impact on the population other
than the unexpected experience he/she has just lived through. Nor does it take into account
the “multiplicity of ways people and societies live through massive trauma, express their

distress and suffering, and assign meaning to the human experience” (Watters, 2010, p. 104).

There are distinct limitations to the single approach of this one diagnosis (Janoff-
Bulman, 1992; Herman, 1992; McNally, 2004; Turner; 2000; Thompson & McGorry 1995;
Watters, 2010; Wenzel, Griengl, Stompe, Mirzael, & Kieffer, 2000). Traumatic experiences
might result in conditions such as depression, anxiety, complicated bereavement; they can
destroy the construction of self; and they can result in physical conditions (Janoff-Bulman,
1992; Hauksson, 2003; Herman, 1992; Watters, 2010; Wenzel et al., 2000). Traumatic
experience can lead to intense fear when the world of the individual or community is
shattered with terror (Janoff-Bulman, 1992, Kordon et al., 1992), that is the experience leaves
the individual, and the broader community, with the realization that his/her world is no longer
safe (Janoff-Bulman, 1992; Herman, 1992; Kordon et al., 1992). Janoff-Bulman (1992)
described anxiety following a traumatic event: “as an expectation of danger, a danger that is

neither immediate nor necessarily well defined. Anxiety is fear” (Janoff-Bulman, 1992, p.65).

26



Depression as a diagnosis also has a historical development and was associated with
melancholia as stated earlier. Freud associated melancholia with mourning resulting from the
loss of relationship from death of a loved one or break-up of relationships. The symptoms
were described as a decline in self worth, a feeling of self blame for what went wrong, a
feeling of inferiority and loneliness. The DSM-I (APA, 1952) defined these symptoms as a
depressive reaction and DSM-II (APA, 1968) as a depressive neurosis resulting from a
reaction to internal conflict or an identifiable event. Depression was either seen as a
biological condition or reaction to an external traumatic event (Parker, 2000; van der Kolk,
1987).1t has been found more recently that depression is very common among torture
survivors and frequently found concurrently with PTSD (Jaranson et al., 2001). Further,
Herman (1992) has argued that PTSD alone fails to capture the magnitude of the symptoms
manifested in ‘survivors of extreme situations’. Their symptoms are not like those with
ordinary psychosomatic disorders and their depression and the degradation of their identity
are of a different order as well. That is, PTSD fails to incorporate depression,
depersonalization, different types of anxiety, changes in personality, alterations of self
perception, withdrawal from significant others, and alterations in meaning and trust in
families, friends and government institutions. Consequently she proposes naming the

syndrome ‘Complex Post Traumatic Stress Disorder’ (Herman, 1992, pp.118-121).
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Conclusion

This Chapter has covered a historical account of torture, and a description of its
techniques. It also has reviewed the history of trauma and the relationship between
catastrophic events such as war, natural disasters and sexual abuse and symptoms that has led
to diagnoses such as neurosis, hysteria, melancholia, disassociation and depersonalization.
More specific to war these diagnoses have been referred to DaCosta’s syndrome, battle
neurosis, shellshock and more recently PTSD (Hauksson, 2003; Herman, 1992). A debate
generated since the late 1990s has been concerned with the adequacy of Post-Traumatic
Stress Disorder (PTSD) as a diagnosis to explain the physical and psychosocial consequences
following an event such as war. Forcing various symptoms into a single diagnosis such as
PTSD has instigated a debate where it is argued that this diagnosis is limited in encompassing
the vast consequences of traumatic experiences and equally fails to recognise resilience
(Herman, 1992). More recently there has been an increase in the literature about the
consequences of torture resulting in PTSD. This literature is reviewed in Chapters 3 and 4
and the argument by some clinicians as to the limitations of this diagnosis to describe the

consequences of torture is also considered in this review.

Torture does not come in isolation; often it is accompanied by a number of different
abuse experiences such as forced displacement, the disappearance of loved ones and the
added experience of forced migration and seeking asylum resulting in complex posttraumatic
stress (Herman, 1992). Whilst society has changed and the objectives of torture are broader,
the desire to torture in the contemporary °‘civilized” world has continued (Amnesty
International, 2011; Kellaway, 2003; Kosteljanetz & Aalund, 1983; Robertson, 2000; Scarry,
1985; Scott, 2003). Torture remains today an act of violence adopted within a system, it is
applied systematically and secretively as an instrument of repression and oppression that may

be traced back to ancient Greece.
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In modern times there are well documented atrocities in Nazi Germany, under the
Soviet Union, during the Algerian war, under the South American dictatorships and during
the period of the disintegration of Yugoslavia. Most recently, we have learnt about the use of
torture of Iraqis in Abu Ghraib, and by the United States in Guantdnamo Bay and by way of
rendition to Egypt, to Iraq and to Afghanistan (Klein, 2008; Robertson, 2008). The definition
of torture, its purpose and its techniques, have changed over time, but there is continuing
debate as to what constitutes torture and even in the research field, what is causing the
psychological damage. There are questions also about whether the torture itself is having the
psychological impact or other pre-existing or subsequent traumatic experiences (Hollifield et
al., 2011). Regardless of the academic debates, torture remains the most brutal means of

attempting to obtain information and to maintain absolute control.

Torture survivors have experienced multiple traumas which can result in more
complex consequences such as anxiety, depression, PTSD and the possible added physical
consequences that result in an even more complex group of symptoms (see Chapters 3 and 4
for further review of this issue). Secondly, not all survivors of war and other catastrophic
experiences such as sexual abuse and natural disasters experienced symptoms described by
PTSD or depression and anxiety, as they are able to find meaning and process the experience
in a way that leaves them symptom free. This too can be the case with survivors of torture
and other systemic abuse (see Chapter 5 for more on this issue). The danger with too readily
offering a diagnosis of PTSD when examining the consequences of torture, is that firstly, it
might not fully cover the symptoms experienced by the person, nor secondly, fully
acknowledge the horror of torture and the suffering that results. For those who do not meet
the criteria for PTSD, the risk is that the experience of torture and other systemic abuse may
not be validated. That non-validation can lead subsequently to more complex consequences

such as depression and anxiety (Hauksson, 2003; Watters, 2010).
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Chapter 3

Review of Studies Reporting on the Psychological
Consequences of Torture and Other Types of Systemic

Abuse

Introduction

As discussed in Chapter 2, the use of torture for the purpose of obtaining information
and instilling fear into both an individual and a society has long been a feature of human
history (Donnelly & Diehl, 2011; Klein, 2008). However, research into the psychological
impact of torture only began in the late 1970’s (Allodi & Cowgill, 1982; Basoglu et al.,
2001; Campbell, 2007; Lira & Castillo, 1991, Quiroga & Jaranson, 2005). The forced
migration (see Chapter 4 for more detail on forced migration) that has resulted from
continued world conflict and the practice of torture, has led to an increasing amount of
research and the development of health services for refugees (Reid, Silove & Tarn, 1990).
Discussion and debate about the inevitability of symptomatology, and the limitations of the
PTSD diagnosis following the experience of torture continues (e.g., Ehrenreich, 2003;
Hollifield et al., 2011; Steel et al., 2009; Tol et al., 2007; Watters, 2010). Chapters 3 and 4
review the research investigating the complex psychological impact of torture since the late
1970’s outlining the discussion related to the limitations of the PTSD diagnosis for torture
survivors and the refugee population.
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To retrieve the selected literature presented in this chapter and Chapter 4, a series of
searches using Super-Search (Medicine Dentistry + Health science-psychology and
psychiatry) was conducted using the terminology: ‘psychological impact of torture +/or
consequences of torture’ and ‘sequelae of torture’. As the references were reviewed from the
different data bases, many of these articles were repeated across the various data bases in
SuperSearch. The combined number of papers obtained from these searches was 1251 for
PsychINFO, 42 for PubMed, and 1101 for SCOPUS. The years covered in the search were
between 1970 and 2011. Further refined searches adding ‘posttraumatic stress disorder and
torture,” resulted in 1217 more papers: 427 for PsychoINFO; 0 for PubMed; 790 for
SCOPUS. Those selected for discussion were research articles specifically focusing on the
psychological and physical consequences of torture. Excluded from the review were: general
discussion papers which did not include this specific focus, papers that repeated findings
from previous research already documented in text books or journal articles, papers specific
to treatment modalities, papers that focused on children, war veterans or combat soldiers. A
total of 44 papers were selected which reported first person accounts or empirical data
derived from quasi-experimental trials. Whilst the breadth of studies included in this review
is comprehensive it does not purport to be exhaustive. Various literature reviews have been
undertaken which look at physical and mental health consequences of torture and other
systemic abuse which have extensively documented research in this field (e.g., Basoglu,
1992, 2009; Gerrity, Keane, & Tuma, 2001; Murray, Davidson, & Schweitzer, 2008; Quiroga

& Jaranson, 2005; Steel et al., 2009; Tol et al., 2007).

This chapter excluded studies that focused on the psychological consequences of
seeking asylum and being placed in a detention centre in Australia. The literature involving
the psychological impact of being an asylum seeker in Australia is specifically reviewed in

Chapter 4. The present chapter reviews papers that are indicative of the level of physical
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and psychological sequelae resulting from the experience of torture.

Previous research into torture has focused on psychiatric symptoms, drawn from case
reports and predominantly from case series. Case reports are first-person accounts of the
experience of torture (see Table 3.1.). Examples of this type of research include: Cathcart et
al., (1979); Doerr-Zegers, Hartmann, Lira, and Weinstein (1992); Gorst-Unsworth, (1992);
Hinshelwood (1999); Knight (2006) and Ritterman (1985). Literature reviews have indicated
that a number of case reports have been published on the study of torture survivors (Mollica,
1992, 2011). Mollica (1992) stated that case reports that obtain a clinical history of survivors
of torture can “reveal considerable knowledge of the changing influence of torture on the life
experience of individuals, family and communities” (Mollica, 1992, p. 29). Case series
(which is the design format most adopted in the clinical literature investigating the
consequences of torture) include a larger sample of cases describing the presentation of
survivors (see Table 3.2). Research using this design varies as to the sample number and the
constitution of the sample, for example, whether the sample comprised torture survivors or
refugees in general. These assessments used psychometric scales and clinical diagnostic
criteria, but the researchers ran the risk of not obtaining adequate information about the
torture experience itself unless they conducted thorough structured interviews as well

(Mollica, 1992; Watters, 2010).

In this chapter, 18 case series studies were included for review (see Table 3.2).
Twelve out of 18 included torture survivors only as their target population. (These studies
were: Allodi et al., 1985; Allodi, Berger, Beyersbergen, & Fantini, 1986; Allodi & Cowgill,
1982; Carlsson et al., 2006; De Zoysa, & Fernando, 2007; Domovitch, Berger, Wawer, Etlin,
& Marshall, 1984; Hooberman, Rosenfeld, Lhewa, Rasmussen, & Keller, 2007; Kagee, 2005;
Rasmussen & Lunde, 1980; Somnier & Genefke, 1986; Schweitzer, Melville, Steel &

Lacherez, 2006; Tol et al., 2007). Six out of 18 studies included ’refugees’ without
32



classifying them into groups such as torture survivors or survivors of other types of systemic
abuse (included were: Basoglu, Livanou, & Crnobaric, 2007, Kinzie, Fredrickson, Ben,
Fleck, & Karls, 1984; Mollica, Wyshak, & Lavelle, 1987; Rasmussen, Smith, & Keller, 2007;

Rasmussen, Reeves, Rosenfeld, & Keller, 2007; Sachs et al., 2008).

Very few controlled studies have been conducted where the level of psychological
distress resulting from the experience of torture has been measured. Studies using a ‘quasi-
experimental design” where comparison is made between two groups such as torture
survivors and survivors of systemic abuse, have included those by Holtz (1998), Paker,
Paker, and Yuksel (1992) and Shrestha et al. (1998). Survivors of other types of systemic

abuse in these studies act as the control group when they are compared to the torture survivor

group.

As discussed by Basoglu et al. (2001), Campbell (2007), Hollifield et al. (2011),
Quiroga and Jaranson (2005) and Steel et al. (2009), torture does not come in isolation, that
is, torture survivors have also experienced other types of systemic abuse. To control for these
other experiences a third group is introduced, a group that has not experienced any systemic
abuse. Studies including a comparison between survivors of torture, survivors of other types
of systemic abuse and a control group (people who have not experienced systemic types of

abuse) have been undertaken by Basoglu et al. (1994) and Thompson and McGorry (1995).

In line with design and methodological considerations, the papers selected for review
were summarised in more detail under three headings: (1) case reports where interviews,
structured or otherwise, were conducted but no psychometrically-validated measures of
psychiatric symptomatology were employed; (2) case series where interviews, whether
structured or unstructured, were conducted and standardised psychometrically validated
scales measuring psychiatric symptomatology were employed; and (3) quasi-experimental
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studies which included two- or three-group comparisons. Studies in each of the three
categories are briefly summarised under specific headings including the number of

participants, assessments adopted, results and main points drawn from their discussion.

Case Reports on the Psychological Impact of Torture

Table 3.1 summarises six case studies that explored the techniques of torture and the
physical and psychosocial consequences of torture. None of these studies used standardised
measures of psychiatric symptoms; however, they all used either structured or unstructured
interviews. Table 3.1 begins with studies or reports from the late 1970’s when many of the
Latin American countries were experiencing changes of governments and torture was
implemented as an instrument of state punishment (Klein, 2008; Lira & Castillo, 1991;
Doerr-Zegers et al., 1992; Robertson, 2000). Many people were forced into exile and concern
grew amongst clinicians in Canada, Denmark, England and the USA about the physical and
psychological wellbeing of these people (Cathcart et al., 1979; Gorst-Unsworth, 1992;

Hinshelwood, 1999; Ritterman, 1985).

Participants.

It can be seen from examination of Table 3.1 that the participants represent a range of
countries. Historically, between the late 1970s and mid-1980s, the research participants were
mainly from Central and South America (Cathcart et al., 1979; Doerr-Zegers et al., 1992;
Ritterman, 1985). Later research, through to the present time, includes participants from other
countries such as Iran and Zimbabwe (Gorst-Unsworth, 1992; Hinshelwood, 1999; Knight,
2006). The number of participants also differs, with three of the six studies based on one
single case report (Gorst-Unsworth, 1992; Knight, 2006; Ritterman, 1985). Two included two
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case reports (Doerr-Zegers et al., 1992; Hinshelwood, 1999) and one included 11 case reports

(Cathcart et al., 1979).

Assessments.

The assessment adopted in the case reports shown in Table 3.1 was based on
structured interviews (Cathcart et al., 1979; Doerr-Zegers et al., 1992; Hinshelwood, 1999;
Knight, 2006; Ritterman, 1985). Various types of structured interviews were administered, all
of which included an account of the participants’ history of torture and other trauma. Three of
these six studies used an in-depth interview technique known as ‘testimonies’ (Cathcart et al.,

1979; Ritterman, 1985).

A testimony is an account of the torture process, the types of torture in a given

situation. It is defined as:

The act of revealing to a sympathetic listener or group of listeners, making public
exactly what the torturer did to privately shame the victim with the aim of
elevating the victim to his or her previous position of responsible political
activism and to put her or him in the position of humiliating the perpetrators

(Ritterman, 1985, p. 53).

Testimonies have been used as a psychotherapeutic process for treating torture survivors
since the 1970s, and they also allow documentation and possible gathering of evidence
against those who perpetrated the abuse (Agger & Jensen, 1990; Cienfuegos & Monelli,
1983). Perera, Puvimanasignghe, and Agger (2009) referred to testimony as a tool that
facilitated the reconstruction of their clients’ autonomy and sense of self-esteem. Cienfuegos
and Monelli (1983) stated that the purpose of this exercise was “to transform the person’s

story about shame and humiliation into a public story about dignity and courage” (p.79).
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In the remaining three studies, a clinical structured interview that resulted in a clinical
diagnosis was adopted. The structured interview either corresponded to the DSM-IIT (APA,
1980) or the DSM III-R (APA, 1987) Diagnostic Interview Schedule (Doerr-Zegers et al.,
1992; Hinshelwood, 1999; Knight, 2006). These interviews additionally incorporated a
clinical interview that examined major depression and PTSD symptoms using the PTSD
criteria of the Diagnostic Interview Schedule DSM-III or DSM 1II- R (Robins, Helzer,
Croughan, & Ratcliff, 1981). One of these three studies included assessment for changes in
personality (Doerr-Zegers et al., 1992). Two of the six studies in Table 3.1 included a
medical examination (Cathcart et al., 1979; Doerr-Zegers et al., 1992). One of the six studies
specified that a psychiatrist and/or a psychologist conducted the interview (Cathcart et al.,

1979).

Results.

Throughout this 30-year period when the studies in Table 3.1 were conducted, the
techniques used in torture events remained similar worldwide. These were discussed in
Chapter 2. The torture that the participants reported in these particular studies were: cigarette
burns, submersion under dirty water, electrical shocks, fractures, the ‘telephone’, food
deprivation, hanging from hands or fingers or legs (the parrot) for long hours, interrupted by
blows to different parts of the body, e.g., beating to the lower back; sexual torture including
rape, both hetero- and homosexual; rapes by trained animals; and electrical shocks applied to
the genitals. Additionally, some victims experienced insults relating to their political or
religious beliefs, or comments aimed at breaking the trust of the victim, for example, being
told that a relative or close friend had denounced them (Cathcart et al., 1979; Doerr-Zegers et

al., 1992; Hinshelwood, 1999).
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Further psychological torture included: mock execution; forced vacation of his/her
home; harassment - such as anonymous death threats by telephone; destruction of property;
forced witnessing of others being tortured; forced witnessing of sexual assault on others or
forced rape of another survivor; forced undressing in the presence of others; being deprived
of sight by being blindfolded from the time of detention; forced to be in confined spaces with
light deprivation; being prevented from sleeping by introducing random noise or
disturbances; and being placed in situations which put the victim’s life in actual danger, e.g.,
the use of ‘Russian roulette’ (Doerr-Zegers et al., 1992; Gorst-Unsworth, 1992;

Hinshelwood, 1999; Knight, 2006).

Physical and psychological consequences of torture.

The symptoms resulting from these techniques are both physical and psychological,
irrespective of the nature of torture. Specific physical consequences were reported in three
studies. They included: motor dysfunction, lumbar spine abnormalities, skin lesions, hearing
deficit, geno-graphic evidence of fractures, trauma to teeth, joint abnormalities, inverted
nipples, displaced fingers, obstetric and gynaecological issues such as child birth resulting
from rape, headaches, pain in the arm or/and legs, back pain, palpitations, chest pain and
abdominal pain, and menstrual dysfunction. Men and women suffered genital and anal

discomfort following sexual abuse (Cathcart et al., 1979; Hinshelwood, 1999).

The psychological impacts of torture resulting from these techniques are variable.
Some of the psychological consequences described by researchers include: insomnia with
recurrent nightmares, anxiety, depression, irritable outbursts, impulsive behaviour or social
withdrawal, loss of concentration or attention, confusion and disorientation, avoidance and
intrusive thoughts (Cathcart et al., 1979; Doerr-Zegers et al., 1992; Gorst-Unsworth, 1992;
Hinshelwood, 1999; Knight, 2006; Ritterman, 1985). One study reported on PTSD based on a
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clinical interview for PTSD. Knight (2006) using the DSM-IV diagnosis for PTSD, assessed
a Zimbabwean refugee. The researcher concluded symptoms of PTSD were present,
accompanied by intense fear, helplessness and emotional numbing and loss of hope. This
person had not experienced torture but was witness to mass destruction, violence and forced
displacement. The researcher interviewed the individual before and after leaving his home

country and concluded the symptoms were no different before or after leaving his country.

Other psychosocial consequences reported in the case studies in Table 3.1 were:
difficulties in establishing relationships, inability to trust, inability to enjoy life, language
difficulties, isolation, family and social problems resulting from not being able to find
employment, loss of occupational status, marginalisation, deculturation and refugee
disorientation (Doerr-Zegers et al., 1992; Hinshelwood, 1999). Gorst-Unsworth (1992) added
to the list of psychosocial consequences: unemployment, qualifications not being recognised,
breakdown of marriage, and refugee status - all of which led to low self-esteem. Gorst-
Unsworth (1992) stated that shame is also a major consequence, which was also observed by
Hinshelwood (1999). The factors contributing to a sense of shame included receiving income

support from charities, which they had never experienced in their country of origin.

Personality changes were described by Doerr-Zegers et al. (1992) and Ritterman
(1985). Ritterman (1985) concluded that torture damaged the person’s personality; that is, the
person was made to carry guilt resulting from being forced to witness their children being
sexually abused, or from being forced to reveal the names of friends or colleagues. They
suffered repressed feelings and thoughts and also ambivalence - a sense of not being here or
there, resulting from forced migration and being in a situation that feels temporary. Ritterman
(1985) defines this personality change with the acronym GRAPH: (Guilt, Repression,
Ambivalence, Pessimism, and Humiliation). Doerr-Zegers et al. (1992) and he also stated that

38



torture made the person distant, indifferent, and emotionally frozen, beyond anxiety and

depression.

Hinshelwood (1999), reporting on a case study, highlighted shame resulting from
sexual torture as a major obstacle to recovery; often sexual assault is not mentioned by the
victim and in this case study the importance of dealing with it, and with the impact it has had
on the individual’s personality and ability to function, was strongly indicated. The researcher
concluded that shame paralyses the individual’s ability to function in their everyday life.
Hinshelwood (1999) further stated that shame is reinforced in the host country by the use of
interpreters, because the person must learn to trust, not only the clinician, but also the third

person present at the interview, namely the interpreter.

Advantages and limitations of the case study methodology.

The disadvantages of these examples of case report lies in the nature of the design;
that is, they completely lack internal validity (Kazdin, 1982). The very small numbers
included do not provide a basis for detailed statistical analysis, and given the greatly varying
nature of the torture events themselves, it is difficult to connect particular experiences with
the consequences (Kazdin, 1982). Also, there has been no systematic standardised gathering
of information within and across the studies such as that provided via structured instruments

and psychometrically-validated measures.

However, as stated by Mollica (1992) and Perera et al., (2009), case reports and
interview methods, such as testimony, provide a valuable clinical history of torture survivors.
The experiences that follow torture and release from imprisonment such as the loss of work,
loss of membership of a particular organisation and community and forced migration, can be
gathered from a testimony or in-depth interview. Where trust is established, through this
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process of interview, a better understanding of the complexity of the impact of torture is

obtained (Doerr-Zegers et al., 1992; Perera et al., 2009).

The studies presented in Table 3.1 have mostly been conducted outside the
participants’ country of origin, forcing researchers to use interpreters. The use of interpreters
impacts on the reliability of the information transmitted, that is, on the accuracy of the
expression of emotions, or of the nuances of the meanings within a particular language
(Gorst-Unsworth, 1992). Shame and mistrust were reported in some of the studies presented
in Table 3.1 (Knight, 2006; Ritterman, 1985). These feelings of shame and mistrust can limit
the reporting of information from participants to the clinician. The process of information
transmission becomes more limited simply by having an interpreter present. Doerr-Zegers et
al. (1992) emphasize the issue of trust as a limiting factor on the information gathered.
Nevertheless, in-depth interviewing provides a deeper understanding of the complexity of

systemic abuse.

The case report studies shown in Table 3.1 have assisted in the development of new
research activities in the area of torture sequelae. Their usefulness, particularly at the time
when they were conducted, was the gathering of essential information to be used as evidence
for legal purposes (Verdugo, 2006; Perera et al., 2009; Quiroga & Jaranson, 2005). The case
report studies were used further as a basis for the development of structured interviews,
specifically for torture victims, and for developing standardized psychometrically-validated
scales to measure the level of psychological distress resulting from the trauma (Mollica &
Caspi-Yavin, 1991). The strength of case histories is that they provide greater detail than
quasi-experimental studies about the depth and breadth of the impact of torture and systemic
abuse on a person’s life and daily functioning. This is illustrated in the following case report
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example from Doerr—Zegers et al. (1992) who introduced their case summary by first

summarising the torture techniques that were practiced in Chile during the Pinochet regime:

During hours and days he/she is locked up in a very small cell, with permanent
artificial lighting, and actively prevented from sleeping during at least 48 hours by
means of noise disturbances. Then interrogation begins, accompanied by physical
torture that can go on without interruption for hours or days...blows in different
parts of the body (often mixed with insults in an effort to break political and
religious belief, and trust in relatives and friends; victims were told, for example,
that relatives and friends had denounced them), application of electric shocks to the
more sensitive parts of the body, during which cardiac arrests are not
uncommon...hanging in different painful positions for long hours, interrupted by
blows..head submersion under water to the limit of resistance...mock executions,
sexual tortures such as hetero-and homosexual rapes, or rapes by trained animals
and some times in the presence of family members (Doerr—Zegers et al. 1992,

p.178)

J was a student of administration in the provincial seat of the University of Chile...he
was taken prisoner on the 21* September 1973, ten days after the coup, and remained
imprisoned until December 1974. During the first period, he was subjected to all the
previously described tortures...he resisted with courage...in the following months
symptoms of ‘acute posttraumatic stress disorder’ appeared, but he maintained hope
of some day regaining liberty. Among his fellows in prison he was considered as one
of the most stable...however when he was discharged from prison, relatives found
him very different: distant, indifferent, not moved by anything. From a very
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competent and persistent young man he was transformed into an apathetic being,
completely unable to face the usual difficulties of life. He dared to seek psychiatric
help some years after being set free, with a chief complaint of severe phobias to
closed spaces...everything was grey and opaque, including the future; he
experienced a great emptiness and a complete distrust of everything and of
everybody. The psychotherapeutic treatment succeeded in lightening his phobia but

not in restoring his original personality (Doerr-Zegers et al., 1992, p.179).

It has been suggested by clinicians such as Allodi and Cowgill (1982), Doerr-Zegers
et al. (1992), Elsass (1998) and Herman (1992) that the various psychiatric symptoms,
including personality change and psychosocial consequences of torture, such as those
described by Doerr-Zegers et al. (1992), be given a diagnostic label of ‘complex
posttraumatic stress’ or ‘torture syndrome’. The complexity of the consequences of torture
and other types of systemic abuse are further discussed in the next section of this chapter.
This section describes research based on case series where the psychological impact of
torture is explored in terms of psychopathology measured by diverse standardised psychiatric

scales and clinical interviews.
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Table 3.1

Summaries of Case Study Reports Related to the Consequences of Torture

Living in their

Author Year Sample Measurement Trauma Diagnosis/Results/Conclusion  country of
origin/or
living in host
country

Cathcart, 1979 3 women and 8 male refugees In depth history including Torture: physical and Medical: Neuro-psychiatric Living in

Berger, & from Chile detailed account of torture, psychological disturbances. Physical and Canada

Knazan physical and psychological psychological distress
assessment

Ritterman 1985 A 28 year old male medical Testimony technique Torture: physical and Destruction of the person’s Living in

graduate from El Salvador psychological personality Denmark

Gorst- 1992 A 41 year old Iranian asylum Clinical assessment using the Torture experience Diagnosed with PTSD, major Living in the

Unsworth seeker refugee. DSM-III (APA, 1980) diagnosis depression and psychosocial United

for PTSD and Major Depression consequences Kingdom

Doerr-Zegers, 1992 Two Chilean cases. Clinical assessment included Torture experienced by both Personality change and Living in their

Hartmann, 1:A male University student taken  change in personality and the survivors psychological consequences home country

Lira, & into prison from Sept. 1973 to clinical diagnosis that in Chile

Weinstein December 1974 corresponded to the DSM-III-R

2:A 50 year old man in prison
from Sept. 1973 for 2 years in
different prisons

Hinshelwood 1999 Two asylum seekers: 1 male Clinical notes- testimony Both experienced torture Psychological and England

asylum seeker and 1 female including sexual torture. psychosocial consequences
asylum seeker. Both presented at
the Medical Foundation for the
Care of Victims of Torture,
England
Knight 2006 A 45 year old farmer from Face-to-face semi-structured Forced to vacate his home, PTSD Living outside

Zimbabwe

interview

harassment, property
destroyed, forced to witness
house being burned, death
threat.

his country

Note: DSM-III= Diagnostic and Statistical Manual of Mental Disorder-Third Edition; DSM-III-R= Diagnostic and Statistical Manual of Mental Disorder-Third Edition-Revised; APA= American

Psychiatric Association; PTSD=Post Traumatic Stress Disorder
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Case Series Studies Examining the Consequences of Torture and Other Types of
Systemic Abuse

Table 3.2 includes 18 case series studies highlighting the physical and psychological
consequences of torture. Even though some studies appeared to have used data collected in
the early 1970’s (i.e., Rasmussen & Lunde 1980), all studies in Table 3.2 were published
from 1980 onwards. This reflects the world-wide movement of refugees at the time due to
political and religious persecution, as well as the continuing use of torture. In the
International Rehabilitation Council for Torture Victims (IRCT, based in Denmark), June
2008 report, more than 140 rehabilitation services for torture survivors were reported to exist

globally. These programs are conducted in 73 countries (IRCT, 2008; Mollica, 2011).

The services themselves are partly represented in Table 3.2 as many of the studies
were conducted in conjunction with the specialised services for torture survivors, for
example, the IRCT in Denmark, where a large refugee population resides. A common
observation which begins to be depicted across these 18 studies is the explorations of other
traumatic experiences resulting from systemic abuse, such as witnessing people being shot,
forced displacement, witnessing relatives or friends being taken away by authorities,
witnessing others being tortured, witnessing mass killings, forced labour in concentration
camps, religious or political persecution, threat to life and loss of property and house searches
by authorities (Allodi et al., 1986; Basoglu et al., 2007; Carlsson et al., 2006; Domovitch et
al., 1984; Hooberman et al., 2007; Kinzie et al., 1984; Mollica, Wyshak, & Lavelle, 1987,
Schweitzer et al., 2006; Sachs et al., 2008; Tol et al., 2007). The consequences of exile are
also taken into consideration, as are the significance of political activism and strength of
attachment to religious tradition (Basoglu et al., 2007; Kinzie et al., 1984; Sachs et al., 2008;
Tol et al., 2007). As per the previous section these studies are described under the following
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headings: participants, assessments, results, discussion and reflections on results and finally

advantages and disadvantages of these studies.

Participants.

Studies presented in Table 3.2 used a larger number of participants than those shown
in Table 3.1, with sample sizes ranging from 13 to 769. Fourteen out of the 18 studies took
place in the country in which the participant had been living as a refugee, for example, they
took place in Canada, USA, Denmark, Australia, or India. The regions which the participants
had left due to persecution, included Central and South America, Greece, Africa (part of
Africa not specified), Vietnam, Cambodia, Laos (Hmong), Iraq, Afghanistan, South Africa,
Sudan, Sri-Lanka (Tamil), Iran, India (Punjabi), Nepal, Turkey, and Tibet. Three studies took
place in the participants’ country of origin, for example, the De Zoysa and Fernando (2007)

study took place in Sri-Lanka.

Assessments.

Over the course of the last 30 years, the research assessment method has become
more complex with the introduction of psychometrically standardised measures. Fifteen of
the 18 studies included semi-structured interviews and 11 of them administered standardised
measures that were consistent across the studies (see Table 3.2). In addition to these 15
studies, the three remaining studies varied in their method of assessment: one used a
community consultation process, whereby torture survivors were interviewed in a group
setting (Allodi et al., 1986) and two used a questionnaire (Allodi et al., 1985; Domovitch et

al., 1984). The questionnaire evolved from interviews conducted at the Canadian Service for

45



Torture Survivors and the Danish Medical Centre for Torture Survivors. Domovitch et al.
(1984) described this questionnaire as consisting of 182 questions about demographic data,

details of torture and imprisonment, and medical and physical history.

Nine out of the 18 studies shown in Table 3.2 included standardized scales. One study
(Sachs et al., 2008) included the Symptom Checklist-90 (SCL-90-R, Derogatis, 1983) and the
Impact of Event Scale (IES, Horowitz, Wilner, & Alvarez, 1979) was administered in one of
the studies (Kagee, 2005). Out of the 18 studies shown in Table 3.2, the Hamilton Depression
Scale (HDS) was used once by Carlsson et al. (2006) as was The World Health Organisation
Quality of Life-Bref (WHOQL-Bref; WHOQOL Group, 1998). Five studies (Carlsson et al.,
2006; Hooberman et al., 2007, Kagee, 2005; Sachs et al., 2008; Tol et al., 2007) incorporated
The Hopkins Symptom Checklist (HSCL-25, Derogatis, Lipman, Rickels, Uhlenhuth, Covi,
1974; Mollica, Wyshak, de-Marneffe, Khuon, & Lavelle, 1987). Basoglu et al. (2007)
developed and included in their study the Exposure to War Stressors Scale (54 war-related
stressors) and an Exposure to Torture Scale “that elicited information on 46 different forms of
torture and related stressors. Each stressor event was rated as absent or present and for
associated distress it was rated between 0= not at all distressing and 4= extremely
distressing” (Basoglu et al., 2007, p.278). Tol et al. (2007) included The Posttraumatic Stress
Disorder Checklist-Civilian (PCL-C) which “is a 17-item symptom checklist, which assesses
PTSD both according to the DSM-IV and as a continuous construct” (Tol et al., 2007, p.4).
The Daily Coping Assessment (Stone & Neale, 1984) is a scale which was administered only
in the study by Sachs et al. (2008). Six studies included questionnaires, namely Carlsson et al.
(2006), Kagee (2005), Mollica, Wyshak, & Lavelle, (1987), Rasmussen et al. (2007), Sachs
et al. (2008), and Schweitzer et al. (2006).These questionnaires included: The Life Events
and Social History Questionnaire (Mollica, Wyshak, Coelho & Lavelle, 1985) and The

Harvard Trauma Questionnaire (HTQ, Mollica, Caspi-Yavin, Bollini, Truong, Tor, & Lavelle,
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1992). The HTQ was administered in five of these studies, namely Carlsson et al. (2006),

Kagee (2005), Rasmussen et al. (2007), Sachs et al. (2008), and Schweitzer et al., (2006).

Twelve out of 18 studies displayed in Table 3.2 included semi-structured interviews
with similar formats that covered general demographics, health before and after torture,
conditions of imprisonment and its duration, the specific methods of torture employed and the
participants’ legal status at the time of interview (Basoglu et al., 2007; Carlsson et al., 2006;
De Zoysa & Fernando, 2007; Hooberman et al., 2007; Mollica, Wyshak, & Lavelle, 1987;
Rasmussen & Lunde 1980; Rasmussen et al., 2007; Rasmussen, Reeves et al. 2007; Sachs et
al., 2008; Schweitzer et al., 2006; Somnier & Genefke, 1986; Tol et al., 2007). Two of these
12 studies included medical examinations: Rasmussen and Lunde (1980), and Rasmussen et
al. (2007). Rasmussen and Lunde (1980) also included a neurological assessment. One study
included assessment for PTSD using the diagnostic criteria from the DSM-III (Mollica, et al.,
1987). Basoglu et al., (2007) and Rasmussen, Reeves et al., (2007) used the Clinician-
administered PTSD Scale (CAPS, Blake et al., 2004), to diagnose current PTSD and the
Structured Clinical Interview Diagnosis for DSM-IV-TR (SCID, First, Gibbon, Spitzer &

Williams, 2004) for major depressive episodes.

Results.

The physical torture techniques that were reported in these studies are similar to those
reported in previous case studies; however, some are culturally specific, that is, they are
reported to have only been used within a particular cultural group. For example, in a Sri-
Lankan study, the culturally specific technique of putting chilli powder in the victims’ eyes
was employed, and this was not reported in any other study (De Zoysa & Fernando, 2007).
The physical torture reported in these studies included techniques such as: beatings, electric
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torture, ‘submarino’, suspension, sexual torture,” planton’, asphyxiation, witness to others
being tortured, ’falanga/ falaka’, cold water showers, aggravating wounds, applying weight
on the testicles, removing nails with pincers, burning with cigarettes, the ‘telefono’ food
deprivation, forced sterilization/IDU implant, forced drinking of petrol, and the parrot perch
(see Table 2.1 for definitions).Therefore, although the torture methods are similar to those
reported in previous studies, for example, Allodi et al. (1986), Kagee (2005), Knight (2006)
and Paker et al. (1992), the amount of exposure to each method varies, thus there are
differences in the physical damage resulting from each torture technique (Hooberman et al.,

2007).

Somnier and Genefke (1986) explored the psychological methods of torture by
looking at information collected by the Amnesty International medical group. The
psychological methods of torture were: weakening techniques - teaching the survivor to be
helpless and creating exhaustion; and personality destroying techniques — the induction of
guilt, fear and loss of self-esteem. Psychological torture was reported and categorised into
seven types, namely: isolation, induced debility or exhaustion, threats, degradation,
occasional indulgence, pharmacologic manipulation and hypnosis. In addition, seven of the
studies in Table 3.2 identify psychological techniques that conform with the categories of
Somnier and Genefke (1986); they are: Basoglu et al. (2007), Carlsson et al. (2006), De
Zoysa and Fernando (2007), Hooberman et al. (2007), Rasmussen and Lunde (1980), Sachs

et al. (2008), and Schweitzer et al. (2006).

De Zoysa and Fernando (2007) identified psychological techniques including: blind
folding, food deprivation, death threats, witnessing torture, consumption of faeces/flesh,
forced nakedness, threats to family, verbal humiliation, sexual assault and medical
deprivation. The list was extended further by Basoglu et al. (2007) with sham executions,
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threats of rape and further torture, throwing urine/faeces at detainees, and fluctuation of the
interrogator’s attitude from a sympathetic and supportive style to an aggressive and
threatening approach. Sleep deprivation and hearing others being tortured were included in
the study of Rasmussen and Lunde (1980). Sachs et al. (2008) included religious persecution,
family/friend imprisonment, forced labour, political re-education, surveillance, forced false
confession, and Schweitzer et al. (2006) included forced separation from family, murder of

family/friend, lack of shelter, brain washing, and imprisonment.

Physical and psychological consequences of torture and other types of systemic

abuse.

The physical consequences of torture were burn scars on the skin, obstetric and
gynaecological problems, hearing loss, orthopaedic problems, lower back pain and
headaches. Survivors suffered pain and swelling as a result of hematomas, injuries to ears,
eardrums and teeth, cardiopulmonary, as well as walking and gastrointestinal problems (De
Zoysa & Fernando, 2007; Rasmussen et al., 2007; Sachs et al., 2008; Somnier & Genefke,
1986). Sachs et al. (2008) and Somnier and Genefke (1986) reported physical symptoms
which included impaired hearing, vertigo, and distorted body image. The association between
physical and psychological consequences becomes evident in more recent studies (Sachs et
al., 2008; Somnier & Genefke 1986). However, Basoglu et al. (2007) stated that it is hard to
determine what contributes to the psychopathology resulting from physical torture and
psychological torture, as both are experienced simultaneously, and that this represents a
continuing cumulative exposure to stressors that cannot be easily distinguished from one

other.
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The wide-ranging consequences of torture were summarised in an earlier study
presented by Allodi and Cowgill (1982), with their use of the term ‘forture syndrome’. Their

description of torture syndrome was summarized as follows:

Psychosomatic: Pain, headaches, nervousness, insomnia, nightmares,
panic, tremors, weakness, fainting, sweating

Behavioural and Personality changes: Withdrawal, irritability,
aggressiveness, impulsiveness, suicide attempts, and sexual
dysfunction (severe)

Affective: Depression (crying), fear, anxiety

Mental function: Confusion, disorientation, memory disturbances,
loss of concentration or attention, blocking

Physical damage: Scars, burns, fractures, deafness, weight loss, other
(teeth broken, tendons torn, rash)

(Allodi & Cowgill, 1982, p.100)

Studies reported in Table 3.2 reflect a shift in research from physical consequences of
torture to a focus on the level of psychological distress as indicated by depression, anxiety
and PTSD as assessed by standardised measures. Kinzie et al. (1984) was one of the first to
refer to PTSD symptoms. Kinzie et al. (1984) reported the symptoms of 13 Cambodian
patients presenting at the Indochinese Clinic in Oregon, USA. This research used a clinical
interview that incorporated the assessment of PTSD symptoms from the section of the
Diagnostic Interview Schedule (DIS: Robins et al., 1981). The research stated patients
reported avoidance of memories related to their home country of Cambodia. They reported
flashbacks such as thoughts and images triggered by present-day experiences. They presented
with a sense of detachment from others; they reported family violence, anger or severe
irritability, depression and sleep disturbances and nightmares. Others reported attempted

suicide during imprisonment and soon after release.
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The most common diagnoses resulting from torture and other forms of political
violence have been post-traumatic stress disorder (PTSD), anxiety and depression (Carlsson
et al., 2006). To gain a better understanding of the psychological impact of torture and the
relationship between torture and symptomatology, more sophisticated statistical analyses
were conducted in some of the studies included in Table 3.2. For example, in Basoglu et al.
(2007), Hooberman et al. (2007) and Rasmussen, Reeves et al. (2007) factorial designs were
adopted that explored the relationship between symptoms and the traumatic experiences. The
researchers assessed the traumatic events reported by the participants and analysed their
relationship to the level of symptoms of depression, anxiety or PTSD reported by those

participants.

Logistic regression analysis was used by Rasmussen, Reeves et al. (2007) to explore
interactions between torture, chronic injury and the prediction of major depressive disorder
and PTSD. The results indicated no interaction between torture and major depression (p
=.301). However, there was a clear relationship between physical injury (resulting from
torture) and both major depression (p =.005) and PTSD (p =.008). Rasmussen, Reeves et al.
(2007) interpreted the clinical importance of these findings as being that untreated physical
injury resulting from torture has long-term psychopathology which can be prevented with

early medical intervention.

As in the Rasmussen and Lunde (1980) study, long-term neuropsychological
complaints were also present in the Somnier and Genefke (1986) study resulting from
physical torture. These complaints were: sleep disturbances, headache, impaired
concentration, fatigues, nightmares, and fear/anxiety, tremors and shaking, and inward-
turning aggression. What was significant, and as distinct from the Rasmussen and Lunde
(1980) study, is that they found a strong relationship between physical trauma to the head

resulting from torture and the occurrence of symptoms such as headache (36%), sleep
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disturbance (47%), impaired hearing (15%), visual disturbances (14%), sexual disturbances
(49%) and memory impairment (45%). Rasmussen and Lunde (1980) stated that 75% of their
survivors of torture suffered from one or more of these impairments. However, in the
Somnier and Genefke (1986) study it was found that not all survivors of torture presented
with any long-term physical complaints. The latter report concluded that the physical
symptoms tended to decrease with time and treatment. However, the psychological symptoms
of high levels of anxiety, depression, and difficulties in establishing relationships, phobias
and nightmares, appeared to persist over time. Nevertheless, as Rasmussen, Reeves et al.
(2007) concluded, if injuries are chronic then a clear relationship between the physical and

psychological consequences is maintained.

Somnier and Genefke (1986) concluded that the major consequence of psychological
torture was personality change, and that the destruction of personality was evident where
survivors were left with a sense of helplessness and hopelessness. A similar finding was
reported by Basoglu et al. (2007) who found that losing a sense of control during torture and
the level of distress this caused at the time, determines the level of traumatic stress presented
by survivors later in life, rather than the amount of torture experienced at the time of

interrogation.

Tol et al. (2007) assessed disability and psychiatric symptoms (PTSD, anxiety and
depression) amongst a group of torture survivors seeking help in a non-government centre for
torture victims. To assess disability the World Health Organisation Disability Assessment
Schedule II (WHO-DASII, (WHO, 2001)) was used. It is a health-status instrument which
assesses functioning for six domains: communication, mobility, self-care, interpersonal, life
activities, and participation. Using regression analysis they found high levels of psychiatric
symptomatology among non-refugee torture survivors inside Nepal. Surprisingly, the study

did not show that disability was predicted by depression alone or by co-morbid PTSD-
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depression (depression; [ = 0.583, t= 0.326, p = .745], comorbidity PTSD-depression [f = -
2.368, t = -1.188, p=.236]). However, PTSD and anxiety were the most important predictors
of disability (PTSD; [f= 16.608, t = 6.549, p = .000], anxiety; [f=4.216,t=2.362,p =
.019]). The authors of this study also compared their findings to those of other studies of
Nepalese people who were seeking asylum outside Nepal and they concluded that anxiety
among this population group is caused by being forbidden to work, family separation, and the

length of time taken up by the asylum-seeking process (Tol et al., 2007).

Other studies that explored factors that predict psychiatric co-morbidity resulting from
torture and other types of systemic abuse, are those of Basoglu et al. (2007), Carlsson et al.
(2006), Hooberman et al. (2007), Rasmussen et al. (2007), Sachs et al. (2008) and Schweitzer
et al. (2006). For example, Hooberman et al. (2007) using a factorial analysis to describe and
categorise various types of torture experiences, generated five factors: ‘witnessing trauma’,
‘family torture’, ‘ beating’, ¢ rape/sexual assault’ and ‘deprivation’. Further statistical
analysis indicated that PTSD, anxiety, and depression were significantly correlated with the
‘rape/sexual assault factor’ [PTSD, r = .27, p< .000; anxiety, r = .20, p = .0004; depression r
= .16, p = .005]. The other four factors did not display any significant association with
psychological distress. Using ANOVA and t-test analyses they explored clinical and
demographic variables and the differences between these factors. They concluded that four of
these factors showed significant difference by gender. For example, women experienced
significantly more traumas than men in the ‘family torture’ [t (332) = 2.74, p = .01] and the
‘rape/sexual assault’ factors [t (314) = 5.34, p <.0001]. This is a similar trend to results
described by Mollica, Wyshak, & Lavelle (1987) where female Cambodian refugees, in
particular widows who had experienced rape/sexual assault and relatives/ spouses being
killed, presented with major psychological impairments. Twenty-six of the 52 patients were
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diagnosed with having PTSD, even though on the basis of the Global Assessment of

Functioning Scale (GAFS), they did not reveal a low level of functioning.

Sachs et al. (2008) found that the level of psychological distress amongst torture
survivors was overall relatively low with 12% of this subgroup having clinically significant
symptoms of anxiety and 9.6% for depression. Using ANOVA Sachs et al. (2008) found “a
small but significant main effect of trauma exposure on depression [F (2,766) = 3.15, p < .05,
7’p =.01] and PTSD, [F (2,766) = 6.38, p <.001, 77°p -02.]” (Sachs et al., 2008 p.204). Sachs
et al. (2008) explored predictors of psychopathology amongst Tibetan refugees and coping
strategies as a possible mediator of psychological distress. Sachs et al. (2008) found that
distress increased significantly with greater trauma exposure. Sachs et al. (2008) reported that
religious persecution and family traumas (e.g., family or friends killed in prison or beating)
were significantly associated with psychological distress. Multiple regression analyses were
applied to investigate whether coping behaviours impacted on the association between trauma
exposure and psychological distress. Sachs et al. (2008) concluded that ‘coping’ (principally
via religious belief) appeared to mediate levels of psychological distress; coping strategies
were found to be a significant predictor of lower symptom levels [F (2,763) = 8.85, p = .003,
R’=.01]. This study reported an unusual degree of resilience among the 769 participants, 83
of whom had been tortured. The overwhelming majority of the Tibetans reported using
religious coping strategies as well as a range of non-religious ones; for example, emotional
support from loved ones, friends and/or professionals was endorsed by 77% of the
participants. The positive relationship between coping strategies and distress is consistent

with prior literature (Frankl, 1984; Janoff-Bulman, 1992; Lira & Castillo, 1991).

Three of the 18 studies presented in Table 3.2 questioned the relevance of PTSD as a
diagnosis in a non-Western community (Kagee, 2005; Rasmussen et al., 2007; Rasmussen,

Reeves et al., 2007). For example Kagee (2005) explored the psychological wellbeing of 148
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black South African political activists who were tortured and detained during the apartheid
years. The results indicated a minority of the sample (14.19%) scored above the cut-off points
for clinical significance of 44 on the Hopkins Symptom Checklist (HSCL-25, Derogatis et al,
1974; Mollica, Wyshak, de-Marneffe et al., 1987) and 17.57% scored above the cut-off point
of 44 for the Impact of Events Scale (IES, Horowitz et al., 1979). More than one-third of the
sample scored in the clinical range, as measured by The Harvard Trauma Questionnaire
(HTQ, Mollica et al., 1992) with 37.83% scoring above the cut-off point of 75. This means that
symptoms from past traumatisation continued to be an important predictor of psychological

distress (Kagee, 2005).

Advantages and limitations of the case series methodology.

The increased numbers of participants in studies into the effects of torture, over the
last 3 decades, has made the statistical findings more reliable and valid. The large samples
also allow for complex analyses of responses to psychometric measurements. The clinical
interviews have become more structured and sophisticated over time and consequently the
findings are more reliable. Measurement of psychopathology has become standardised, e.g.,
see Sachs et al. (2008), Hooberman et al. (2007) and Rasmussen, Reeves et al. (2007) and
further confirms the consequences of torture as complex. Schweitzer et al. (2006) included
pre-migration data in multi-variance analysis, and found that a significant factor in predicting
PTSD and somatisation was the destruction of the family unit, and also that females
presented with more mental health problems than males. On the other hand, Rasmussen,
Reeves et al. (2007) found that there was a lack of association between PTSD and

demographic variables (age, gender and education).

Despite the large numbers, the limitations of these studies are that the samples were
obtained via clinical settings or other accessible groups such as a prison or refugee camp, for
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example, Tol et al. (2007), rather than through a random sample. It is a difficult
methodological task to establish a large random sample. A weakness of the case series design
is that there is no consistency in classification between participant groups (e.g. torture
survivor vs survivors of other types of systemic abuse), (Hollifield et al., 2011). A further
weakness is that not all studies controlled for post-migration stressors (Rasmussen et al.,
2007). Another factor that is not taken into account in any of these studies is the varying
lengths of time between the experience of torture and when the research was conducted,
neither is the period over which the torture took place recorded nor the multiplicity of other

simultaneous stressors.

Risks were also found in the use of interpreters when questionnaires were being
administered and when the scales were not validated for a particular language. There is also
no consistency in the studies to account for those who evidently have survived torture without
suffering psychological damage. Sachs et al. (2008) is an example of one study that did
investigate coping mechanisms among Tibetan refugees. In this study they examined the
extraordinary resilience of Tibetan refugees while questioning the reliability of their own

Western-style assessment.
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Table 3.2

Case Series and Cross Sectional Studies Examining the Consequences of Torture and Other Political Violence

Author

Sample

Measurement

Trauma

Diagnosis/Results

Living in their country of
origin or living in host
country

Rasmussen & Lunde

Domovitch, Berger,

Wawer, Etlin, & Marshall.

Allodi & Cowgill

Kinzie, Fredrickson, Ben,
Fleck, & Karls

Allodi, Randall, Lutz,
Quiroga, Zunzunegui,
Kolff, Deutsch, & Doan.

1980

1984

1982

1984

1985

Research took place in
1975. A total of 135 torture

survivors were interviewed.

104 torture survivors (91
male and 13 female)

41 torture survivors from
Latin America living in
Toronto.

(32 Males and 9 Females).

13 survivors of Cambodian
concentration camps. (6
Males and 7 Females)

44 torture survivors (37
male and 7 female ) from
South American living in
USA

A structured interview with
a standard questionnaire
was over 2-5 hours. Two
doctors were present to
conduct a medical
examination which
included a neurological
evaluation

A questionnaire partially
derived from the Danish
Medical Group. This was
filled out by a physician. A
Spanish speaking
interpreter was used in 70%
of cases.

Psychiatric assessment

Clinical interview
examining PTSD using the
PTSD section of the
Diagnostic Interview
Schedule (Robins et
al.,1981)

A questionnaire about their
torture experience. The
assessment included a
medical examination and
assessment by a psychiatrist
or psychologist in their own
language

Torture

98% imprisoned and
tortured. The rest, all
female, were abused
physically, raped at home
or workplace

Torture: physical and
psychological

Pol Pot concentration
camps

Torture: physical and
psychological

90% of torture survivors
complained of symptoms of
a physical and
psychological nature which
first arose during
imprisonment and just after
torture.

75% complained of
psychiatric problems

Physical and
psychological/
psychiatric distress

Nervousness or insomnia
with recurrent nightmares.
Personality changes

Psychological
consequences

Physical, psychological and
psychosocial/consequences

42 from Chile living in
Denmark, 35 from Greece
living in Greece, 32 from
Spain living in Spain,

13 from Argentina living in
Italy, 5 from Northern
Ireland examined in their
own country and 8 from a
mixed group examined in
Denmark

Living in Canada

Living in Canada

Living in USA

Living in the United States
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Living in their country of

Author Year Sample Measurement Trauma Diagnosis/Results origin or living in host
country
Allodi, Berger, 1986 65 refugees from central Community consultation Torture and forced exile Psychosocial consequences  Living in Canada

Beyersbergen, & Fantini.

Somnier & 1986
Genefke

Mollica, 1987
Wyshak, &

Lavelle

Kagee 2005

America who had survived
torture

3 groups:

Group 1=200 cases
examined by Amnesty
International Medical
Groups (190 Male and 10
Female)

Group 2=24 male torture
survivors examined by the
authors.

Group 3=30 individuals
elicited from Group 2 plus
six others. (29 Male and 1
Female)

52 Indochinese survivors of
different types of systemic
abuse. (25 Male and 27
Female). 18 Vietnamese, 21
Cambodian and 13
Hmong/Laotian.

Two stages to the study:

1* stage consisted of 20
Black South African
political activists who were
detained and tortured
during apartheid.

2" stage= 148 torture
survivors

(Gender not specified)

Semi-structured interview and
medical examination of torture
victims. Various methods of
psychological torture
employed.

All males who had presented in
the past to the neurology
department were given a semi-
structured interview.

Standardised interview. The
Life Events and Social History
Questionnaires (Mollica et al.,
1985)

Hopkins Symptom Checklist
(HSCL-25), Impact of Event
Scale (IES), Trauma Symptom
section of the Harvard Trauma
Questionnaire (HTQ), South
African Former Detainees’
Distress scale

Psychological, physical and
pharmacological methods
of torture.

1-deprivation

2-physical injury or torture
3-incarceration or re-
education camps
4-witnessing killing or
torture

S-multiple traumas

All experienced systematic
physical and psychological
torture

Personality changes and
long-term
neuropsychological
complaints

Major affective disorder
and PTSD

On the HSCL-25 14.19% of
sample scored above the
cut-point for clinical
significance of 44; on the
IES 17.5% scored above
44; and on the HTQ
37.83% of the cut- off point
of 75.

Most of them exiled from
Latin America, Europe,
Africa and Asia.

Living in the USA

Living in South Africa

(continued)
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Living in their country of

Author Year Sample Measurement Trauma Diagnosis/Results origin or living in host
country
Carlsson, 2006 63 male refugees who had Hopkins Symptom Torture, living in refugee Depression, and PTSD Living in Denmark
Mortensen, & been tortured: 37 from Iraq,  Checklist (HSCL-25); camps, home searches by symptoms strongly
Kastrup 7 Afghans, 5 from Iran, 14  Hamilton Depression Scale  armed forces, soldiers in associated with torture.
from other countries (HDS); Symptom section of ~ war and conflict.
admitted to a pre-treatment  the Harvard Trauma
assessment at the Research Questionnaire (HTQ), and
Centre for Torture Victims WHOQOL-Brief
(RCT) Semi-structured interviews
Schweitzer, Melville, Steel, 2006 63 Sudanese male refugees Semi-structured interview Various torture experiences,  Less than 5% met criteria Living in Australia
& Lacherez which organised violence such as for PTSD.
included questionnaires witnessing others being 25% reported psychological
assessing socio- killed, threat to self and distress
demographic, pre-migration  others by officials
trauma, anxiety, depression,
PTSD, post-migration
issues and perceived social
support.
Basoglu, Livanou, & 2007 279 torture survivors from Semi-structured interview Psychological and physical ~ Overlap between physical Not clearly specified
Crnobaric Sarajevo in Bosnia and for survivors of war, torture torture and psychological
Herzegovina, Banja Lukain ~ Exposure to Torture Scale, stressors in terms of their
Republica Srpska, Rijka in Structural Clinical association with the level of
Croatia and Belgrade in Interview for DSM- IV and distress and controllability.
Serbia (241 Male and 38 Clinician Administrative Physical torture was not
Female) PTSD Scale (DSM-1IV) associated with PTSD
symptom or depression.
Rasmussen, 2007 399 refugees from Africa, DSM-IV PTSD symptoms Extreme physical, The finding supports a Living in the USA
Smith, & Keller nationality not specified from the Symptom section psychological and posttraumatic factor
(249 Male and 150 Female)  of the Harvard Trauma pharmacological torture structure among Africans
Questionnaire (HTQ