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Edito.rs' preface 

It is a great pleasure to be able to publish Roger Gurr and 
Jose Quiroga's desk study, since its discreet title Approaches to 
torture rehabilitation covers nothing less than a comprehensive 
study that includes a detailed review of the ongoing global 
work against torture and its preconditions, a thorough anal­
ysis with a professional evaluation and outline of what these 
initiatives have started, and a series of recommendations 
based on the authors' detailed and objective preparatory 
work and knowledge from deep involvement in the subject. 

The purpose of TORTURE's supplements is to provide 
space for large analyses, monographs, and research articles. 
The supplements wiU therefore often be of interest only to 
specific target groups, not necessarily to all readers of 
TORTURE . But this particular supplement should be of inter­
est to the majority of readers because of its easily under­
standable presentation, the wealth of information of general 
interest to all involved in torture, and the thorough and wide­
ranging analysis based on objective criteria. Approaches to tor­
ture rehabilitation can thus be used as an introductory tool 
based on some key words with reference to the field of tor­
ture, including a diagnostic concept that is able to distinguish 
between facts and hypotheses. The authors have collected a 
solid knowledge of the available literature, and, as outsiders, 
they have been able to outline some advantages and disad­
vantages that may be difficult to identify for those of us who 
are so deeply involved with torture that we may not be able 
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to see the essentials with the clarity with which they are pre­
sented here. 

Torture rehabilitation work is a new discipline, and every 
day brings new knowledge and progress within this field. The 
present study is based on material collected in 1997-98, and 
is therefore already now in need of certain corrections, e.g. 
with respect to the extent of the IRCT's service programmes 
and country coverage, to mention one example. A quotation 
in section 1 7 .1 reads "repressive governments practise tor­
ture in spite of international law and world opinion because 
there is no international criminal court to prosecute those 
who promote or execute crimes against humanity" . This is 
another example of how development, fortunately, is fast 
since heads of state of torture regimes cannot travel freely 
today, and since the International Criminal Tribunal for the 
Former Yugoslavia in The Hague is already functional. 

We hereby welcome the readers to Approaches to torture 
rehabilitation - use it, wear it out. 

The Editors 

A cknowledgemenx 

DANIDA (Danish International Development Assistance) 
has commissioned this desk study and kindly given permis­
sion to publish it as a TORTURE Supplement. 
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Approaches to torture 
rehabilitation 

A desk study covering effects) cost-effectiveness) 

participation) and sustainability 
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Roger Gurr & Jose Quiroga 

This study, which was prepared on behalf of the Danish In­
ternational Development Assistance (DANIDA), forms part 
of a pre-appraisal of five projects submitted by the Re­
habilitation and Research Centre for Torture Victims (RCT). 

Based on current knowledge, the objective of the study is to 
identify and discuss possible ways and means of dealing with 
rehabilitation of victims of torture. 

5 



Contents 

1. Introduction . . . . . . . . . . . . . . . . . . . . . . . . . . . 7 

2. Definition of torture . . . . . . . . . . . . . . . . . . . . 7 
2 .1. Torture characteristics . . . . . . . . . . . . . . . . . 8 
2.2. Torture objectives . . . . . . . . . . . . . . . . . . . . 8 

3. Prevalence of torture . . . . . . . . . . . . . . . . . . . . 8 
3 .1. Prevalence of torture among detained and 

political dissidents (in countries of origin) . . . 8 
3.2. Prevalence of torture in refugees . . . . . . . . . 8 
3. 3. .\1.edical and psychological services worldwide 

for survivors of organized violence . . . . . . . . 9 

4. Methods of torture . . . . . . . . . . . . . . . . . . . . . . 9 

5. The refugee experience . . . . . . . . . . . . . . . . . . 10 

6. Physical and psychological sequelae of torture 10 
6.1 . Physical sequelae of torture and medical needs 

of torture survivors . . . . . . . . . . . . . . . . . . . 10 
6.2. Psychological sequelae of torture and 

severe trauma . . . . . . . . . . . . . . . . . . . . . . . 11 
6. 3. Social effects . . . . . . . . . . . . . . . . . . . . . . . . 12 
6.4. Psychobiological mechanism for PTSD . . . . 12 

7. Implications for assessment . . . . . . . . . . . . . . 13 

8. Implications for treatment . . . . . . . . . . . . . . . 14 

9. Models of psychological treatment 
and rehabilitation .. ... ..... . . . ... . ... . . 14 
9.1. Psychodynamic therapy, counselling ... . ... 14 
9.2. Testimony method .. .. .... ... . ........ 14 
9.3 .- Behaviour therapy .... . .... ... .. ..... . 14 
9.4. Cognitive therapy .. .. . . . . .. ...... . ... 15 
9.5. Group therapy .. . . .. ..... ... .... .... 15 
9.6 . Psychosocial education ....... .. . ... ... 15 
9.7. Therapy groups for children and adolescents 15 
9.8. Indirect therapy and support groups . . . . . . . 15 
9.9. Cultural issues in psychotherapies ........ 15 

10. Medication ............................ 16 

11. Physical therapies. . . . . . . . . . . . . . . . . . . . . . . 1 7 

12. Models of rehabilitation services . . . . . . . . . . . 17 
12.1. Rehabilitation services in countries where 

torture is, or was, practised . . . . . . . . . . . . 1 7 
12.2. Rehabilitation services in countries of refuge 

or resettlement . . . . . . . . . . . . . . . . . . . . . 1 7 

6 

13. Models of service structure ............... 18 
13 .1. Integrated centre based .. .. .... - . . . . . . . 18 
13.2. Networks ... .. . ...... . .. .. .... .... 18 
13.3. Mainstreamed contracts .. .. .... . . . .. .. 19 
13.4. Community devcdopment ..... . .. ... ... 19 
13.5. Self-help groups .................... 20 

14. Cost-effectiveness . . . . . . . . . . . . . . . . . . . . . . 20 
14 .1. Cost of not providing care . . . . . . . . . . . . . 21 
14.2. Outcome measures ........... .... ... 21 

15. Recommendations on service design ....... 22 
15.1. Needs and strategy analysis ............ 23 
15.2. Style issues . . . . . . . . . . . . . . . . . . . . . . . . 23 
15.3 . Partnerships . . . . . . . . . . . . . . . . . . . . . . . 23 
15.4. Business issues .. ..... . ............. 23 
15.5. Staff selection and management ... .. .... 23 
15 .6. Services offered ..................... 23 

16: The contribution of survivor services 
to country development ..... ... ... .. ..... 23 

17. Prevention of torture . . . . . . . . . . . . . . . . . . . . 24 
17 .1. Assessment of the problem . . . . . . . . . . . . . 24 
17 .2. Prevention activities by services . . . . . . . . . 25 
17 .3. Primary prevention at the international level 25 
17 .4. Primary prevention at the national and 

local level . . . . . . . . . . . . . . . . . . . . . . . . . . 26 

18. Compensation for torture . . . . . . . . . . . . . . . . 27 

19. Impunity . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 27 

20. Training issues . . . . . . . . . . . . . . . . . . . . . . . . . 27 
20.1. International training . . . . . . . . . . . . . . . . . 27 
20.2 . Local direct service training . . . . . . . . . . . . 28 
20.3. Management training ... . .... . .... . . . 28 
20.4. Evaluation training . . . . . . . . . . . . . . . . . . 28 
20.5. Political, public relations, advocacy, lobbying, 

and fundraising skills training . . . . . . . . . . . 28 

21. Sustainability . . . . . . . . . . . . . . . . . . . . . . . . . . 28 
21.1. International funding . . . . . . . . . . . . . . . . . 28 
21.2. National funding ................ .... 29 

22. Level of knowledge and recommendations 
for research ..................... .. .... 30 

23. Conclusion . . . . . . . . . . . . . . . . . . . . . . . . . . . . 30 

References . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 30 

TORTURE Supplementum No. 1, 200 1 



Contents 

1. Introduction . . . . . . . . . . . . . . . . . . . . . . . . . . . 7 

2. Definition of torture . . . . . . . . . . . . . . . . . . . . 7 
2.1. Torture characteristics . . . . . . . . . . . . . . . . . 8 
2.2. Torture objectives . . . . . . . . . . . . . . . . . . . . 8 

3. Prevalence of torture . . . . . . . . . . . . . . . . . . . . 8 
3 .1 . Prevalence of torture among detained and 

political dissidents (in countries of origin) . . . 8 
3. 2. Prevalence of torture in refugees . . . . . . . . . 8 
3 .3. .\.1edical and psychological services worldwide 

for survivors of organized violence . . . . . . . . 9 

4. Methods of torture . . . . . . . . . . . . . . . . . . . . . . 9 

5. The refugee experience .. .............. . . 10 

6. Physical and psychological sequelae of torture 10 
6 .1. Physical sequelae of torture and medical needs 

of torture survivors . . . . . . . . . . . . . . . . . . . 10 
6.2. Psychological sequelae of torture and 

severe trauma .. .. .. . .. .. .. . .. .. . . . .. 11 
6.3. Social effects . . . . . . . . . . . . . . . . . . . . . . . . 12 
6.4. Psychobiological mechanism for PTSD . . . . 12 

7. Implications for assessment . . . . . . . . . . . . . . 13 

8. Implications for treatment . . . . . . . . . . . . . . . 14 

9. Models of psychological treatment 
and rehabilitation . . . . . . . . . . . . . . . . . . . . . . 14 
9 .1. Psychodynamic therapy, counselling . . . . . . . 14 
9.2. Testimony method . . . . . . . . . . . . . . . . . . . . 14 
9 .3. Behaviour therapy . . . . . . . . . . . . . . . . . . . . 14 
9.4. Cognitive therapy . . . . . . . . . . . . . . . . . . . . 15 
9.5. Group therapy . . . . . . . . . . . . . . . . . . . . . . 15 
9.6. Psychosocial education . . . . . . . . . . . . . . . . 15 
9. 7. Therapy groups for children and adolescents 15 
9.8. Indirect therapy and support groups . . . . . . . 15 
9. 9. Cultural issues in psychotherapies . . . . . . . . 15 

10. Medication . . . . . . . . . . . . . . . . . . . . . . . . . . . . 16 

11. Physical therapies, . . . . . . . . . . . . . . . . . . . . . . 1 7 

12. Models of rehabilitation services ...... .... . 17 

6 

12.1. Rehabilitation services in countries where 
torture is, or was, practised . . . . . . . . . . . . 17 

12.2. Rehabilitation services in countries of refuge 
or resettlement . . . . . . . . . . . . . . . . . . . . . 1 7 

13. Models of service structure . . . . . . . . . . . . . . . 18 
13.1. Integrated centre based . .. ....... .. . .... 18 
13.2. Networks . . . . . . . . . . . . . . . . . . . . . . . . . 18 
13.3. Mainstreamed contracts . . . . . . . . . . . . . . . 19 
13.4. Community dev~lopment . . . . . . . . . . . . . . 19 
13.5. Self-help groups .................... 20 

14. Cost-effectiveness . ............. . . . ..... 20 
14.1. Cost of not providing care . . . . . . . . . . . . . 21 
14.2. Outcome measures .......... . .. . . ... 21 

15. Recommendations on service design ....... 22 
15.1. Needs and strategy analysis ............ 23 
15.2. Style issues . . . . . . . . . . . . . . . . . . . . . . . . 23 
15.3 . Partnerships ..... .. . . . . .. . .. . . . .. .. 23 
15.4. Business issues . . . . . . . . . . . . . . . . . . . . . 23 
15. 5. Staff selection and management . . . . . . . . . 23 
15.6. Services offered . . . . . . . . . . . . . . . . . . . . . 23 

16. The contribution of survivor services 
to country development . . . . . . . . . . . . . . . . . . 23 

17. Prevention of torture . . . . . . . . . . . . . . . . . . . . 24 
1 7 .1. Assessment of the problem . . . . . . . . . . . . . 24 
1 7 .2. Prevention activities by services . . . . . . . . . 25 
17. 3. Primary prevention at the international level 25 
17.4. Primary prevention at the national and 

local level . . . . . . . . . . . . . . . . . . . . . . . . . . 26 

18. Compensation for torture . . . . . . . . . . . . . . . . 27 

19. Impunity .. ............. ... .. . .. . ..... 27 

20. Training issues . . . . . . . . . . . . . . . . . . . . . . . . . 27 
20.1. International training . . . . . . . . . . . . . . . . . 27 
20 .2. Local direct service training . .... .. .... . 28 
20.3. Management training . . .. . .. . ........ 28 
20.4. Evaluation training . . . . . . . . . . . . . . . . . . 28 
20.5. Political, public relations, advocacy, lobbying, 

and fundraising skills training . . . . . . . . . . . 28 

21. Sustainability . . . . . . . . . . . . . . . . . . . . . . . . . . 28 
21.1. International funding . . . . . . . . . . . . . . . . . 28 
21.2 . National funding . ...... .... . ... ... .. 29 

22. Level of knowledge and recommendations 
for research . . . . . . . . . . . . . . . . . . . . . . . . . . . 30 

23. Conclusion ... .... .. .... . .............. 30 

References ....... . . . .. . ... .. .... . .. .. .... 30 

TORTURE Supplememum No. I , 200 1 



1. INTRODUCTION 

Having done as thorough a review of the literature (refereed 
journals, other journals, books, unpublished papers and per­
sonal communications in both English and Spanish) as was 
possible in the time available, with over 400 scanned and 
over 250 selected for review, we are disappointed by how few 
questions in .service provision are answered . In some areas of 
interest there is virtually nothing available . 

It would be nice to be able to come up with clear and 
scientifically valid recommendations on the design and func­
tioning of torture rehabilitation services and the inter­
ventions they offer in different environments. However, the 
complexity of contributing factors and the lack of controlled 
studies means that decisions have to be made based on 
simpler evaluation methods and professional judgement. 
While there is growing interest in the subject and an increas­
ing number of programmes around the world, it will be many 
years before even a small proportion of the possible questions 
are answered. 

What is clear, based on qualitative evidence and judge­
ment, is that if services are to meet the needs of their con­
sumers and become sustainable ·in the longer term, then 
there are principles that need to be followed. These principles 
can be summarized as: 

1. Interventions should be based on the best current knowl­
edge, taking cultural differences into account. 

2. Interventions must be diverse to meet the range of needs, 
of both type and severity. 

3. Participation is essential in determining the best use of 
resources. 

4. Participation is essential in developing sustainability. 
5. Good governa~ce of services is essential for good perform­

ance. , 
6. Education and training at all levels will improve perform­

ance. 

Participation means the involvement of the target commu­
nity in the creation and management of services. 

The world has now put into place several covenants and 
treaties to inter-link human rights, health services, and country 
development, which are international law. It is time for the 
UN and donor governments to apply those laws in a sys­
tematic fashion to assist the survivors of torture through 
primary prevention to stop torture and the provision of ser­
vices (secondary and tertiary prevention). 

2. DEFINITION OF TORTURE 

Torture needs to be defined in order to determine violations 
of human rights standards by the authorities, and to establish 
eligibility for treatment in a torture programme. The sim­
plest, broad definition of torture was adopted by Amnesty 
International (AI) in the "Report on Torture" in 1973: 

"Torture is the systematic and deliberate infliction of acute pain by 
one person on another, or on a third person, in order to accomplish 
the purpose of the former against the will of the latter." (Amnesty 
International, 1973) . 

Later, the World Medical Association (WMA), in its Tokyo 
Declaration in 1975, adopted a similar definition: 

"Torture is defined as the deliberate, systematic or wanton inflic-
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rion of physical or menial 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." 
(Amnesty International, 1994). 

Maltreatment was used for the first time in the European 
Court of Human Rights in the case Ireland vs. Great Britain 
in 1971. The Court decided that interrogation of a prisoner 
while blindfolded, with food and sleep deprivation, was mal­
treatment, but not torture. Amnesty International used 
maltreatment instead of torture in the report of an interna­
tional mission to Northern Ireland in 19 77. 

The United Nations, in the Convention against Torture 
and Other Cruel, Inhuman or Degrading Treatment or 
Punishment, in 1984, adopted the following definition: 

"For the purpose of this Convention, the term "torture" means any 
act by which severe pain or suffering, whether physical or mental, 
is intentionally inflicted on a person for such purpose 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 suspec1ed 
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 or 
suffering arising only from, inherent in, or incidental to lawful 
sanctions." (United Nations, 1984). 

This legal definition applied only to nations and restricted 
the definition to government sanctioned torture. It does 
not include cases of torture such as mutilation, whipping or 
caning, practised in some countries as a lawful punishment, 
nor does it include torture practised by gangs or hate groups. 

The Convention reintroduced the concept of grades, when 
it defined torture as severe pain or suffering, the other level 
being cruel, inhuman or degrading treatment (also called 
maltreatment). For an experienced clinician, there is no 
problem distinguishing a true torture survivor froin a ma­
lingering case in the clinical setting. The problem is more dif" 
ficult in an epidemiological study or in an advocacy report, if 
you want to separate torture from maltreatment. Ifwe accept 
the possibility of a difference, it is almost impossible to define 
this difference from a subjective or an objective point of view. 
"However, given that cruel and inhuman treatment is itself 
also contrary to international law, attempting to set clear 
borders between the two is probably a futile and potentially 
misleading task." (Welsh and Rayner, 1997). 

The WHO working group in 1986 introduced the concept 
of Organized Violence and it was defined as: 

"The inter-human infliction of significant, avoidable pain and 
suffering by an organized group according to a declared or implied 
strategy and/or system of ideas and attitudes. It comprises any 
violent action that is unacceptable by general human standards, 
and relates to the victims' feelings. Organized violence includes 
'torture, cruel, inhuman or degrading treatment or punishment' 
as in Article 5 of the United Nations Universal Declaration of 
Human Rights (1948). Imprisonment without trial, mock ex­
ecutions, hostage-taking, or any other farm of violent deprivation 
of liberty, also fall under the heading of organized violence." 
(WHO, 1986; Geuns, 1987). 

This broader definition includes other victims of violence, in 
addition to survivors of torture. The definition includes gov­
ernment repression and also terrorist group violence. Some 
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torture rehabilitation services only provide care to torture 
survivors, while others also provide care to survivors of or­
ganized violence. 

2.1. Torture characteristics 
Torture has very unique characteristics: 

Torture is a perverted form of human interaction that 
involves at least two persons, the torturer and the victim. 
The interaction is characterized by extreme degradation, 
humiliation, and dehumanization. 
The torturer inflicts severe pain or psychological suffer­
ing on the victim. 
The torturer/victim relationship is asymmetric (Doerr­
Zegers et al., 1992), meaning that the torturer has phys­
ical control over the victim, who is defenceless (hand­
cuffed, blindfolded, physically and mentally debilitated). 
This situation creates a relationship of extreme depen­
dency and helplessness that permits the psychological 
manipulation of the victim. · 
This relationship is characterized for its anonymity 
(Doerr-Zegers et al., 1992). The torturer and the victim 
do not know each other. The name of the torturer is a 
fictitious one. Because the victim's or torturer's head is 
covered, they cannot identify the other or establish eye 
contact. This is a planned depersonalized relationship 
that could explain in part the violence of the interaction. 
The victim is entrapped in a double bind situation (Lira 
et al., 1990). He has been deprived of all rights as a 
human being and he is forced to choose between two 
equally impossible options. He has to cooperate with the 
torturer, by giving him confidential information and the 
names of comrades, or he has to suffer more pain and 
possible death. 

2.2. Torture objectives 
Torture has a rational purpose. Authoritarian governments of 
all colours have used torture as a political tool to suppress 
dissidents. These political structures, which do not have the 
support of the population, have to resort to violence in order 
to maintain power. As AI states in its report on torture,"[ ... ] 
torture is part of a government security strategy." Torture is 
planned and implemented by state officers. It is one form of 
political ritual. It belongs to the ceremonies by which power 
is manifested (Foucault, 1979). It is a ritual to produce the 
truth, the truth in the absence of the accused; that is to say, 
to produce a confession from an individual subjected to tor­
ture about his/her comrades (or companions). 

Torturers are trained in a variety of sophisticated and bru­
tal techniques of physical and psychological abuse. Because 
torture is a technique, it is not an extreme expression of rage. 
It is a technique that must produce a certain degree of pain, 
which may be measured. exactly. It is not applied to the body 
indiscriminately, it is calculated according to detailed rules. 
The number of lashes of the whip, the position of the body 
hanging from the wrist with the tip of the toes touching the 
floor, the number and parts of the body where electrical 
shocks are applied, etc. The purpose is to carry pain almost 
to the infinite. "Torture is the art of maintaining life in pain, 
by subdividing it into a thousand deaths, by achieving before 
life ceases the most exquisite agonies [ ... ]" (Foucault, 1979). 

Torturers are trained to exert the maximum pain without 
killing the individual. They will reach the edge (or limit) 
between life and death, knowing scientifically. the limits of 
human resistance to pain. Torturers are advised and assisted 
by professionals to better handle each individual case. 
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Torture has been used: 

At an individual level as punishment, with the intention 
to destroy the victim as a human being, through a sys­
tematic method of infliction of severe pain and psycho­
logical suffering. To destroy his/her dignity by humiliating 
him/her through the most macabre forms of harm. 
To destroy the victim's identity by forcing him/her to give 
confidential information and names, to become a traitor 
to his/her ideology and comrades. 
To obtain a false confession to condemn the victim of 
an unlawful criminal act. The confession is the result of 
breaking the prisoner's will and an expression of submis­
sion. 
In some extreme cases to transform the victim into a col­
laborator, which is the maximum expression of identi­
fication of the victim with the aggressor. 
At a social level, torture has been used as a method 
to intimidate dissident groups, with the objective of pre­
venting the population from expressing opposition 
towards government policies. To create fear with a sub­
liminal message: political action could risk torture and 
possible death. 

3. PREVALENCE OF TORTURE 

The first global survey of torture was done by Amnesty 
International and published in 1973 (Amnesty International, 
1973). The survey showed that out of 168 countries, 72 
countries (42.8%) practised torture systematically. The 
second global survey published in 1984 showed that 109 
countries (64.8%) were practising maltreatment and/or tor­
ture (Amnesty International, 1984). The most recent data is 
the 1997 Annual Report of Al, which reported torture and 
maltreatment in 115 out 215 countries, or 53.5% (Amnesty 
International, 1997 (a)). This apparent increase probably is 
not a real one but a reflection of better information through 
non-government organizations (NGOs) monitoring viola­
tions of human rights. 

3.1. Prevalence of torture among detained and 
political dissidents (in countries of origin) 
The most accurate method to measure the magnitude of the 
problem is to use a rate that measures an event in relation to 
a unit of a population. The incidence rate of torture measures 
the new cases of torture in relation to the population at risk 
(detained people) over a period of time. The prevalence 
of torture measures the total cases of torture in the total 
population at a point in time. 

These rates have not been calculated because the total 
number of tortured people is unknown or under-reported 
and the population at risk (detained) is also unknown. As an 
alternative, the rate has been measured as torture survivors 
in refugee populations. 

3.2. Prevalence of torture in refugees 
The prevalence of torture in refugees varies from 5-70%, 
depending on the composition of the sample in relation to 
age, sex, nationality, and point in time. Torture in selected 
samples of refugees, such as those consulting a general medi­
cine outpatient clinic in New York was 5% in 1997. The 
prevalence of torture was 70% in males, and 31 % in females 
in a selected outpatient psychiatric clinic in Oslo between 
1991to1995 (Lavik et al., 1996). 

The prevalence in samples of unselected refugees showed 
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intermediate values. It was 20% in a random sample of3,000 
from the 10,000 asylum seekers who arrived in Denmark 
in 1986 Gepsen, 1988). A Swedish group of the Red Cross 
found a torture prevalence of 23% in refugees requesting 
asylum in Sweden (Horvath-Lindberg, 1988). A prevalence 
of 30 % was found in a small sample of 74 Middle Eastern 
asylum seeking refugees in Denmark in 1992 (Montgomery 
and Foldspang, 1994). 

The studies on prevalence of torture in refugees are very 
scarce. Many papers give prevalence numbers citing second­
ary sources . 

3.3. Medical and psychological services worldwide 
for survivors of organized violence 
The service programmes working with victims of political 
or other forms of organized violence have expanded enor­
mously in the last 10 years. The precise number is unknown, 
because some programmes are new, small, and without inter­
national connections. Amnesty International identified 100 
programmes in 25 countries in 1995 (Amnesty International, 
1995). The International Rehabilitation Council for Torture 
Victims (IRCT) listed 94 programmes in 49 countries as be­
longing to its network (IRCT, 1997 (a)). The United Nations 
Voluntary Fund for Victims of Torture received 117 requests 
for funding from 64 countries in 1997 (United Nations , 
1997). The IRCT estimated that there were as many as 166 
torture programmes in 81 countries in 1997 (IRCT, 1997 
(b)). 

4. METHODS OF TORTURE 

From a didactic point of view, torture methods have been 
divided into physical and psychological. 

The physical methods of torture reported by survivors 
challenge any possible classification, because of the increas­
ing number and variety of methods . The Human Rights 
Commission of El Salvador published a list of 40 different 
methods (Comisi6n de Derechos Humanos de El Salvador. 
1986). The Chilean Human Rights Commission listed 
85 different types (Orellana, 1989). Occasionally, torture is 
brutally indiscriminate and leaves visible traces and mutila­
tions with a high mortality rate. Most of the time torture is 
very selectively tailored to the characteristics of the victims. 
The most frequent methods of physical torture are beating, 
electric torture, stretching, submersion, suffocation, burns, 
suspensions, planton, cuts, and sexual assault. 

Psychological methods include several categories: 

Induced exhaustion and debility through food, water, and 
sleep deprivation. 
Isolation: the victims are blindfolded in solitary confine­
ment. They are completely isolated from their family and 
social network. 
Monopolization of perception: during detention, move­
ments are restricted and the environment may have a 
high pitch sound, strident music, or a crying sound. The 
victims are in darkness or facing bright lights. 
Threats : the victims are threatened with death. These 
threats are extended to their family and occasionally they 
experience sham executions. 
Witness torture: among the most traumatic experiences is 
to witness the torture of another prisoner or of family 
members. A Salvadorian torture survivor has related, 
after several sessions of testimony about the terrible tor­
ture that he suffered, "What happened to me is nothing 
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compared to being forced to witness the torturing to 
death of other comrades". 

The majority of publications on torture, and the Annual 
Report of The Rehabilitation and Research Centre for Tor­
ture Victims (RCT), describe the different methods of 
torture and its frequency in the population under their care. 
The most detailed information is found in Cathcart et al., 
1979; Goldfeld et al., 1988; Rasmussen and Lunde, 1980; 
Allodi et al., 1985. Rasmussen in 1990 published the most 
detailed paper of the medical aspects of torture in a sample 
of 200 victims. This paper also included the methods used. 

Goldfield summarized six papers and found the following 
frequency in 319 survivors: 

Methods of torture in a sample of 319 survivors of torture : 

Method 

Beating 
Threats 
Electric torture . . . . . . . . . . . . . . . . . . . . . . . . . . . 
Blindfolding ........ ... ...... . .. ..... ... . 
Mock execution ... .. . ..... .............. . 
Water asphyxiation ... . ...... . . .. ......... . 
Isolation .. '. ......... . ..... . . .. ........ . 
Starvation .. · ........................... . 
Sleep deprivation ............... . ........ . 
Hanging .............................. . 
Sexual torture .... ... . ... ...... .. . .. .... . 
Burning .. . .. .... .......... . ... . ....... . 
Falanga ........... .. ... . .. . . ... .. ..... . 
Rope bondage .......................... . 
Telephone ............................. . 
Forced standing ............... ..... ..... . 
Throwing urine or feces on victims . . . . . . . . . . . . 
.\l.edicine administration .. .. . . ...... .... ... . 
Lifting by hair . . . . . . . . . . . . . . . . . . . . . . . . . . . 
~eedles under nails ... . .................. . 
Water deprivation ...... . ................. . 
Forced extraction of teeth ... ............... . 
Deprivation of medical care ... .... ........ . . 

% 

100.0 
77.l 
46.7 
32 .9 
27.9 
16.9 
15 .7 
15.7 
15.4 
14.1 
13.8 
13.7 

9.7 
9.4 
7.2 
5.9 
5.0 
3.8 
2.5 
2.5 
1.6 
1.6 
1.6 

Tc-.e fact that the most frequent methods of torture around 
:..':;: "'·orld are beating, threats, electric torture, mock execu­
::e r. . and water asphyxiation, suggests a centralization of 
:raining . As in any subject, generalizations about the fre­
quencies of the various methods cannot be made. There are 
clear differences between regions and countries. For example 
psychiatric abuse was almost unique to Russia (Bloch and 
Reddaway, 1985), and falanga was more frequent in Greece . 
Shaking is practised mostly in Israel (Physicians for Human 
Rights, 1995), whipping is more frequent in the Middle East 
and Africa, and almost unknown in Latin America. Hanging 
from the feet or ankles from a rod is more universal than the 
'Parrots perch', a type of hanging that is more frequent in 
Brazil and Ethiopia. Because of this, the frequency table of 
method will be different depending on the country or com­
position of the survivor population of each centre. The sur­
vivor population in countries of resettlement varies over time 
in relation to the changes in repressive governments around 
the world and the pattern of migration of the country. 
The rehabilitation programme of one of the authors received 
torture victims from many different parts of the world. 
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However, most of them were survivors from South America 
in the first five years, later from Central America for 10 years. 
Now most of them are from Africa and the Middle East. The 
frequency table of methods of torture has changed accord­
ingly. 

Data on the gender distribution of government sanctioned 
torture is scanty. The prevalence of detention, torture, and 
political killing is less in women than in men, but women are 
at higher risk of sexual torture and subsequent sexual dif­
ficulties than men (Lunde and Ortmann, 1990; Allodi and 
Stiasny, 1990). Initially sexual torture appeared in the listing 
of methods of torture practised as direct genital injury (Ras­
mussen, 1980) or as a rape or insertion of foreign bodies in 
the vagina or rectum (Cathcart et al., 1979; Goldfeld, 1988; 
Rasmussen, 1990; Fornazzari and Freire, 1990). Most in­
vestigators later defined sexual torture more widely as: 

1. Violence against sexual organs such as electric torture in 
genital areas; the introduction of foreign bodies intD the 
vagina or rectum. 

2. Physical sexual assault; such as rape by torturer or other 
victims, forced masturbation, fellatio, and oral coitus. 

3 . Mental sexual assault, such as forced nakedness, sexual 
humiliation, sexual threats, and forced wimess of sexual tor­
ture. 

4. A combination of these (Lira and Weinstein, 1986; Mol­
lica and Son, 1989; Lunde and Ortmann, 1990; Allodi 
and Stiasny, 1990; Agger and Jensen, 1993; Meana and 
Morentin, 1995). 

The prevalence of sexual torture using this wide definition is 
very high. Lunde and Ortmann, in a study of 283 torture sur­
vivors in Denmark, found a prevalence of 61 % in the total 
sample (80% in women and 56% in men). Agger and Jen­
sen found similar data in a Salvadorian database (cited by 
Lunde). Meana and Morentin, in a sample of 64 detainees of 
the Basque Country (Spain), found sexual torture in 73% 
(women 94%, men 66%). 

5. THE REFUGEE EXPERIENCE 

Each year thousands of people who have been tortured by 
their governments emigrate to· host countries, usually as ref­
ugees. They come from all parts of the world, including 
South and Central America, Africa, regions of East and 
South Asia, and the Middle East. They have several charac­
teristics in common: 
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They have migrated to the host country looking for a safe 
haven because they have· a reasonable fear of being per­
secuted, arrested, tortured or even killed if they return to 
their countries of o'rigin. . 
A significant number of survivors of torture have a history 
of repetitive trauma in their countries of origin as a result 
of political and racial discrimination associated with 
poverty, chronic unemployment, low levels of education, 
and illness due to a lack of access to medical care. 
The emigration process is an additional trauma for the 
majority of those who enter the host country unlawfully. 
They have travelled alone or in small groups. The trip 
probably took several days or months through areas of 
the continent that might have included jungle, desert, or 
combat zones in countries in civil war, often travelling 
without any means of support. They may have crossed 
dangerous seas in small boats with little food or water 

and the danger of pirates. Many of them are assaulted, 
beaten, robbed, raped, and some have died during the trip. 
Some of them are detained by the immigration police and 
are kept in custody in detention camps for several days, 
months or years. 
The majority of asylum seekers are treated as illegal 
aliens in many countries. Because of this condition they 
can not have stable work and the majority are unem­
ployed or work temporarily in low-paid jobs. If they were 
technicians or professionals in their home countries, they 
usually work in positions below this level of expertise in 
the host country. 
They live in poor neighbourhoods, occasionally in areas 
with high levels of criminality and racial tension, in which 
they may become victims of crime. They may have to 
frequently change dwellings and some of them are home­
less. 
Often they have emigrated alone, because of the need of 
a rapid departure, leaving the nuclear and extended fam­
ily in the country of origin. 
They have migrated to a country with a culture and lan­
guage unknown to them. 
Their adopted country, in some cases, may have supported 
and trained the repressive apparatus that has tortured 
them. 

The additive accumulation of the effects of all these stressors 
in theit lives constitutes the traumatic experiences at the 
moment of the initial interview and evaluation. These factors 
explain why resettlement survival issues can be of more 
immediate concern than the torture story or psychological 
symptoms. 

6. PHYSICAL AND PSYCHOLOGICAL 
SEQUELAE OF TORTURE 

6.1. Physical sequelae of torture and medical needs 
of torture survivors 
In the torture situation the torturer wants to control the 
mind of the victims with the infliction of severe physical and 
psychological suffering. Torture is mostly tailor-made, espe­
cially psychological torture. Physically, the torturer wants to 
avoid visible body marks. 

Physical torture can be brutal and indiscriminate with 
severe physical damage and a high lethality rate (Vazques et 
al., 1997). Dr Rivas reviewed the autopsy protocol of two tor­
ture victims who died in an ER of a hospital in Chile. They 
died because beating caused acute bleeding and rupture of 
abdominal visceras (Rivas, 1990) . Malik in India gave med­
ical care to 34 victims of torture who presented in acute renal 
failure secondary to rhabdomyolysis, due to severe beating 
involving muscles. These victims would have died without an 
emergency dialysis. In spite of the treatment, 5 of the 34 
died, with a lethality of 15% for this group (Malik et al., 1993; 
Malik et al., 1995). Two other victims with a similar med­
ical problem were diagnosed in Israel (Bloom et al., 1995). 
In Peru, a female survivor of severe torture (LLB) had 
irreversible damage to the cervical spinal cord with quadri­
parexia. She has a permanent disability, which requires perma­
nent assistance and specialized medical care. She is de­
pendent on others for her activities of daily living (Asociacion 
para la prevencion de la tortura, 1997). The film "Your 
Neighbour's Son" shows a Greek survivor of torture with a 
right hemiplegia as a result of brain trauma. A Chilean fe­
male suffered severe second and third degree burns on her 
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face and body. She was treared initially in a burns unit and 
she later underwent multiple plastic surgery. 

These are a few examples of severe physical damage and 
disabilities that require costly inpatient and specialized med­
ical care that no torture rehabilitation programme can afford. 

Torture rehabilitation programmes give care to a selected 
sample of survivors of the total universe of torture survivors. 
The most severely damaged die during torture, survivors 
with severe disability go directly to the hospital and later 
most of them remain in their home country, and of rhe resr, 
only a small fraction request medical or psychological care. 
The survivors present a variety of symptoms of different 
body systems that have been reviewed in several publications 
(Cathcart et al., 1979; Rasmussen, 1980; Petersen et al., 
1985; Allodi et al., 1985; Goldfeld et al., 1988; Rasmussen, 
1990; Cunningham and Cunningham, 1997). Most of these 
papers have a listing of symptoms and signs, but no diagno­
sis. Some of these symptoms are the result of somatization 
rather than physical trauma. 

Physical torture produces a well-defined group of acute 
symptoms and visible signs, mostly secondary to the physical 
traumatism. Some types of torture are related to specific 
symptoms and objective signs. The amount of chronic or late 
sequelae is related to the type and intensity of the method 
applied. 

In survivors of torture, most of the symptoms and signs 
resolve spontaneously or under the influence of therapy. 
However in a number of victims a residual effect of short 
or. long duration persists, mainly chronic pain, skin scars, 
neurological and orthopaedic deficits, and clinical or radio­
logical evidence of bone fractures. Very few of the late skin 
scars are characteristic except burns, cigarette burns, corro­
sive fluids, and tight rope scars. 

In this case, the time between exposure to torture and 
medical examination is crucial. If the victim is examined 
close to the time of torture, it is possible to observe physical 
signs. After a few weeks there is not enough physical evidence 
to establish a causal relationship. 

Victims of trauma and survivors of torture are at increased 
risk of infectious diseases, cancer, cerebrovascular accidents, 
and heart problems (Goldman and Goldston, 1985). 

6.2. Psychological sequelae of torture and 
severe trauma 
The response to systematic persecution, torture, other severe 
traumas of conflict and exile is determined by many factors, 
from the person's genetic vulnerabilities or resilience, to per­
sonal psychology and the social environment. Torture is in­
tended to damage the person's self-esteem and personality, 
to destroy trust in fellow humans, and to terrorize the popu­
lation. Usually the person has suffered from many traumatic 
episodes and the trauma can be ongoing in exile. The mean­
ing of torture and trauma is ;very important in determining 
the effect on an individual, and this meaning is shaped by 
religious, cultural, and political beliefs (Holtz, 1998). How­
ever, there are similarities in the psychological symptoms 
that emerge, with the main constellation of symptoms cor­
responding to those collected into the syndrome labelled as 
Post-Traumatic Stress Disorder in the DSM-IV classification 
of mental disorders (Cunningham and Cunningham, 1997). 
There is continuing controversy over this disorder, due to 
many boundary problems (McGorry, 1995). There has been 
a continuing narrowing of the diagnosis for medico-legal pur­
poses (to limit compensation claims), so that many people may 
have clear symptoms, but not quite enough for the diagnosis 
to be applied, with the concept of "partial PTSD" now 
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emerging. There are differences in the diagnosis of PTSD 
between the two main diagnostic systems used in psychiatry, 
the DSM-IV and ICD-10 (Andrews et al., 1997). When 
symptoms were mapped to both diagnostic criteria using the 
computerized Composite International Diagnostic Interview 
(CIDI), results from a major epidemiological survey, the 
groups of people selected were not identical. There is also 
the concern that for survivors of torture, the symptoms are a 
"normal" response to societal pathology and that labetling 
of the survivor implies personal pathology and the stigma of 
mental illness. There is no doubt that simply to label sur­
vivors as having PTSD is a quite inadequate description of 
the magnitude and complexity of the effects of torture, and 
we need to be careful that it does not over-medicalize the 
problems (Reeler, 1994; Becker, 1995; Lira 1998). Psychi­
atric diagnostic systems are cognizant of the need to be more 
holistic in assessment, with both DSM-IV and ICD-10 in­
cluding multi-axial assessments. Apart from the psychiatric 
diagnoses, attention is· also paid to any physical co-morbidity, 
to psycho-social stressors and life events, as well as to the 
level of social and adaptive functioning. However, the scales 
provided are somewhat subjective and probably do not have 
sufficient inter-rarer reliability for comparisons. 

However, it is necessary to identify syndromes for research 
and treatment purposes, and a disorder may be defined as 
the need for assistance rather than emphasizing pathology or 
vulnerability, which may nevertheless be present. There are 
connections with the general traumatic stress and head injury 
literature that assist our understanding of the effects of tor­
ture, (e.g. McFarlane, 1995). The prevalence of PTSD was 
considered to be low in the general population, at 1.3% (Da­
vidson et al., 1991), but more recent studies have shown a 
~uch higher prevalence using DSM-III-R criteria (Resnick 
et al., 1993; Breslau et al., 1991); and the National Comor­
bidity Survey in the USA (Kessler et al., 1995) estimated a 
lifetime prevalence of PTSD of 7.8%, and survival analysis 
showed that more than one third of people with an index 
episode of PTSD failed to recover even after many years 
(including the treated sample). The traumas most commonly 
associated with PTSD were combat exposure and witnessing 
among men, but the prevalence was higher among women 
as a result of rape and sexual molestation. In veterans of 
the Vietnam war, the prevalence is 30-38% (Reeler, 1994). 
The prevalence of PTSD in a sample ofTurkish torture sur­
\·irnrs was 85% (Paker et al., 1992). 

The neuro-psychological effects of head injury in survivors 
haYe nor been adequately researched, but most torture has 
inYoh·ed beatings to the head, and Mollica (1989) has com­
mented that most of the 1,000 patients seen have suffered 
neuro-psychological sequelae, but he does not supply the 
eYidence. Textbooks of organic psychiatry indicate that even 
seemingly mild closed head injuries can lead to long-term 
problems, such as post-concussive syndrome (the symptoms 
have many similarities with PTSD and psychosomatic symp­
toms) and an increased incidence of mood disorders, obses­
sive compulsive disorder, and psychosis (Lishman, 1998). To 
do the necessary research to clarify the relationship to torture 
would be a major undertaking, but it should be done, as 
there are implications for treatment and prognosis. 

Contrary to the physical effects of torture, the psycholog­
ical symptoms are persistent. If untreated, the victims may 
still experience anxiety, panic, irritability, rage, insomnia, 
nightmares, memory difficulties, lack of initiative, apathy, 
social withdrawal, helplessness, affective lameness, and flash­
backs of the traumatic event even several months or years 
after the torture (Turner and Gorst-Unsworth, 1993; Som-
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nier et al., 1992; Genefke and Vesti, 1998). There may also 
be the development of the symptoms of major depression, 
other mood disorders, obsessive compulsive disorder, phobic 
disorders (Basoglu et al., 1994 (b)) and psychosis, greater 
than would be expected in control populations. However, 
there are not enough studies that have included recognized 
diagnostic instruments and large enough samples to provide 
statistical proof, though our impression is that a meta-anal­
ysis of published papers would do so. There is a significant 
level of sexual dysfunctioning, whether or not the person was 
sexually tortured. There may also be changes in identity 
(Somnier and Genefke, 1986; Barudy, 1989) . There are 
many studies showing that there is a high level of comorbid­
ity (e .g. Cunningham and Cunningham, 1997; Somnier et 
al., 1992). However, these diagnoses are not sufficient to 
explain all the reactions reported. 

Many very emotionally charged processes, chiefly con­
cerned with loss, are intimately involved with the experience 
of rnnure. The sun·i\·ors of torture may have lost body parts 
~e.g. limb or eye), a normal bodily function or bodily health. 
They are likely to have lost work, status, family, and credibil­
ity. Even if they succeed in resisting torture, their colleagues 
are likely to be suspicious of them. They know that there is a 
similar threat to their families and friends. If they leave the 
region to seek asylum, the losses are compounded. Torture, 
therefore, must be seen not only as a very important life event, 
but also as the cause of many others (Turner and Gorst­
Unsworth, 1993). There is also the loss of normal life de­
velopment (due to lost time in imprisonment, recovery or 
waiting for resettlement), including education, marriage, ac­
cumulation of wealth and status, leading to excessive work 
schedules to catch up (Skinner, 1997). There is often a high 
level of depression, which seems to relate to poor social sup­
port, particularly in refugees . For example, the Cambodian 
widows, who have experienced at least two of the three 
traumata of rape, loss of spouse or loss of children, have very 
high levels of depressive symptoms (Mollica et al., 1987 (a)). 
They perceive themselves as socially isolated and living in a 
hostile social world, including their own cultural group, with 
no one to rely on. 

It is important to note that the symptoms presented can 
change over time. There are often dissociative reactions that 
suppress symptoms until immediate survival or resettlement 
needs are met and the person is in a safe enough environ­
ment to cope with reliving the horror and other emotions of 
the trauma memories (Kinzie, 1989) . A similar process has 
been noted with some survivors of childhood sexual assault, 
who only retrieve and deal with the memories once they have 
developed a stronger ego and a stable support system. 

Children have at times been directly physically or mentally 
tortured, including witnessing beatings, torture or the mas­
sacre of relatives and friends (including disemboweling in 
Cambodia). They show similar PTSD symptoms to adults 
(Cohn et al., 1980; Sack et al. , 1986; Udwin, 1993; Richman, 
1993) . Often parents and teachers are not aware of how dis­
tressed the children are . The children's moral developments, 
what they value, and how they view others, are inevitably 
influenced by their experiences of violence, and this affects 
their future social integration. Distrust of others, doubts 
about the possibility of having a good future or finding a 
good spouse are not uncommon (Richman, 1993) . 

There are also effects to the immediate family of torture 
survivors, with the frequent destruction of the closeness and 
intimacy of the marriage relationship and the sexual rela­
tionship, with increased irritability and domestic violence. 
Young children of survivors of torture have been reported 
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to show social withdrawal, chronic fear, depressed mood, 
clinging and overdependence, sleep disorders, somatic com­
plaints, and an arrest or regression in social habits or school 
performance (Allodi, 1980). The children can show coping 
strategies that fall into four types: isolation and withdrawal; 
mental flight; eagerness to acclimatize; strength of will and 
fighting (Montgomery et al., 1992). 

Where "disappearances" have occurred, there can be tragic 
effects on the surviving relatives, who do not know if their 
loved one is dead, tortured, or alive in a secret camp. How 
can these relatives work through their feelings of grief if 
they do not know the reality? (Turner and Gorst-Unsworth, 
1993). Children may be orphaned in countries with no 
family or services to care for them, or they may escape as 
refugees (or become separated from family) and be resettled 
without any relatives, as has been found for some Cambo­
dian and Vietnamese adolescents in Australia. 

6.3. Social effects 
In countries subjected to repression and torture on a very 
large scale, whole communities may be affected. Torture and 
killing of individuals may have a striking effect on the social 
and political life of a country or region, such as El Salvador 
(Martin-Baro, 1990), Chile (Fruhling, 1992), Guatemala or 
Cambodia . 

A climate of terror is the political effect that the authorities 
want to establish in the general population. Fear is the mech­
anism to internalize the terror and to privatize political vio­
lence. The families of victims of organized violence have to 
mourn their loss in pri\'ate (Padilla and Comas-Diaz, 1987; 
Becker, l 99c' 3 . :\s a consequence, the political action of 
the opposition :s fro zen . The price of being a political activist 
is very high. -,;·;:.:-: T:a ra ssment, arbitrary detention, torture, 
and possibly .:;:2 :..". 

Societies m":: :::::: .:.'.n highl\· polarized and suspicious, with 
much rema in;::~ .:.::g;;:-. which requires a process of recon­
ciliation for r.2:: .~ :-. .:.: '.-. e2ii ng. Social reparation needs several 
sequential s:c;-' ::·.::.:-.. ,;ompensation, justice, and pardon. 
Social reconc:::.:.:: .··:: :-:: ~ :.: i re s that society acknowledges what 
has happened. T::-.::.:-: :s ~-: c mechanism, because it is the end 
of the social .::::: :.:.: .:.:-. .: >:: cnc e. Truth commissions have been 
created in s::-.·;::.:.. ~ .: .:::::' es ro investigate the atrocities of 
past regimes. s:.: .: '.-. .:. s :.::. Argentina, Chile, Uruguay, Brazil, 
South Africa , :::,; 5( ,; :.:. : :c;:-a ra tion also needs compensation 
to the victims c' :· :.:-.:: ,; :-5'..?. !':Zed \'iolence, and this subject will 
be expanded i.:.:::: ::-. :..': :s report. Justice is the logical next 
step after the :.::-.:::. :s ~.own . Pardon comes after justice, if 
society accerrs :: ?.:..:'. :ii .;, ar.d Comas-Diaz, 1987; Becker, 
1990 (b); Bro!> K..':-: ::--;:. l u() 5 

Even after :."l e .::·-;: .:: on:1i.::t is OYer, there are usually trau­
mas due ro a :·.;. :: :..;:-:: :.c !oilow these logical steps, pardon has 
been granted :o ~-:= r e::-errarors, without justice (impunity), 
through amr.es r:; !.:.-.•·s :: .g. Chile, South Africa) and because 
of inadequate c0::--: re;-sati on to those injured (e .g. South 
Africa, Zimbabwe, ::·c .. 

6.4. Psychobiological mechanism for PTSD 
Recent research re\·iewed by Charney et al. (1993) and 
Southwick et al. 199-1 ,1 is leading to a psychobiological mech­
anism for PTSD. Se\·ere physical or psychological trauma, 
fear, and danger actirnte multiple neurobiological mech­
anisms that release neurochemical modulators such as nor­
adrenergic, dopamine, opiate, and corticotropin-releasing 
factors. Experimental data suggest that PTSD symptoms 
such as flashbacks, avoidance of stimuli associated with the 
trauma, and symptoms of increased arousal are related to 
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this mechanism. They are pathologic sequelae of what is a 
normal mechanism for self-preservation; it is critically im­
portant to remember that these traumatic events occur dur­
ing an aroused state of alarm that signals danger. Under 
normal circumstances, failure to remember such situations 
makes one vulnerable to similar dangers in the future. 

The strength of the traumatic memory relates to the 
degree to which particular neuromodulatory systems are ac­
tivated. Some of the acute neurobiological responses to 
trauma may facilitate the encoding of traumatic memories. 
The memories of traumatic experiences remain indelible 
for many decades and are easily reawakened by all sorts of 
stimuli and stressors (Charney, 1993). 

The amygdala is the region of the brain where all these 
traumatic experiences are encoded. The amygdala is con­
nected to and integrates the information of the five senses, 
the cortical sensory systems, and the emotional reactions of 
the thalamus and hypothalamus (Southwick, 1994; Charney, 
1993). 

If this hypothesis proves to be true, it could have signi­
ficant implications for the treatment of PTSD patients and 
survivors of torture . This long-standing alteration of the neuro­
biological response could explain the extended duration of 
the symptoms of PTSD, and why current treatments are only 
partially effective. A 20-year follow-up of torture victims 
shows a chronic pattern, with recurrent reactivation of symp­
toms (Kinzie, 1989) . Beal (1995) reported a SO-year follow­
up of a large sample of Canadian veterans and prisoners 
of war (POWs) who completed a questionnaire diagnosing 
PTSD and other psychological and health problems in 1946 
and in 1992. She found that while there were high levels of 
PTSD for both groups, the POWs showed more symptoms 
than non-POWs. While 46 .5% of POWs had PTSD in 1946, 
42.4% still had PTSD in 1992. These results suggest that 
torture treatment programmes should include prolonged fol­
low-up, and an open door for care during periods of reac­
tivation of symptoms. 

7. IMPLICATIONS FOR ASSESSMENT 

The above listing of effects has implications for assessment 
and treatment, but we also need to first consider the trans­
ference issues between the survivor and the therapist. The 
survivor may not reveal all the symptoms or tell the whole 
story, due to dissociation or for fear of frightening the thera­
pist (for good reason, as therapists have been know to actu­
ally run away (Mollica and Son, 1989)). Mainstream profes­
sional staff often do not wish to know, or do not know how 
to ask, the difficult questions. Therapists, especially those 
who have themselves been traumatized, need skilled super­
vision to help them deal with their own issues, as they arise 
in trying to help others (Becker et al., 1990; Kristal-Anders­
son, 1997). The sensitive personalities Of people motivated to 
help torture survivors can find the imagining of torture pain 
and suffering very stressful. 

The history-taking needs to be done sensitively, allowing 
the survivor to control the pace of revelation and giving pri­
ority to the needs identified by the survivor. A trusting rela­
tionship must be developed if progress is to be made, so this 
is the highest priority, beyond diagnosis or the torture story. 
Cultural understanding is essential in choosing the metho­
dology of the assessment. A standard Western psychiatric in­
terview can be toxic (Mollica and Son, 1989) . 

Howeve.r, many services have found that using structured 
interviews and diagnostic instruments as part of the assess-
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ment process can have several advantages, systematically re­
cording symptoms in a way that elicits more than would 
otherwise be volunteered by survivors. Some can be self­
administered or administered by even briefly trained non­
professionals, to give reasonably accurate diagnoses, and to 
provide information for research purposes . Many of these are 
now in versions that have been translated and validated for 
increasing numbers of cultural groups and new measures are 
being developed specifically for assessing refugees and tor­
ture survivors. These tools are also useful for repeat assess­
ments for comparison purposes. 

The general psychiatric diagnostic inten·iew be'.r:g .:::-. :: .­
oped internationally is the Composite Internationa: D'..:.~.:-~­
tic Interview (CID!) (World Health Organizario:::, I~.:..: . 

Robin et al., 1988). This interview includes questions <o e::.::: 
basic symptoms that, if positive, leads to more detaile.i ~:;e-5-
tions to determine if diagnostic criteria are met. To better 
detect PTSD in epidemiological surveys, various modifica­
tions have been used that expand the number of questions 
and frame them in ways that will overcome reluctance 
to admit the occurrence of embarrassing and stigmatizing 
traumas (Kessler et al., 1995), and these modifications ar.: 
being built into specific structured inten;ews for refugees 
(see below). 

Some examples of instruments developed for refugees and 
torture survivors are the Harvard Trauma Questionnaire 
(Mollica et al., 1992) and the Hopkins Symptom Checklist 
(Mollica et al., 1987 (b)). Silove et al. (1998) have responded 
to the need for a purpose-designed measure, which is user­
friendly for clinicians and which has the qualities necessary 
to assess change over time, by developing the R-CAT (Ref­
ugee Comprehensive Assessment Tool, Draft 1. 7 August 
1998) . This tool incorporates measures that have already 
been tested for validity and reliability (SF-12, Kessler's 10 
Psychological Distress Scale, Harvard Trauma Question­
naire) and covers resettlement needs, physical and psycho­
logical health. The tool is set out in a way that allows for easy 
computerization of the results. It can be used as a self-admin­
istered assessment or as a structured interview, and it assists 
in the development of intervention goals, which can be used 
for outcome measurement. 

However, there are still problems with diagnostic assess­
ment tools, as has been shown in minor changes leading to 
major variations in prevalence in epidemiological surveys 
'. Regier et al., 1998), which have important implications for 
assessing needs for services. There was not the time in this 
study to get into the very technical issues of assessing and 
comparing the instruments available (see section on out­
comes). 

Sensitivity is also required in the physical medical exam­
ination, as some survivors can find medical procedures re­
miniscent of the torture experience and become highly 
anxious and frightened . 

An assessment of the individual's larger life experiences, 
personal values, current life situation, family situation, and 
external social support are of equal importance to the med­
ical assessments. There are problems if either the medical or 
the social assessments and actions dominate, as the diversity 
of the needs of survivors means that some will have medical 
treatment priorities, some psychological treatment priorities 
and others practical assistance priorities. Triaging on intake 
can help to sort out the assessment and immediate assistance 
priorities in a flexible service which is responsive to con­
sumer needs. 
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8. IMPLICATIONS FOR TREATMENT 

The symptoms and other effects of torture and severe trauma 
are modulated by bio-psycho-social factors related to the in­
dividual. There is evidence of a chronic fluctuating course in 
PTSD, which can last a lifetime if untreated (Basoglu, 1993). 
There are fluctuations in the revelation of, and reaction to, 
the trauma experiences, as the survivor's level of psycho­
logical security fluctuates with life events and life stages: 
Psychological treatment is ·very important for the more 
severely affected survivors, and there is evidence that social 
support may not be of much use if the survivor is not psycho­
logically healthy enough to access and use it (Basoglu, 1993). 
The family is intimately involved and may need as much 
assistance for indirect trauma and for dealing with the sur­
vivor. 

Thus there are good arguments for a bio-psycho-social ap­
proach to care, for a comprehensive treatment and rehabili­
tative approach that provides long-term flexible involvement 
to cope with relapses (Shalev et al., 1996). The closest sim­
ilarity in mainstream psychiatry is the community care of 
persons with schizophrenia, a highly traumatizing fluctuating 
disorder with a wide range of severity, the more severe hav­
ing many similar chronic "negative" symptoms, social alien­
ation, and diverse rehabilitation needs. Systems thinking and 
hierarchies of care have been required in designing interven­
tions, and this approach is also needed for torture survivors. 
However, only a minority needs, or will take up, offers of the 
full range of interventions, as will be detailed later. 

The main outcome goal for therapy is increased function­
ality to achieve personal goals, rather than symptom reduc­
tion (Shalev et al., 1996), though that may also be a goal, 
particularly for high levels of positive symptoms of PTSD, 
major depression or other disorders that respond to medica­
tion. 

9. MODELS OF PSYCHOLOGICAL 
TREATMENT AND REHABILITATION 

Survivors of organized violence have a combination of med­
ical, psychological, social, and legal problems. These facts 
were recognized very early in the history of treatment pro­
grammes. The initial rehabilitation programmes in the 1970s 
in South America (Chile and Argentina) and in Europe 
(Germany, Denmark, Netherlands, and Belgium) adopted a 
multidisciplinary approach. 

Many psychological treatment approaches have been used 
with torture survivors such as psychodynamic talk therapy, 
insight therapy, cognitive therapy, behaviour therapy, and the 
testimony method. The effectiveness of available treatment 
programmes remains unproven for the target group. This is 
for the same reasons thilt have made proof difficult with most 
psychological disorder syndromes with multi-factorial aetiol­
ogy. Research is very difficult and requires a high level of 
design skills to perform well, it is time-consuming, and large 
sample sizes are needed, which are usually not available at 
any one service. There are few funds available for research, as 
there are insufficiently perceived direct economic benefits. 
There are strong pressures to provide services and spend all 
the resources on immediate care, when services have long 
waiting-lists (Parong et al., 1992). Thus services have utilized 
knowledge and skills developed in mainstream mental health 
services and assumed that they would be equally effective in 
the care of survivors. 
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9.1. Psychodynamic therapy, counselling 
Therapists bring !0 the task whatever school of psychotherapy 
they have learnt. and there is little evidence in the literature 
to say that one is better than the other. However, there is evi­
dence in the general psychiatry literature that a person well 
trained in a therapy framework gets better results than gen­
eral counselling with no framework. There are many trans­
ference and counter-transference issues to be dealt with in 
the very emotive area of torture, and even if traditional forms 
of psychodynamic therapy are not used, some knowledge of 
psychodynamic principles and practice is useful, both for 
therapists and especially for those supervising therapy staff 
(Kristal-Andersson, 1997). Psychotherapies can be brief, 
prolonged or intermittent, based on the perceived need, the 
goal of therapy, the therapist's habit, and the time available. 
Mollica (1989) reports seeing survivors for 15-20 minutes 
per week for 4-5 years. Somnier and Genefke (1986) re­
ported a three-phase therapy through in-depth interviews 
with a median number of 22 and a range of 10-52 sessions. 
A later report stated that therapy at the RCT ranges from 20 
to 80+ hourly sessions, two or three times a week (Mclvor 
and Turner, 1995). If cathartic methods with subsequent 
reconstruction and reintegration are chosen, more than 20 
sessions are usually required (Herman, 1992). Other mem­
bers of the family may also require counselling or psycho­
therapy (including play therapy) for direct and indirect 
trauma, or for issues due to the changed behaviour of the 
survivor, but there are no papers mentioning the number of 
se~sions required. 

9.2. Testimony method 
In some therapies the torture story is transformed into a 
testimony, to transform the survivor's story of shame and 
humiliation into a public srory about dignity and courage, 
returning meaning to life. :\ series of three to six sessions is 
held to record all the details of the detention, torture, and 
previous history. When transcribed, the text is reviewed with 
the therapist, the final document being revised and edited 
jointly and it can be 15-120 pages in length (Cienfuegos and 
Monelli, 1983). The process requires 12-20 weekly sessions 
(Herman, 1992). This method seems to have worked best 
with Chilean survivors of torture within that political con­
text, and less well with survivors of indirect violence, such as 
disappearances. It is argued in the literature that both insight 
psychotherapies and the testimony method are in fact using 
a form of imaginal exposure to the trauma (Mclvor and 
Turner, 1995; Basoglu, 1992, 1998). It is possible that ex­
posure is the key element in improving positive symptoms of 
PTSD. 

9.3. Behaviour therapy 
Behaviour therapy fs usually an individual therapy and also 
requires a well-trained therapist, though the training period 
can be much shorter·that for psychodynamic therapies. 

Implosive therapy consists of 10-20 sessions of 1.5-2 
hours, initially two or three times per week involving an 
imaginal reconstruction of traumatic events in an emotion­
ally supportive therapy context (Basoglu, 1998). The sur­
vivor is asked to imagine the traumatic situation and retain 
the trauma-related imagery in mind until anxiety diminishes. 
The therapist helps sustain the state of mental arousal by 
stimulating the imagery related to the form of torture used, 
the physical and psychological pain experienced, and other 
aspects such as sounds, sights, smells, and tactile sensations. 
The therapist also focuses on the conditioned stimuli relating 
to the individual's cognitive and emotional responses to tor-
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ture, such as fear, guilt, self-blame, humiliation, shame, and 
loss of control. The latter are particularly important because 
torture is often deliberately designed to produce such emo­
tions. This method involves homework between sessions to 
maintain exposure to the memories until anxiety has dropped 
to a satisfactory level. 

Eye Movement Desensitization and Reprocessing (EMDR), 
a variant, has been shown to work well in some, but not all, 
in a small controlled trial (Coello, 1994). Graded in vivo ex­
posure to situations avoided by a survivor can be useful, with 
a high level of therapist involvement initially, followed by 
homework and self-directed activity. 

These therapies may have beneficial effects on the PTSD 
po.sitive symptoms of intrusive memories, nightmares, re-ex­
periencing of the trauma, sleep disturbance, irritability, and 
startle responses, but less effect on the negative symptoms of 
emotional numbing and estrangement. A stress management 
approach that includes relaxation training, cognitive restruc­
turing, and problem-solving skills may be needed to improve 
the residual symptoms (Basoglu, 1998). 

9.4. Cognitive therapy 
Based on cognitive behaviour theories, cognitive intervention 
involves encouraging survivors to think that their behaviour 
under torture was a normal human response necessary for 
survival; that torture is designed to induce total loss of con­
trol and helplessness, which might explain why they behaved 
the way they did. Behaviour regarded as mistakes is iden­
tified, and self-assessment associating blame with one's char­
acter (e.g. "I am weak and untrustworthy") is replaced by 
self-statements that attribute mistakes to one's behaviour 
(e.g. "I made a mistake, it was my carelessness"). Other state­
ments useful in shifting blame back to the torturers are used. 
The survivor also needs to re-establish old values and as­
sumptions about human beings and the world, or to adopt 
new values and assumptions that enable the development of 
trust and meaning in life (Basoglu, 1998). Some of these 
developments can occur indirectly through physical therapy 
and the supportive environment. 

Cognitive therapy usually has a variable number of one­
hour sessions, depending on the number of issues to be dealt 
with, and on progress. 

9.5. Group therapy 
Fischman and Ross (1990) reported on a model for a time­
limited group treatment that focussed on symptoms of tor­
ture-related Post-Traumatic Stress Disorder, allowing group 
members to attain gradual psychological reorganization. The 
groups of Central and South American refugees met weekly 
for six months, and both therapists were on call to group mem­
bers for crises 24 hours per day (only eight calls received). 
The positive evaluation was based on the subjective impres­
sions of the therapists and grnup members. Cognitive re­
structuring, relaxation training and trafoing in problem-solv­
ing skills can be a group activity. Using a Stress Inoculation 
Training (Meichenbaum, 1985,1993) approach in a small 
controlled study, good results were obtained over seven 2.5 
hour sessions with Latin American women in Australia 
(Aroche, 1994). 

9.6. Psychosocial education 
This therapy involves the whole family, or groups of families, 
in teaching about the effects of torture, the meaning of symp­
toms, the ways of helping each other, when specialist assist~ 
ance is required and how to access it. Therapies are explained 
and basic problem-solving skills may also be included. 
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9. 7. Therapy groups for children and adolescents 
Some services ha\"e found value in organizing therapy groups 
for children and adolescents within or across cultures. We only 
have details from the STARTTS service in Sydney, Australia, 
which currently has eight groups, but these change, depend­
ing on changing needs. These groups may be held as camps 
in the countryside, over several days to develop trust, and 
with therapy activities interspersed with enjoyable physical 
activities. Selected parents assist with these youth camps, 
which deal with resettlement issues as well as trauma experi­
ences. Other groups are closed, direct therapy groups f0~ 

around 10 three-hour weekly sessions, usualh" for ';::::~:..::~ 

language or ethnic groups. Some groups :.:r:::ze :.::.:::::~: 

techniques, such as the "Middle Eastern \"ide0 P:-c·e.::­
for 12-25 year-old youths having problems ar schoo'. : :.':e 
"Wilderness Program'', a closed group for 10 males age.:'. i +-
18 that runs for 2 hours weekly, with day-long excursions 
fortnightly, to build confidence, self-esteem and leadership, 
and indirectly dealing with trauma issues; or the "Study 
Group" for primary and secondary students experiencing 
school or resettlement problems, which utilizes \·olumeer 
teachers. 

9.8. Indirect therapy and support groups 
STARTTS also currently runs 13 groups for adults, some 
across cultures and others for specific language groups and/ 
or single sex. Some of these are open or closed direct therapy 
groups (including the "Families in Cultural Transition" psycho­
educational format, "Stress and Anger M anagement" , etc.) 
and others are indirect therapy or ongoing support groups. 
For cultures that are reticent about discussing the trauma 
and personal problems, the indirect groups provide op­
portunities to develop trust and build networks of social sup­
port, with the occasional direct exchange of experiences and 
the opportunity for cognitive therapy. These indirect therapy 
groups use the teaching of English (incorporating selected 
relevant topics); creative arts and crafts; women's pool ex­
ercise group to relieve pain, stress, and tension; and other 
techniques as needs arise. There is an open Spanish-speaking 
women's group that is ongoing and involves educational, 
social, craft, and fundraising activities. Some groups have 
been started and then hived off as self-help groups, such as a 
men 's horticultural cooperative . 

9.9. Cultural issues in psychotherapies 
Apart from dealing with positive symptoms of PTSD, which 
seem to be similar across cultures and which seem to respond 
to controlled exposure across cultures, the main issue is to 
restore meaning to the survivor's life and to restore social 
connections and status. 

There are major differences between cultures in their con­
cepts about the process of torture and its meaning, which 
obviously affect the type of therapy required. In English, the 
word torture comes from Latin roots and means to cause 
pain or suffering to get a confession. In Cambodian, the 
words for torture are a combination of the Sanscrit/Pala word 
for savagery/cruelty and the Buddhist concept of karma. 
Cambodian survivors generally feel they are somehow re­
sponsible for their suffering because of their karma, and will 
endure amazing suffering because they believe it to be part of 
their destiny (Mollica, 1988). So, unlike Chilean survivors, 
they do not politicize their torture and its subsequent effect 
on their lives. 

Some cultures are very reluctant to express emotions or to 
cry (e.g. Afghan males) or to reveal sexual torture or rape, so 
the torture story has to be pieced together over a long period 
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once trust has been established (Mollica, 1988). In refugee 
groups, the most meaningful snippets of information have at 
times been expressed during informal contact, such as while 
being driven to appointments. This means that pushing sur­
vivors to tell their torture story may be counter-productive 
and indirect supportive methods may be more useful. 

Some societies have no history of psychological therapies 
and expect cures based on medications or religious cere­
monies. There can be an expectation that the therapist will 
divine what is wrong with them and decide on treatment 
without their active involvement, so there can be an expecta­
tion in some refugees that therapists will be directive. In cul­
tures that value social connections rather than individualism, 
group activities and therapies can be more useful. Symbolic 
actions to assist with grieving for lost family members where 
proper burial and mourning ceremonies were impossible 
have also been found useful in some refugee communities. 

These and many other issues indicate the need for diffe­
rent approaches for each culture in designing interveniions. 
Thus in both developed and developing countries, services 
could legitimately take on very different appearances. 

Western psychology is more egocentric in orientation, 
where the forces of the individual psyche are the most impor­
tant factors explaining psychological experiences. Individuals 
are considered as a bio-psychical unit. Most of the rest of 
the world has a socio-centric ideology that places individual 
experiences in a network of social relationships, which are 
the sources of self-esteem, self-realization and self-control. 
Western therapies are individualistic and seldom emphasize 
the social and cultural context (Elsass, 1997). 

Illnesses, tension, and conflicts are resolved in these so­
cieties through existing in-built cultural processes. Interven­
tions that do not recognize these factors could be detrimental 
( Chakraborty, 19 91). A good example is the experience of 
the Medical Foundation of London in Uganda. They were 
invited by the government to begin a centre for survivors of 
war trauma and torture in the Ugandan capital. The number 
of survivors was overwhelming, independent of a wide or 
narrow definition of survivor eligibility for the programme. 
In spite of the fact that the prevalence of trauma and symp­
toms was high in the population, there was no great increase 
in psychiatric breakdowns: social cohesion and solidarity 
acted as protective forces. The most serious problem they 
found was the danger of undermining local, individual, and 
community responses by establishing a specialist centre. It 
was decided that, instead of a centre modelled after those in 
Europe, it was necessary to support local efforts and estab­
lish special programmes for those survivors who did not re­
ceive the social support they needed, such as refugees, children 
exposed to violence, women survivors of rape, and ex-sol­
diers (Bracken et al., 1992). 

Psychologists who work with torture survivors in the coun­
tries where torture is happening daily consider that PTSD 
is a diagnostic category that is too limited, and does not 
capture the magnitude of torture as a trauma. Torture is a 
man-made, politically motivated, physical and psychological 
trauma oriented to destroy the political identity of the vic­
tims and to intimidate a sector of the society. The term "post­
traumatic" means that the torture was a single isolated trauma. 
However, most survivors have a history of previous cumula­
tive traumas that continue after this episode, even in those 
who migrated to other countries with different cultures, and 
languages, without family and local social support (Reeler 
1994; Becker 1995). 

PTSD is a subcategory of anxiety disorders, which are clas­
sified as mental disorders in the DSM manual. Most psycho-
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logists do not consider torture survivors as true psychiatric 
patients in that they are experiencing a normal reaction to an 
abnormal stressor. Labelling torture symptoms as a mental 
disorder is seen as a medicalization of a socio-political prob­
lem (Becker 1995; Lira 1998). 

10. MEDICATION 

Medication has a definite place in the range of therapies 
found effective in helping survivors. With the high levels of 
comorbidity, there are clear indications for medication in 
major depression, obsessive compulsive disorder, psychosis, 
and some anxiety states. It is also well known that tricyclic 
antidepressants can assist with chronic pain, which is a com­
mon feature of survivors of torture . In PTSD, the situation 
is not as clear, but theories are being developed based on 
animal studies simulating PTSD (Smith et al., 1998) and 
there may be possibilities for new medications in the future. 
The responses to some current medications in PTSD sup­
port the theories and are worth using in selected cases, 
though the symptoms may reappear if the medication is 
ceased (Basoglu, 1993). Smith et al. (1998), in their review, 
came to the following conclusions: 

Tricyclic antidepressants - modest improvements in positive 
symptoms of PTSD, especially intrusive recollections, dis­
tressing dreams, sleep disturbance, and startled reactions, 
have been found in several studies. 

Monoamine oxidase inhibitors - there is evidence that they also 
improve positive symptoms of PTSD, but also provide some 
improvement in symptoms of emotional numbing and dis­
tancing from loved ones. 

Selective serotonin reuprake inhibitors - there are as yet no for­
mal trials in the literature, but case studies show benefits. 

Anticonvulsants - carbamazepine - there is some evidence of 
benefits in impulsivity, \iolent behaviour, and angry outbursts: 
valproate - improvements in hyperarousal, hyperactivity, 
avoidance and withdrawal , but further studies are required. 

Lithium carbonate - some evidence of improvement in pos­
itive symptoms. 

Benzodiazepines - mixed result in small studies, possible 
benefits but dangers of addiction. 

Buspirone - benefits in depressed mood, anxiety, flashbacks 
and insomnia in tvrn very small studies. 

Clonidine and propranalol - benefits in positive symptoms, and 
particularly clonidine in combination with a tricyclic antide­
pressant (symptom relief in 63%, Kinzie and Leung, 1989). 

Neuroleptics - low doses in those with ego fragmentation, 
poor impulse control, flashbacks associated with auditory 
hallucinations and impaired reality testing can give benefits, 
but research is very limited. 

The use of these medications needs to be modified by ethnic 
differences in metabolism, nutritional status, age, smoking, 
and concomitant medications. Some authors have commented 
that medication does not interfere with psychotherapy for 
PTSD, and that would also be true for torture survivors. 
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11. PHYSICAL THERAPIES 

The majority of survivors of torture have physical complaints 
related to the musculo-skeletal system such as joint, back, 
and muscle pain. Others could have a neural component of 
pain, as direct or indirect pressure on a nerve root and 
nervescan produce oedema and inflammation. Physiother­
apists can help patients with chronic pain, influencing pain 
tolerance and the perception of pain (Skjaerbaek, 1995), cor­
recting locomotor dysfunctions, and regaining body aware­
ness, which often has been lost during imprisonment and 
torture (Prip and Tived (a), 1995). Physiotherapy for torture 
survivors is no different from the physiotherapy for other 
patients. Physiotherapists and other soma therapists, with 
some precautions, using sensitive physical techniques can 
relieve the legacies of severe pain, improve physical fitness, 
gain better posture and body balance (Prip and Tived (b), 
1995), and relieve stress. The physical medium is especially 
effective for people who are unable to speak of their experi­
ence. Physiotherapy can form a vital link in rebuilding the 
personality of the survivor because trust can be fostered in 
the context of physical contact (Hough, 1992). The use of 
somatic therapies began at the RCT, and other services 
around the world have found them useful, whether in a 
centre or as part of a network of therapists, with agreement 
that there are dual benefits in terms of physical and psycho­
logical health. A non-verbal, manual stress-tension reduction 
therapy was given to four women survivors of torture with 
sexual abuse from the Philippines, who had difficulties in 
sexual and social relationships and non-specific complaints 
such as headache, dizziness, irritability, aggressiveness towards 
their children, etc. (Larsen and Pagaduan-Lopez, 1987). 
There were four individual sessions followed by a group 
training session, with significant improvement, if not com­
plete relief, in most of their prior complaints, including at the 
12-weeks follow-up. 

12. MODELS OF REHABILITATION 
SERVICES 

The descriptions of rehabilitation services have traditionally 
been divided into two groups. Rehabilitation services in 
countries where torture is, or was, practised (home country 
services) and rehabilitation services in countries of resettle­
ment (host country services) (Chester, 1990; Willigen, 1992; 
Cunningham and Silove, 1993; Jaranson, 1995 and 1998). 

12.1. Rehabilitation services in countries where 
torture is, or was, practised 
Developing rehabilitation services in countries where torture 
is practised has been difficult and has often required the 
umbrella of a powerful organization, such as a religious or 
other local organization that can provide the physical infra­
structure and support. The staff of these programmes can be 
at risk because they are providing care to members of the 
opposition to the repressive government. They look for inter­
national connections, now much easier due to global com­
munications, as a way to get exposure and protection for 
their work and staff. Some of the better known rehabilitation 
programmes have been in Chile, Uruguay, Argentina, the 
Philippines, El Salvador, Guatemala, and South Africa. 

Cross-cultural psychological issues are not only a problem 
in countries of resettlement, as the majority thinks, but also 
in countries of origin. Most of countries in the Third World 
are not homogenous culturally. They are divided along ethnic 
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and economic lines. Each of those groups have different eco­
nomic and educational levels, different patterns of consump­
tion and values and these constitute subcultures within 
the country. Examples are the Maya Indians in Guatemala, 
the Incas, Ayamaras, Collas, Indians of Peru, several Indian 
groups in Ecuador and Mexico that speak different lan­
guages other than Spanish. These groups are the poorest on 
the social scale, they have different cultures and a 400-year 
history of repression by the dominant classes of European 
origin. 

The needs of the victims of organized violence are mul­
tiple, and if there has been internal migration, there may also 
be resettlement issues. These institutions offer a multidisci­
plinary approach with medical and psychological services, 
social support, and legal help. The survivors undergo a med­
ical, psychological, and social evaluation whenever possible. 
Care is provided by physicians, psychiatrists, psychologists, 
social workers (or their equivalent) and lawyers. Most started 
with volunteers or people working for minimal reimburse­
ment. An important part of their task is to work in a closely 
integrated manner with the family of the survivors, detainees 
and disappeared people, as well as the target community 
under repression. 

The survivors are the citizens of the country, or occasion­
ally from other countries (e.g. Guatemalans in Mexico). Some 
institutions are close to certain political or ethnic groups and 
the survivors seen are mostly from that group. One of biggest 
problems has been access to care. Many of the survivors are 
in rural areas and areas of active military operations, whereas 
most of the programmes are localized in the capital of the 
country or other urban areas (Lopez, 1990). 

Advocacy is an important part of their work. Because tor­
ture is a political method of repression designed to obtain 
social control of the population, they fight against the repres­
sive government in favour of democratic changes and respect 
for human rights as a part of primary prevention. The advo­
cacy work is usually as open as the political space permits. 
Frequently the staff is the target of repression, and there are 
several examples of arbitrary detention, torture, and killing in 
different countries. 

Financial support is minimal and is generally obtained 
from local churches, international religious organizations 
such as the World Council of Churches, European founda­
tions, the European Union, and the UN Voluntary Fund for 
Victims of Torture. The governments do not support these 
services during the period of repression. During periods of 
change from repression to transition or democracy, the inter­
national funds may begin to dry up and the organizations 
may need to change. Some have dissolved or reduced the 
scope of their work. Others have changed their main objec­
tiYe to resettlement of exiles. Others have been able to obtain 
funds from the new democratic government, or, as in the 
case of the PRAIS programme in Chile, to integrate their 
work into the health care system of the country (Lira, 1998). 

12.2. Rehabilitation services in countries of refuge 
or resettlement 
The services in countries of resettlement have usually adopted 
a multidisciplinary approach to fulfil the multiple needs 
of the survivor population (Bojholm and Vesti, 1992). The 
professional staffing may include physicians, psychiatrists, 
psychologists, social workers, occupational therapists, nurses, 
and physiotherapists. Some services employ bicultural work­
ers and interpreters with differing levels of training. Some 
programmes are more oriented to mental health assistance 
only. 
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The survivors requesting help may belong to different re­
gions and countries of the world, for example the STARTTS 
organization in Sydney, Australia, h<ts had 654 referrals from 
60 countries of origin and 34 language groups in a recent 18-
month period, a very heterogeneous population. The pattern 
of clients differs between host countries and over time, be­
cause the migrants have a preference for certain countries 
and because the areas of conflict in the world change over 
time. Most of the programmes accept torture survivors inde­
pendently of their legal status in the country, others, such as 
the RCT, accept only legal residents. Some programmes 
accept only torture survivors and others accept all victims of 
organized violence. Sometimes there are separate organiza­
tions to assist asylum seekers. 

If the torture survivors are illegal, the most important 
psycho-social intervention is to obtain political asylum. This 
requires legal assistance, a medical and a psychological evalu­
ation, and the preparation of medical and psychological af­
fidavits for the immigration hearing or immigration court, 
depending on the legislation of the country. If the proportion 
of illegal torture survivors is high, as happens in the USA, the 
programme can be overwhelmed with the flood of demands 
to act as expert witness, squeezing the resources for psy­
chotherapy. The need for practical resettlement assistance 
(income, work, recognition of qualifications, housing, learn­
ing the language, educatioff, etc.) can also squeeze the re­
sources for psychotherapy. 

These programmes are funded by a range of sources. Most 
are non-government organizations dependent on local dona­
tions, international goverffffient aid funds, private founda­
tions, the UN Voluntary Fund for Victims of Torture, and the 
European Union. The government provides most of the 
finance for the programmes in Australia, Denmark, Norway, 
the Netherlands, and Sweden. The scarcity of funding and 
the difficulty in obtaining a regular, continuous flow of 
money absorbs a significant amount of professional staff time 
just in writing grant applications or in fundraising activities. 

13. MODELS OF SERVICE STRUCTURE 

13.1. Integrated centre based 
Rehabilitation centres appeared initially in Europe in the 
early 1970's when a significant number of torture survivors 
arrived, especially from Chile, Argentina, Uruguay, etc., and 
there were no mental health services available to them. The 
centres were created to fulfil their needs, but all the potential 
problems of small organizations have also occurred (Wester­
meyer and Lam, 1989). The idea of a specialist centre was 
based on the idea that an environment should be created 
where the survivors could feel relaxed and safe. "There is 
both a therapeutic and a symbolic significance in the ex­
istence of a specific centre created solely for the purpose of 
treating torture victims." (Chester, 1990). A centre was also 
seen as a way of developing expertise through specialization 
and because it was clear that mainstream services usually did 
not recognize the effects of torture or know how to treat sur­
vivors. Not all ce,ntres have been established as isolated 
islands of care, some being seen as the core for training and 
support of a network of services and community develop­
ment activities, actively linked to mainstream health services 
and stakeholders. 

Advantages of the integrated centre 
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Most of the big centres have been able to raise money 
for the treatment of the survivors as well as for growth 

through better infrastructure, including public relations 
expertise. 
The centres are able to act as clearing houses for infor­
mation regarding torture, and have been better able to 
increase awareness of the problem locally, nationally, and 
internationally. 
:\lost of the centres have been able to offer mental health 
services, basic medical care, and partial social assessment 
and assistance in a period when these services where 
unavailable or not appropriate. 

• Centres are better able to employ and support bicultural 
workers. 
Centres can generate the volume of clients needed for 
sub-grouping to deal efficiently with the wide range of 
needs of diverse populations. 
Centres allow for ease of communication between profes­
sionals, for training and supervision of staff and students. 
Centres make research easier to accomplish. 
Centres can better support coordinated community de­
velopment activities and structured feedback from con­
sumer communities. 
Centres can be a better base for the development of ex­
pertise and coordination of training for mainstream health 
workers, welfare agencies, government immigration of­
ficials, etc. 
Centres can also be the base for a network of volunteers 
and provide immediate advice, support, and supervision 
for mainstream health and welfare staff seeing survivors. 
Centres allow division of labour and the recruitment of 
specialist expertise and support staff. 

Disadvantages of rhe integrated centre 
Centres may be institutions created independent from 
the mainstream health services and then lack the re­
sources to pro\·ide, or the ability to access, full medical 
care for survi\·ors who need inpatient, expensive or spe­
cialized medical care. 
Some centres ha\·e been created for political reasons, 
unrelated to the local needs, such as centres opened in 
areas of low density of torture survivors. 
Centres may duplicai:e services already available in the 
community (e.g. legal senices, language classes, etc.). 
The financial O\"erheads of a stand-alone centre may be 
proportionally higher i:hai: i:he oilier structural approaches 
for torture services. 
Centres may become isolated intellectually and manage­
rially from mainstream de\"elopments in general mental 
heali:h and specific torture services, or dominated by one 
or two people and biased in particular ways that do not 
optimally meet sun-i\·or needs. 
Centres can end up serving i:he interests of staff rather 
than consumers. 

13.2. Networks 
If the resources available for treatment of torture victims are 
scarce or non-existent, i:he only alternative is to use volun­
teers and to utilize i:heir physical resources (offices, tele­
phones, etc.) to provide services. Networking is an approach 
that could also use paid staff attached to public or private 
facilities and distributed geographically, but without a cen­
tral support function it would be hard to provide training, 
support, and continuity. Networks often depend on the abil­
ity to overtly or covertly divert the resources of a public or 
private health facility. Networking with volunteers can ope­
rate in low volume situations, but it would be very difficult in 
high volume situations, as volunteers would burn out. The 
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charitable nature of the operation may affect perceptions of 
entitlement to care. The inherent limited availability of the 
therapist may affect disclosure due to anxiety about support 
between appointments. 

Advantages of the network approach 
Operate with a very.low budget or with none at all. 
All or the majority of the professionals are volunteers or 
low paid. 
Can be located in pre-existing institutions and use their 
infrastructure and services. 
There is no need to spend a lot of time on fundraising and 
proposal writing activities. 
Professions highly committed to human rights, as they are 
not motivated by money. 

Disadvantages of the network approach 
Volunteers donate only a few hours a week or a month 
and so may not provide continuity, develop expertise, or 
participate in quality activities. 
You need a big pool of volunteers to have enough ap­
pointment hours to cover the demand for services. 
The frequency, regularity, and continuity of sessions re­
quired for effective psychological therapies may be dif­
ficult to arrange. 
The growth of the organization is limited by the capacity 
of the group to recruit, train, and retain voiunteers. 
Networking and community development are more dif­
ficult, or impossible, with only volunteer personnel. 
The range of services available depends on the range of 
volunteers. 
The turnover of volunteers could be high and the training 
programme a permanent effort. 
Volunteer work is not an alternative in countries without 
a tradition of volunteer work. 
Volunteers may have personality and practice problems 
that are not controllable in a loose network. 
The wealthy volunteers can dominate the attendances at 
conferences, etc. 
Policies are harder to develop and implement consistently. 
Evaluation and research are almost impossible. 

13.3. Mainstreamed contracts 
This is an extension of a centre structure, as repeated train­
ing of mainstream health staff across the state did not lead to 
the taking up of cases, just to more referrals to the centre 
(STARTTS, Sydney). It was decided that no more training 
would be provided unless there was a service agreement in 
place that required the staff receiving training to take up a 
minimum number of cases under supervision. The process 
has also forced the chief executive officers and clinical man­
agers of health services to be better educated about the needs 
of refugees and torture survivors and to help them feel that 
they are getting some benefits from th:e centre. The process 
has also helped to ensure that health-funded support, such as 
health interpreters and interview space for visiting centre 
staff, are available. 

13.4. Community development 
Community development is an activity to empower the par­
ticular community to address the internal and external needs 
of the individual, groups, and agencies that co-exit within it 
(Aristotle, 1990). An organized community can bring real 
and concrete improvements in peoples lives, give people a 
sense of their own power, and alter the relations of power if 
necessary, by creating a constituency and becoming involved 
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in local politics. The STARTTS programme in Australia 
created a specialist staff position for community develop­
ment"[ .. . ] to promote dialogue with each community about 
the provision of the services and its implications for their 
community". "The success of community development pro­
grammes depends on effective networking with ethnic or­
ganizations" (Cunningham and Silove, 1993). Some com­
munities that have arrived in Australia as refugees have had 
to develop local networks and structures from scratch, which 
has been difficult for people from fragmented societies, such 
as Afghanistan. Centres in countries with an active annual 
intake of refugees and limited resources must always be ad­
justing their work to accommodate new ethnic groups, and 
one way to do this is to reduce the relative level of work in 
mature communities. Community development work can be 
just as relevant for countries where torture is, or has been, 
practised, depending on the circumstances. The programme 
is shaped by the needs, culture, and affiliations of the affected 
group. The difference is the type of organization. In countries 
under repressive governments or in transition, the torture 
rehabilitation institutions need to network with local reli­
gious, professional or educational institutions (universities), 
as well as political parties that have given them not only tech­
nical support, but some protection from the government, 
depending of the situation of the country. Torture rehabilita­
tion institutions also need to network with organizations 
of ex-political prisoners, survivors of torture, families of de­
tained and of-the "disappeared" (such as the "Mothers of 
Plaza de Mayo" in Argentina) if these networks are active. If 
such networks do not exist locally, the torture rehabilitation 
institutions need to help them to organize. 

Most of the survivors are strong and politically motivated, 
with the wish to overcome their symptoms in order to func­
tion in society, and they are able to identify their needs and 
priorities and to offer input in the development and imple­
mentation of the programmes. The programmes should 
respect the survivors' priorities, while trying to keep limited 
funding for activities that others will not or cannot provide. 

Important aspects of a policy of community development 
for torture survivors: 

The services offered should be culturally sensitive and re­
levant, and community development allows for structured 
collective feedback that opens for frankness without offence 
and for communication to communities about centre 
problems and difficulties for their understanding and 
political support. 
As community support organizations develop, referrals 
can be made back to them and duplication avoided, with 
reinvestment of centre resources in new cases from that 
community or emerging communities. 
The therapeutic process should be aimed at avoiding 
dependency and at empowering the survivor and the fam­
ily as consumers and citizens in their new home. 
Community development can include the setting up of 
self-help groups based on "job clubs'', vegetable-growing 
cooperatives, arts and crafts groups, etc. 
Community development is also about helping health, 
welfare, and government agencies to change their policies 
to accommodate sensitively the needs of survivors. 
To share the load of need, other organizations or pro­
grammes can be created through coordinated networking 
with supportive groups. For example, a separate asylum 
seekers group to provide expert reports or the Early Inter­
vention and Case Management Service in Australia to · 

assess all new refugee arrivals, to triage them, and to link 
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them to appropriate physical and mental health, welfare, 
and resettlement resource agencies, with case manage­
ment to see that they get the services required. The cre­
ation of such services frees up staff for core torture sur­
vivor work. 

13.5. Self-help groups 
The majority of torture survivors have limited, or no, access 
to mental health care. They get support from the family, 
extended family, and friends . Several efforts have been made 
to train members of the community to help victims of torture 
and repression, for example in Hong Kong and the Philip­
pines (Loughry, 1990) and in Guatemala and El Salvador 
(Beristain and Riera, 1992). In these two programmes some 
members of the community are trained to conduct small 
group discussions in their community, oriented to recogniz­
ing signs of torture and trauma, sharing traumatic experi­
ences, and supporting survivors in helpful activities. The 
most important messages to help torture survivors are tliat 
they are not alone, that their reactions to torture are not their 
fault, that their ongoing symptoms are a normal response to 
severe trauma, and that they can find new meaning in their 
lives. 

Advantages of self-help groups 
Done by members of the community. 
Communicate without the problem of language or cul­
tural barriers. 
They can screen and refer members of the community 
who need professional individual or group therapy. 

Disadvantages of self-help groups 
These members of the community have limited capacity 
for diagnosis and psychotherapy. 
They need supervision. 

14. COST-EFFECTIVENESS 

We could find no papers or private reports on cost-effective­
ness. Even if we had the time to collect the cost information 
from all the services now operating, it would be impossible to 
compare effectiveness without massive research activities. 
One of the authors took part in the organization of the largest 
study of the costs and outcomes of mental health services in 
the world, sampling a quarter of Australia's psychiatric activ­
ity over three months in 1997 . The study was only able to 
explain a small proportion of the variance in cost and the 
best outcome instruments available were of little help. The 
field of torture treatment has so many variables that it would 
not be worth the effort to try to design the tools to make in­
ternationally valid comparisons. In such a situation, a better 
approach is to ration whatever fixed amount is available to 
the best effect, based on clinicians' and consumers' com­
bined judgements. 

The number of survivors of organized violence in the 
world adds up to millions, independent of the method used 
to calculate them. The majority of survivors of organized vio­
lence live in the Third World where locally funded treatment 
resources are minimal or non-existent. The full rehabilitation 
of all these survivors with any of the current approaches is a 
utopian ideal. We can think about trying to provide first aid 
to all those who seek help through "barefoot doctor" ap­
proaches. These could provide psycho-educational support 
(cognitive therapy, relaxation therapy, and problem-solving), 
but to provide exposure therapy to many, as suggested by 
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Basoglu (1998), would still be very difficult. Thus we could 
spread resources very thinly, providing only information to 
most, but not be very effective in providing the theraries \\;th 
the most scientific support for symptom reduction (beha\;our 
therapy, cognitive therapy, and medication). 

As spelt out above in the section on psychotherapies, there 
are differences in the length of treatments from the RCT 
insight therapy, taking from 20 to 80 sessions, to the behav­
iour therapy, taking 10-20 sessions. Howe\·er, it is acknowl­
edged by Basoglu that cognith·e therapy would have to be 
added to the behaviour therapy, which took seven sessions in 
the case study he published (Basoglu, 1998), so the total is 
probably closer to 20 sessions minimum when you add as­
sessment time . 

One important factor is that not all survivors seek treat­
ment. Higher levels of resilience in some survivors means 
that they do not develop severe symptoms or need specific 
therapy. Torture has less effect on people with forewarning 
of torture, a clear understanding of the conflict and their 
willing place in it, and cultural beliefs such as the Buddhist 
belief in karma (Holtz, 1998) . Others may not come forward 
for treatment even if it is available, for cultural, personal or 
other reasons (Skinner, 1997). In Iranian survivors in Ger­
many, only those with higher PTSD symptoms of intrusive 
thoughts and increased arousal, and with a poorer knowledge 
of German, indicating a less successful adaptation to the new 
environment, sought treatment (Priebe and Esmaili, 1997). 
The general PTSD literature also indicates that only a 
minority of war veterans with PTSD accepts therapy. Some 
survivors may not be ready psychologically to deal with 
exploration or exposure therapies until they are more settled 
with other therapies, such as medication and a strong 
development of trust, which can take time (Shale\· et al. , 
1996). Others will survive for a while withour help and 
then deteriorate quickly due to new stress or comorbidiry 
and even become emergency cases due to suicide risk or psy­
chosis. 

Many survivors find that the educational and cogniti\·e 
therapy is the most important for them, and this can be 
given at lower cost. 

Most services operate on a fixed income rather than fee for 
service or capitation basis, so a service has to try to stretch its 
resources to cover as many needs as possible, and this means 
making compromise decisions. In the absence of clear re­
search results to determine the shape of interventions, we 
have to use the second best method, which is to gather 
the knowledge, opinions, and perspectives of as many stake­
holders as possible, an.d this needs to be built into the design 
of the service organization and practices. This is really the 
best protection for funding bodies, and it builds in the devel­
opment goals of participation and a practical use of small­
scale democracy. 

Rationing of service provision occurs in public mental 
health services, and it is usually based on the following hier­
archy, which may only approximate best practice: 

Everyone, self-presenting or referred, needs an assessment, 
but we do not search for them (services are generally pub­
licized, so people know where to go if they want a service) . 

Those who require the specialized care of the mental health 
service are given the lowest level of assistance consistent with 
safety, basic effectiveness, and political necessity. 

The others are referred elsewhere or sent home with the one 
therapeutic assessment interview. 

TORTURE Supplementum No. I , 2001 



Those taken into care are monitored and only given higher 
levels of care if they are not responding. Quality is still impor­
tant in an ongoing search for more cost-effective methods to 
achieve goals and policies mutually agreed with our con­
sumers and carers, who are involved in consultative processes. 
Part of the process is an internal managed care approach that 
tries to ensure that resource-use matches need, that staff are 
supervised in a positive way, and ~at cases are closed in a 
timely fashion. 

14.1. Cost of not providing care 
The cost to society of not providing therapy for torture sur­
vivors is not insignificant. Some survivors are unable to work 
because of their untreated physical and/or mental injuries. 
Others cannot work at their previous level of functioning. 
There may be high costs to the general medical services, if, 
as happened in one case in Sydney, a person having panic 
attacks due to torture calls an ambulance weekly to go to 
hospital. He imagined he was having a heart attack, resulting .. 
in repeated tests and wasted medical time, while the main­
stream medical staff did not know what to do with him and 
did not recognize the cause of his anxiety. The cost of lost 
productivity and utilization of services was probably around 
USD 700 per week. We have mentioned the high levels of 
somatization that can lead survivors to visit doctors fre­
quently and can lead to the prescription of ineffective med­
ications, again usually without recognition of the cause, and 
how quickly some of these conditions can resolve with appro­
priate treatment. There is evidence of higher levels of phys­
ical illness in the survivors of trauma resulting in the PTSD 
syndrome, and treatment may reduce this increased mor­
bidity. Then there is the more subtle cost of the loss Of energy, 
creativity, and leadership due to apathy caused by torture. 
It is not currently possible to estimate the economic and 
social cost of the damage, or the savings to be made from 
interventions for survivors. 

14.2. Outcome measures 
It has been stated in some service agreements for funding 
that services should have outcome measures along the lines 
of" I 00 fully rehabilitated" or "I 00 fully functional" or "I 00 
people seen". These are simplistic and almost meaningless. 
How do you measure "fully rehabilitated" or "fully functional"? 
How do you know that any of the I 00 people seen have im­
proved? There is confusion between utilization and indi­
vidual benefit. 

This is a difficult area in mental health as well as torture 
services, and without going into great detail, after many years 
of international work, there is still no effective way to objec­
tively measure functional improvement in any really mean­
ingful way. 

The development of international tools to document the ef­
fect of treatment and to compare different treatment models 
is not a simple task. There are many factors to be controlled 
in any quality research, and without good methodology the 
results are useless. Developing any measurement instrument 
takes years in one culture, let alone across cultures, with time 
needed to devise the instrument and then test for applicabil­
ity, acceptability, practicality, validity, reliability, and sensitiv­
ity to change. There are structured questionnaires for mea­
surement of positive symptoms of PTSD and psychiatric dis­
orders such as major depression, obsessive compulsive disor­
der, psychosis, etc., but the most important issue to con­
sumers and their families is social functioning, which is not 
easily measured. 

The best minds in psychiatry have been trying to develop 
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outcome and qua:ity measures and have had great difficulty 
finding the ideal measures. This was also found in two pieces 
of research commissioned by the Australian Government to 
look for measures that could be used for measurement of 
outcomes and for decision-making on the use of resources. 
One was a literature re\·iew and critical analysis of the mea­
sures, their reliability and validity (Andrews et al., 1994). The 
other was a study to field test the instruments identified 
as technically the best in the first study and involved con­
sumers, carers, and service providers across the three settings 
of general practice, private psychiatry, and public psychiatrY 
(Stedman et al., 1997) . This study found that the n:eas ·~~ 

differed across the settings, that change in measures .::0t.:.:.: 
not be attributed to any single factor, including the interver::­
tion, and that both consumers and providers suggested t.1:.a: 
people may respond in a biased manner should resource or 
service delivery implication be attendant upon the results. 
The selection of the measure is not the only issue, the processes 
of outcome assessment need a lot of attention. Training is a 
major issue. There are resource implications in implement­
ing measurement systems for the routine assessment of 
outcomes. There is some confusion between the issues of 
consumer outcomes and the quality of service provision in 
questionnaires. There was poor convergence between con­
sumers' and service providers' assessments. 

Geoff Shepherd, Professor of Rehabilitation Research in 
London and recently appointed the joint Chief Executive 
Officer of a riew UK government body to assess service pro­
vision standards and outcomes in mental health, recently 
stated that outcome measures and standards are not going to 
be enough to provide the information sought. We will need to 
pay more attention to process issues and consumers views. 
He believes that a lot more research is necessary for main­
stream mental health, which deals with the same types of 
needs as those of torture survivors. · 

Many services have concluded that the achievement of 
goals agreed between client (usually including some involve­
ment from the client's family) and therapist is the best mea­
sure, and built into this is a time for review and consideration 
of service completion. Outcome measuring really boils down 
to the global assessments by the service system (manage­
ment, supervisor, individual therapist) and the consumer sys­
tem (client, family, and cultural group). All these sources of 
outcome feedback are important and need to be built into 
the service design for proper checks and balances to exist. It 
is when these things are in place that utilization and quality 
indicator data become more useful as management tools in a 
specific context. 

There is a desire by all funding bodies for indicators of 
individual improvement, service quality, and utilization ef­
ficiency. As imperfect as they are, the indicators that can be 
used are symptom reduction, improvements in functionality, 
achievement of negotiated goals and consumer satisfaction, 
and measures of activity. 

Symptom reduction is probably the simplest to measure, 
using the instruments previously discussed under diagnosis, 
though better scoring of severity would be of help in detect­
ing change over time. However, consumers often rate im­
provements in symptoms as less important to them than other 
outcomes, such as getting paid work. 

Improvement in functionality is possible to measure, but 
with greater difficulty by questionnaire and across cultures. 
As the consumer needs to be an active participant in decid­
ing what would be an improvement in function for him or 
her, the idea of the achievement of goals negotiated between 
the consumer and therapist has arisen. These goals can be 
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recorded in the care plan and given estimated times for 
achievement, with periodic reviews on progress by them and 
monitored by the therapist's supervisor, who can put the 
number of goals achieved ihto statistical reports. Some audit­
ing may be required to prevent gaming. Individual therapist 
effectiveness can be reviewed in this process. 

Consumer satisfaction can be measured by questionnaires, 
but the results can be biased. It has been noted that con­
sumers of mental health services tend to say what their thera­
pists want to hear, unless they are quite sure the results are 
not identifiable. Consumer satisfaction measurement should 
involve the wider system of family and community. Feedback 
meetings can be held and results recorded, and the process 
of holding feedback meetings can be as useful as the overt 
outcome, as it creates a psychological framework of thera­
pists being there to meet community needs rather than their 
own interests. Silove et al. (1997) examined the levels of satis­
faction with mainstream mental health services and special­
ized mental health services for refugees among 86 Vietna­
mese psychiatric patients and 56 of their relatives. They ~on­
cluded that specialized mental health services for refugees 
may be more acceptable to refugee populations than their 
mainstream counterparts, perhaps because better communi­
cation with patients and their families is possible in the spe­
cialize.d services. Patients and families who are in a position 
to evaluate ~ervices fully are more likely to be critical of treat­
ments offered. 

Other process indicators can be the achievement of stan­
dards (such as those used for accreditation of mental health 
services in various countries) and the formal planning and 
carrying out of quality improvement activities (e.g. reviewing 
policies and .procedures with consumer involvement, review­
ing processes for efficacy and efficiency, the development of 
critical clinical pathways for care, etc.). Formal case review 
meetings, peer review activities (e.g. file audits, medication 
practices, etc.), risk management reviews for high-risk con­
sumers (self harm, violence to others), and ensuring personal 
supervision for all clinical staff can really add to quality. A 
good database recording occasions of service, including such 
factors as where, when, with whom, time, travel time, service 
type, etc., can be useful in measuring trends, group and in­
dividual therapist activity, and the allocation of resources to 
individual consumers or groups of consumers. 

The area of outcome indicators requires a lot more work, 
and it would be worthwhile to pull together a group of ex­
perienced managers and academics to recommend a set of 
standards and outcome indicators that could be used inter­
nationally, with flexible amendment for a particular country 
situation. Included in this would be consideration of the data 
that should be routinely collected for both evaluation and 
utilization review. Advice should be requested on available 
software that is already tested to be bug-free and which can be 
easily supported in the .range of settings. If there is nothing 
suitable available, then a consortium could be coordinated to 

commission software development. 

15. RECOMMENDATIONS OK 
SERVICE DESIGN 

The way that a torture service is set up and its connections 
with society are as important as the actual services provided. 
Unless there is good governance with participation involving 
the stakeholders and with clear feedback mechanisms for 
all its individual and organizational consumers, a service is 
always in danger of poor performance. \X'ith rationed re-
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sources, no effective objective output measures, and con­
troversy about the application of treatment methods in 
particular cultures, compromises will always have to occur. 
Participation is essential if these compromises are to be area­
sonable balance between provider and consumer interests. 

If a new service is to be established and external funding 
requested, then there is a need to ensure that the initial plan­
ning committee is as fully representative of the stakeholders 
as possible. It is wise that this committee be set up on the 
basis that it is temporary until a board is appointed accord­
ing to a constitution, drawn up to allow for the proper long­
term governance of the organization. Prevention is better 
than cure in good governance as well as torture. There 
should always be a strong board to control the excesses of 
any paid staff. But the board should also be set up in a way 
to avoid political infighting, diversion from the task or con­
flicting directions to staff. Boards are there to approve the 
budget and policies, to suggest opportunities for develop­
ment and warn of environmental problems, to hire and fire 
the director and oth·er senior staff, and to monitor quality, 
productivity and financial prudence. The director needs a 
clear line of authority. 

As an example, STARTTS 11·as set up with nominated 
board members from various organizations (Al, Red Cross, 
Ethnic Affairs Commission, Refugee Council. Ethnic Com­
munities Council, Area Health Sen·ice) . plus four commu­
nity representatives selected by a ru":1 iiciy adn:rtised recruit­
ment process with selection criten" ;o a1·oid partisan ethnic 
representation and two senior clinic iEr".5 including a profes­
sor of psychiatry). As the service is sta<-: go\·emment-funded, 
these allies were chosen to act as check on i'."le gowrnment by 
having a board that has power through ;, , , o:;n ections. Even 
though the Minister for Health forma ii :: 2 ~ ;:-ro1·es those posi­
tions not nominated by organizations. 1'e cc •<.!k not control 
the board if he attempted to impleme:"l t ::--aj ;:-oi ;c ies or tried 
to cut funding. The board also has rI'.e ~c :-, r; ecuons to bring 
useful external information into the org ~ :-.! z;;tio n and for 
the coordination of efforts in influencing ci e~: ~;or: -;naking in 
government and elsewhere. 

When planning the structure of ST\RTTS. n: u ~f: thought 
was gi1·en to whether it should be a nor..-gc.-:e:r-_::-; e:-it organi­
zation or attached to mainstream public i: ::" .~ <;:n·1ces . In 
the end it was decided that it was better tet ·=-= ;- ; r: C'i the 
mainstream, to ensure that the governme r:: ·.'.--" _: .:-.mined 
and to gi1·e leverage in forcing mainstrea:n '' :::-·.·: ; e' H' be­
come partners and to provide decentralize..i ·<;::-.-: _::e•_ ~~ c :her 
states of . .\ustralia the services are non-gm·er:1rr.:::-.: :'?-2:-. iza­
tions. There have been no problems 11·ith -.·_;;-.-_. > _•: :-.g a 
government-connected service because oi ~-: = ::-'-: .! :: o :· u'-i e 
board and the more benign view towards U-.e •:;:~ f . e:n­
ments (no secret intelligence service im·oh·err.;::: : .:-. :e; :::s­
sion around the world). The offices used are '~ -'- ; -=-;- ':­
built building on a campus with a collectio r: o:· ~ ( ::-_-:-__ :-,: ~--

based health services or in commercial, lease..i . _____ ";- "- " 
Satellite services are in mainstream health fa u i:: :::' 

In countries with past or current repress ion . L'".:: :' <="' o: 
trust, confidentiality of information, and sa i·= t:· ~. : :.: :o ":-e 
weiglJ.ed against the advantages over time of !.:-.1''. ·~==--~~-g ;J1e 
mainstream services to be trained and to pre .·: .: : .:'. :~:::nral­

ized services, and in ensuring sustainability o:· :· :: .: -~-~ . ,1-hich 
really should eventually come from the n .:. ;:: ::z. ·::-udget. 
Thus, even though it is not attainable at fir -.; . c:-.: rt ~-o uld be 
a long-term strategy to progressively achie\·e ic ~_,_ : ;·i..:r:-.; mg by 
annual environmental reviews with adjust.c-n ;:ni'S w ~onnec­
tions, partnerships, and alliances, because if !c is '°' acti1·ely 
kept in mind, inertia will tend to maintain me s;::;t··, quo. 
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Whatever the political situation or culture, the same prin­
ciples can still be applied, though the composition of the con­
nections made will vary to suit the local ecology. 

Having got the planning committee in place, it is then use­
ful to go through the process, recommended by many man­
agement schools, of developing the "mission, values, goals, 
and strategies". It is worthwhile having a check-list of issues 
to be addressed and decisions made, which could include the 
·c llowing. It is useful to identify a hierarchy of problems in 
0rder to de\·elop an overall strategy. 

15.1. :'.'i'eeds and strategy analysis 
Assessment of the organized violence situation (problem 
analysis) that includes the magnitude of the problem 
(prevalence), description of the major characteristics of 
the possible target groups, if available, including age, sex, 
geographical distribution, and proportion of minority 
groups in this target group. 
:\ssessment of the types of interventions that are cultu-
rally acceptable . ' 
. .\ssessment of the professional resources available to im­
plement interventions, including people who could be 
trained . 
. .\ssessment of how torture survivors could be reached, 
including connections with specialist organizations re­
lated to victims of organized violence . 
Assessment of barriers that need to be overcome in 
achieving the goals. 
Assessment of short-term and long-term funding sources 
and possible funding levels. 
Assessment of likely demand and realistic throughput 
and outcome targets. 

15.2. Style issues 
Should the service operate on a network, a centre or a 
hybrid structure, or should it be integrated into a main­
stream health or rehabilitation service? 
Shoul.d the organization be a separate non-government 
organization, part of a larger existing institution that can 
provide infrastructure and protection, or associated with 
mainstream health services, etc.? 
Should the target group be limited to torture survivors 
and their families, or wider in scope? 
How should resources be divided between direct inter­
ventions and other possible areas of activity, such as train­
ing, public relations, prevention, etc.? 
Should techniques such as annual business ,Plans be 
used? 

15.3. Partnerships 
What organizations should the services be linked to in 
partnership for providing interventions? For example, 
university, mental health service, community health ser­
vice, hospital, similar NGOs, welfare agency, etc. 
What professional training organizations should the ser­
vice be linked with, and what students should be encour­
aged to participate as part of their course or as volun­
teers? 
What universities or research organizations should the 
service link with for evaluation and research activities? 

15.4. Business issues 
Should support services (e.g. purchasing, accountancy, 
personnel, payroll, etc.) be provided in-house or pur­
chased from another organization with the skills and 
systems to make it cheaper and more effective? 
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Should staff be employed as permanent staff or on time-li­
mited contracts to enable flexibility when demands change? 
Are there any ways that reasonable charges can be made 
for services provided, such as training? 
Are there any ways that clinical services can be paid for 
under local health insurance systems? 

15.5. Staff selection and management 
What are the desired characteristics and criteria for the 
recruitment of the senior staff? International experience 
suggests that while clinical experience is advantageous, 
no particular discipline is required, the most important 
characteristics relate to breadth of vision and leadership 
and administrative skills. The positions need to be set up 
to make positive use of personal motivations, with appro­
priate checks and balances. 
How will an open and fair recruitment process be or­
ganized to ensure that the best people for the positions 
are found and selected? 
How will performance measures be developed and peri­
odic appraisals be done? 
How will staff remuneration and conditions of service be 
developed and periodically reviewed? 
Will staff be encouraged to become organized, and will a 
staff representative be added to the board? 

15.6. Se~vices offered 
Whether There are large or small numbers of survivors, a 
logical service design is likely to do the following, based on a 
hierarchy of care and other activities, dependent on resources 
available : 

Organize widespread distribution of basic information 
about the recognition of and needs for interventions of 
survivors to relevant clinicians, community agencies, and 
distribution systems (including .an ongoing media cam­
paign, if possible). 
Train people, whether clinicians or community educators 
(including volunteers), to run psychosocial education 
groups and give them simple assessment tools to identify 
survivors that need a higher level assessment. 
Train clinicians to provide a comprehensive assessment. 
Train clinicians in the specific interventions chosen (e.g. 
psychodynamic therapy, behaviour therapy, cognitive ther­
apy, physical therapy, group therapies, support groups, 
self-help groups) . 
In parallel, undertake community development activities 
to assist the above . 
Implement prevention activities. 
Become involved in evaluation and research. 

16. THE CONTRIBUTION OF SURVIVOR 
SERVICES TO COUNTRY DEVELOPMENT 

Torture treatment contributes to the development of coun­
tries where torture has occurred or is still occurring, because 
a local programme gives messages that torture is occurring, 
or has occurred, that it is wrong, and that all people are 
valued and worthy of the invesunent in treatment. This can 
help people in the struggle for equal participation and de­
mocracy to know that, like the soldier in battle, they will 
receive help for their injuries and so diminish the repressive 
effects of torture on society. As mentioned above, there are 
high economic and development costs of not treating the sur­
vivors of organized violence. 
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There can be cross-fertilization between survivor services 
and the mainstream mental health services. This can be 
through teaching the mental health services about a more 
holistic approach to care in the community (including a com­
munity development approach) (McGorry, 1995), the recog­
nition of the results of severe trauma and techniques to man­
age it, which can be applied to any source of trauma. The 
mental health services can keep survivor services up-to-date 
on advances in the medical assessment and medical treat­
ment of the frequent comorbid disorders that can occur. In 
some societies the mental health services are almost non­
existent or primitive, and the survivor service can be an advo­
cate for improvements in mainstream mental health services. 

The Jakarta Declaration on Health Promotion into the 
2lst Century (WHO, 1997) states that: 

"Pre-requisfres for health are peace, shelter, education, social se­
curity, social relations, food, income, empowerment of women, a 
stable eco-system, sustainable resource use, social justice, respect for 
human rights and equity." 

Survivor services are clearly contributing to many of these 
factors in their societies. 

If donor governments used the "Rights Way to Develop­
ment" (The Human Rights Council of Australia, 1995; Als­
ton, 1995; Frankovits and Earle, 1998) approach discussed 
under prevention below, then they would be able to use the 
funding of survivor services to influence the achievement of 
these pre-requisites to health. 

17. PREVENTION OF TORTURE 

The programmes that care for survivors of organized vio­
lence cannot ignore the political, social, or cultural context in 
which the torture took place. The majority of countries in the 
world are practising torture systematically. Torture produces 
medical and psychological sequelae that affect the individual, 
the family, and the society. Because the rehabilitation pro­
grammes reach only a small minority of these survivors, and 
because prevention is always better than cure, strenuous ef­
fort should be directed to primary prevention orien:ted 
towards the eradication of torture. In 1983 Amnesty Inter­
national called on all governments to implement the follow­
ing 12-Point Programme for Prevention ofTorture (Amnesty 
International, 1983): 

1. Official condemnation of torture. 
2. Limits on incommunicado detention . 
3. No secret detention . 
4. Safeguards during interrogation and custody. 
5. Independent investigations of reports of torture. 
6. No use of statements. extracted under torture. 
7. Prohibition of torture in law. . 
8 . Prosecution of alleged torturers. 
9. Training procedures for officials involved in custody, 

interrogation, or treatment of prisoners. 
10. Compensation and rehabilitation. 
11. International response. 
12. Ratification of international instruments. 

The United Nations (United Nations, 1984), desiring to make 
more effective the struggle against torture throughout the 
world, approved the Convention against Torture and ·Other 
Cruel, I!lhuman or Degrading Treatment or Punishment in 
1984. 
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The convention is a multilateral, universal, human rights 
treaty, open to the ratification of all members of the UN. The 
articles 2 to 16 list the obligations of a state party to the con­
vention. The Convention begins many articles with the state­
ment: 

"Each State Party shall { .. ]". 

Arcicle 2.: Each State Party shall rake effective legislative, 
administrative, judicial or other measures to prevent acts of 
torture [ ... ].No exceptional circumstances [ ... ] may be in­
voked as a justification of torture.[ ... ] . 

Article 3.: No State Party shall expel, return (refouler) or ex­
tradite a person [ ... ] in danger of being subjected to torture. 
[ .. . ) . 

Article 4.: Each State Party shall ensure that all acts of torture 
are offences under its criminal law. [ ... ]. 

Article 10.: Each State Party shall ensure that education and 
information regarding the prohibition against torture are fully 
included in the training of law enforcement personnel, civil 
or military, medical personnel [ ... ] involved in the custody 
[ ... ] of any individual [ ... ]. [ ... ] 

Article 11:: Each State Party shall keep under systematic 
review inrnrrogation rules, [ ... ] for the custody and treatment 
of persons subjected to any form of arrest [ ... ]. [ ... ] 

Article 13.: Each State Party shall ensure that any individual 
who alleges he has been subjected to torture [ ... ] has [ ... ] his 
case promptly and impartially examined [ .. . ]. [ . .. ] . 

Article 14.: Each State Party shall ensure [ ... ] that the victim 
of an act of torture obtains redress [ ... ] including the means 
for as full rehabilitation as possible. [ ... ] 

Article 15. : Each State Party shall ensure that any statement 
which is established to have been made as a result of torture 
shall not be invoked as evidence in any proceedings [ ... ]. 

The Convention established a committee of ten experts 
called the "Committee against Torture" (CAT) that shall 
review the implementation of the Convention. The States 
Parties shall submit a report every four years on the measures 
they have taken to implement this Convention. CAT shall 
investigate, with the cooperation of the State, any allegation 
of torture systematically practised in the territory of a State 
Party to the Convention. The State Party may at any time 
declare if it recognizes the competence of the CAT. 

The United Nations had 180 Member States at June 30, 
1996. Only 90 countries (50%) had ratified the Convention 
and only 36 (20%) of them recognized the competence of 
CAT (United Nations, 1996). At 16 June 1997, the number 
of Member States which had ratified the convention had 
increased to 102 (56.6%) (UN, 1997), still a very low number. 

1 7 .1. Assessment of the problem 
The international human rights standards contained in the · 
Charter of the United Nations, the Covenant on C_ivil and 
Political Rights, the Covenant on Economic, Social and Cul­
tural Rights, the Convention against Torture, and in domestic 
legislation should be enough to promote harmonious rela­
tions between individuals, communities, and nations, and to 
avoid torture. The implementation of these measures by a 
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Member State of the UN should be a clear indication that 
the government is committed to the eradication of torture. 

The World Conference on Human Rights expressed grave 
concern about continuing human rights violations in all parts 
of the world, in disregard of standards contained in interna­
tional human rights instruments and international humani­
tarian law, and about the lack of sufficient and effective rem­
edies for the victims. The problem is not the absence of legis­
lation, but the lack of political will by governments to imple­
ment the law, and also the promotion of impunity for the tor­
turers. Repressive governments practise torture in spite of 
international law and world opinion, because there is still no 
international criminal court to prosecute those who promote 
or execute crimes against humanity. 

In democratic countries torture is practised as police bru­
tality, during criminal investigations of criminal suspects, and 
as punishment of prisoners, because of ineffective control of 
law enforcement officers and impunity for those who carry 
out torture (Welsh and Rayner, 1997). During war, torture is 
practised as an instrument of intimidation, terror, and con~· 
trol of the enemy population, as for example rape was used 
during the Balkan War. 

17 .2. Prevention activities by services 
The prevention activities of the organizations providing care 
for survivors are not well known. Few publications are re­
lated specifically to strategies and actions. The IRCT sent a 
survey on the subject of prevention to 50 network centres, 
and only 26 centres replied. When asked if prevention had 
been a matter of specific concern, 23 centres answered affir­
matively. In 12 centres the concern was theoretical, in 17 it 
was formally incorporated into their work, and in 8 it was re­
duced to isolated activities. Most of the prevention work is in 
the area of education and public awareness (Madariaga, 1997) . 

The promotion and protection of human rights is a matter 
of priority for the international community. There is a need 
for closer cooperation between national governments, inter­
national organizations, and non-government organizations in 
this work. 

Amnesty International, the UN Convention against Tor­
ture, and several other organizations and authors have given 
concrete examples of prevention that summarize their 
experience and philosophy (Amnesty International, 1983; 
United Nations, 1984; Harding, 1989; Sorensen and Vesti, 
1990; Mollica, 1992; Basoglu, 1993; Asociacion para la Pre­
vencion de la Tortura, 1995; Madariaga, 1996; Akukwe, 1997; 
Frankovits and Earle, 1998; IRCT, 1998). From a develop­
ment point of view, some of the actions have had a broader 
impact than others. The activities oriented to primary pre­
vention (eradication of torture) are more significant. 

17 .3. Primary prevention at the international level 
Governments that support the cessation and prevention of 
torture need to demonstrate to other· governments and their 
constituencies how important it is to them. There can be no 
more concrete way to express that commitment than to give 
precious resources for the treatment of torture survivors and 
related activities. However, this should not be done in isola­
tion, but as part of a negotiated aid package that uses the 
funding in a developmental way in discussion with the gov­
ernment concerned (The Human Rights Council of Austra­
lia, 1995; Alston, 1995; Frankovits and Earle, 1998). There 
should be explicit dialogue with the government of the recip­
ient country or state about torture issues, as set out in the rel­
evant conventions, making explicit the human rights aims of 
the programmes and projects. The process enables the recip-
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ient government to formulate its own objectives in human 
rights terms. 

The International Covenants and the Vienna Declaration 
call on governments to work for the realization of all rights 
through a process of cooperation. Cooperation based on the 
rights framework will mean a move away from a punitive 
conditionality approach to one of mutual interest. We are tak­
ing up the idea that there should be a system of negotiations 
between governments that will lead to contracts based on the 
human rights instruments and the realization of rights. The 
human rights framework provides a defence for governments 
against the arbitrary imposition of conditions, be they eco­
nomic or political. Donor governments, as well as recipient 
governments, are bound by law. 

This is not about placing negative obligations on govern­
ments. On the contrary, the UN Charter places an obligation 
on governments to provide international cooperation and 
assistance to support the realization of rights, and that means 
taking action here and now. The process can also be used to 
encourage the participation that is clearly called for in the 
Declaration on the Right to Development that was reaf­
firmed in the Vienna Declaration. 

Issues that could be addressed in the dialogue include: 

Reconciliation . 
Justice issues, including acknowledgement, redress, and 
impunity. 
Education of police, prison staff, armed forces, and other 
agencies, with government supported access for a sys­
tematic programme. 
Ratification of the Convention against Torture, recogni­
tion of the CAT, and encouragement to provide periodic 
reports on progress. 
The adoption of an Optional Protocol to the Convention 
against Torture, which is intended to establish a prevent­
ive system of regular visits to places of detention pro­
moted by the Association for the Prevention of Torture 
(Asociacion para Ja Prevencion de la Tortura, 1995). 
Ratification of the treaty for the new International 
Criminal Court, which will bring individuals to justice 
for genocide, crimes against humanity, war crimes, and 
aggression. 

As AI has found, governments are more likely to change their 
policies if there are coordinated approaches from all levels. 
The governments providing aid to a particular country could 
liaise with each other to adopt a similar human rights frame­
work, even if they are not going to fund the same type of ser­
Yice . In fact, the funding needs for complementary services 
could be shared between donor governments with reduced 
duplication. 

If the IRCT is included in the circuit, it could alert AI, 
other sympathetic international networks, and the country 
specific sympathetic organizations and networks to take ac­
tion at the same time with international bodies, national gov­
ernments, and the specific country government. Ideally, the 
IRCT would first discuss strategies with relevant bodies, 
such as AI (to avoid unnecessary duplication and to take 
advantage of other sources of information and ideas) to de­
velop a strategy and to devise practical actions that the dif­
ferent levels can effectively implement. 

It is recognized that at times such a dialogue may inhibit 
the development of services or cause danger to service staff, 
so it obviously needs to be done sensitively and usually with­
out public fanfare. However, relevant constituencies will get 
the message, and donor governments their rewards. The 
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Danish Government and Danida could take a lead in this ap­
proach. 

Independently from the above, the growing number of 
organizations working in advocacy and treatment of torture 
survivors should be consolidated into one or more inter-con­
nected networks to work for the primary prevention of tor­
ture. An example is the Association for the Prevention of Tor­
ture (APT) with a central office in Geneva; the IRCT network 
in Copenhagen; and the International Society for Health and 
Human Rights, with a secretariat that changes between gen­
eral assemblies every three or four years. These organizations 
could initiate actions, individually and collectively, that can 
be taken up by their network members. The IRCT could take 
a lead in this activity, and has done so with the first com­
memoration of"26 June - United Nations International Day 
in Support ofVictims ofTorture" in 1998. 

The goals would include: 

Ratiiication of the Convention against Torture, rec0gni­
tion of the CAT, and encouragement to provide periodic 
reports on progress. 
The adoption of an Optional Protocol to the Convention 
against Torture, which is intended to establish a preven­
tive system of regular visits to places of detention pro­
moted by the Association for the Prevention of Torture 
(Asociacion para la Prevencion de la Torrura, 1995). 
Ratification of the treaty for the new International Crim­
inal Court. 

The CN Secretary-General Kofi Annan described the Court 
as "a gift of hope to future generations and a giant step for­
ward in the march toward universal human rights and the 
rule of law" (Turner, 1998) . 

17 .4. Primary prevention at the national 
and local level 
In countries of refuge or resettlement, the services should be 
involved in prevention, and this can occur in se\·eral ways, 
depending on the local situation. If their government has not 
ratified any of the relevant treaties and protocols, then they 
should, in concert with domestic and international allies, put 
pressure on their government to ratify and implement the 
treaties in domestic law and law enforcement and military 
regulations . They can also pursue any of the AI 12 steps that 
are not in place. They can request that their government 
adopt the "Rights way to Development" approach (The 
Human Rights Council of Australia , 1995; Alston, 1995; 
Frankovits and Earle, 1998) and include torture issues in any 
aid dialogue, offer support at the appropriate rime, and ask 
for feedback after the dialogue has been held. These actions 
can involve politicians, public officials, and rhe media. Ref­
ugee communities can be assisted to take action and to flex 
their political power. · 

Rehabilitation of torture institutions rrogrammes and 
human rights NGOs are very active around the world in 
countries with different types of governments: 1) govern­
ments with ongoing repression, 2) countries in transition to 
democracy, and 3) countries with democratically elected 
governments. 

In countries where torture continues to be used , or has just 
recently ceased, the actions need to be balanced against the 
possibilities and dangers. Again, change is more likely to 

come when many voices say the same thing, so allies are 
essential. Services can use their particular knowledge and 
information to educate the public and provide ammunition 
for more overtly political organizations and so indirectly put 
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pressure on the government. They can ensure that the inter­
national community is aware of the situation and the pos­
sibilities and timing for effective external action. 

Governments who practise torture have tremendous power 
and often disregard international law and world opinion. 
Nevertheless, they have their weaknesses. Some of them are 
sensitive to international pressure or to the action of local 
structures of recognized power and prestige . Religious insti­
tutions are one of these local powers. The Catholic Church 
in Latin America is a good example. They are unable to stop 
torture or abuse, but they are powerful enough to protect 
human rights organizations under their umbrella and to give 
medical, psychological, and legal care to the survivors and 
their families . Another example of this is the Vicaria of So­
lidarity in Chile. This protection is never complete and there 
are multiple examples of human rights workers who have 
been harassed, detained, tortured, and killed because of their 
activities. Human Rights Watch used to publish an annual 
worldwide report of human rights monitors who had been 
persecuted (Human Rights Watch, 1987). 

It is difficult to write recommendations for preventive 
measures in these three different political settings. In all cases, 
prevention should be an important part of any torture reha­
bilitation programme, but the situations in each country are 
so particular that they defy any type of generalization. There­
fore the appropriate prevention activities have to be tailored 
to the realit:Y of each country. 

The following are areas of possible action: 

Ratificarion oi :nternarional human rights covenants and 
protocols , and ;:-anicularly the Convention against Tor­
ture and the b 1e:-r:a ;i0nal Criminal Court. 
Implememario :-. ci :..". e international human rights cov­
enants in the n.a ::c::at k g:;. larion . 
Promote the :-e,·:-: .: r. c;· ;:-e:-,al and judicial codes. 

• Promote the ~~ = ~:-- ::~ ~-:rr. :: :-:. i .._"f regular visits to places of 
detention by inie;:- ::::2;:::: o·:-sen·ers to study the condi­
tions there anj :,'-; :: :;- ;::; c:: ;::: 1 c' f prisoners to prevent acts 
of torture. 
Promote suppo:: :·~, : .: c• :::::: -..::-.: :,,. complaints, reporting, 
and appeals aga::-.s: :.: :-:·.: rt ;;:-a -nces. 
Promote the ef.-e.::: ;, ;: :::·:;: ; ::ga:: on of rorture allegations 
and the prosecu::c :-. < :· :.:-: · '" : esponsible, and revocation 
of any amne stY :a·.; ::-.a: ~:0 1 ecrs \·iolators of human 
rights laws. 
Document an .i .:e::c ·..:::.:;: :-.·..:::.an rights violations. Med­
ical documen:.a::t :: :·~a s ::; .'f torture should follow clear 
guidelines ma.: ;:::; ..:::: ::: i t :" endence and confidentiality 
of the exam:::a: :~ :: .\..-::::e s::: International has published 
some basic ;-:-.:r . .:;;:- :;:s :.: ;:-::-c·•ide a framework to carry out 
such exarr:U:a: ;< :: -• .: : 2;s ;:ss the quality of investigations 
done by go\·e:-r: :::::::: ; :::n i couns (Amnesty International, 
1997 (bJ -
Promote t..1e ·: ea:: -:: e :· a strong network of local NGOs, 
and the use c :· :..':;: ::;ass media when possible, to de­
nounce \;o!a::,' ::s. ::r-. ccurage social mobilization, and 
lobby for the :es;:-;:.:: : c: human rights. 
Educate an j :..-a:..": ::;:.;- e:-cz"orcement personnel and the mil­
itary inrnh·ei i.r. -'-_e :Il\·estigation and supervision of the 
detained. Educa·e 2-!C.,: rrain members of the judicial system. 
Educate and trai:i neaith professionals and students on 
human ri ghts . the ~edical and psychological sequelae of 
torture, and uearment. 
Educate members of the Immigration Deparnnent in­
volved in deciding requesrs of political asylum of sur­
vivors of tonure. 
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Educate the general public to create awareness and mobil­
ization on human rights. 
Document and research human rights violations, the 
medical and psychological consequences of torture, 
treatment effectiveness, cost efficacy of treatments, and 
different rehabilitation approaches to maximize effective­
ness in that particular environment. 

Funding organizations should be aware that the skills and 
personalities of people who select to run a good clinical ser­
vice, or a good public relations and political programme, are 
very different. It is rare to find both sets of knowledge, skills, 
and relevant experiences in the same person. Thus, if fund­
ing organizations want political and promotional activity, 
then special funding for a specialist senior person to lead this 
activity (or vice versa) should be supplied or high level train­
ing provided. To just have an expectation of quality output 
may be setting the recipient organization up for non-produc­
tive stress and failure. 

18. COMPENSATION FOR TORTURE 

The right to compensation is part of legal international stan­
dards, and Article 14 of the Convention against Torture 
states: Each State Party shall ensure [ ... ] redress and [ ... ] 
adequate compensation, including [ ... ] as full rehabilitation 
as possible. [ ... ]. 

Few countries in the world have established a system of 
compensation for torture survivors or other victims of organ­
ized violence. Chile, by law, defined the concept of victims 
of organized violence and established a pension, free edu­
cation, medical and psychological medical care for families 
of disappeared, detained, or politically killed persons, ar::d 
torture survivors. Argentina paid, by law, a monetary .:0:::­
pensation to the families of the disappeared in the dirty war. 
and compensation for each day of unlawful detention to t!::e 
ex-detained. Argentina also paid several million dollar-5 :c 
Jose Siderman, a survivor of torture, in a settlement beiere 
the High District Court in Los Angeles, California. In C:-..:­
guay, some families of victims of extra-judicial exea::J0:::s 
received compensation in a settlement before the cour::. T.:::: 
Inter-American Court has reached decisions for com~::;.a­
tion for the families of several cases iD.volving the disap~a_-::-.: 
in Honduras, Argentina and Guatemala. Germany appn.'\·e.: 
monetary compensation for victims of torture and deren :;"::: 
by the communist regime. Hungary has compensated \;ctL""::s 
of unlawful detention (Bronkhorst, 1995). Zimbabwe estat-­
lished a War Victims' Compensation Act and a fund to re­
dress victims of the conflict. The act should be amended te 

include some categories of victims not currently defined 
within the act (Amani Trust, 1997). Services, where it is pos­
sible, should promote the establishment of compensation 
mechanisms and equal access to rehabilitation and health 
care for all victims of organized violence. 

South Africa, where a large part of the population has been 
traumatized, has followed a different approach. The negotia­
tions among the political parties and social forces in the early 
1990s resulted in a series of compromises, such as the cre­
ation of a Government of National Unity and a Truth and 
Reconciliation Commission (TRC). The TRC has three com­
mittees: one for hearing human rights violations, one for 
the hearing of amnesty applications and the third that takes 
measures oriented towards the reparation of the survivors in 
spite of insufficient resources for this. 

"The basis of the compromise which was reached, was that 
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amnesty would be given only on an individual basis, follow­
ing full and open disclosure of the crime. This would apply 
both to the enforcers of the apartheid law and to members of 
the liberation movement" (Bird and Garda, 1998). 

19. IMPUNITY 

Many countries under repressive governments have nego­
tiated the transition to democracy, replacing justice with im­
punity as a way to obtain reconciliation, avoiding confronta­
tion with the military power in the name of social pca.:c . T.-. .: 
target of the repression generally has been orier:.cc.: :.:·.• .:::.:s 
a selected group of the population. The re>t o:· so.::e:y =~:.­
deny the existence of victims of the repression, becai;<;e :..'::::. 
supported the military, or they are indifferent because re;-:es­
sion did not affect them. This majority, which did not under­
stand the needs of the victims, has been able to approve 
popular plebiscites in favour of impunity, as has happened in 
Uruguay. 

Impunity interrupts the normal process of healing of the 
survivor of repression, the grief of the families of disappeared 
victims, and the process of social reparation. Impunity pro­
longs the psychopathological consequences of repression, 
both in the individual and in the society. Impunity is an ille­
gitimate legal process and produces loss of credibility in the 
legal system (Becker et al., 1988; Becker et al., 1990; Kordon 
et al., 1998). 

20. TRAINING ISSUES 

20.1. International training 
International training seems to have consisted of meetings 
.;.:"d conferences that have presented papers on clinical issues 
2.nj "show and tell" sessions about service activities. There 
joes not seem to have been much systematic or structured 
::raining of potential service directors, senior staff or manage­
ment committees members, yet if we are to avoid some of the 
:;-:oblems that have arisen so far (Westermeyer and Lam, 
: -? S9), this would seem to be a good investment. 

\\"hile there is no recipe to be followed in setting up new 
se!"\·ices or reviewing established ones, there are emerging 
:;-!"inciples and growing experiences that appear useful to 
s:,2re with people interested in setting up or reviewing ser­
·.-:.::: s. Intensive international participative workshops, along 
:..':;; iines of MBA degree courses, with case studies and basic 
~rues on areas of clinical knowledge, organizational design 
.:._:..i jevelopment, management issues, public relations and 
:<.ivocacy, would be most helpful. The goal would be to give 
L'le participants a range of frameworks in which to think 
.;.t:'our the solutions for their different environments, and 
hopefully inspire them to get more training in their areas of 
weakness, which could be done locally, if available. The work­
>hops would need to be facilitated be people with a cross cul­
tural awareness and who would value contributions from all 
participants. It is noted that the RCT held their first seminar 
on administration for leaders and staff from some of the 
RCT's collaborating rehabilitation centres in 1997. This is a 
good start, but more training is required to develop the 
sophisticated management that torture services need, which 
goes well beyond basic administration. 

.\1ost clinicians who end up in management positions in 
mainstream medical services arrive with no formal manage­
ment training, but even clinicians are now concluding that 
this is not a good idea. Many existing torture treatment ser-
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vices are in this position, and the managers of the program­
mes would benefit from some management training, which 
may not be available locally. Thus the above workshops 
should be open to current managers to encourage them to 
review their services and to stimulate the workshop with 
experiences. 

Another good way of training across country boundaries is 
to send key staff on training visits to well-run services for 
direct observation and involvement over a reasonable period 
of time (at least a week). It is usually better to send two or 
more people together, so that they can reinforce each other 
when trying to bring about change at home (all systems resist 
change at some level). 

20.2. Local direct service training 
It is obvious from all the above information that providing 
services for survivors is a complex activity, and many skills are 
required if it is to be done well. Thus all staff, whether paid 
or \·olunteer, need as much education and training in kno~l­
edge, skills, and competencies as they can reasonably absorb 
and use, with updates over time. Apart from general training, 
some staff will need to be recruited with specific knowledge 
and skills, or be sent for education to develop that knowledge 
and skills. In services using bi-cultural workers who are 
themselves refugees it may be important for them to be in­
volved in mainstream vocational educational programmes 
to give them a qualification recognized in their new home 
country. This will allow them to receive better recognition 
for their work, improve their rates of pay, and prevent them 
from being trapped into continuing to work for the torture 
service. 

A lesson learnt from studies on the training of mental 
health staff is that imparting information does not change 
practice unless the practice is supervised. In a severely under­
resourced public mental health service it was found, by 
action research, that pulling supervisors back from a heavy 
direct workload to spending more time supervising junior 
staff resulted in higher morale and greater productivity 
due to the increased application of theoretical knowledge 
and increased confidence in junior staff. In an even more 
complex area, such as torture services, this is also likely to be 
true. 

In environments where there is a more basic "first aid" 
approach, training needs to start at a basic level, with pro­
gressive improvement in skills and sophistication in service 
delivery as the country development process allows. 

20.3. Management training 
In some situations the board has people with management 
knowledge and experience, but having good frameworks for 
thinking, planning, and action is desirable for the person 
running the organization on a day-to-day basis. Considera­
tion should be given to· sending the director, other senior 
staff, and governing board members, to locally available 
generic or health service management training courses and 
workshops. 

20.4. Evaluation training 
There is a dearth of information in the liierarure about ser­
vice evaluation and little clinical research. :\pan from the 
problems of immediate clinical demand squeezing other 
worthwhile activities, the lack of systematic information 
gathering, analysis systems, and evaluation expertise strongly 
contributes to this situation. Yet evaluation may become a 
very important factor in the long-term sustainability of tor­
ture services. Thus, consideration should be given to training 
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in this area either locally or internationally. Funding support 
for computer technology and software may also be a good 
investment by funding organizations if the local emironment 
is ready and able to use it. 

20.5. Political, public relations, advocacy, lobbying, 
and fundraising skills training 
Some torture services have been started by politically savvy in­
dividuals or groups, while others have had altruistic motives, 
but little political experience or public relations skills. In 
non-democratic and transition to democracy countries, more 
skill is needed to test and push the edges of safe behaviour in 
networking, publicizing, and promoting torture services and 
torture prevention activities. Apart from trying to ensure the 
survival of the service, there are many possible useful func­
tions that a torture service can provide to the local and inter­
national communities through developing community aware­
ness, community education, advocacy, lobbying, prevention 
activities, international networking, and coordinated interna­
tional action, etc. These activities can be dramatically im­
proved with training, as one of the authors found in work 
with AI groups and other NGOs. Again, funding organiza­
tions should consider investing in training in this area, either 
locally or internationally. 

Organizations that fund torture services should realize that 
it is in their interest to invest in training and to actively pro­
mote and support the concept of the learning organization, 
the dividends being cost-effectiveness and excellence. 

21. SUSTAINABILITY 

21.1. International funding 
The total funds needed to finance the rehabilitation of sur­
vivors of torture worldwide is unknown, because we do not 
know the number nor the proportion of survivors who need 
treatment, and the level of treatment required. However, 
what we do know is that we are a long way from meeting the 
needs of the survivors who are seeking treatment and we 
know that there are many areas of the world without acces­
sible services. There is no reason why people in developing 
countries should recei\·e a lower standard of interventions, as 
the severe cases will still need time-consuming therapies, 
based on current knowledge. The differences are in how the 
triaging and selection occur for the different levels of need 
and relevant interventions. 

Thus the resources required vary enormously in both 
developed and de\·eloping countries, because of varying 
numbers, levels of need, and the geographic spread affecting 
access. 

For many developing countries and actively repressive 
countries, there will be a long-term need for bilateral or multi­
lateral funding sources. For some countries, bilateral funding 
from donors perceived to be overtly or covertly supportive of 
torture or repression is viewed with suspicion and disdain, so 
that funding from a multilateral source such as the UN Vol­
untary Fund for Victims ofTorture is more acceptable. How­
ever, as mentioned above, donations to countries or agencies 
within countries should involve a dialogue with the recipient 
government, if possible. 

There is no reason why the UN should not also be in­
volved in this process and follow the international agree­
ments. It seems that they are moving in this direction in 
the document "Integrating human rights with sustainable 
human development: A UNDP policy document" (United 
Nations, 1998). 
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Recommendation 
Initiate a concerted effort to increase the amount of L.'1e 
donation and the number of member states that contribute 
to the United Nations Voluntary Fund for Victims ofTorrure 
as a way to finance torture rehabilitation programmes around 
the world. 

21.2. National funding 
Obtaining sustainability, based on a share of the national 
budget, is basically a political process requiring the achieve­
ment of recognition of the needs of survivors in comparison 
with competing needs and convincing clinicians to actually 
provide therapy. In repressive countries there are obviously 
additional barriers. These issues can be addressed at many 
levels, because there are many levels of decision-making 
about resource use, even in repressive regimes. 

An individual clinician has to make a decision about treat­
ing torture survivors and developing the knowledge and skills 
to do so, as we see very clearly in developed countries. We 
help them to decide in a positive way by showing them how, 
that it can be effective, that it can be personally rewarding 
and that their fears and anxieties are recognized and can be 
managed. We also use the values of our society to shame 
them in general if they do not help. Because survivors have a 
lot of somatization symptoms, they will be presenting to 

mainstream clinicians, who, if they recognize the cause, can 
at least provide first aid therapies, such as psychosocial educa­
tion and appropriate medications for symptom reduction, 
even in repressive regimes. An analysis of volunteer clinicians 
who are involved in more specific therapies would show 
that they are people who have a strong political involvement 
against repression, and such people are very limited in num­
ber and there are not enough to sustain the services for the 
long period necessary. Thus, part of sustainability is to get 
knowledge, training, and practical experience incorporated 
into normal clinical training programmes for the relevant 
disciplines . This means working on the academic political 
systems, and hence our suggestions about trying to get uni­
versities as partners or collaborators in particular programme 
aspects. 

The bureaucrats also need attention, as they need to be 
convinced of the value of survivor services so that they give 
the right advice to the Minister. This convincing involves all 
the issues of motivation from the rational arguments (often 
of low effectiveness) to how it will assist with the individual 
bureaucrat's motivations and ambitions (e.g. enlarge his 
department or power, improve image, etc .) . This process is 
assisted by having as many relevant opinion-makers as pos­
sible giving the same advice to the bureaucracy, so that they 
feel they cannot be left behind in the new wave of opinion. 

Finally, we come to the politicians, whether elected or not, 
and, as AI has found in trying to get repressive governments 
to change their minds in individual ca·ses or in policy terms, 
we need to consider that they are all humans and would 
usually prefer people to love them and value their greamess. 
Thus, we always need to put the right spin on approaches, to 
frame requests in a way that finds an adequate compromise 
between their needs for power and the empowering care of 
the survivors. Politicians are always trying to please their sup­
port networks, and even soldiers have families, so again find­
ing a whole range oflevels to address and re-frame the issues 
for those levels to educate them and reduce resistance or even 
prompt them into action is how sustainability will finally be 
achieved. 

The fulfilment of these processes is independent of the 

TORTURE Supplementum No. I, 2001 

suucture of a sur1-i\·0r senice and dependent on attitudes, 
the sophistication of the use of resources, and the recruit­
ment of the right public relations skills. 

The ideal should be to obtain the funds from the govern­
ment to sustain rehabilitation programmes for torture sur­
\"i\·ors such as in Australia and the Netherlands. This ap­
proach has pros and cons: 

Advantages 
Permanent source of funding. 
Avoids the daily fight for survival of the programme and 
the use of health and other professionals in :,~e :"-'~ · -
writing proposals and fundraising acri\ities. 
Possibility of integration of the reh;:;b '.E:a~0:: ;-:-0~~--=--"":::: 

in the health system of the country \\itb the ;-oss::-:::~. 

to extend the programme to rural areas and use :::.e ~-<­
tional Health Service for expensiYe medical care, inpa­
tient care, and specialist referral. 
It is possible that the government accepts an independent 
managerial body to administer the rehabilitation pro­
gramme as done in Australia . 
This approach could have the advantage of using an 
existing infrastructure and better access to the kind of 
multifaceted medical care needed for survivors of tor­
ture . 

Disadvantages 
Survivors may not accept a government sanctioned pro­
gramme. 
The government may impose restrictions such as to give 
care only to legal residents in countries of resettlement. 
The government will not allow a structure with appropri­
ate checks and balances, so the bureaucracy or Minister 
interferes in the performance of the programme. 

In countries under oppressi\·e go\·ernments who practise sys­
tematic torture, this approach is not usually possible, because 
such governments are not willing to finance the treatment 
of survivors of torture who are members of the opposition. 
In countries in transition to democracy or with a democratic 
gO\·ernment, but without the necessary resources willingness 
or infrastructure to sustain such a programme, the rehabilita­
tion programmes need prirnte and international financial 
support. 

\\'hen it is possible, the donor agency needs to initiate a 
dialogue with the government early in the process in order to 
ensure sustainability after the assistance has ended (Franko­
\·irs and Earle, 1998). 

Formal or informal cooperation agreements with other 
institutions (networking) that fulfil the objectives of the pro­
gramme could create a stable framework of activities and 
funding. An example is the contracting out, by a government 
or a private fund, of medical and psychological care for ref­
ugees to an organization such as Omega in Austria, or the 
education of the police to a private organization. 

Sustainability is closely related to ownership, because owner­
ship promotes sustainability. An approach is to promote pro­
grammes with membership organizations that economically 
support the programme. This is possible in countries of re­
settlement, but it is not possible in Third World countries. 
Local ownership can be enhanced with the active participa­
tion of survivors and community organizations in the service 
formulation and execution. 
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22. LEVEL OF KNOWLEDGE AND 
RECOMMENDATIONS FOR RESEARCH 

Most of the information published on torture survival is de­
scriptive. Few clinical outcome studies exist (Basoglu, 1998; 
Mollica et al., 1990). These studies have limitations due to the 
lack of control groups, definitions of diagnostic criteria, vali­
dation of assessment instruments, etc. Until now, in this new 
field of psychology and medicine, we have more questions 
than answers. Studies are needed in several areas. Some ex­
amples are: 

· • Epidemiological studies of the prevalence of torture and 
torture sequelae in different groups, regions, and countries. 
Studies of the effectiveness of the different models of 
organization of torture rehabilitation services. 

• Studies of the efficacy of different treatment approaches. 
Studies of the criteria for successful outcomes in treat­
ment and the duration of achieving these outcomes. 
Studies of the cost-effectiveness of the different treaunent 
approaches. 
Many countries suffering under repressive governments 
or war have significant numbers of survivors of torture 
who are in need of help in a relatively short period of 
time. Are the current approaches useful in this situation? 
Studies of the cultural influences on the response to 
trauma. 
Studies on how the majority of people, in different cul­
tures, who never receive treatment, cope with their trauma. 
Studies on intervention strategies for the prevention of 
the onset, the reduction of the severity, or the prevention 
of the recurrence of mental health sequelae in torture 
survivors. 
Studies on specific high-risk groups among victims of or­
ganized violence, such as women, rape victims, children, 
orphans, family members, ex-soldiers, etc. 
Studies to separate the medical and psychological se­
quelae of torture from the sequelae of refugee trauma. 
Studies of the efficacy of different methods to avoid burn­
out among mental health providers. 
Studies on resilience factors and an elucidation of why 
not all exposed to severe trauma develop long-lasting 
conditions (Kastrup, 1998) . 
"Westernized" approaches, i.e. what are the respective ad­
vantages and disadvantages of the different approaches? 
(Kastrup, 1998). 
Studies on the coping strategies of the second generation 
of torture survivors, and on imegrati\'e problems to elu­
cidate how the impact of trauma is transmitted to the 
next generation (Kastrup, 1998). 

These studies require rigorous research methodology, ad­
equate research budgets, (comparatively costly , a network of 
services to achieve adequate sample sizes, and possibly an 
association with an academic centre. Most sen·ices do riot 
have the skilled research manpower or the budget. Most 
donor organizations give funds only for the direct care of sur­
vivors, and they are not willing to finance necessary infra­
structures or scientific research. 

A good example of funding for high quality research is the 
Request for Applications (RFA) published by the USA 
National Institute of Mental Health (XI~1.H ) in February 
1998. NIMH intends to "encourage investigacor-initiated re­
search to enhance the scientific understanding of the extent 
and nature of torture related mental health problems". The 
NIMH allocated USD 1.2 million for 4-8 awards for 1998 
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(National Institute of Mental Health, 1998), but this money 
is only arnilable for studies in the USA, which only includes 
research in certain refugee populations . 

A worldwide, coordinated approach to research and 
approaches to large foundations, (such as the Ford Found­
ation, the Robert Woods Johnson Foundation, or European 
foundations), with international tendering to answer out­
standing questions, might be produ.ctive. An international 
panel of experts to commission research and to referee 
research proposals for methodological rigor would give fund­
ing bodies more confidence in giving money for research and 
make the process internationally competitive. 

23. CONCLUSION 

This study has identified many challenges to be met in pro­
viding sufficient, appropriate, and high quality services for 
the survivors of torture and their families. We still have a 
great deal to learn. 

The even greater challenge is to prevent torture, to imple­
ment the international laws now available to governments 
and citizens in our global village. This will only come about 
if we can activate the many international mechanisms and 
opportunities to negotiate change and to create and support 
new mechanisms for international legal redress. 
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The IRCT is a private no,n-profit foundacion. thac \\a~ creac­
ed m 1985 by The Rehabiliracion and Research Cencre for 
Torrure Viccims (RCT), Copenhagen 

The objeccives of the foundation is on an iniernational 
ha~is to promote the provision of specialized U"earmem and 
rehab1licacion services for vicnms of torture anJ w contribute 
to the prevention of torcure globally. 

To further these goals !he IRCT seeks on an mternanonal 
basis 

• to develop and maintain an advocacy programme that ac­
cumulaces, processes, and disseminates information abouc 
wr1un: as well as the consequences and che rehabilitation 
of torture 

• to operate a documentation centre about rnrcure and 
related topics 

" to establish incernational funding for rehabiliration services 
and programmes for the prevemion of torture 

.. to promote education and training of relevanc professions 
in the medical as well as social, legal, and ethical aspects 
of torture 

~ to encourage the establishrnem and maintenance of reha­
bilitation services 

• co establish and expand insmuuonal relations in che inter­
national effon to abolish the practice of rnrrure, and 

" to suppo.rt all other activities chat may contribute to the 
prevention of torture. 


