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Abstract
Introduction: Numerous torture victims have 
experienced severe physical or psychologi-
cal trauma to their face, mouth, and teeth. A 
dental visit carries a risk for torture survivors 
to relive the trauma, since the situation may 
trigger a recollection of previous suffering. 
Although health care personnel at resource 
centers for torture victims are equipped with 
various tools to help and assist these individ-
uals in their rehabilitation, very few centers 
have protocols in place to refer out victims 
to dental professionals with experience and 
knowledge in the area. The aim of this study 
was to investigate the extent of dental and 
health care personnel’s knowledge and aware-
ness to detect various torture signs, with focus 
on the oral cavity. 

Material and Methods: Participants in-
cluded 16 dental and 6 health care personnel. 
Qualitative data was collected from partici-
pants from individual and group interviews 
and responses to a questionnaire. All inter-
views were transcribed, and a phenomenologi-
cal-hermeneutical method was used to analyse 
the participants’ answers.

Results: Dental personnel demonstrated a 
lack of knowledge and experiences regarding 
signs of torture with focus on the oral cavity 
and indicated lack of experiences with multi-
disciplinary collaboration in the care of torture 
victims. Most of the health care personnel had 

Key points of interest 

•	 Numerous torture victims have experi-
enced severe physical and psychological 
trauma to their face, mouth, and teeth; 
areas that dental visits involve. Survi-
vors of torture carry a risk of reliving 
the trauma during a visit to the dentist, 
if the dental personnel do not know the 
background of individual and are not 
aware of signs of torture with focus on 
the oral cavity.

•	 The importance of educated health care 
personnel at resource centers for asylum 
seekers or refugees, and dental person-
nel who can provide oral health services 
to torture survivors and minimizing the 
risk of re-traumatization is highlighted 
in this study, as well as the importance 
of multidisciplinary collaboration.
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clear suggestions for external signs of torture 
and showed good knowledge of how to refer 
a torture victim to dental personnel.

Discussion: Through a multidisciplinary ap-
proach, better health care resources utilization 
can be achieved and potential harmful long-
term effects resulting from dental care visits 
can be prevented. There is a need for increased 
awareness and knowledge among dental and 
health care personnel of injuries and signs re-
sulting from torture in the oral cavity.

Keywords: torture, oral cavity, dental person-
nel, health care personnel 

Introduction
Numerous torture victims have experienced 
severe physical and psychological trauma to 
their face, mouth, and teeth; areas that dental 
visits involve (Abu-Awwad et alt (2020), 
Caldas et alt (2010)). Survivors of torture 
carry a risk of reliving the trauma during a 
visit to the dentist, a situation that may trigger 
recollection of previous suffering (Hoyvik et 
alt (2019), Singh et alt (2008), Keller et alt 
(2014)).

Hoyvik et alt (2019) studied torture experi-
ences, symptoms of post-traumatic stress disor-
der (PTSD), and dental anxiety among refugees. 
The study found that 62% of the torture survi-
vors have experienced torture related to their 
face, 35%  related to their mouth and 23% 
related to their teeth. The odds of being highly 
dentally anxious was 6.1 times higher in ref-
ugees with torture experience and 9.3 times 
higher in torture victims with PTSD symptoms, 
compared to refugees with no history of torture. 
Additionally, among the female refugees, 31% 
had been sexually assaulted, which is a known 
risk factor for dental anxiety when the abuse 
involved oral penetration.

The Istanbul protocol (UN Office of 
the High Commissioner for Human Rights 

(2004)) reports that known torture methods 
against the oral cavity includes, for instance, 
extraction and grinding/breaking of teeth, or 
application of electric current to teeth. The ap-
plication of electric current can lead to several 
negative conditions, including loss or rupture 
of the teeth, mandibular fractures, subluxation 
of the mandibula due to the muscle spasms 
arising from electric currents, dental filling frac-
tures, displaced fillings, and tooth ache (UN 
Office of the High Commissioner for Human 
Rights (2004), Di Napoli et alt (2005), Ozka-
lipci (2010)). Torture may also include sexual 
abuse to the oral cavity which can trigger lesions 
in the oral cavity by having objects or materials 
forced into the mouth (Hoyvik, A., Lie, B., & 
Willumsen, T. (2019)). Lesions and scars can 
likewise be detected if the victim has been sub-
jected to chemical torture or/by being forced 
to swallow toxins, such as the chemical thal-
lium or drugs (UN Office of the High Com-
missioner for Human Rights (2004), Di Napoli 
et alt (2005)).Waterboarding, another form of 
torture, where the torturer pours water onto the 
victim’s face and their breathing passages, trig-
gers an immediate gag reflex and a drowning 
sensation for the victim. This can produce ex-
tremely strong near-death feelings and is con-
sidered one of the most severe experiences a 
human being may encounter (Ozkalipci et alt 
(2010)). Sára et alt (2014) conducted clinical 
forensic examinations of alleged torture victims 
(n=33) at the University of Copenhagen and 
direct impact to the teeth was reported in four 
cases. In three of four cases, it was reported that 
teeth had been extracted with pliers and in the 
fourth case, teeth had been grinded down with 
the force of a file. These methods are also con-
sistent with torture methods that Ozakaplici et 
al (2010) reported in the The Atlas of Torture. 

The oral cavity is a highly private area of 
the body and regular dental visits often involve 
sharp dental instruments, water in the patient’s 
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mouth, and actions that can trigger gag-re-
flexes; sensations that are often harmless for 
the regular patient, but can be triggers for a 
torture victim, forcing them to relive painful 
and distressing memories. Any stressful and 
anxious situation caries the risk of harming 
the rehabilitation process of a torture victim, 
and although health care personnel at resource 
centers are equipped with various tools to help 
and assist torture victims in their rehabilita-
tion, very few centers have protocols in place 
to refer out victims to dental personnel with 
experience and knowledge about trauma trig-
gers. As a result, most torture victims end up in 
general dental care, something that can poten-
tially be harmful to the victim’s rehabilitation 
process. Singh H et alt (2008) confirmed in 
their study the importance of educated dental 
personnel who can provide oral health ser-
vices to torture survivors without the risk of 
re-traumatization.  

Increased knowledge and awareness will 
hopefully encourage investigations and dis-
cussions with patients to figure out the best 
way to proceed with dental treatments, based 
on the victim’s rehabilitation process, injuries, 
traumas, and other information that has been 

presented. Through a multidisciplinary ap-
proach, potential harmful, long-term effects re-
sulting from dental care visits can be prevented 
and the approach can additionally contribute to 
better resource utilization in health care. 

The aim of this study was to investigate 
the extent of dental and health care person-
nel’s knowledge and awareness of how to detect 
various torture signs with a focus on the oral 
cavity. 

Material and Method

Study group
A purposive sampling was carried out, and in 
total, 39 health care personnel with special-
ised knowledge in the subject of torture and 
5 clinics with a total of 16 clinical working 
licensed dental staff were invited to take part 
in the study. The health care personnel con-
sisted of doctors or psychologists working at 
the Transcultural Center, a resource center 
for asylum seekers or refugees in Stockholm, 
Sweden. The health personnel in this study 
worked at a specialist service for asylum 
seekers and has a commitment to provide 
support to health and dental care personnel in 

13,64%

4,55%

40,91%
22,73%

18,18%

Dental Hygienist public sector (n=5)Psychologist public sector (n=1)

Dentist public sector (n=9)

Doctor public sector (n=3)

Dentist private sector (n=4)

Figure 1. Professions and employment sectors of the participants 
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issues of culture, migration and refugee status. 
The licensed dental staff group consisted of 
dentists or dental hygienists working at gen-
eralist practices in the private or public sector 
within the municipals of Stockholm, Sweden. 
The participants were recruited via our own 
or our colleagues’ networks, as well as through 
the internet. All invitees received verbal and 
written information from the researchers. The 
inclusion criteria were: i) health care person-
nel with specialised knowledge of the subject 
torture, and ii) licensed dental personnel. The 
exclusion criteria were: i) not licensed medical 
and dental staff, and ii) working outside the 
city of Stockholm. Figure 1 for a breakdown 
of the professions and employment sectors of 
the participants. 

Ethical considerations
Sixteen dental and 6 health care personnel 
signed informed consent forms and accepted 
to participate in the study and were consecu-
tively enrolled after informed consent. The 
study was approved by Karolinska Institutet, 
Sweden and was conducted according to 
the World Medical Association Declaration 
of Helsinki, Ethical Principles for Medical 
Research Involving Human Subjects (World 
Medical Association (2021)). All participants 
signed an informed consent.

Study design
This study was based on individual interviews, 
group interviews, and quantitative data from a 
questionnaire. A questionnaire with 6 closed 
questions were handed out to all participants 
(n =22) before the interviews. 

The survey questions were the same for 
both dental and health care personnel, with 
the exception being that the answer choices 
for question 2 differed. Table 1a and Table 1b

The interviews were conducted by KW 
and EE during the year 2020, and the inter-

view location varied, either at the participants’ 
clinics or in their offices.  Each interview lasted 
approximately half an hour and was audio re-
corded and transcribed verbatim. The inter-
views were semi-structured and thematic. An 
interview guide was used, which consisted of 
six main questions and subsequent follow-up 
questions, with the same interview questions 
for all participants.

The aim was for the main questions to 
lead to a discussion. If that was not the case, 
sub-questions were used. The main questions 
asked to the dental personnel were about their 
experiences of finding atypical damage to the 
oral cavity, how often they saw such atypical 
injuries, how they approached such a situa-
tion, what they know about the oral cavity in 
the context of torture, and whether they think 
that general dentists have knowledge to iden-
tify, treat and work with a torture victim. The 
main questions asked to the health care per-
sonnel were about how the torture victim gets 
in contact with them, how common it is that 
the patient has atypical damage to the oral 
cavity, what experience they have about the 
importance of the oral cavity in a torture sit-
uation, how they approach such a situation 
(referral to a dentist etc.), and what is their 
experience regarding treatment and rehabili-
tation of torture injuries in the oral cavity. Fol-
low-up questions were asked when needed. 
For example, the question of “How often do 
you see atypical injuries to patients in the oral 
cavity?”, was followed up with “Do you inves-
tigate the cause or background of the injury? If 
the answer was, yes, they were asked, “How do 
you do this?” If the answer was no, they were 
asked “Why not?”

The audio recordings, quotes and notes 
taken were translated from Swedish to English. 

Analysis
The qualitative content analysis was made ac-
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Karolinska Institutet  
 

Survey Questions, dental professionals: 
 

1) Do you meet asylum seeking patients or refugee patients on a daily basis? 

YES, how many patients per day______________________ 

NO, estimate how often______________________ 

 
2) In your opinion, what does asylum seeking patients or refugee patients primarily 

seek help for? 

Immediate pain     Restorative Treatment 

Prosthetics      Other: ______________________ 

 
3) How aware are you about the effects of torture for the victim? 

Very aware      Aware  

Somewhat aware     Not aware at all  

 
4) How common do you think that torture against the oral cavity/face is? 

Very common     Common     

Not very common    Not common 
 

5) Is torture something that you have gained knowledge about through your 
education or at your workplace? 
Yes, I have received information about torture at my workplace 

Yes, I have received information about torture through my education 

We have discussed the subject to some extent (at the workplace or through education) 

No, I have not received any information about the subject at my workplace 

No, I have not received any information about the subject through my education 

 
6) Is being a torture victim a reason to seek asylum?   

Yes    No  

 
Information about you: 

 Age: ______________________ 

 Number of years as a professional: ______________________ 

 Profession: ______________________ 
 

Working today in: 

Public Sector    Private Sector  

Table 1a. Survey Questions, dental personnel 
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Karolinska Institutet 

Survey Questions health care personnel: 
 

1) Do you meet asylum seeking patients or refugee patients on a daily basis? 

YES, how many patients per day______________________ 

NO, estimate how often______________________ 

 
2) In your opinion, how does asylum seeking patients or refugee patients primarily 

seek help? 

Of one’s own accord (self)    Referred from dental care 

Referred from health care    Other: ______________________ 

 
3) How aware are you about the effects of torture for the victim? 

Very aware      Aware  

Somewhat aware     Not aware at all  

 
4) How common do you think that torture against the oral cavity/face is? 

Very common     Common     

Not very common    Not common 
 

5) Is torture something that you have gained knowledge about through your 
education or at your workplace? 
Yes, I have received information about torture at my workplace 

Yes, I have received information about torture through my education 

We have discussed the subject to some extent (at the workplace or through education) 

No, I have not received any information about the subject at my workplace 

No, I have not received any information about the subject through my education 

 
6)  Is being a torture victim a reason to seek asylum?   

7) Yes    No  

 
Information about you: 

 Age: ______________________ 

 Number of years as a professional: ______________________ 

 Profession: ______________________ 
 

Working today in: 

Public Sector   Private Sector 

Table 1b. Survey Questions health care personnel 
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cording to Graneheim and Lundman (Grane-
heim, UH., & Lundman, B. (2004), and is a 
suitable method to reveal variation in content 
(Krippendorff, K., (2004)).  Content analysis 
is a research tool used to determine the pres-
ence of certain words, themes, or concepts 
within some given qualitative data i.e., text 
from the interviews. The transcribed summary 
of each interview was processed in four steps 
(Graneheim, UH., & Lundman, B. (2004). 
Step 1: Identify and Collect Data. Step 2: 
Determine Coding Categories. Step 3: Code 
the Content. Step 4: Analyse and Present 
Results. Consensus was reached regarding 
the informant’s knowledge, opinion, or view 
of the subject.  A summary of the selected 
quotes was sorted in a large table to get a clear 
picture of all the data, and the interpretation 
of data was repeatedly discussed. A consensus 
among the researchers over 80% should be 
achieved before categorization is considered 
complete (Graneheim, UH., & Lundman, B. 
(2004). To avoid or at least minimise biased 
subjectivity in the analysis, the interviews in 
this study were analysed by not only the in-
terviewers but additional persons.

Results
Six health care and 16 dental personnel an-
swered the questionnaire, summarized in 
Table 2a (dental personnel) and Table 2b 
(health care personnel). One participant from 
the health care personnel group was unable to 
find time to meet for an in-person interview 
and therefore only answered the question-
naire. 

Patient contact and multi-professional 
collaboration
Health care personnel (5/6) had the impres-
sion that patients who have been subjected to 
torture self-sought care or received a referral 
via different professionals. 

There were referrals from health care centers, 
psychiatry, employment agencies and SFI 
(Swedish for immigrants) teachers (Psy-
chologist).

Health care personnel had varying degrees 
of collaboration with other care units, but 
rarely with dental care. (2/5) had a collabora-
tion with a dentist and claimed that the reha-
bilitation time were shortened by this method. 

But there should be more collaboration 
between different caregivers (Dentist) 

None of the health care personnel had 
been consulted by legitimate dental personnel 
(dentist, dental hygienist) with questions re-
garding patients with confirmed or suspected 
torture injuries.  All dental personnel (16/16) 
experienced a complete lack of collaboration 
with other disciplines regarding their patients 
being potential torture victims.

General knowledge and symptoms of torture 
(4/5) of the health care personnel claimed 
that there was a general lack of knowledge 
among their health care colleagues of torture 
in the oral cavity or competent care for these 
survivors. Most of the dental personnel also 
reported their own lack of knowledge and a 
belief that their colleagues have no knowledge 
of symptoms of torture in the oral cavity. The 
group dental personnel also expressed some 
extent difficulty formulating the definition of 
torture. Health care personnel in this study 
were consistent in identifying that pain or 
pain sensitivity in general may be a symptom 
of having been subjected to torture. Health 
care personnel (4/5) stated PTSD as a general 
symptom. (3/5) in the group of health care 
personnel mentioned impaired concentration, 
cooperation difficulties and learning prob-
lems (e.g., inability to learn a new language). 
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Table 2. Questions to dental and health care personnel

1.	 Do you, at a daily basis, meet asylum seekers or patients with a refugee background? 
2.	 What do you find that asylum-seeking patients or patients with a refugee background are 

mainly seeking help for?
3.	 How aware are you of what torture means? 
4.	 How common is torture against the oral cavity/face?
5.	 Are injuries caused by torture something you have come to know about in your education 

or workplace?
6.	 Is torture a reason for getting asylum?

2a

2b
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(3/5) health care personnel considered that 
rapid mood swings, alternating reactions and 
aggression can be typical symptoms. Other 
symptoms that the group of health care per-
sonnel generally stated were associated with 
torture included impairment of daily and 
social functioning, being underweight due to 
difficulty eating, and having root remnants 
and missing teeth. All the interviewed dental 
personnel (16/16) had thoughts on what 
symptoms patients who have been subjected 
to torture may exhibit. These included dif-
ficultly absorbing information, fear, and the 
inability to trust others.

How common are injuries in the oral cavity from 
torture and what are signs of these injuries? 
Health care personnel had varying opinions 
of how common it is for torture survivors to 
present with injuries in and around the oral 
cavity due to torture. One participant esti-
mated that about one third of the patients she 
met had torture injuries in or around the oral 
cavity. (3/5) cited that the number of survivors 
with oral cavity injuries due to torture is likely 
greatly underestimated by providers because 
health care personnel do not examine the 
mouth, and therefore probably miss a lot of 
relevant information. All interviewed dental 
personnel stated that, as far as they know, they 
had never met a patient who had been sub-
jected to torture and could not estimate how 
common it is for their patients to have injuries 
in and around the oral cavity as a result of 
torture. One of the interviewed dentists, who 
works in the public dental sector, stated that 
he treats all asylum-seeking patients within 
the area of his clinic but has never seen inju-
ries to the oral cavity caused by torture. (3/5) 
health care personnel stated that they believed 
that poor oral hygiene and a high need for 
dental treatment are general symptoms in 
torture victims. (3/5) of the health care per-

sonnel stated that dental fear is a general 
symptom and (2/5) mentioned pain, tooth-
ache, bruxism/teeth grinding and burn marks 
as general symptoms experienced by torture 
survivors. Dental personnel expressed a wide 
variety of responses concerning damage and 
possible symptoms to the oral cavity due to 
torture, including missing teeth, root rem-
nants, necrotic teeth, tooth fractures, poor 
dental status, wounds, extreme tooth wear 
and mucosal scarring.  

Burn marks in the oral mucosa, teeth ex-
tracted with remaining roots in the jaw, classic 
trauma injuries, extreme tooth attrition due to 
stress (Dentist) 

Knowledge of how to treat torture victims with a 
focus oral cavity
Health care and dental participants gener-
ally considered that their own and their col-
leagues´ knowledge of the importance of the 
oral cavity in torture is inadequate. The in-
terviewed dental personnel claimed that they 
can restore good functionality and perform 
restorative treatment on patients with torture 
injuries. They indicated that the psychological 
care of these patients would vary depending 
on geographically where the patient was able 
to receive care, including whether the care 
was in the suburbs or in the inner city. The 
group of dental personnel also argued that it 
would be preferred if the patient themselves 
informed the dental staff about their torture 
background. Although, as the interview-
ees stated, this can be hard to achieve since 
torture is often a very personal and sensitive 
subject.

Further processing, referring and treatment 
Health care personnel showed good knowl-
edge of how to refer a torture victim to dental 
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personnel, while none of the dental personnel 
were sure how to refer these patients to other 
health care and humanitarian professionals. 
However, dental personnel presented relevant 
suggestions for possible places to refer their 
patients, such as the National Board of Health 
or the Red Cross, and to the general psychia-
try, medical specialists in ear-nose and throat, 
and physiotherapist professionals.

Discussion
The aim of the study was to investigate dental 
and health care personnel’s awareness of signs 
displayed in victims of torture with focus on 
the oral cavity. The main findings were that 
dental personnel rarely have the education, 
knowledge, or experience needed to detect 
signs of torture to the oral cavity. Interviewed 
dental personnel in this study also expressed 
a total absence of multidisciplinary collabo-
ration regarding patients who have been tor-
tured. Most of the health care personnel had 
clear suggestions for external signs of torture 
and showed good knowledge of how to refer 
a torture victim to dental personnel.

Recommendation for referral protocol
Our results show the importance of clear guide-
lines regarding the management and handling 
of suspected victims of torture, with a focus on 
the oral cavity. Centers for tortured refugees 
should collaborate with dental personnel who 
have been appropriately trained, can provide 
any treatment needed, have knowledge of the 
patient’s situation and can provide oral health 
with a reduced risk of traumatization. Most of 
the health care personnel in the present study 
had broad knowledge and competence in 
identifying signs of torture and showed good 
knowledge of how to refer a torture victim to 
dental personnel. Health care teams can iden-
tify, train, and cultivate ongoing working rela-
tionships with dental personnel in their region 

to serve survivors and refer torture victims to 
trained dental personnel, so the patient does 
not have to seek dental care himself and end 
up in in the general dentistry. Health care staff 
can include in their investigation what type of 
torture has affected the person’s mouth, in what 
way and how much it affects the patient (if it 
is a trigger for PTSD for example). Informa-
tion that can be included in a referral to dental 
personnel is best practice in obtaining patient 
consent and release of information, and how to 
prepare their torture survivor clients to receive 
dental care. Studies show that several aspects 
of a dental visit can resemble torture methods 
(Hoyvik et alt (2019), Singh et alt (2008), 
Keller et alt (2014)).  Victims of torture who 
have been exposed to methods including water, 
for example waterboarding, may react strongly 
to water pulsations affecting the oral cavity 
during treatment. The oral light lamp from 
the dental chair directed towards a patient’s 
mouth and face may cause the patient to relive 
memories from interrogations where bright 
lights were used. As a dental patient you are 
expected to lie down in the dental chair, which 
can provoke feelings of loss of control. These 
situations may trigger the torture victim to 
relive previous traumatic experiences (Høyvik, 
A., Lie, B., & Willumsen, T. (2019). 

Trained dental personnel shall give the 
torture victims as much control as possible 
over the dental visit and situation, giving them 
the opportunity to ask questions or, if possi-
ble, to alter the environment, e.g., shutting 
their eyes, or if it can be tolerated and is expe-
rienced as relaxing, putting a lavender scented 
eye pillow over their eyes to counteract the 
impact of having bright lights shining in their 
faces. 

Improvement actions
Both dental and health care personnel iden-
tified additional problems, such as lack of 
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finances and time needed to provide appropri-
ate and sensitive care to torture victims. This 
corresponds well with the results of previous 
studies of Singh et alt (2008) and Lamb et alt 
(2009). The dental personnel interviewed in 
this study had a broad range of experiences 
and represented both dentists and dental hy-
gienists with varied work experience, time in 
the profession, age, background, location of 
practice (i.e., suburb vs. inner city). None of 
the dental professionals reported experience 
with patients who have been – as far as they 
know - victims of torture. Regarding educa-
tion, there are very simple means that can 
be used to improve the knowledge of dental 
staff, since these issues are not included in un-
dergraduate education today. To begin with, 
a course should be established within the 
dental program which covers the complex-
ity of symptoms, etiology, epidemiology, and 
picture s of injuries, etc. An equivalent course 
should also be available for medical students 
and, possibly, cooperation between the two 
programs could be proposed. As things cur-
rently stand, doctors have very limited knowl-
edge about the oral cavity, relying on dental 
staff. While this is to be expected, health per-
sonnel should be equipped to identify when 
there are issues and make appropriate refer-
rals to dental personnel.

Conclusion 
Survivors of torture carry a risk of reliving the 
trauma during a visit to the dentist, a situation 
that may trigger a recollection of torture. Our 
findings have provided a foundation for un-
derstanding the difficulties that torture survi-
vors can experience in receiving dental care. 
Health care personnel have, in general, good 
knowledge of how to refer a torture victim to 
dental personnel, while the dental personnel 
interviewed in this study expressed uncer-
tainty regarding how to identify a patient as 

a torture victim and how to refer these pa-
tients to other health care and humanitarian 
professionals. There is a need for increased 
awareness and knowledge of injuries and signs 
resulting from torture in the oral cavity among 
dental and health care personnel. Distinct di-
rectives, clear guidelines, education, increased 
multi-professional collaboration and clear 
consultation paths are needed.
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