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Objective
When invited to evaluate a middle-aged male 
asylum seeker regarding alleged torture, the 
following question kept coming to my mind: 
Would it be appropriate, perhaps even vital, 
for mental health professionals to participate 
in Istanbul Protocol (IP) based physical ex-
aminations? The intent is not to do the physi-
cal examination but to be present, observe, 
ask relevant questions, and witness with the 
client’s consent. The article elaborates on this 
question while sharing my perspective as a 
clinical psychologist and referring to relevant 
literature.

Keywords: torture and ill-treatment, clinical 
evaluation, interdisciplinary collaboration, 
Istanbul Protocol, mental health profession-
als, Israel.

Introduction
In the last decades, the IP has been the 
primary medico-legal tool in evaluating 
victims of alleged torture and ill-treatment 
and their consequences. The complete IP 
evaluation requires a multidisciplinary team, 
which focuses on documentation and witness-
ing, and is used internationally in courts (UN 

Office of the High Commissioner for Human 
Rights, 2022). The IP evaluation is consid-
ered an expertise. The first training course on 
the IP in Israel took place in Israel in 2014 
(Abu Akar et al., 2014). It was facilitated by 
the International Rehabilitation Council for 
Torture Victims, partnering with the Public 
Committee Against Torture in Israel. I joined 
this course and subsequently completed the 
training of trainers. 

The IP evaluation includes a psycholog-
ical and a physical examination, often a full 
body examination, and requires the expertise 
of both a physician and a mental health pro-
fessional because torture’s consequences are 
often complex with psychological and physi-
cal symptoms. The IP notes that it “may be 
advisable for the experts in physical evidence 
and psychological evidence to conduct one 
evaluation together” (UN Office of the High 
Commissioner for Human Rights, 2022, p. 
76). It adds that in “assessing the health con-
sequences of torture and ill-treatment, it is 
important to consider and to probe into the 
interrelationship between the physical, psy-
chological and social consequences of ill-treat-
ment” (UN Office of the High Commissioner 
for Human Rights, 2022, p. 88) 

According to the IP training, a psycholo-
gist or other mental health professional and a 
physician participate in the psychological ex-
amination, whereas only the physician partic-
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ipates in the physical examination. (Sometimes, 
an interpreter participates as well.) The option 
of psychologists’ participating in the physical 
part of the IP evaluation - albeit in a second-
ary role - has until now not been deemed an 
issue worthy of discussion, whereas the fact 
that physicians participate in the psychologi-
cal part is considered obvious. The non-par-
ticipation of the mental health professional in 
the IP-based physical examination is a pro-
fessional asymmetry. This asymmetry may 
have to do with schooling. Physicians learn 
about mental health, though much less than 
clinical psychologists, whereas psycholo-
gists (in most branches) learn about physical 
health issues but do not have medical train-
ing. (Psychiatrists are an exception, as they 
are knowledgeable and trained in both fields.) 
The asymmetry seems to be also related to 
the interprofessional hierarchy, in which the 
physician - appropriately or not - is seen as 
a higher-status professional (cf. Gergerich et 
al., 2018; Hoffman & Koocher, 2018). 

To demonstrate why it could be advisable 
for a psychologist or other mental health pro-
fessional to participate in the physical exam-
ination, I will relate to three different facets of 
the IP-based evaluation, which are a) the ho-
listic approach to the evaluation as a whole, 
b) the collaboration between psychologist and 
physician, and c) the concern for privacy and 
consent and the role of the chaperone.

The holistic approach of the evaluation
Psychological and behavioural processes are 
closely related to physical health and illness 
(Richards & Cohen, 2020), and we may view 
mental health as the health of the whole body 
(Alessi et al., 2020). When we evaluate the 
consequences of torture (and not only), we 
take this holistic approach and relate to the 
combined and interacting impact of physical 
and mental aspects of the trauma, which is 

multi-faceted and often massive. It is all about 
integrating the physical and the emotional, 
while the specific interaction between body 
and psyche is heavily based on the subjective 
experience of the particular client. 

Physical health may significantly impact 
one’s psychological well-being and is there-
fore regularly taken into account by mental 
health professionals. In my practice, clients 
who are disabled often talk about and show me 
– on their initiative – their limitations so that I 
get a better understanding of their difficulties. 
Thus, one of my elderly clients feels highly dis-
traught by the fact that due to a fall, she cannot 
raise her arm as she used to, though both her 
physician and physiotherapist declare she is 
okay. She displays what she can and cannot do, 
which gives me a better understanding. Like-
wise, a torture victim’s little scar can be of psy-
chological significance, as it may remind of the 
experienced trauma, be perceived as disfigur-
ing the body, and impact self-esteem. The ob-
servation of the scar could be relevant for the 
mental health professional to obtain a better 
understanding of the situation.

I became acutely aware of the profes-
sional asymmetry when a physician and I in-
terviewed an African refugee a couple of years 
ago. This man, who was in his twenties, had 
found his way to Israel after dreadful experi-
ences in Sinai. He told us an abhorrent story 
and, at some point, complained that his scars 
had a negative effect on his self-esteem. As he 
was fully dressed, I could not see any scars. I 
also sensed a discrepancy between his words 
and his sporty appearance. I believed that the 
impression of the extent of his scars was nec-
essary to understand the psychological dynam-
ics, as would be his reaction to exposing the 
scars. However, at the time, it did not occur to 
me to ask to observe the physical examination. 

The physician did the physical examina-
tion alone and informed me that there was ex-
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tensive scar tissue. He initially did not want to 
show me the pictures for privacy reasons, but 
I insisted since I considered them highly rel-
evant from a psychological perspective. Only 
after receiving the images was I able to grasp 
how our client must have felt, as the scars were 
large and numerous, with significant changes 
in skin color. In hindsight, I believe I should 
have been present during the physical exam-
ination. My presence in the physical examina-
tion would have given me a fuller picture of 
the damage to the man’s body and the result-
ing impact on his self-esteem, like the pres-
ence of the physician during the psychological 
examination gave him a fuller picture of our 
client’s state. 

For a clinical psychologist and other 
mental health professionals, there is a differ-
ence between receiving pictures from a third 
person and obtaining a first-hand description. 
I could compare this with situations concern-
ing my clients, who sometimes ask me to read 
their writings about traumatic events they ex-
perienced. As a psychologist, I want to get as 
close as possible to their experience. There-
fore, I ask them to read the text aloud, as the 
essence is in how the client relates to the trau-
matic material, something I would miss if I had 
only received the written text. Similarly, if I 
obtain pictures from the torture victims’ phys-
ical examination, I miss part of the experience.

Collaboration of psychologist and physician
The concept of clinicians meeting clients 
together is not new. In fact, three decades 
ago, I participated in a project in which psy-
chologists joined physicians in their regular 
flow of primary care consultations (Aronzon, 
Weishut, Unger & Fraenkel, 1995). Primary 
care models of collaboration between psy-
chologists and physicians described clinicians 
working jointly with clients and maintained 
that clients with PTSD respond well to this 

arrangement (Holloway & David, 2005). In 
healthcare services, there nowadays is an em-
phasis on interdisciplinary teams (Richards & 
Cohen, 2020). Moreover, a recent publication 
with best practices and recommendations 
for psychologists refers to two overarching 
themes for the future of global mental health: 
the consideration of cultural/contextual vari-
ables and collaboration (Hook & Vera, 2020). 

For many tortured clients, there are 
more psychological than physical signs of 
trauma. In some places, standard practice is 
that mental health professionals and physi-
cians independently perform evaluations of 
alleged torture. Separate evaluations make 
things easier for psychologists, as they have a 
line of professional thought in the interview, 
which will not be interrupted by a sometimes 
helpful but occasionally side-tracking physi-
cian. It also would save the physician time 
and emotional effort. In contrast, this is not 
common practice in Israel and other places, 
where clinicians perform IP evaluations jointly 
in only one session. Physicians are present 
during history taking and the examination of 
psychological symptoms. Thus, they can ask 
questions regarding possible medical conse-
quences of the victim’s experiences. They also 
may notice things that went unnoticed by the 
other professional. Moreover, talking to both 
clinicians together, the client does not need to 
repeat the story.

Likewise, the mental health professional 
would be an expert in observing psychologi-
cal aspects during a physical examination and 
could have insights to offer. In addition, the IP 
requires various measures to assure objective 
and exact reporting of physical findings, which 
are complex to administer alone. The mental 
health professional could be instrumental in, 
for example, the measurement, mapping, or 
photographing of scars. They also could assist 
in taking notes of the explanations provided 
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by the client, comments by the physician, and 
the situation as a whole. To make it clear, this 
is not in any way to suggest that the mental 
health professional will do a physical exam-
ination, as this is not part of the psychologi-
cal expertise. 

The presence of a mental health profes-
sional during a physical examination might in-
fluence the evaluation. For example, it could 
impact the client’s transference toward the cli-
nicians and the relationship between the cli-
nicians. This is comparable to the physician’s 
influence during the psychological examina-
tion and the interpreter’s presence in both the 
psychological and the physical examination. 
Moreover, not all mental health profession-
als will feel comfortable joining the medical 
doctor in the physical examination and being 
exposed to physical symptoms. Similarly, for 
physicians and interpreters, it may take some 
effort to become accustomed to the exposure 
by clients of traumatic material verbatim. 

If there are any difficulties in the collab-
oration, they need to be discussed. After all, 
communication in the collaboration is essen-
tial in the success of the three-way relationship 
between client, physician, and psychologist, as 
all parts bring invaluable perspectives on the 
situation to the benefit of the client (Holloway 
& David, 2005; Hook & Vera, 2020). A study 
on the collaboration of physicians and mental 
health professionals assessing torture victims 
in Israel elaborates on this issue (Weishut, 
Gurny, Rokach & Steiner Birmanns, 2022).

Privacy, consent and the chaperone
Privacy, informed consent, and confidential-
ity are concerns central in ethical codes of 
conduct for psychologists and physicians, 
such as the American Psychological Associa-
tion and the American Medical Association, 
and the IP refers to these issues. Privacy is as 

relevant in the psychological as in the physi-
cal examination since the disclosure of details 
regarding trauma is often experienced as dis-
closure of an intimate nature, different but 
still comparable to the display of one’s body. 
Therefore, clients need to consent to any part 
of the evaluation, including the presence of all 
individuals, and can opt out at any moment. 
In addition, all information obtained from the 
evaluation must be kept private unless the 
client waives confidentiality. 

The privacy issue remains debatable 
because, during the IP evaluation, there is reg-
ularly more than one clinician in the room, 
often an interpreter and sometimes an ob-
server. We leave for discussion elsewhere the 
question of whether clients actually feel they 
can refuse to have someone participate in 
the examination. For personal and cultural 
reasons or because of a perceived power dif-
ferential, they may feel that they should accept 
the situation as is. 

For safety reasons, one may consider that 
it is better to have the encounter between cli-
nician and client not in private. There is an in-
creasing tendency to make room for medical 
chaperones to protect both clients and phy-
sicians from alleged or actual misconduct 
during sensitive examinations (Pimienta & 
Giblon, 2018). The American Medical Associ-
ation recommends having an authorised health 
care team member serve as a chaperone during 
physical examinations and suggests that this 
may help prevent misunderstandings (Ameri-
can Medical Association, n.d.). Furthermore, 
there was a recent call for health care institu-
tions to provide trained chaperones to act as 
“practice monitors’’ during breast, full-body, 
skin, genital, and rectal exams (AbuDagga et 
al., 2019). Also, the University of Michigan 
Health (2020) provides a clear policy regard-
ing chaperones, stating, among others:
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 1) A chaperone is a person who acts as a 
witness for a patient and a health professional 
during a medical examination or procedure. A 
chaperone should stand in a location where he 
or she is able to assist as needed and observe 
the examination, therapy or procedure.
2) A chaperone may be a health care profes-
sional or a trained unlicensed staff member. 
This may include medical assistants, nurses, 
technicians, therapists, residents and fellows.
[...] (Chapter: Definitions)

Medical organisations in other parts of the 
world too recommend using medical chap-
erones in sensitive examinations (Alameer 
et al., 2021; Anikwe et al., 2021). Moreover, 
the lack of availability of a chaperone or the 
client’s decline of their use poses an ethical 
dilemma, questioning whether the physician 
could proceed with an intimate examination 
(Thuraisingham et al., 2017). 

There is no doubt that IP evaluations 
include sensitive physical examinations. 
They are sensitive not only because of their 
nature but also on grounds of intersectional-
ity: issues of gender, race, class, legal status, 
and more. The procedure is all the more del-
icate in cross-gender examinations, as clients 
may prefer not to be alone with a physician of 
the opposite gender for reasons such as those 
related to their trauma or religion. (In Israel, 
most torture evaluations are of Muslim men, 
whereas most physicians are Jewish women.) 
Consequently, the involvement of a medical 
chaperone seems appropriate if the client 
consents. The chaperone could be the mental 
health professional with whom a relationship 
was established earlier in the evaluation.

In the case of the middle-aged male asylum 
seeker, whom I mentioned before, the female 
physician and I had discussed the issue of par-
ticipating together in all parts of the examina-
tion. We took the anamnesis jointly, and she 

stayed with us during my questioning regard-
ing his psychological state. Yet, when asked, 
the client had not felt the need for a chaper-
one during the physical examination, and the 
room was so small that it would be uncomfort-
able for another person to attend. The client 
had not spoken about any scars but had men-
tioned torture-related genital problems. With 
that said, we considered it less appropriate for 
me to observe a genital check, which is anyhow 
delicate. Therefore, I remained outside but 
close enough to hear their conversation. We 
agreed that if the physician felt this could help, 
she would call me.

Conclusion
The article centres on the participation of 
psychologists (or other mental health profes-
sionals) in physical examinations that are part 
of the Istanbul Protocol evaluation and refers 
to three different facets: the holistic approach 
of the evaluation, the collaboration between 
physician and psychologist, and privacy, 
consent, and the role of the chaperone. It is 
not self-evident for the psychologist to have 
a physician participate in the psychological 
examination of a client. Likewise, physicians 
may struggle with having a mental health pro-
fessional participate in the physical examina-
tion. Still, this form of collaboration might 
be the recommended arrangement for the 
client’s sake. Therefore, let me conclude by 
reiterating the question: Would it be appropri-
ate, and perhaps even vital, for mental health 
professionals to participate in Istanbul Proto-
col-based physical examinations? I believe the 
answer is positive, at least in some cases, with 
the client’s consent.
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