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Key points of interest

•	 Screening methods to identify child survivors of torture need to be developed.
•	 Both individual- and group-based treatment and both normal and more intensified 

treatment can reduce symptoms of PTSD, but the evidence is limited.
•	 TF-CBT and NET can reduce PTSD by up to one year after treatment in child survi-

vors of torture, although the result should be interpreted with caution.

Abstract
Background: Children all over the world are subjected to torture, but few are identified as victims 
of these actions. Knowledge that facilitates identification, documentation, and treatment of torture 
injuries in children can allow redress and rehabilitation for more children in need. Objective: To syn-
thesise research regarding screening, documentation, and treatment of child survivors of torture.  
Methods: A systematic literature review was conducted. A total of 4795 titles and/or abstracts were 
screened, of which 80 articles were included. Grey literature was also included.  Results: Screening for 
torture exposure usually consisted of questions that were included in trauma questionnaires. Ques-
tions about perpetrators in the traumatic events were missing from more than half of the studies. 
Although children were screened mainly for psychological injuries, it was primarily physical injuries 
that were documented. The evidence on treatment effects was limited. However, there was a tenden-
cy that Trauma-Focused Cognitive Behavioral Therapy (TF-CBT) and Narrative Exposure Therapy 
(NET) significantly reduced PTSD up to three months to one year after the end of treatment. Treat-
ments with individual and group-based formats, as well as those with normal and more intensified 
approaches, were found to have an effect on PTSD. 
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Introduction
Torture of children has a long history, dating back to ancient 
Greece (Evans, 2020). Historical findings include the system-
atic abuse of Indigenous children during the colonial era and 
violence in educational institutions (Durrant, 2022). During 
World War II, children were subjected to fatal medical experi-
ments (Weindling et al., 2016), and military dictatorships, war, 

and genocide have also involved child torture (Quiroga, 2009). 
Torture of children occurs in both times of war and peace and 
both high-income and low-income countries (Marc, 2016; Qui-
roga, 2009). At present, refugee children are abused by border 
police (Burgund Isakov et al., 2022) and forcibly separated from 
their families and detained (Oberg et al., 2021). Homeless chil-
dren are subjected to violence and killed by the police (Quiro-

CC BY-NC-ND 4.0, 2020, International Rehabilitation Council for Torture Victims.

Torture, 2024, 34(3), 15-40 
https://doi.org/10.7146/torture.v34i3.143968 Review

mailto:catarina.nahlen.bose@rkh.se
https://doi.org/10.7146/torture.v34i1.143770


16

CHILDREN WHO SURVIVE TORTURE: A SYSTEMATIC REVIEW (...)

Nahlén & Tamdjidi

ga, 2009). Forced recruitment of child soldiers has tripled since 
1900 (Kamøy et al., 2021), and very violent interrogation meth-
ods in the judicial system affecting children are reported world-
wide (Mèndez, 2015; The World Organisation Against Torture 
(OMCT), 2021; UNICEF, 2015). Torture of children appears 
to be increasing according to the United Nations (UN) (Unit-
ed Nations Voluntary Fund for Victims of Torture, 2016), yet 
the issue is conspicuous by its absence in both research and so-
cio-political debate (den Otter et al., 2013; Pérez-Sales, 2019). 
Children who survive torture often must live with the physical 
and mental health consequences of violence without being iden-
tified as victims of torture and offered treatment. Leading ex-
perts in the field have, therefore, pointed to an urgent need for 
research and a knowledge base that facilitates the identification, 
documentation, and treatment of children who survive torture 
(den Otter et al., 2013; Pérez-Sales, 2019). A step in this direc-
tion took place in 2022, when the UN Guidelines on the docu-
mentation of torture, the Istanbul Protocol (IP), were updated 
to include sections on children (UN Office of the High Com-
missioner for Human Rights (OHCHR), 2022). The current 
review has adopted the UN definition of torture in the Con-
vention against Torture and Other Cruel, Inhuman or Degrad-
ing Treatment or Punishment (CAT) (UN General Assembly, 
1984, Article 1).

Torture is not a limited act or method. Instead, torture can 
be understood as a situation in a specific context that is more or 
less protracted. The situation usually involves combined phys-
ical and psychological actions that often cause traumatisation 
(Patel et al., 2016; Steel et al., 2009) and other severe physical 
and mental consequences for the victim (Reyes, 2007). A per-
son who is subjected to torture is often put in a state of helpless-
ness and powerlessness, something that is reinforced by the fact 
that the perpetrator represents the public, which is one of the 
criteria in the UN’s definition of torture (Marc, 2016; Quiro-
ga, 2009). Children exposed to torture are at particularly severe 
risk of injury as the human organs, not least the brain, are most 
sensitive to external influences at the beginning of their devel-
opment (Bosquet Enlow et al., 2012). Children have a lower 
pain threshold than adults (Quiroga, 2009) and have a limited 
capacity to endure their stress reactions without the support 
of adults who confirm, comfort, and convey security (Marc, 
2016). Although the long-term consequences after torture vary 
among torture victims, research has shown an association be-
tween adverse childhood experiences and morbidity and mor-
tality later in life (Felitti et al., 1998; Petruccelli et al., 2019).

The distinction between physical and psychological inju-
ries, which sometimes appears in the literature on torture, can 

be considered somewhat simplistic as there are often several 
psychological, physical, and social processes in interaction with 
each other that affect how the injuries are manifested and sus-
tained (Reyes, 2007). The manifestations of torture injuries also 
change over time, and many, not least children, heal and recov-
er from their physical injuries, which makes it difficult to detect 
them in the event of delayed documentation. The psychological 
injuries from torture, on the other hand, are often more chal-
lenging to heal and usually persist long after the bodily injuries 
have healed (Pérez-Sales, 2019; Quiroga, 2009). Documented 
torture injuries in children include neurological damage, pain, 
scarring, damage to nerves and blood vessels, visual and hearing 
impairments, dental injuries, post-traumatic stress, depression, 
sleep problems, difficulty concentrating, emotional dysregula-
tion, separation anxiety, and regressive symptoms such as bed-
wetting (Alayarian, 2009; Quiroga, 2009). 

By its very nature, the interventions offered within the 
framework of torture rehabilitation will vary depending on 
what needs to be treated. Due to the limited availability of 
knowledge about torture rehabilitation for children, the fol-
lowing are instead some standard components of torture re-
habilitation for adults: social support, pain rehabilitation, and 
psychological trauma treatment (Sjölund et al., 2009). Tor-
ture rehabilitation has long been a neglected area in research, 
especially for children who have survived torture. Increased 
knowledge that facilitates the identification, documentation, 
and treatment of torture injuries in children is an essential step 
towards redress for all children who have been subjected to tor-
ture and an equally important step in preventing further chil-
dren from being subjected to torture.

The objective of this review is to synthesise research regard-
ing screening, documentation, and treatment of child survivors 
of torture with the overall aim of collecting, developing, and 
spreading knowledge that facilitates the identification and 
treatment of torture injuries in children.

The specific research questions were: 

1.	 How are child survivors of torture identified and screened? 
What screening instruments are used for child survivors of 
torture? 

2.	 How are torture injuries documented in children? 
3.	 What interventions are available for child survivors of 

torture, and what effect do they have? 

Method
The review aligns with the PRISMA protocol (Page et al., 2021). 



17

CHILDREN WHO SURVIVE TORTURE: A SYSTEMATIC REVIEW (...)

Nahlén & Tamdjidi

Eligibility criteria
Inclusion criteria: Original articles written in English, Swedish, 
Norwegian or Danish. No time limit. Children <18 years of age 
who have been subjected to torture, according to the definition 
of the Convention Against Torture, would constitute all or part 
of the sample in the studies. Grey literature in the form of re-
ports and care guidelines was also included. 

Exclusion criteria: Review articles and literature that deal 
only with adults, studies that lack the necessary basis for assess-
ing torture, such as information about whether the act has been 
deliberate, what purpose it has had, and whether the state in 
question has seriously failed in its efforts to prevent and pro-
tect the children. Thus, studies dealing with trafficking and do-
mestic violence, such as intrafamilial child torture, have been 
excluded. Since the updated Istanbul protocol was the starting 
point for the study, the protocol has not been included in our 
results.

Search strategy
Scientific articles were searched in PubMed, Cinahl, PsychIn-
fo, Cochrane Library and AMED. A complete account of the 
search strategy is available upon request from the first author.

Reports and care guidelines were searched in the resource 
database Mental Health and Human Rights Info (HHRI) 
using the keywords “torture” and “children.” The search was 
limited to “manual and guidelines.” Experts in the field were 
also consulted for relevant literature. The literature search was 
performed in November and December 2022.

Screening and study selection
All hits in the scientific databases were imported into Covi-
dence, a web-based tool for systematic reviews. Both authors 
performed all steps of the screening process blind to each other. 
Any conflicts were resolved by reaching a consensus after a dis-
cussion. A total of 80 scientific articles and six reports/guide-
lines were included. Figure 1 shows the flow of the screening 
process.

Data extraction and data analysis
Two of the 80 included scientific articles were categorised as 
guidelines. Of the remaining 78 scientific articles, 56 were clas-
sified as screening, 14 as documentation and 13 as treatment. 
Five articles were categorised under both screening and treat-
ment. Data were then extracted into matrixes. Even though some 
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Figure 1. PRISMA flow diagram of the screening process.



18

CHILDREN WHO SURVIVE TORTURE: A SYSTEMATIC REVIEW (...)

Nahlén & Tamdjidi

studies had mixed populations of children and adults, the meth-
od for screening and documentation was the same in most stud-
ies; therefore, the data extracted reflects the method used for the 
children. For the treatment studies, a comparative analysis of the 
effect was made between the type of treatment given, the inter-
vention format and the intensity of the intervention, where nor-
mal intensity was compared with a more intensified treatment. 
These comparisons were made as they were considered interest-
ing from a clinical perspective. 

Risk of bias
The treatment studies were assessed for risk of bias with either 
A revised tool to assess risk of bias in randomised trials (RoB2-
tool) (Sterne et al., 2019) for the RCT-studies or Risk Of Bias In 
Non-randomized Studies-of Interventions (ROBINS-I) (Sterne 
et al., 2016). All RCT-studies were assessed to have some con-
cerns about the risk of bias. In the non-randomized studies of in-
tervention (NRSI), four were evaluated to have a serious risk of 
bias and one critical risk of bias (see Supplementary material 1).

Results

Characteristics of included studies
Table 1 displays the characteristics of the included studies. The 
children in the study samples were usually made up of children 
who had fled, children in war and conflict zones, and former 
child soldiers. Some of the research participants had been ex-
posed to torture, but not all. The age range was broad in the 
samples, with some studies only including children and others 
mixing children with young adults or adults.

Screening for torture exposure
Details on the 56 screening studies are displayed in an article 
matrix in Supplementary Material 2. The method for screen-
ing for exposure to torture was either through specific instru-
ments (66 percent) or with interviews that were not based on 
a screening instrument (30 percent). Questions about the per-
petrator occurred in 41 percent (n=23) of the studies, of which 
16 studies were based on screening instruments and 7 studies 
were based on interviews. 

From the above it was possible to extract 18 screening in-
struments (See Table 2). Twelve of the instruments used in the 
studies ask questions about the perpetrator or provide oth-
er information about the context in which the violence took 
place that could be considered sufficient to suspect torture, 
for example, former child soldiers. In some instruments, the 
term torture is used in the questions without the term being 

explained, and in other instruments, questions about specific 
torture methods are asked. 

Screening for torture injuries
Most screening studies (n=50) screened for psychological and/
or psychosocial symptoms. Symptoms of PTSD (n=40) were 
most common, followed by depression and anxiety (n=19), be-
havioural problems (n=11), and general mental and cognitive 
symptoms (n=7). 

Only 12 (21.4%) of the studies screened for physical in-
juries. Most (n=10) had performed the screening through 
medical examinations such as X-rays, medical examinations of 
the genitals and rectum, and tests for, e.g., Hepatitis B and C. 
Two studies had questionnaires for somatic symptoms, and one 
study also used an instrument which mainly assesses children’s 
physiological development in areas such as gross and fine mo-
tor skills, vision and hearing. (See supplementary material 2)

Documentation of torture injuries
Details on the 14 documentation studies (Allodi & Cowgill, 
1982; Amone P’Olak, 2009; Clément et al., 2017; Guy, 2009; 
Haar et al., 2019; Keten et al., 2013; Lykke & Timilsena, 2002; 
Mateen et al., 2012; Olsen et al., 2006; Petersen, Larsen, et al., 
1998; Petersen & Wandall, 1995; Ruchman et al., 2020; Russo 
et al., 2020; Tsai et al., 2012) are displayed in an article matrix 
in Supplementary material 3.

Torture survivors were identified in refugee camps (n=2), 
through patient record reviews (n=2), through rehabilitation 
centres (n=3), via a lawyer in the asylum process (n=1) and via 
grassroots organisation (n=1). In five studies, it was unclear 
how the identification took place. Examination of patient re-
cords consisted of forensic patient investigations and patient 
databases containing health data and diagnoses. Furthermore, a 
study that identified torture survivors through a rehabilitation 
centre reviewed documentation from the centre. Mixed profes-
sions carried out the documentation, whereas, in some studies, 
there was a team with different professions. The following pro-
fessions carried out the documentation: Psychologist (n=1), 
Physician (n=8 of which one psychiatrist), Lawyer (n=1), and 
Social worker (n=1). In six studies, it was unclear who carried 
out the documentation. 

In three of the studies, only the children were interviewed; 
in two other studies, children were interviewed with a parent. 
In one study, younger children were interviewed together with 
a parent and older children were interviewed without a parent 
if they were considered old enough to answer the questions 
themselves. However, in most studies, it is unclear who was in-
terviewed (n=9). 
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In six of the documentation studies, it appears that a psy-
chological assessment has been carried out, while in all studies, 
there has been documentation of physical injuries. Eight stud-
ies state that they have followed a protocol in the documen-
tation of torture where most followed the Istanbul Protocol 
(n=7). Of the studies that followed IP, three had followed all 
three parts of the protocol, psychological, psychosocial and 
physical, and four had only conducted the physical assessment. 

Treatments for child survivors of torture
All included treatment studies had a psychological interven-
tion. Even though broad searches were carried out, no somatic 

treatment studies were found. Details about the treatment stud-
ies and their effects can be found in the article matrix, Annex 
1. The studies included children exclusively (=8) or mixed chil-
dren with young adults (n=5).

The design of the treatment studies consisted of eight RCTs 
and five NRSIs. In two studies, the intervention consisted of 
contextually adapted TF-CBT (McMullen et al., 2013; O’Cal-
laghan et al., 2013) and in four studies, treatment consisted of 
narrative exposure therapy (NET) (Ertl et al., 2011; Onyut et 
al., 2005; Ruf et al., 2010; Schaal et al., 2009) two of which had 
the child-friendly version KIDNET (Onyut et al., 2005; Ruf et 
al., 2010). Two studies included treatment consisting of more 

Table 1. Characteristics of included studies for screening, documentation and treatment (n=78). N denotes the number of studies. 
Four studies were conducted in more than one country.

Where the study was conducted

•	 Africa: n=31 (Algeria:1, Burundi:1, Ethiopia:1, Nigeria:1, Rwanda:2, Sierra Leone:3, Sudan:2, The Democratic 
Republic of Congo:7, Uganda:13)

•	 Australia & New Zealand: n=3 (Australia: 2, New Zealand:1)
•	 Europe: n=17 (Albania &Macedonia:1, Bosnia:1, Denmark:3, France:1, Germany:2, Italy:2, Norway:1, Sweden:3, 

Turkey:1, United Kingdom:3)
•	 Middle East: n=10 (Iraq:2, Jordan:1, Lebanon:1, the occupied Palestinian territory:6)
•	 North America: n=9 (Canada:1, USA:8)
•	 South America: n=1 (Peru)
•	 Southeast Asia: n=14 (Bangladesh:1, Cambodia:1, East Timor:1, Indonesia:1, Kashmir:1, Nepal: 6, Sri Lanka:1, 

Thailand:2)

Study population

•	 Children/adults
o	 Only children: n=36
o	 Only children and young adults, 0–25 years: n=11
o	 Both children and adults: n=27
o	 Retrospective screening studies where the sample was children at the time of the torture: n=4

•	 Studies that included children ≤ 7 years: n=25* (screening: 17, documentation:2, treatment: 2)
•	 Context

o	 Refugee
•	 Children that have escaped to the Western world (Europe/USA/Australia): n=22
•	 Children that have escaped to non-western parts of the world: n=10 
•	 Children in immigration detention in the Western world: n=5

o	 War and conflict
•	 Children in war- and conflict zones: n=21
•	 Abducted children/forcibly recruited as child soldiers: n=15
•	 Children in war- and conflict zones who have been exposed to sexual violence: n=2
•	 Children who survived genocide: n=2

o	 Homeless children: n=1
•	 Studies where the whole study sample consisted of only torture survivors: n=5
•	 Studies conducted in another country than the potential torture occurred: n=30

*One study was categorised as both a screening and treatment study.
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Table 2. Screening instruments, which include questions about torture

Instrument (studies that 
used the instrument)

Questions about torture Questions  about 
the perpetrator 

Adolescent Complex
Emergency Exposure Scale 
(Mels et al., 2009)

No question specifically concerns torture, but questions are included about, e.g. 
being recruited into an armed force, forced to kill, injure or rape. The instrument 
is specially designed for war-affected youth in the specific region of the Demo-
cratic Republic of Congo.

Not specified

Child Psychosocial Distress 
Screener (CPDS) ( Jordans et 
al., 2009)

Ask, among other things, if the child has experienced shocking events. Explora-
tory questions: e.g. witnessed the murder of family members.
The questionnaire contains different parts, partly about experienced events but 
also about perceived psychosocial stress. Questions are addressed to both the 
child and teachers at school.

Not specified

Child Soldiers
Trauma Questionnaire 
(CSTQ) (Klasen et al., 2009)

It has two subscales: 13 questions in a victim subscale (abduction; exposure 
to: shooting, bomb explosion, massacre, air raid; deprivation: food, water; 
witnessed: injury, murder; victim: death threat, beatings, injury, rape) and 6 
questions in a perpetrator subscale if the child was the perpetrator (fighting, 
looting, abduction, torture, injury, killing).

No. The context is 
former child soldiers.

Child War Trauma Ques-
tionnaire (adapted version) 
(Betancourt et al., 2011)

The questions are categorised to: 
-Witness violence (13 questions), - Revolutionary United Front (RUF)-related 
abuse and violence/injury (12 questions), -as well as single questions concerning 
killed others, survivors of violence and sexual abuse, death of mother or father. 
Several questions could be classified as questions about torture and other ques-
tions not.
The original was made for the target group of war-affected Lebanese youth. This 
version has been adapted for a context in Sierra Leone.

Yes

Detention Experience Check-
list (Steel et al., 2004)

Some incidents could be classified as torture in the case of children, such as 
witnessing physical assault, being physically assaulted by an official, insufficient 
water in hot weather, separation from family, being held in solitary confinement, 
denial of access to basic items.
It was designed for the study based on reports from current and former detainees 
of common experiences in detention. 

Yes

Gaza Traumatic Exposure 
Checklist (Asia 2010)

Questions concern exposure to, for example, beating and humiliation, depriva-
tion of water, food, toilet visits, and witnessing the murder of a family member, 
among other things, to threaten.
The majority of the questions concern general traumatic war events.

Yes

Gaza Traumatic Event Check-
list (Massad et al., 2017; 
Thabet et al., 1999; Thabet et 
al., 2000)

Questions include whether you have witnessed the beating of a family member 
or if you yourself have been beaten by the army.
Can be completed by children 6-16 years old. Also available in revised version.

Yes

Harvard-Uppsala Trauma 
Questionnaire for Children 
(HUTQ-C) (Sundelin-Wahl-
sten et al., 2001; Taib et al., 
2019)

Includes one question that asks specifically about torture. There are other items 
that could be classified under torture such as brainwashing, forced isolation, 
forced separation from parents. 
Age is filled in when the incident occurred and if the trauma was repeated.
Adapted version of the Harvard trauma questionnaire that includes extra ques-
tions for children.

No

Harvard Trauma Question-
naire (HTQ) Geltman et al., 
2005; Möhlen et al., 2005)

The instrument consists of two parts. One part with a list of traumatic events 
and one part with symptoms of PTSD.
The part that lists traumatic events has an event specifically for torture. There are 
also events such as deprivation of food and water, brainwashing, forced isolation.

No
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HURIDOCS standard 
formats: a tool for
documenting human rights 
violations. (Chu et al., 2013)

Is not a specific instrument but functions as a coding system that includes over 
70 acts or situations under the category of torture. 

Yes, and defines what 
is considered to be a 
perpetrator.

Persecution in the Child 
(Hjern et al., 1998)

There are direct questions about torture, e.g. whether the child has witnessed the 
parent being tortured. Or if the child has been physically abused by a uniformed 
or non-uniformed person from the state.
There are other issues, but they do not concern torture.

Yes

PTSD Traumatic Event 
Checklist of the Kiddie 
Schedule of Affective
Disorders and Schizophrenia 
(Kohrt et al., 2010; Kohrt et 
al., 2008)

The instrument contains questions about traumatic events, partly “general” ones 
such as car accidents, natural disasters, and domestic violence. Questions have 
been added, one of which relates specifically to torture.
The instrument has been adapted to the context.

No. The context is 
former child soldiers 
in the adapted 
version.

Trauma History Profile 
(THP) (Betancourt et al., 
2012)

Have questions like “Extreme interpersonal violence”, Physical maltreatment/
abuse, Emotional abuse/psychological maltreatment, Sexual maltreatment abuse. 
Uses the term maltreatment and not torture.
Several of the questions do not concern torture but concern general war events, 
as well as violence in schools and natural disasters.
The interviewer asked supplementary questions such as whether the child was a 
direct victim or witness to the incident.

Not specified

Trauma Questionnaire 
(Tremblay et al., 2009)

Developed for the study from Harvard Trauma Questionnaire.
History of the trauma. Exposure to the worst traumatic event (which may 
include torture), including place and date.

Not specified

Violence, War and Abduction
Exposure Scale (Ertl et al., 
2011)

Some items could be related to torture, others not.
Developed specifically for use in northern Uganda.

Yes

War Experiences Checklist 
(WEC) (Amone-P’Olak 
2006; McMullen et al., 2013; 
McMullen et al., 2012)

The questions are divided into eight themes:
1. Separation from parents/relatives
2. Exposed to and role in combat
3. Deprivation and other hardships
4. Participation in rituals during captivity
5. Injured and victims of violence and intimidation
6. Witnessed beatings, mutilations, abductions, killings and village raids
8. Laid landmines and staged ambushes 
9. Sexual abuse
The instrument was available in different versions with different numbers of 
questions and adapted questions. 

No. The context is 
partly former child 
soldiers.

War Trauma Experience 
Checklist  (WTEC) (Ovuga 
et al, 2008)

On the 15-item WTEC there is one question about whether you yourself have 
been tortured, one question about whether you have witnessed someone else 
being tortured and one question about whether you have been forced to torture 
someone.

No. The context is 
former child soldiers.

Wartime Violence Checklist 
(Neugebauer et al., 2009)

No question uses specifically the term torture. The questions are divided into 6 
categories. 1) Bereavement, 2) Witnessing violence against people, 3) Witnessing 
violence against property, 4) Direct victimization, 5) Witnessing rape/sexual 
mutilation, 6) Hiding under dead bodies.
Adapted version to Rwandan context.

No. The context 
is the genocide in 
Rwanda.
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established and comprehensive mental health programs under 
the auspices of Médecins Sans Frontières (MSF) (Lokuge et al., 
2013; Martínez Torre et al., 2022), of which one study con-
sisted partly of trauma-focused therapy (Lokuge et al., 2013) 
and the other of a Mental Health and Psychosocial Support 
(MHPSS) program with psychological interventions such as 
psychoeducation and psychological first aid (Martínez Torre 
et al., 2022). Five studies had interventions with varying trau-
ma-focused elements (Betancourt et al., 2014; Durà-Vilà et al., 
2013; Gupta & Zimmer, 2008; Layne et al., 2008; O’Callaghan 
et al., 2014) in which two contained exposures (Gupta & Zim-
mer, 2008; Layne et al., 2008). 

The intervention format was either individual (n=7) or 
in groups (n=6), and some group interventions were class-
room-based. The intensity of the interventions was grouped 
into either normal or a more intensified treatment, where our 
definition of more intensified is based on a comparison with 
the standard approach for TF-CBT, which is once a week for 
90 minutes. Anything beyond that, both the number of ses-
sions and the minutes were counted as an intensification of 
the standard setup. Four treatments were of normal intensity, 
and four were more intensified. In five studies, there was not 
enough information to make an assessment. 

There was a variation in the follow-up time where 8 studies 
had a short-term follow-up of up to 4 months, and 5 studies 
had a longer follow-up time between 6-12 months. The most 
common outcome measure was PTSD, followed by depression, 
anxiety, behavioural problems, prosocial behaviour and func-
tional impairment.

Effects of the interventions
The result from different types of interventions is presented 
for the most frequent measured outcome measures, PTSD, 
depression and anxiety, behavioural problems, prosocial be-
haviour and functional impairment. For comparison between 
format and intensity, the result presents the effect for PTSD 
solely. Effect size is given if it has been reported in the study.  
Figure 2 displays the effect on symptoms of PTSD for the dif-
ferent categories.

Effect from different types of treatments: PTSD: TF-CBT 
significantly reduced symptoms of PTSD after treatment 
compared to the control group with a large effect size (ηp

2 

.518-.665). After three months, there was a sustained signif-
icant reduction in PTSD symptoms compared to before the 
start of treatment when analysis was performed within the 
intervention group (McMullen et al., 2013; O’Callaghan et 
al., 2013). NET was also shown to significantly reduce PTSD 
symptoms compared to the control group over a 6–12-month 

period with a moderate to large effect size (Cohen’s d 0.72, 
Hedge’s g 1.9, η2 0.26) (Ertl et al., 2011; Ruf et al., 2010; 
Schaal et al., 2009) or over nine months when a within-group 
analysis was performed for the intervention group (Onyut 
et al., 2005). Interventions with varying trauma-focused el-
ements showed mixed results, where one out of three RCTs 
found the treatment to significantly reduce PTSD symptoms 
compared to the control group after the end of treatment 
with a moderate effect size (Cohen’s d 0.40). The effect was 
sustained within the treatment group after three months with 
a small effect size (ηp

2 0.04) (O’Callaghan et al., 2014). Of the 
two interventions that had no statistically significant differ-
ence between the groups (Betancourt et al., 2014; Layne et 
al., 2008), a within-group analysis showed a significant re-
duction in both the intervention group and the active control 
group for one of these studies (Layne et al., 2008). One NR-
SI-study found a significant reduction within the treatment 
group after 4-6 weeks (Gupta & Zimmer, 2008).

Depression and anxiety: Symptoms of depression and anx-
iety were significantly reduced after TF-CBT in both studies 
after the end of treatment compared to the control group with 
a large effect size (ηp

2 0.517- .567) (McMullen et al., 2013; 
O’Callaghan et al., 2013). No comparative long-term fol-
low-up was performed, but a within-group analysis after three 
months showed a sustained significant reduction in PTSD 
symptoms in the TF-CBT group (McMullen et al., 2013; 
O’Callaghan et al., 2013). Different outcomes were found af-
ter NET, where a significant reduction in depression after six 
months compared to the control group with a large effect size 
(η2 0.26) was seen (Schaal et al., 2009) and where there was 
no significant difference between the groups (Ertl et al., 2011). 
Interventions with varying trauma-focused elements could not 
demonstrate any reduction in depression compared to the con-
trol group (Layne et al., 2008; O’Callaghan et al., 2014). How-
ever, a within-group analysis for one intervention group found 
a significant reduction in symptoms of anxiety and depression 
after three months with a large effect size (ηp

2=.32) in one study 
(O’Callaghan et al., 2014). 

Behavioural problems: In one study, behaviour problems 
were significantly reduced after TF-CBT compared to the 
control group with a large effect size (ηp2 0.259). After three 
months, a significant reduction in behavioural problems was 
seen in the TF-CBT group, but no comparative analysis with 
the control group was performed (O’Callaghan et al., 2013). 
Among the studies with interventions with varying trauma-fo-
cused elements, there was no significant difference in behav-
ioural problems compared to the control group (O’Callaghan 
et al., 2014). However, within-group analyses in the treatment 
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group showed a significant reduction in behavioural problems 
after the end of treatment (Durà-Vilà et al., 2013) and after 
three months with a large effect size (ηp

2=.13) (O’Callaghan et 
al., 2014). None of the studies with NET as a treatment had 
behavioural problems as an outcome measure. 

Prosocial behaviour: Prosocial behaviour increased signif-
icantly after completion of TF-CBT compared to a control 
group with a moderate effect size (ηp

2 0.099) in one study. No 
comparative analysis between the groups was performed at the 
three-month follow-up, but analysis within the TF-CBT group 
showed a significant improvement in prosocial behaviour after 
three months (O’Callaghan et al., 2013). For interventions 
with varying trauma-focused elements, both significant im-
provements in prosocial behaviour with a moderate effect size 
(Cohen’s d 0.39) were seen (Betancourt et al., 2014) and no 
significant difference compared to the control group (O’Cal-
laghan et al., 2014). The positive improvement was seen af-
ter the end of treatment but did not persist after six months 
(Betancourt et al., 2014). A within-group analysis showed 
positive improvement after three months for the intervention 
group with a moderate effect size (ηp

2=.08) (O’Callaghan et al., 
2014). None of the studies with NET as a treatment had proso-
cial behaviour as an outcome measure.

Functional impairment: The level of function increased 
significantly in two studies with NET as an intervention com-
pared to the control group over a 6–12-month period after 
the end of treatment with a large effect size (Cohen’s d 0.83, 
Hedge’s g 1.7) (Ertl et al., 2011; Ruf et al., 2010). In one study 
with intervention with varying trauma-focused elements, the 
level of function also increased significantly after the end of 
treatment compared to the control group with a moderate ef-
fect size (Cohen’s d 0.32). However, after six months, there was 
no difference between the groups (Betancourt et al., 2014). 
None of the studies with TF-CBT as a treatment had function-
al impairment as an outcome measure.

Effects of normal or a more intensified treatment: PTSD: 
Among the interventions that were given more intensively, all 
RCT-studies had significantly reduced PTSD symptoms com-
pared to control with a moderate to large effect size (Cohen’s 
d 0.40 - 0.72, η2 0.26) (Ertl et al., 2011; O’Callaghan et al., 
2014; Schaal et al., 2009) and in one study when performing a 
within-group analysis (Gupta & Zimmer, 2008). A significant 
reduction in PTSD symptoms was seen in one out of three 
RCT-studies for interventions given at normal intensity com-
pared to the control group with a large effect size (Hedge’s g 
1.9) (Ruf et al., 2010) or in two studies within the treatment 
group (Layne et al., 2008; Onyut et al., 2005). 

Effects of individual and group-based treatment: PTSD: 
Among the interventions given individually, a significant reduc-
tion in symptoms of PTSD was seen in all RCTs compared to 
the control group with a moderate to large effect size (Cohen’s 
d=0.72, Hedge’s g 1.9, η2 0.26) (Ertl et al., 2011; Ruf et al., 2010; 
Schaal et al., 2009) or when comparing within the interven-
tion group before and nine months after the end of treatment 
(Onyut et al., 2005). For the interventions given in groups, a 
significant reduction in PTSD symptoms compared to the con-
trol group was shown in three studies with a moderate to large 
effect size (Cohen’s d 0.40, ηp

2 0.518 and .665) (McMullen et 
al., 2013; O’Callaghan et al., 2014; O’Callaghan et al., 2013) 
while two studies showed no difference between control and 
intervention group (Betancourt et al., 2014; Layne et al., 2008). 
Within-group analysis in the intervention group showed a 
significant reduction in PTSD symptoms in two group-based 
studies (Gupta & Zimmer, 2008; Layne et al., 2008). 

Guidelines, reports, and health care program
The included guidelines, reports and health care program con-
tained sections devoted to children. The health care program, 
which is a Swedish regional one, gives an example of how to pose 
a question to children about potential exposure to torture (Re-
gion Skåne, 2022). Furthermore, the care program mentions two 
screening instruments to support identifying whether the child 
has been subjected to torture: Child and Adolescent Trauma 
Screen CATS (Sachser et al., 2017) and Linköping Youth Life-
time Event Scale LYLES (Nilsson et al., 2010). However, these in-
struments are not specific to exposure to torture. The program de-
scribes how a medical certificate for suspicion of torture should be 
designed. The medical certificate then forms the basis for whether 
an investigation of torture will be carried out according to IP. The 
program also brings up referral procedures, for example, in cases of 
chronic pain and mental illness in children (Region Skåne, 2022).

Several guidelines included sections on children with a fo-
cus on conducting interviews with children who have, among 
other things, been subjected to torture (UNHCR, 2010; Peel 
et al., 2005; Tepina & Giffard, 2015; Thakkar et al., 2015;  UN-
HCR, 2003) or specifically sexual torture (Volpellier, 2009). 
Some common points that were highlighted in these guide-
lines were the importance of obtaining consent from the child 
and custodian and deciding about the custodian’s presence in 
each individual case, that documentation is carried out by staff 
with pediatric competence, and to adapt the environment and 
framework of the interview to the child’s needs and level of de-
velopment. Concerning rehabilitation after torture, one field 
manual, DIGNITY, contains child-specific information with 
descriptions of how several physical and psychological torture 
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injuries manifest themselves in children as well as guidance in 
the assessment and rehabilitation of torture injuries in children 
(DIGNITY, 2013).

Discussion
The aim of the present study was to synthesise research and grey 
literature regarding screening, documentation and treatment of 
torture injuries for child survivors of torture.  

The instruments intended to identify and screen for poten-
tially traumatic events, including torture, generally lacked ques-
tions that provided sufficient evidence to identify torture vic-
tims. There was a lack of questions about who the actors behind 
the traumatic life events had been. This makes it challenging to 
identify state interference, which is a key criterion for torture 
as defined in the Convention Against Torture (UN General 
Assembly, 1984). Furthermore, in some instruments, the term 
torture is used in the questions without explaining the term. 
There may be a risk of underreporting in cases where children 

(and adults) do not understand that the actions were torture 
and a risk of overreporting in cases where other incidents are 
equated with torture. Generic screening for the identification 
of torture of children needs to be developed both in terms of 
wording and content. Child-adapted questions that provide 
information about perpetrators but also address different ex-
pressions and processes of pain and suffering in children are 
therefore essential when identifying torture according to the 
definition of the Convention Against Torture (UN General 
Assembly, 1984). However urgent it may be to detect torture 
against children, it is important that the responsibility for iden-
tifying the perpetrators is not placed on the children subjected 
to torture. The child’s right to protection and other basic needs 
must always be ensured in cases where torture documentation 
is used for the purpose of prosecuting crimes and perpetrators. 
Furthermore, the children might not recall the perpetrator 
(UN Office of the High Commissioner for Human Rights 
(OHCHR), 2022).
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Screening for mental health symptoms was dominated by 
instruments measuring symptoms of PTSD. Although PTSD 
is a common diagnosis among torture survivors, an almost 
exclusive focus on the diagnosis risks overshadowing other 
expressions of pain and suffering that are not included in the 
diagnosis (Patel et al., 2016; van Willigen, 1999). In contrast 
to the screening studies, which were dominated by questions 
about psychological symptoms, there was a clear emphasis on 
physical torture injuries in the studies that included more ex-
tensive torture documentation. This can partly be explained by 
the fact that several studies have excluded psychological assess-
ment from the documentation, which in turn risks distorting 
knowledge about the health consequences of torture for chil-
dren. In the long run, this can make it more difficult to identify 
both exposure to torture and care needs among the children. 
Solid documentation of torture injuries of a child requires, in 
addition to the profession-specific competence, also child-spe-
cific knowledge of, among other things, developmental expres-
sions and reactions to pain and suffering (UNHCR, 2022).

The results from the treatment studies showed that TF-
CBT and NET, two exposure-based trauma treatments, signif-
icantly reduced symptoms of PTSD up to three months to one 
year after the end of treatment (Ertl et al., 2011; McMullen et 
al., 2013; O’Callaghan et al., 2013; Onyut et al., 2005; Ruf et 
al., 2010; Schaal et al., 2009). Of all treatments with varying 
trauma-focused elements, only two treatments included struc-
tured exposure, and both significantly reduced symptoms of 
PTSD within the treatment group (Gupta & Zimmer, 2008; 
Layne et al., 2008). The results show that exposure may consti-
tute an important component in the psychological treatment 
of PTSD for this group. The National Institute for Health and 
Care Excellence (NICE) has conducted a systematic review of 
the treatment of PTSD in children that supports TF-CBT in 
reducing PTSD symptoms in children up to one year after the 
end of treatment (National Guideline Alliance (UK), 2018). 
Furthermore, a Cochrane review gives some evidence that CBT 
reduces PTSD compared to other psychological treatments up 
to one month after the end of treatment in children and adoles-
cents suffering from trauma (Gillies et al., 2016). None of the 
treatment studies in the present systematic review included the 
trauma treatment Eye Movement Desensitization and Repro-
cessing Therapy (EMDR). According to NICE, EMDR can 
be offered to children as a second choice after TF-CBT (Na-
tional Guideline Alliance (UK), 2018). EMDR for children 
with PTSD is recommended in the DIGNITY Field Manual 
(DIGNITY, 2013), which is based on a scientific study that has 
shown positive results (Ahmad & Sundelin-Wahlsten, 2008). 

The results show that a more intensified trauma treatment 
for children can have an effect on PTSD among a sample that 
partly included children exposed to torture (Ertl et al., 2011; 
Gupta & Zimmer, 2008; O’Callaghan et al., 2014; Schaal et 
al., 2009). To the best of the authors’ knowledge, a more in-
tensified trauma treatment for children has not yet been high-
lighted in any guidelines or systematic reviews. However, some 
studies support that high-intensity treatment with EMDR and 
Prolonged Exposure (PE) may reduce PTSD in children be-
tween the ages of 12 and 18 (Hendriks et al., 2017; van Pelt 
et al., 2021). Additional treatment formats investigated in the 
current review were the effect of individual- and group-based 
treatment. The results show that treatments with both formats 
have an effect on reduced PTSD. However, the systematic 
review by NICE only supports individual treatments for TF-
CBT (National Guideline Alliance (UK), 2018).

The present review found that several of the psychological 
treatments in the studies had significant effects on outcome 
measures other than PTSD in children, some of whom had 
survived torture. There was, inter alia, a decrease in depressive 
symptoms and/or anxiety (McMullen et al., 2013; O’Callaghan 
et al., 2014; O’Callaghan et al., 2013; Schaal et al., 2009), be-
havioural problems (Durà-Vilà et al., 2013; O’Callaghan et al., 
2014; O’Callaghan et al., 2013) and an increase in prosocial 
behaviours (Betancourt et al., 2014; O’Callaghan et al., 2014; 
O’Callaghan et al., 2013) and level of functioning (Ertl et al., 
2011; Ruf et al., 2010). This is somewhat contradictory results 
to a Cochrane review on psychological treatments for children 
exposed to trauma where no differences were found compared 
to control in anxiety, depression, and behaviour. However, the 
Cochrane review found improved function (Gillies et al., 2016).

All treatment studies in the present literature review have 
included psychological or psychosocial treatment. Despite 
broad searches, no treatments for physical torture injuries or 
pain rehabilitation for children could be identified. Mean-
while, treatment interventions in these areas are highlighted 
in a care program and DIGNITY’s field manual (DIGNITY, 
2013; Region Skåne, 2022). This knowledge gap calls for more 
research in this area.

The samples in the treatment studies usually included chil-
dren  from the age of seven onwards. This means that treatment 
for younger children who have survived torture, among other 
things, is an unresearched area. This is also confirmed in the 
systematic review by NICE, where treatment efficacy could 
only be established in children between the ages of seven and 
17 (National Guideline Alliance (UK), 2018).

Finally, the representation of the countries of origin of the 
studies should not be interpreted as a reflection of the real prev-
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alence of child torture in the world. The lack of studies con-
ducted in some countries is more likely to be explained, among 
other things, by the notion of torture as something happening 
elsewhere, and by the security risks that the research would 
entail. Much of the work for tortured individuals in coun-
tries with repressive regimes is carried out in silence (Başoğlu, 
1999). Furthermore, work in this field might also occur in var-
ious settings that cannot be found through a systematic review.

Strengths and limitations
The current study has led to difficult distinctions between tor-
ture and broader definitions of violence and vulnerability among 
children. A decision on whether the sample of the studies con-
sisted of torture survivors was based on the Torture Conven-
tion’s definition of torture. Although the framework for assess-
ment was the definition of torture, there was room for more 
difficult considerations and interpretations. For example, deci-
sions to exclude victims of trafficking, which turned out to be a 
relatively well-researched area, can be discussed and problema-
tised afterwards. In addition, many studies lacked sufficient in-
formation to allow an assessment of whether parts of the sam-
ple had been subjected to torture.

The quality assessment of the treatment articles showed 
that none of the treatment studies achieved high quality. The 
RCTs were judged to have some risk of bias, and the non-ran-
domized trials had a severe or critical risk of bias. This means 
that the results from the treatment studies should be interpret-
ed with some caution. 

The samples in both the screening, documentation and 
treatment studies were heterogeneous. Few studies had samples 
consisting solely of a torture population, especially with only 
children. The samples in many studies also consisted of mixed 
age groups of children, young adults and adults. In addition, 
the treatment studies included a variety of methods, compo-
nents, varied outcome measures and instruments. This affects 
the generalizability of the results to the group of child survivors 
of torture. It also makes it difficult to draw clear conclusions 
about which treatments are most effective for the target group. 
Despite this, the literature study still contributes to providing 
some support for certain types of treatments.

Conclusions and future directions for clinic and research
Many existing trauma screening instruments are deficient in 
screening for torture; where some of the reasons are how ques-
tions about torture are formulated and that the screening instru-
ment does not ask about the perpetrator. Therefore, we suggest 
the development of a generic screening instrument that can fa-
cilitate the identification of child survivors of torture in vari-

ous social services that encounter the target group. Although 
the evidence is scarce, the results of the study indicate that trau-
ma treatments with exposure, such as TF-CBT and NET, have 
a positive effect on both PTSD and other psychological out-
come measures in children, some of whom have been subject-
ed to torture. Furthermore, trauma treatment in a group for-
mat, as well as in an intensified form, could be implemented in 
the clinic and further evaluated in research with long-term fol-
low-up for the specific target group. Research also needs to in-
clude the youngest children.
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