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Key points of interest

• This research found that the 63 participating alleged survivors of torture were on 
average subjected to more than ten different torture methods and suffered a substantial 
burden of physical and psychological symptoms several years after exposure.

• Narrative reports of medical evaluations of alleged victims of torture conducted ac-
cording to the Istanbul Protocol contain important data for research, and this study 
shows it is feasible to code these reports into quantitative data for descriptive analyses 
of torture methods and health findings.

• However, methodological challenges remain, including in relation to categorisation of 
torture methods, definition of a torture episode, non-standardised reporting, and ab-
sent negative findings. Adoption of standardised documentation frameworks and com-
plementary quantitative health measures may strengthen future research in this area. 

Abstract

Introduction: Denmark receives asylum seekers who allege to have experienced torture in differ-
ent geographical and political contexts. The Istanbul Protocol provides internationally recognised 
guidelines for medico-legal documentation of such incidents. Doctors from Amnesty International’s 
Medical Group regularly conduct medical evaluations of asylum seekers, which were analysed to as-
sess the prevalence and patterns of alleged torture methods and their health consequences. Methods: 
Data from medical evaluations were coded, entered into a database, and subsequently exported to R 
version 4.4.3 using RStudio for analysis. Torture methods were grouped into physical, sexual, psy-
chological, and deprivation categories. Symptoms were summarised for two periods, i.e., within one 
month after the alleged torture, and at the time of the medical evaluation. Results: 63 evaluations 
were conducted during 2013-2025 among persons aged 12-70 years who were born in 18 different 
countries. Collectively, 103 torture episodes were reported, with a mean number of distinct torture 
methods of 10.7 per person. Exposure to physical torture methods was reported by 96.8%, psycho-
logical torture by 87.3%, deprivation by 81.0%, and sexual torture by 39.7%. Most episodes occurred 
in police stations (33.0%) and prisons (17.5%). Many reported physical symptoms at the time of 
evaluation, and among individuals with available HTQ scores, 93.1% scored above the established 
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cut-off of 2.5, suggestive of PTSD. Discussion: This study illustrates the additional epidemiological 
value of transforming narrative reports into systematically structured data that allows for analyses of 
torture exposure and health outcomes. Wider adoption of standardised documentation analytical 
frameworks and complementary quantitative health measures may contribute to a more comprehen-
sive understanding of the health consequences of torture and other ill-treatment.

Keywords: torture and ill-treatment, documentation of torture, health, Istanbul Protocol 

Introduction
Torture and other ill-treatment remain widespread human rights 
violations, affecting individuals worldwide.1 Survivors of torture 
make up a significant proportion of asylum seekers. In Denmark, 
studies have found that 13-45% of refugees have been exposed to 
torture prior to arrival (Amnesty International Denmark, 2024; 
Andersen et al., 2020; Hvidegaard et al., 2023; Masmas et al., 
2008; Ostergaard et al., 2020). Research consistently shows that 
torture survivors often experience profound and long-lasting 
psychological, somatic and social consequences (Amris et al., 
2019; Campbell, 2007; Carinci et al., 2010; De C Williams & 
Van Der Merwe, 2013; Diaz & Wallin Lundell, 2025; Goldfeld 
et al., 1988; Lunde & Ortmann, 1990; Williams et al., 2010). 

Medico-legal documentation of torture plays a central role 
in the rehabilitation of survivors, the substantiation of asylum 
claims, and the pursuit of accountability for torture survivors, 
and the Istanbul Protocol (Manual on the Effective Investiga-
tion and Documentation of Torture and Other Cruel, Inhu-
man or Degrading Treatment or Punishment (IP)) provides 
internationally recognised guidelines for such documentation 
(OHCHR, 2022). The main aim of clinical evaluations as per 
the Istanbul Protocol is to provide an interpretation of the de-
gree to which medical findings support the alleged exposure to 
torture and/or ill-treatment. 

In Denmark, forensic medical evaluations in asylum cases 
are commissioned by the authorities when deemed relevant to 
the asylum assessment. However, the number of such evalua-
tions is low. According to unpublished data obtained from the 
three departments of forensic medicine in the country, a total 
of 35 medical evaluations were conducted by these depart-
ments during 2013-2025. Most evaluations took place at the 
beginning of the period, and none during 2022-2024. 

When no authority-commissioned evaluation is requested, 
asylum seekers and their legal representatives may seek an inde-

1	 In this article, the term “torture” is used as an umbrella term for 
torture and other ill-treatment and  refers to the definition in 
the UN Convention against Torture and Other Cruel, Inhuman 
or Degrading Treatment or Punishment (UN, 1984) 

pendent assessment in accordance with the IP from Amnesty 
International’s Medical Group. While the primary purpose of 
medico-legal documentation under the IP is to support survi-
vors in legal and clinical processes, these detailed reports repre-
sent a valuable resource for epidemiological research. Relatively 
few studies have systematically transformed complete narrative 
medical documentation into a structured dataset using a prede-
fined coding framework. Converting such documentation into 
quantitative datasets may therefore provide complementary 
insight into patterns of torture exposure and health outcomes. 

The present study is a retrospective descriptive feasibility 
study that provides a quantitative analysis of the medical eval-
uations conducted by Amnesty International’s Medical Group 
in Denmark between 2013 and 2025. The main aims were to 
assess the feasibility of transforming Istanbul Protocol narra-
tive clinical documentation into structured data suitable for 
epidemiological analysis and to present the descriptive findings 
related to alleged torture exposure and health. A secondary 
exploratory aim was to determine whether it was possible to 
identify associations between exposure and health consequenc-
es. The strengths, limitations and practical challenges are dis-
cussed.  

Methods

Data Management
Data were derived from digitalised medical documentation re-
ports written during 2013-2025 by medical doctors who are part 
of Amnesty International’s Medical Group. Evaluations typi-
cally comprise an interview and a medical examination, doc-
umenting alleged torture experiences and health findings. Re-
sults were noted in a narrative report and stored in digital form. 
The reports distinguished between current symptoms, defined 
as symptoms experienced within the month preceding the med-
ical evaluation, and symptoms in the first month after torture, 
which were reported retrospectively during the medical evalua-
tion. Symptoms suggestive of PTSD were assessed using Part IV 
of the original 16-item Harvard Trauma Questionnaire (HTQ). 
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The HTQ was administered using the Danish-language form 
and was self-administered, with assistance from a professional 
interpreter when required; the interviewer could clarify or re-
formulate items if needed. Narrative reports generally included 
the total HTQ score and clinical interpretation rather than the 
completed item-level assessment. 

Amnesty International Denmark removed direct person-
al identifiers from the reports, including names and refugee 
numbers, and hereafter transferred the anonymised records 
to DIGNITY. The records were transferred and stored safely, 
and were accessible only to DIGNITY staff directly involved 
in the data analysis. Unique study identifiers were assigned to 
the records, which were hereafter entered into a database de-
veloped by DIGNITY for medical documentation reports 
in line with the Istanbul Protocol. The database was built in 
KOBO Toolbox, hosted on a secure EU server,2 and developed 
by DIGNITY’s health staff prior to the present study. The da-
tabase includes more than 900 variables and sub-variables cov-
ering demographic characteristics, torture exposure, physical 
and psychological findings, and consistency assessment. Vari-
able categories were inspired by previous research on torture 
categorisation methods (Milewski et al., 2023) and organised 
according to the domains of the Istanbul Protocol. The struc-
ture enables systematic coding of data from narrative medical 
evaluations of victims of torture and was applied for research 
purposes for the first time in the current research.

Only the data processors had access to the database in 
KOBO Toolbox, which was secured by a two-step authentica-
tion process. To further ensure data confidentiality and secu-
rity, dates of birth were modified when entering data into the 
database, using a predefined key. Also, the country in which the 
medical evaluation had taken place - i.e., Denmark for all indi-
viduals - was modified to a random country. 

The second data processor subsequently reviewed initial 
data entry by the first data processor to identify and correct 
errors. Discrepancies and corrections were documented in a 
shared Excel spreadsheet and resolved by consensus, thereby 
ensuring intercoder reliability. During data entry, a logbook 
was maintained to document case-specific issues and informa-
tion that could not be coded into the database.

Using the database’s predefined coding framework based 
on the Istanbul Protocol, narrative medical reports were sys-
tematically coded to enable quantitative analysis. Free-text de-
scriptions were reviewed and coded into structured variables 
which were developed prior to analysis. Variables were coded as 
binary or categorical based on explicit information document-

2	 https://eu.kobotoolbox.org/ 

ed in the reports. When multiple torture methods or settings 
were explicitly described, each was coded as being present. 
Explicit, non-specific descriptions were coded as “other/un-
specified”, and variables not explicitly mentioned were coded 
as “missing”. This approach ensured that the resulting dataset 
reflected documented allegations as reported.

Torture episodes were coded according to the sequence and 
number of episodes described in the reports. An episode was 
defined as either a single violent incident of torture or ill-treat-
ment not involving deprivation of liberty, or as a continuous 
period of deprivation of liberty during which torture or other 
ill-treatment was reported. Within such a period, exposure to 
torture or other ill-treatment may have occurred across multi-
ple locations and perpetrators. 

Episode duration was coded as the reported period of expo-
sure to torture or other ill-treatment. Thus, if the deprivation of 
liberty lasted longer than the reported exposure, only the ex-
posure period was coded as the episode duration. If torture or 
other ill-treatment was documented throughout the period of 
deprivation of liberty, the full duration was coded, even when 
the nature of the torture or other ill-treatment varied over time. 
Cessation dates and exact durations were often document-
ed imprecisely in the narrative reports. Episode duration was 
therefore coded using broad categories (hours, days, weeks, 
months, years). At the same time, the interval to medical eval-
uation was calculated from the reported onset date, which was 
more consistently extractable. This measure reflects time since 
onset rather than time since cessation of the most recent tor-
ture episode and may overestimate time since last exposure for 
prolonged episodes.

Body regions affected by beatings, whipping and kicking 
were coded using predefined variables and recorded as ‘present’ 
only when explicitly described, allowing multiple regions to be 
coded per episode. For example, non-specific reports of being 
beaten were coded as “beatings” and as “missing” for anatomi-
cal region. For analysis, the upper limbs, torso, gluteal area, and 
lower limbs were grouped as the body, and results were pre-
sented for three regions: body excluding the head and genitals, 
head/face, and genitals. Falanga and teléfono were coded as 
separate variables when explicitly reported or clearly described 
in the reports as constituting falanga or teléfono.

Statistical Analysis
Statistical analyses were conducted using R version 4.4.3 (R 
Core Team, 2025) in RStudio version 2026.6.0.242 (RStudio 
Team, 2026). Descriptive statistics were used to summarise de-
mographic characteristics, torture exposure, and health findings. 
Continuous variables were reported as mean ± standard devia-

https://eu.kobotoolbox.org/
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tion (SD) or median with interquartile range (IQR) as appro-
priate, and categorical variables as numbers and percentages.

Torture exposure was analysed at both the person and ep-
isode level. In person-level analyses, individuals were counted 
once per torture method or category, regardless of the number 
of reported episodes. Person-level analyses were used to ex-
amine cumulative exposure and associations with health out-
comes, whereas episode-level analyses were used to describe 
characteristics and contextual patterns of torture episodes. 

Torture methods were grouped into physical, sexual, psy-
chological, and deprivation categories (Milewski et al., 2023). 
Physical and psychological symptoms were summarised for two 
periods: 1) symptoms in the first month after torture, report-
ed retrospectively during the medical evaluation, and 2) cur-
rent symptoms, defined as symptoms experienced within the 
month preceding the evaluation. HTQ total mean scores were 
categorised using the commonly applied cut-off value of 2.5, 
with scores ≥2.5 considered suggestive of clinically significant 
PTSD symptoms (Mollica et al., 1992).

As secondary exploratory analyses, selected associations in-
volving torture exposure were examined. Associations between 
torture methods and country of alleged torture episode were 
examined descriptively using cross-tabulations due to sparse 
country-level data. Episode-level mixed-effects logistic regres-
sion was used to assess the association between sexual torture 
and gender, accounting for repeated episodes within individ-
uals. Differences in HTQ total mean scores were assessed us-
ing t-tests or analysis of variance (ANOVA), as appropriate, 
for exposure to sexual torture, duration of the longest torture 
episode, number of torture episodes, and number of distinct 
torture methods (<5, 5-9, 10-14, 15-19, ≥20), all selected a 
priori. Associations between torture methods and current 
symptoms were explored using unadjusted logistic regression 
models, comparing exposed and unexposed individuals. The 
torture methods and symptoms analysed were selected based 
on clinical and existing hypotheses regarding plausible expo-
sure-outcome relationships. For these exploratory analyses, un-
documented exposures or symptoms were generally interpreted 
as absent, except for sexual dysfunction, which was treated as 
missing unless explicitly reported because of its assumed sen-
sitivity to underreporting. Analyses were conducted among 
individuals or episodes for which data were available on both 
the exposure and outcome of interest; therefore, denominators 
varied across analyses. Odds ratios (ORs) and 95% confidence 
intervals (CIs) were calculated, and statistical significance was 
assessed using a two-sided significance level of 0.05.

Ethical Considerations
This project involved secondary analysis of de-identified data 
and was conducted in accordance with the General Data Pro-
tection Regulation (GDPR). DIGNITY and Amnesty Interna-
tional Denmark jointly agreed on all procedures for data transfer, 
access, storage, and processing in advance to ensure compliance 
with applicable data protection requirements. During the data 
handling process, there were no breaches in data security.

Amnesty International Denmark granted permission for 
secondary use of the reports for research purposes. Data were 
anonymised, results are not person-attributable, and data were 
handled with strict data protection and confidentiality safe-
guards. Under the Danish Committee Act on Research Ethics 
Review of Health Research Projects, studies based on second-
ary analysis of existing de-identified data, without new partici-
pant contact, intervention or use of human biological material, 
are not subject to review by a regional research ethics commit-
tee. The project was therefore handled in accordance with the 
applicable data-protection and data-controller framework.  

Results

Study Population
A total of 63 individuals - 56 males and 7 females - were exam-
ined during 2013-2025. The individuals’ ages at the time of the 
medical evaluation ranged from 12 to 70 years, with a mean age 
of 37.9 (Table 1). Persons were born in 18 different countries, 
the most frequent being Afghanistan (12.7%), Iran (11.1%), 
Russia (9.5%), Iraq (9.5%) and Sudan (9.5%) (Figure 1). Nota-
bly, there was a substantial proportion of missing information 
about religious affiliation, civil status, and educational level. In-
formation on the date of arrival in Denmark was missing in the 
reports of 24 individuals (38.1%). Among those with available 
data, the median time between arrival in Denmark and the med-
ical evaluation was 3.2 years (IQR 1.7-5.9) (Table 1). 

Alleged Torture Exposure and Characteristics of Alleged Torture
All individuals had an alleged history of torture or other ill-treat-
ment, consistent with the inclusion criteria. Collectively, a to-
tal of 103 torture episodes were reported. While the majority 
reported one torture episode, over 40% of individuals reported 
more than one episode (Table 2). The median time between the 
onset of the latest torture episode and the medical evaluation 
by Amnesty International’s Medical Group was 5 years, rang-
ing from 1 to 23 years (Table 2). 

Most torture episodes were reported to have occurred in 
Iran (23.3%), followed by Russia and Sudan (Figure 2). The 
years during which the torture episodes had taken place varied 
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Table 1. Demographic characteristics

n=63

Gender

Female 7 (11%)

Male 56 (89%)

Other 0 (%)

Missing 0 (0%)

Mean Age, years* Mean ± SD (Min-Max)  
37.9 ±11.6 (12-70)

Age Group*

<18 1 (1.6%)

18-29 17 (27.0%)

30-44 27 (42.9%)

45-59 14 (22.2%)

60+ 3 (4.8%)

Missing 1 (1.6%)

Region of Origin

Asia 13 (20.6%)

Middle East/North Africa 21 (33.3%)

Sub-Saharan Africa 19 (30.2%)

Europe 8 (12.7%)

Missing 2 (3.2%)

Religion

Christian 2 (3.2%)

Muslim 20 (31.7%)

Other 3 (4.8%)

No religion 1 (1.6%)

Missing 37 (58.7%)

Civil status

Married 34 (54.0%)

Divorced 3 (4.8%)

Domestic partnership 1 (1.6%)

Single 7 (11.1%)

Missing 18 (28.6%)

Educational level

Master’s level or higher 3 (4.8%)

Bachelor 5 (7.9%)

Short tertiary 7 (11.1%)

Secondary 18 (28.6%)

Primary 9 (14.3%)

No education 8 (12.7%)

Missing 13 (20.6%)

Time between arrival in 
Denmark and medical 
evaluation, years (n=39)

Median (IQR) 
3.2 (1.7-5.9)

*Age at time of medical evaluation

Table 2. Alleged torture exposure

n=63

Number of torture episodes

One 35 (55.6%)

Two 20 (31.7%)

≥ Three 8 (12.7%)

Torture methods

Physical 61 (96.8%)

Psychological 55 (87.3%)

Sexual 25 (39.7%)

Deprivation 51 (81.0%)

Number of distinct torture 
methods 

Mean ± SD 
10.7 ± 5.9

Number of distinct torture methods

<5 5 (7.9%)

5-9 26 (41.3%)

10-14 20 (31.7%)

15-19 6 (9.5%)

≥ 20 6 (9.5%)

Time between onset of 
latest torture episode  
and medical evaluation, 
years (N=54)*

Median (IQR) 
5 (3-9)
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from 1990 to 2022, with missing data on the year of exposure 
for 14 episodes. Alleged exposure to torture methods was di-
verse, with physical violence constituting the most frequently 
documented category, reported by 96.8% of individuals. The 
most common forms of physical violence were beatings, kick-
ing and tying of body parts, including handcuffing (Figure 3). 
Among episodes involving beatings, beatings with instruments 
were more frequently described than beatings with the hands. 
Out of the 103 torture episodes reported, 61.2% included any 
form of blunt trauma to the body excluding head and genitals 
(40.8% included beatings with instruments, 25.2% included 
beatings with the hands, 34.0% included kicking), 45.6% in-
cluded blunt trauma to the head/face (31.1% included beatings 
with instruments, 30.1% included beatings with the hands, 

14.6% included kicking), and 6.8% of episodes included blunt 
trauma to the genitals (5.8% included beatings with instru-
ments, 1.9% included beatings with the hands, 1.9% included 
kicking). Falanga and teléfono were coded separately as specific 
beatings and are not included in the above-mentioned preva-
lences. Falanga and teléfono were reported in 13.6% and 4.9% 
of episodes, respectively. Psychological torture was reported by 
87.3% of individuals, deprivation of any kind by 81.0%, and 
sexual torture by 39.7%. The mean number of distinct torture 
methods reported per person was 10.7±5.9 (Table 2). At the 
episode level, a median number of  7 (IQR: 3-9) distinct tor-
ture methods were reported. 

The duration of reported torture episodes varied, with epi-
sodes lasting hours and episodes lasting months most frequent-
ly reported (24.3% each), followed by episodes lasting weeks 
(20.4%) and episodes lasting days (19.4%). The most frequent-
ly reported places of torture were police stations (33.0%) and 
prisons (17.5%) (Table 2). 

Health Findings
Prior to alleged torture exposure, pre-existing chronic physical 
disease was documented in four reports (6.3%) and pre-exist-
ing mental health issues were documented in one report (1.6%), 
where the person was suffering from anxiety and PTSD prior 
to torture exposure. 

 Symptoms in the first month after torture were retrospec-
tively reported at the medical evaluation and were documented 
less frequently than symptoms experienced during the month 
preceding the evaluation, particularly for psychological symp-
toms. Musculoskeletal symptoms were the most frequently 
reported physical symptoms both within the first month after 
torture and at the time of the medical evaluation, followed by 
central nervous system symptoms (Figure 4). Among specific 
symptoms reported to have been present within the first month 
after torture, headache and musculoskeletal pain were the most 
frequent physical symptoms. Psychological symptoms within 
the first month after torture were reported by almost half of 
the individuals (Figure 4), most commonly general anxiety, as 
reported by 41.3% of individuals, followed by sleeping prob-
lems (14.3%). 

At the time of the examination, most individuals reported 
pain in at least one body region, affecting 100% of women and 
89.3% of men, most commonly headaches and musculoskele-
tal pain (Figure 5). Psychological symptoms were reported by 
98.4% of individuals at the time of examination, with sleep-
ing problems, flashbacks, and difficulties concentrating being 
the most frequently reported symptoms (Figure 5). The mean 
HTQ score was 3.03±0.41, with 93.1% of 58 individuals for 

Table 2. Alleged torture exposure (continued)

n=103

Duration of alleged episode 

Hours 25 (24.3%)

Days 20 (19.4%)

Weeks 21 (20.4%)

Months 25 (24.3%)

Years 7 (6.8%)

Missing 5 (4.9%)

Place of torture**

Police station 34 (33.0%)

Prison 18 (17.5%)

At home 10 (9.7%)

In public 8 (7.8%)

Intelligence service 7 (6.8%)

Military camp 4 (3.9%)

Other/Unspecified 13 (12.6%)

Missing 15 (14.6%)

*Excluding individuals with missing year of onset for most 
recent episode. 
**One torture episode may include more than one place of 
torture, as an episode may refer to a continuous period dur-
ing which torture or ill-treatment occurred across multiple 
locations.
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Figure 2. Country of alleged torture episode (n=103)

Figure 1. Country of birth (n=63)
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Figure 4. Reported Symptoms (n=63). 

Figure 3. Alleged exposure to distinct torture methods, person-level (n=63)

Symptoms within the first month after torture were retrospectively reported at the medical evaluation; current symptoms refer to the month preceding the 
evaluation.
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Figure 5. Physical and psychological symptoms at the time of examination (n=63) (Rathke et al., 2020; Norredam et al., 2005; 
Thomas et al., 2023; Petreca et al., 2024)

* Bleeding not caused by menstrual cycle.
** Including shoulders and neck.
*** Including nightmares.
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whom scoring was done having scores above the established 
cut-off of 2.5, suggestive of PTSD.  

Medication use at the time of the medical evaluation was 
common and reported by 40 of the 63 individuals (63.5%). The 
most frequently reported medications were sedatives, includ-
ing sleeping medication and tranquilizers, and analgesics, used 
by 33.3% and 30.2% of individuals respectively. Medication 
for chronic somatic illness was reported by 25.4%. Among psy-
chotropic medications used at the time of examination, antide-
pressants were reported by 12.7%, antipsychotics by 9.5%, and 
mood stabilizers by 1.6% of individuals.  

Association between Selected Torture Methods and Demographic 
Characteristics
Torture episodes reported by women more frequently includ-
ed sexual torture (including rape, threats of rape, forced nudi-
ty and other sexual acts) compared with episodes reported by 
men, although the estimate was imprecise (OR 11.0, 95% CI 
1.30-92.80; p=0.017). 

Specific torture methods were broadly distributed across 
countries of alleged exposure, and no distinct country-specific 
patterns were identified in exploratory analysis. 

Association between Health Symptoms and Torture Exposure
Exploratory analyses among individuals with available HTQ 
scores did not demonstrate statistically significant differences in 
HTQ total scores by the duration of the longest reported torture 
exposure (p=0.739), number of torture episodes (p=0.939), 
number of distinct torture methods (p=0.228) or exposure to 
sexual torture (p=0.556).

Associations between selected torture methods and health 
symptoms at the time of the medical evaluation were exam-
ined, comparing exposed and unexposed individuals. Statisti-
cally significant associations were observed between teléfono 
and hearing loss and falanga and reduced sensation in lower 
limbs, but data was limited, the lowest confidence intervals for 
the odds ratios only slightly above 1, and the confidence inter-
vals large.  

Discussion
This study examined a heterogenous group of torture survivors 
evaluated by Amnesty International’s Medical Group over a thir-
teen-year period. It demonstrated the possibility of coding nar-
rative reports into quantitative data and found a high burden 
of persistent physical and psychological symptoms several years 
after torture exposure. This group of torture survivors had not 
undergone forensic medical documentation by the authorities 
but instead had been referred by their lawyer to an independent 

medical evaluation by Amnesty International’s Medical Group, 
often with the aim of supporting their asylum claim. 

The study population was diverse in terms of country of 
origin, country of alleged torture, torture setting, duration of 
torture episode, and number of torture episodes, yet was uni-
fied by extensive co-exposure to multiple torture methods, 
with a mean of 10.7 distinct methods per person. Interpreta-
tion of torture method-specific health outcomes is therefore 
challenging, particularly in light of the substantial time interval 
between the torture exposure and the medical evaluation and 
the potential for recall-related misclassification of both expo-
sure and symptoms. 

Fewer symptoms were reported for the first month after 
torture than at the time of the medical evaluation. This finding 
may reflect recall bias associated with the long interval between 
exposure and medical evaluation, together with information 
bias arising from non-systematic or lacking health symptoms 
assessment, particularly for psychological symptoms which are 
often underreported unless explicitly assessed (Bushnell et al., 
2005; Peters et al., 2009; Robinson & Roter, 1999). Persistent 
symptoms were common at the time of the medical evaluation, 
with pain reported by 90.5% of individuals, indicating a sub-
stantial burden of ongoing physical morbidity consistent with 
previous findings in populations of torture survivors (Mod-
vig & Quiroga, 2020; Olsen, Montgomery, Bøjholm, et al., 
2006; Olsen, Montgomery, Carlsson, et al., 2006; Thomsen 
et al., 2000). The high prevalence of persisting psychological 
symptoms is consistent with previous literature on persistent 
trauma-related sequelae among torture survivors (Dibaj et al., 
2020; Modvig & Quiroga, 2020; Steel et al., 2009; Turner & 
Gorst-Unsworth, 1990) and is reflected in the high proportion 
of individuals with HTQ scores ≥ 2.5, suggestive of PTSD. Psy-
chiatric morbidity, including PTSD, depression, anxiety and 
psychosis, is common among torture survivors (Rathke et al., 
2020; Steel et al., 2009). However, this study did not establish 
formal psychiatric diagnoses but instead relied on self-report-
ed symptoms and HTQ scores, which may be present without 
meeting diagnostic criteria. 

Psychological symptom severity, measured using the HTQ 
score, was not found to be associated with duration of torture 
episode(s), number of torture episodes, or number of distinct 
torture methods. However, given the limited sample size, high 
degree of co-exposure, and coarse exposure measures, the ab-
sence of statistically significant findings does not indicate that 
these exposure dimensions are unrelated to psychological out-
comes. Qualitative aspects of torture including loss of control, 
perceived threat to life, humiliation, and unpredictability, have 
been emphasized in previous trauma research as important 
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for psychological outcomes (Aprigio & Gauer, 2024; Başoğlu, 
1998; Ozer et al., 2003), but these dimensions could not be 
assessed directly in the present study. Psychological outcomes 
may also be influenced by post-migration stressors, including 
ongoing insecurity related to asylum status, as well as individu-
al vulnerability factors such as prior mental health status, cop-
ing resources, and personality characteristics. Previous studies 
have suggested that rape is associated with a higher risk of 
PTSD than other types of trauma (Breslau, 1991; Dalgaard et 
al., 2021; Hooberman et al., 2007). The results of this study do 
not support these findings, but this may reflect the small sam-
ple size rather than absence of a relationship.

In exploratory analysis, two statistically significant asso-
ciations were found between a specific torture method and 
a health symptom at the time of the medical evaluation, i.e., 
between teléfono and hearing loss and between falanga and re-
duced sensation in lower limbs. The data on this was, however, 
very limited and the confidence intervals large. Therefore, the 
findings should be read with caution. Nonetheless, the find-
ings are presented because they are consistent with what is well 
known clinically and illustrate how data can be meaningfully 
extracted and analyzed to generate hypotheses on the interlink-
age between specific trauma and health consequences. On the 
other hand, the fact that only two associations were found may 
reflect the extensive co-exposure to multiple torture methods 
and to other types of trauma, and the largely non-specific na-
ture of health symptoms. The health consequences of exposure 
to sexual torture were examined using HTQ scores as a meas-
ure of psychological symptom severity and sexual dysfunction 
as a multifactorial outcome with both psychological and physi-
cal components. In the present study, no statistically significant 
association was observed between exposure to sexual torture 
and either HTQ scores or sexual dysfunction. Given the lim-
ited sample size and the substantial co-exposure to multiple 
torture methods, the absence of statistically significant findings 
should be interpreted cautiously and does not preclude clini-
cally meaningful associations.

Previous studies have documented both impaired sexual 
functioning and psychological sequelae among survivors ex-
posed to sexual torture (Ba & Bhopal, 2017; Domovitch et al., 
1984; Lunde et al., 1981; Lunde & Ortmann, 1990; Norredam 
et al., 2005). Others have also documented broader interper-
sonal and social consequences of sexual violence and torture, 
including trust difficulties and impaired capacity for intimate 
relationships (28, 38–40). Such social and relational impair-
ments constitute an important dimension of health as defined 
by the World Health Organization (World Health Organi-
zation, 1946) but were not included in the present dataset as 

information about this dimension was not systematically docu-
mented in the reports analyzed. 

Torture episodes reported by women more frequently in-
cluded sexual torture than those reported by men. Although 
the difference was statistically significant, the number of epi-
sodes reported by women was limited, resulting in a wide confi-
dence interval around the estimated odds ratio. The magnitude 
of the effect should therefore be interpreted with caution. The 
finding is nevertheless consistent with previous studies (Hoo-
berman et al., 2007; Lunde & Ortmann, 1990; Milewski et 
al., 2023; Mundy et al., 2020), but may also reflect differential 
reporting, as stigma, shame and cultural factors may contrib-
ute to underreporting (Roberts et al., 2010; Thomas & Kopel, 
2023). 

Descriptive analysis of torture methods by country did not 
reveal any country-specific patterns, which is expected given 
the limited sample size. Even large-scale studies have not found 
country-specific patterns (Milewski et al., 2023). However, the 
detailed structure of the database, including information on 
the timing of torture episodes, provides a framework that could 
facilitate analysis of temporal trends within and across country 
contexts in larger datasets. 

This study illustrates the potential of detailed medical doc-
umentation and highlights the utility of standardized, quantifi-
able measures, such as the HTQ score, for capturing symptom 
severity. It also illustrates the need for complementary instru-
ments assessing other dimensions of health impact including 
pain, depression, anxiety, and quality of life. The findings 
moreover suggest that severe torture exposure and persistent 
health sequelae may not always be identified or acknowledged 
as needing further examination and treatment through for-
mal referral pathways within the asylum process. Although 
the effect of the medical evaluation on the individuals’ asylum 
outcome could not be measured in this study, studies in other 
countries suggest the importance of medical documentation in 
asylum processes, both by state authorities and other organiza-
tions (Clément et al., 2017; Franceschetti et al., 2019; Mandel 
& Worm, 2007).    

A methodological contribution of this study is the devel-
opment and application of a structured coding framework 
and database for systematically coding narrative medical eval-
uations in line with the Istanbul Protocol, into quantitative 
data. Previous studies have shown the value of forensic medical 
data in describing torture exposure, geographical patterns, and 
physical and psychological sequelae amongst torture survivors 
(Busch et al., 2015; Hougen, 1988; Milewski et al., 2023; Mod-
vig & Quiroga, 2020; Perez Sales, 2020). The present study 
builds on this approach by showing that medical reports can 
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be structured for epidemiological analysis, thereby supporting 
research on torture exposure and health outcomes.

Limitations
Medical documentation of torture often comes with challeng-
es. Physical injuries may be nonspecific, healed, or disguised by 
time, while psychological consequences can be complex and in-
fluenced by ongoing stressors such as displacement or insecure 
legal status. 

In this study, the limited sample size and heterogeneity of 
the data constitute important limitations for comparative sta-
tistical analyses. These challenges are compounded by the na-
ture of torture exposure itself. Torture survivors are rarely sub-
jected to a single form of torture or other ill-treatment; rather, 
exposure typically involves multiple methods which may have 
occurred over extended periods of time. In the coding, multi-
ple acts, methods, locations, or perpetrators were considered 
part of the same torture episode, when they occurred within 
one continuous period of deprivation of liberty. This approach 
underestimates the number and complexity of discrete torture 
exposure. In the present sample, individuals were on average ex-
posed to over ten distinct torture methods over varying periods 
of time, ranging from hours to years. Given this high degree 
of co-exposure, together with the largely non-specific nature of 
many health symptoms, attributing specific health outcomes 
to individual torture methods was shown to be challenging. 
In addition, health outcomes may be influenced by additional 
unmeasured confounders, including exposure to armed con-
flict and stressors related to displacement and migration. These 
limitations are not unique to the present study but are charac-
teristic of epidemiological research examining the health con-
sequences of specific torture methods and underscore the need 
for substantially larger datasets to improve statistical power and 
reduce the risk of both type I (false positive) and type II (false 
negative) errors. 

Torture survivors constitute a highly heterogeneous pop-
ulation exposed to complex and overlapping combinations 
of torture methods, with experiences that are inherently in-
dividualized. While coding narrative accounts into binary or 
categorical variables enables quantitative analysis and serves 
an important epidemiological purpose, this process inevitably 
entails loss of contextual detail and may not fully capture the 
complexity, severity, or subjective meaning of individual expe-
riences. Non-specific descriptions, such as beatings reported as 
occurring “all over the body,” required conservative coding de-
cisions, leading to reduced anatomical specificity. 

Furthermore, the structure and level of detail of reports 
varied across examining clinicians, introducing additional 

variability in data quality and completeness. In some reports, 
specific torture methods were explicitly identified, whereas in 
others, exposures were described narratively without explicit 
categorization, requiring interpretation by the coders. This was 
particularly relevant for deprivation-based and psychological 
methods, where classification relied more heavily on interpre-
tation, increasing the potential for misclassification. While 
the Istanbul Protocol outlines five degrees of consistency to 
assess how well the physical and psychological findings corre-
spond with an alleged method of torture or other ill-treatment 
(OHCHR, 2022),3 this was not consistently applied across 
reports. Similar challenges have been reported in a recent pub-
lication, showing discrepancies in the assignment of Istanbul 
Protocol consistency levels (Argo et al., 2026). In this study, 
most reports indicated a general assessment ‘consistent with’ 
which makes it difficult to assess the relationship.

Nearly all assessments relied on interpreter-mediated inter-
views. Although communication was generally described as ad-
equate, some reports documented difficulties, and the inherent 
limitations of interpretation may have contributed to measure-
ment error.

An inherent limitation of epidemiological research on the 
health consequences of specific torture methods is the chal-
lenge in quantifying exposure intensity. Health consequences 
are likely to depend not only on exposure to a specific torture 
method but also on the duration and intensity of that exposure. 
In this study, no direct measures of the intensity of individual 
torture methods were available, and overall episode duration 
cannot serve as a valid proxy, as intensity may vary substantially 
within a given episode. In addition, perceptions and reporting 
of intensity are subjective and may moreover be influenced by 
pre-existing physical or psychological health conditions, which 
are challenging to assess retrospectively when relying on self-re-
ported information. 

Another important limitation of the study concerns the 
nature of the data source. The medical reports were produced 
for clinical and documentation purposes rather than research, 
and negative findings were not systematically recorded. Con-
sequently, absence of documentation could not be assumed to 
reflect absence of exposure or symptoms, resulting in missing 
data and potential misclassification. For the analysis of as-
sociation between torture methods and symptoms, missing 
information about exposure to a specific torture method and 
undocumented symptoms were handled as absent. While this 
approach allowed for inclusion of a larger number of observa-

3	 i.e., ‘not consistent with’, ‘consistent with’, ‘highly consistent 
with’, ‘typical of ’, and ‘diagnostic of ’. 
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tions in the analysis, it may have led to misclassification, po-
tentially influencing observed associations between torture 
methods and health outcomes. Only the health outcome ‘sex-
ual dysfunction’ was handled differently, as it seemed not to be 
routinely assessed and is known to be particularly sensitive to 
underreporting. When not explicitly reported, sexual dysfunc-
tion was therefore coded as missing.

In this study, the median time between the onset of the 
most recent torture episode and the medical evaluation was 5 
years, 93.1% of individuals with available scores had an HTQ 
score above 2.5, and 68.3% of individuals reported memory is-
sues at the time of the medical evaluation. This introduces a risk 
of recall bias, with potential underreporting or misclassification 
of both torture exposure and symptoms that were present in 
the first month after torture. Such misclassification may be fur-
ther exacerbated by cultural stigma and shame, particularly in 
relation to sexual torture and symptoms of sexual dysfunction.

The study population consists of individuals presenting for 
medical evaluation by Amnesty International’s Medical Group, 
which limits generalizability to all torture survivors because of 
risk of selection bias. Individuals seeking such evaluations may 
be more likely to have experienced more severe and/or more 
persistent symptoms or may have more complicated histories 
or asylum procedures. This clinical selection, however, also en-
ables a level of detailed exposure characterization and medical 
assessment that is rarely achievable in larger population-based 
studies.

Finally, the study design does not allow for causal inference 
and limits the generalizability of the findings. The primary aim 
of this study was not to establish causality or to produce broad-
ly generalizable estimates, but rather to generate hypotheses 
and illustrate the epidemiological potential of systematically 
collected medical data. While the foremost purpose of medical 
documentation reports of torture remains to support survivors 
in their health care and legal processes, their structured use also 
offers an important opportunity to advance research on the 
health consequences of torture and other ill-treatment.

Conclusion
The findings describe a heterogeneous and clinically complex 
group of torture survivors with extensive and repeated exposure 
to multiple torture methods and a substantial burden of phys-
ical and psychological symptoms several years after exposure. 

This retrospective feasibility study shows that heterogene-
ous narrative medical documentation reports can be converted, 
through intensive expert coding and adjudication, into struc-
tured data capable of describing documented torture exposures 
and health findings. This is of value in relation to descriptive 

studies. However, it also demonstrates major limitations aris-
ing from non-standardized reporting, absent negative findings, 
uncertain episode definitions, extensive co-exposure and small 
samples. Prospective use of a standardized minimum dataset, 
complementary validated health measures and formal assess-
ment of coding reliability would be required before such data 
could support robust analyses of method-specific health con-
sequences. Should it be possible to overcome these challenges, 
Istanbul Protocol narratives contain a wealth of information 
that could improve knowledge about the interlinkage between 
torture exposure and health outcome and the ability to support 
survivors in their health care and legal processes.

References
Amnesty International Denmark. (2024). Sårbare udlændinge 

bag tremmer: En helbredsundersøgelse af frihedsberøvede 
udlændinge i Udlændingecenter Ellebæk og deres adgang til 
sundhed. https://amnesty.dk/wp-content/uploads/2024/06/
Saarbare-udlaendinge-bag-tremmer_Amnesty-International-
Danmark_Final_27.06.2024.pdf

Amris, K., Jones, L. E., & Williams, A. C. D. C. (2019). Pain from 
torture: Assessment and management. PAIN Reports, 4(6), e794. 
https://doi.org/10.1097/PR9.0000000000000794

Andersen, M. H., Kruse, A., Frederiksen, H. W., Ahmadi, A., & 
Norredam, M. (2020). Health status of refugees newly resettled 
in Denmark. Danish Medical Journal, 67(12).

Aprigio, I., & Gauer, G. (2024). The centrality of humiliation in 
complex posttraumatic stress disorder. Journal of Trauma & 
Dissociation, 25(5), 674–690. https://doi.org/10.1080/152997
32.2024.2383182

Argo, A., Albano, G. D., Pulin, G., Ferorelli, D., Solarino, B., 
Midiri, M., Puntarello, M., Ferrero, L., Spina, C. L., Tullio, V., 
Calascibetta, G., Geraci, S., Malta, G., & Zerbo, S. (2026). The 
forensic evaluation of torture in asylum seekers: International 
literature comparison and inter-rater agreement analysis. 
Legal Medicine, 83, 102848. https://doi.org/10.1016/j.
legalmed.2026.102848

Ba, I., & Bhopal, R. S. (2017). Physical, mental and social 
consequences in civilians who have experienced war-
related sexual violence: A systematic review (1981–2014). 
Public Health, 142, 121–135. https://doi.org/10.1016/j.
puhe.2016.07.019

Başoğlu, M. (Ed.). (1998). Torture and its consequences: Current 
treatment approaches. Cambridge University Press.

Breslau, N. (1991). Traumatic events and posttraumatic stress 
disorder in an urban population of young adults. Archives 
of General Psychiatry, 48(3), 216. https://doi.org/10.1001/
archpsyc.1991.01810270028003

Busch, J., Hansen, S. H., & Hougen, H. P. (2015). Geographical 
distribution of torture: An epidemiological study of torture 
reported by asylum applicants examined at the Department of 
Forensic Medicine, University of Copenhagen. Torture Journal, 
25(2), 12–21.

Bushnell, J., McLeod, D., Dowell, A., Salmond, C., Ramage, S., 
Collings, S., Ellis, P., Kljakovic, M., & McBain, L. (2005). Do 



18

QUANTIFYING MEDICAL EVALUATIONS OF TORTURE SURVIVORS (...)

van den Bergh et al.

patients want to disclose psychological problems to GPs? Family 
Practice, 22(6con), 631–637. https://doi.org/10.1093/fampra/
cmi080

Campbell, T. A. (2007). Psychological assessment, diagnosis, and 
treatment of torture survivors: A review. Clinical Psychology 
Review, 27(5), 628–641. https://doi.org/10.1016/j.
cpr.2007.02.003

Carinci, A. J., Pankaj, M., & Christo, P. J. (2010). Chronic pain 
in torture victims. Current Pain and Headache Reports, 14(2), 
73–79. https://doi.org/10.1007/s11916-010-0101-2

Clément, R., Lebossé, D., Barrios, L., & Rodat, O. (2017). Asylum 
seekers alleging torture in their countries: Evaluation of a French 
center. Journal of Forensic and Legal Medicine, 46, 24–29. 
https://doi.org/10.1016/j.jflm.2016.12.011

Dalgaard, N. T., Bjerre, K., & Thøgersen, M. H. (2021). Twenty 
seven years of treating survivors of torture and organized 
violence – associations between torture, gender and ethnic 
minority status among refugees referred for treatment of PTSD. 
European Journal of Psychotraumatology, 12(1), 1904712. 
https://doi.org/10.1080/20008198.2021.1904712

De C Williams, A. C., & Van Der Merwe, J. (2013). The 
psychological impact of torture. British Journal of Pain, 7(2), 
101–106. https://doi.org/10.1177/2049463713483596

Diaz, M., & Wallin Lundell, I. (2025). Hidden Scars: The impact 
of torture, traumatic brain injury, and PTSD on executive 
functions - a narrative review. Torture Journal, 35(1). https://
doi.org/10.7146/torture.v35i1.152750

Dibaj, I. S., Halvorsen, J. Ø., Kennair, L. E. O., & Stenmark, H. I. 
(2020). Painful memories: Challenges in trauma-focused therapy 
for torture survivors with PTSD and chronic pain: – a narrative 
review. Torture Journal, 30(2), 35–57. https://doi.org/10.7146/
torture.v30i2.119788

Domovitch, E., Berger, P. B., Wawer, M. J., Etlin, D. D., & Marshall, 
J. C. (1984). Human torture: Description and sequelae of 104 
cases. Canadian Family Physician Medecin De Famille Canadien, 
30, 827–830.

Franceschetti, L., Magli, F., Merelli, V. G., Muccino, E. A., 
Gentilomo, A., Agazzi, F., Gibelli, D. M., Gambarana, M., 
De Angelis, D., Kustermann, A., & Cattaneo, C. (2019). The 
effect of the medico-legal evaluation on asylum seekers in the 
Metropolitan City of Milan, Italy: A pilot study. International 
Journal of Legal Medicine, 133(2), 669–675. https://doi.
org/10.1007/s00414-018-1867-8

Goldfeld, A. E., Mollica, R. F., Pesavento, B. H., & Faraone, S. V. 
(1988). The physical and psychological sequelae of torture. 
Symptomatology and diagnosis. JAMA, 259(18), 2725–2729.

Hooberman, J. B., Rosenfeld, B., Lhewa, D., Rasmussen, A., & 
Keller, A. (2007). Classifying the torture experiences of refugees 
living in the United States. Journal of Interpersonal Violence, 
22(1), 108–123. https://doi.org/10.1177/0886260506294999

Hougen, H. P. (1988). Physical and psychological sequelae to 
torture. A controlled clinical study of exiled asylum applicants. 
Forensic Science International, 39(1), 5–11. https://doi.
org/10.1016/0379-0738(88)90113-2

Hvidegaard, M., Lanng, K., Meyer, K., Wejse, C., & Hvass, A. 
M. F. (2023). What are the characteristics of torture victims 
in recently arrived refugees? A cross-sectional study of newly 
arrived refugees in Aarhus, Denmark. International Journal 

of Environmental Research and Public Health, 20(14), 6331. 
https://doi.org/10.3390/ijerph20146331

Lunde, I., & Ortmann, J. (1990). Prevalence and sequelae of 
sexual torture. The Lancet, 336(8710), 289–291. https://doi.
org/10.1016/0140-6736(90)91814-Q

Lunde, I., Rasmussen, O. V., Wagner, G., & Lindholm, J. (1981). 
Sexual and pituitary-testicular function in torture victims. 
Archives of Sexual Behavior, 10(1), 25–32. https://doi.
org/10.1007/BF01542672

Mandel, L., & Worm, L. (2007). Documentation of torture victims. 
Implementation of medico-legal protocols. Torture Journal, 
17(1), 18–26.

Masmas, T. N., Møller, E., Buhmannr, C., Bunch, V., Jensen, J. H., 
Hansen, T. N., Jørgensen, L. M., Kjaer, C., Mannstaedt, M., 
Oxholm, A., Skau, J., Theilade, L., Worm, L., & Ekstrøm, M. 
(2008). Asylum seekers in Denmark—A study of health status 
and grade of traumatization of newly arrived asylum seekers. 
Torture Journal, 18(2), 77–86.

Milewski, A., Weinstein, E., Lurie, J., Lee, A., Taki, F., Pilato, 
T., Jedlicka, C., & Kaur, G. (2023). Reported methods, 
distributions, and frequencies of torture globally: A 
systematic review and meta-analysis. JAMA Network 
Open, 6(10), e2336629. https://doi.org/10.1001/
jamanetworkopen.2023.36629

Modvig, J., & Quiroga, J. (2020). Torture methods and their health 
impact. In M. D. Evans & J. Modvig (Eds.), Research handbook 
on torture (pp. 410–431). Edward Elgar Publishing. https://doi.
org/10.4337/9781788113960.00024

Mollica, R.F., Caspi-Yavin, Y., Bollini, P., Truong, T., Tor, S., 
& Lavelle, J. (1992). The Harvard Trauma Questionnaire. 
Validating a cross-cultural instrument for measuring torture, 
trauma, and posttraumatic stress disorder in Indochinese 
refugees. The Journal of Nervous and Mental Disease, 180(2), 
111116.

Mundy, S. S., Foss, S. L. W., Poulsen, S., Hjorthøj, C., & Carlsson, J. 
(2020). Sex differences in trauma exposure and symptomatology 
in trauma-affected refugees. Psychiatry Research, 293, 113445. 
https://doi.org/10.1016/j.psychres.2020.113445

Norredam, M., Crosby, S., Munarriz, R., Piwowarczyk, L., & Grodin, 
M. (2005). Urologic complications of sexual trauma among 
male survivors of torture. Urology, 65(1), 28–32. https://doi.
org/10.1016/j.urology.2004.08.006

Office of the United Nations High Commissioner for Human 
Rights (2022). Istanbul Protocol: Manual on the effective 
investigation and documentation of torture and other cruel, 
inhuman or degrading treatment or punishment (2022 
ed). https://www.ohchr.org/en/publications/policy-and-
methodological-publications/istanbul-protocol-manual-
effective-0

Olsen, D. R., Montgomery, E., Bøjholm, S., & Foldspang, A. 
(2006). Prevalent musculoskeletal pain as a correlate of previous 
exposure to torture. Scandinavian Journal of Public Health, 
34(5), 496–503. https://doi.org/10.1080/14034940600554677

Olsen, D. R., Montgomery, E., Carlsson, J., & Foldspang, A. (2006). 
Prevalent pain and pain level among torture survivors: A 
follow-up study. Danish Medical Bulletin, 53(2), 210–214.

Ostergaard, L. S., Wallach-Kildemoes, H., Thøgersen, M. H., 
Dragsted, U. B., Oxholm, A., Hartling, O., & Norredam, 



19

QUANTIFYING MEDICAL EVALUATIONS OF TORTURE SURVIVORS (...)

van den Bergh et al.

M. (2020). Prevalence of torture and trauma history among 
immigrants in primary care in Denmark: Do general 
practitioners ask? European Journal of Public Health, 30(6), 
1163–1168. https://doi.org/10.1093/eurpub/ckaa138

Ozer, E. J., Best, S. R., Lipsey, T. L., & Weiss, D. S. (2003). 
Predictors of posttraumatic stress disorder and symptoms in 
adults: A meta-analysis. Psychological Bulletin, 129(1), 52–73. 
https://doi.org/10.1037/0033-2909.129.1.52

Pérez-Sales, P. (2020). Psychological Torture: Definition, Evaluation 
and Measurement. In M. D. Evans & J. Modvig (Eds.), Research 
handbook on torture (pp. 432–454). Edward Elgar Publishing. 
https://doi.org/10.4337/9781788113960.00025

Peters, S., Rogers, A., Salmon, P., Gask, L., Dowrick, C., Towey, M., 
Clifford, R., & Morriss, R. (2009). What do patients choose 
to tell their doctors? Qualitative analysis of potential barriers 
to reattributing medically unexplained symptoms. Journal 
of General Internal Medicine, 24(4), 443–449. https://doi.
org/10.1007/s11606-008-0872-x

Petreca, V. G., & Burgess, A. W. (2024). Long-term psychological 
and physiological effects of male sexual trauma. The Journal of 
the American Academy of Psychiatry and the Law, 52(1), 23–32. 
https://doi.org/10.29158/JAAPL.230076-23

Rathke, H., Poulsen, S., Carlsson, J., & Palic, S. (2020). PTSD with 
secondary psychotic features among trauma-affected refugees: 
The role of torture and depression. Psychiatry Research, 287, 
112898. https://doi.org/10.1016/j.psychres.2020.112898

Roberts, S. T., Watlington, C. G., Nett, S. D., & Batten, S. V. 
(2010). Sexual trauma disclosure in clinical settings: Addressing 
diversity. Journal of Trauma & Dissociation, 11(2), 244–259. 
https://doi.org/10.1080/15299730903502961

Robinson, J. W., & Roter, D. L. (1999). Psychosocial problem 
disclosure by primary care patients. Social Science & Medicine, 
48(10), 1353–1362. https://doi.org/10.1016/S0277-
9536(98)00439-0

R Core Team. R: A language and environment for statistical 
computing. Version 4.4.3 [Computer software]. Vienna: R 
Foundation for Statistical Computing; 2025.

RStudio Team. (2026). RStudio: Integrated Development for R. 

RStudio (Version 2026.6.0.242) [Computer software]. http://
www.rstudio.com/.

Silove, D. (1999). The psychosocial effects of torture, mass human 
rights violations, and refugee trauma: Toward an integrated 
conceptual framework. The Journal of Nervous & Mental 
Disease, 187(4), 200–207. https://doi.org/10.1097/00005053-
199904000-00002

Steel, Z., Chey, T., Silove, D., Marnane, C., Bryant, R. A., & 
van Ommeren, M. (2009). Association of torture and other 
potentially traumatic events with mental health outcomes 
among populations exposed to mass conflict and displacement: 
A systematic review and meta-analysis. JAMA, 302(5), 537–549. 
https://doi.org/10.1001/jama.2009.1132

Thomas, J. C., & Kopel, J. (2023). Male victims of sexual assault: A 
review of the literature. Behavioral Sciences, 13(4), 304. https://
doi.org/10.3390/bs13040304

Thomsen, A. B., Eriksen, J., & Smidt-Nielsen, K. (2000). Chronic 
pain in torture survivors. Forensic Science International, 108(3), 
155–163. https://doi.org/10.1016/S0379-0738(99)00209-1

Turner, S., & Gorst-Unsworth, C. (1990). Psychological sequelae 
of torture: A descriptive model. British Journal of Psychiatry, 
157(4), 475–480. https://doi.org/10.1192/bjp.157.4.475

United Nations. (1984). Convention against torture and other cruel, 
inhuman or degrading treatment or punishment. https://www.
ohchr.org/Documents/ProfessionalInterest/cat.pdf

Williams, A. C. D. C., Peña, C. R., & Rice, A. S. C. (2010). 
Persistent pain in survivors of torture: A cohort study. Journal of 
Pain and Symptom Management, 40(5), 715–722. https://doi.
org/10.1016/j.jpainsymman.2010.02.018

World Health Organization. (1946). Constitution of the World 
Health Organization. https://www.who.int/about/governance/
constitution

Submitted 21st of July 2026 
Accepted 1st of September 2026


	Quantifying medical evaluations of torture survivors: An analysis of 63 narrative reports from Denmark
	Brenda van den Bergh1, Kristine Wichmann Madsen2, Lisa Michaelsen3, Amra Reko4, Maja Bendtsen5, Marie Brasholt6, Jens Modvig7
	Quantifying medical evaluations of torture survivors: An analysis of 63 narrative reports from Denmark

