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Impact of the COVID-19 pandemic on
work with torture survivors: Clinical and
community perspectives

Pau Pérez-Sales*

The COVID 19 pandemic is not only chang-
ing the social and political landscape but also
bringing about important changes in human
rights and in work with torture survivors!,
some of which we noted in a first analysis in
the last issue (Pérez-Sales, 2020).

Since the first reported cases, there have
been a very large number of academic publica-
tions on the etiology and impact of COVID-19.
Of particular note is the COVID-19 Resource
Center launched by The Lancet series, which
provides up-to-date information regarding
medical impact and treatment?. For Mental
Health and Psychosocial Work (MHPSS), the
open-access on-line monographic issue of Psy-
chological Trauma, an APA-sponsored journal,
contains more than 150 peer-reviewed papers>.
The family of PLOS journals offers free access

1  For an extensive and comprehensive review
of the human rights challenges posed by the
COVID-19 crisis, see Ferstman & Fagan (2020),
Ayala (2020)

2 https://www.thelancet.com/coronaviru

3 The papers cover potential mental health effects
of COVID-19, resilience and positive psychology,
living with isolation and uncertainty, covid-19
and pre-existing conditions, children and youth,
substance use disorders, suicide, moral injury,
vicarious trauma and interventions in health
care providers, interpersonal violence, age and
disability, impact on refugees, incarcerated,
and undocumented people, impact on women
and sexual minorities, fostering resilience in
communities and interventions .

*)  Editor-in-Chief.
Correspondence to: pauperez@runbox.com
https://doi.org/10.7146/torture.v30i2.122582

to all COVID-related papers, with an important
focus on MHPPS elements*. Research Gate has
also opened a dedicated space on COVID-19°
with thousands of papers from peer-reviewed
journals covering almost all aspects of relevant
science.

Some of these have been very premature
publications, containing preliminary data that
has subsequently been disproved, and which
has led to questions surrounding the guaran-
tees offered by fast-track publishing that many
scientific journals have opened in response
to COVID-19. The considerable quantity of
papers requires significant effort to collate the
information that is essential and useful for a
practitioner. In particular, there is still very little
scientific output regarding the impact on the re-
habilitation of torture survivors (SoT). We will
try, in this editorial, to advance some prelimi-
nary reflections and stimulate further research.

Crises exacerbate pre-existing inequality gaps
In June and July this year, the IRCT, as a
network of centres for the care of victims of
torture, carried out a diagnosis of the situation
and an analysis of the practices being carried
out by their partner centres to deal with the

4 https://collections.plos.org/covid-19#section-
social-issues.

5 At the time of closing this editorial, a total of
2392 articles on psychological impact from 114
different countries were available, and a total of
2129 meta-analyses on all kinds of topics related
to medical and psychological aspects of the
COVID-19.

International Rehabilitation Council for Torture Victims. All rights reserved.
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pandemic (IRCT, personal communication).
Around 40 centres were directly involved in
the survey. In analysing the different experi-
ences, two contrasting realities were observed.

On the one hand, we note the experi-
ences of Sub-Saharan African centres, such
as Terres Nouvelles or Fédicongo in the DRC,
CAPREC in Senegal or the Trauma Center
in Cameroon as examples from organisations
in the Global South. For them, the pandemic
has placed many torture survivors, and espe-
cially refugees and asylum seekers, who live in
the informal economy, on the edge of phys-
ical survival. Lockdown measures have, in
fact, removed their already scarce opportuni-
ties to work: temporary agricultural employ-
ment, small informal factories or workshops,
street vending or domestic work. These organ-
isations provide vivid depictions of individu-
als in situations of homelessness or confined
in shelter; in which essential survival elements
are lacking. They describe experiences of star-
vation and survivors of torture (SoT) resort-
ing to criminal activity or sex work as forms
of survival, or an increase in alcohol consump-
tion as a way to escape from reality. In many
countries of the Global South, the COVID-19
pandemic is evolving into what was once the
Hunger-AIDS complex (De Waal & Whiteside,
2003),%7 and, in this respect, torture survivors
are one of the most vulnerable populations.

6 A survey with around 3000 families in rural
poor areas of Bangladesh, showed that the
median monthly family income fell from US$212
at baseline to $59 during lockdown, and the
proportion of families earning less than $1-90
per day increased by a 200%. Food insecurity
increased by 52%. (Hamadani et al., 2020).

7  Some authors already speak openly about the
COVID World Food Crisis and warn that a
sustainable plan is not being articulated on a
global scale and the consequences could be
devastating (Fleetwood, 2020)

COVID-19 has also meant a lack of access to
medical or psychosocial support and freezing
of legal processes, including asylum proceed-
ings. In the face of this, centres describe a lack
of resources, and emergency measures taken
including provision of pre-paid phone cards
to some of those most vulnerable in order to
avoid losing contact with them, or seeking
themselves food support from charities that
are already overburdened and overflowing.
These reports sharply contrast with the
challenges described by the centres based in
the Global North. In their communications,
they echo the challenges maintaining the con-
tinuity of activities in the context of lockdown:
making use of the latest technology (centres in
Sweden, Switzerland, Germany, or the UK);
the feasibility of telephone counselling, or
combining face-to-face interviews with video
conferencing; the use of self-help apps; en-
suring confidentiality and security in internet
communications; the challenges in integrating
work with cultural mediators and translators
into on-line counselling; and the ethical dilem-
mas posed by these emerging contexts. These
early experiences, along with experiences from
the Global South, suggest that, pending suffi-
cient data, suggest that it is possible to main-
tain forensic evaluations, although with some
restrictions (Freedom from Torture, SiR[a],
CSU-Zimbabwe, CCTI-Mexico), to provide psy-
chological support and counselling (Rescue Al-
ternatives Liberia), and in some cases, even to
maintain on-line family and group therapy
(Restart Lebanon). There are also on-line ma-



terials related to tele-psychotherapy that can
be an essential aid to the centres®°.

Some of the partner centres report being
very aware of a pyramid of MHPSS inter-
ventions; although they are used to provid-
ing highly-specialised care and delegating the
lower layers of the pyramid to partner organ-
isations, this context has required them to
act flexibly and take on atypical tasks related
to shelter, food, clothing, communications,
access to medication etc.!%!! The cancellation
of therapeutic activities or the temporary dis-
appearance of patients from the consultation
room only means, in many cases, that there are
other similar or more severe issues to be ad-
dressed, and that the organisation must also
temporarily shift to other priorities.

Psychosocial perspective: the case of Lesvos
The situation observed in the Moria refugee
camp in Lesvos (Greece) paradigmatically
demonstrates the dynamics of the pandemic,

8  For a trans-theoretical comprehensive perspective
on challenges in tele-psychotherapy, including
current evidences and best practices see an
Special Issue of the Journal of Psychotherapy
Integration, freely accessible on-line (https://
www.apa.org/pubs/journals/special/int-
telepsychotherapy-age-covid-19-pdf) and
McDonald et al., (2020).

9  For a metanalysis on ethical challenges in on-line
therapy see Stoll et al., (2020)

10 Especially interesting is a report on difficulties
found by Tamil SoT in UK during the
COVID-19 crisis (ITJP, 2020)

11 An example is Freedom from Torture’s Emergency
Relief Fund, with small grants of 200 to 2000
pounds to support torture survivors or front-
line organizations, or the COVID-19 Resources
website by Heal Torture, with hundreds of
materials, links and resources for torture survivors
specific to COVID-19 (https://healtorture.org/
resource/covid-19-resources). The Center for
Victims of Torture (CVT) also has a website with
Mental Health Resources in different languages
(https://www.cvt.org/ COVID-English).

and the multiple levels and perspectives that
are interpolated from a psychosocial perspec-
tive. On the island of Lesvos, there was an es-
timated population of 15,000 people seeking
international protection, most of them Afghan
nationals but also a number from other areas
of the world. They had become stranded in
limbo caused by the Greek government’s uni-
lateral decision, in March 2020, to suspend
all asylum application procedures, which
they subsequently recommenced with new
requirements, which most of the refugees in
the camp could not meet. Among these con-
ditions, documentation of the psychological
impact of torture was no longer accepted
in hearings for protection assessment. The
population was living in extreme conditions
of overcrowding, unhealthy conditions, pre-
carious nutrition and with a lack of access to
clean water. Violence of all kinds and in par-
ticular gender-based violence was prevalent,
and refugees faced a situation of global aban-
donment (Eleftherakos et al., 2018; OXFAM,
2019), in contexts of fear, isolation and lack
of social support and community networks
(Episkopou et al., 2019). Refugees lacked
medical care, and official sources scarcely
provided information about COVID-19 that
instead mostly came from self-organised
groups among refugees with the support of
international NGOs (OXFAM, 2020; Greek
Council for Refugees, 2020). In this context,
there was a steady increase over time in the
local population of Lesvos, of those who con-
sidered that migrants were not only a threat
to the island’s economy, but were also respon-
sible for the increase in crime (Annon, 2020)
and a threat to the very health of its inhab-
itants. This situation remained highly tense,
but without any outbreaks, because to date
there had been no positive cases of COVID-
19 on the island as it had been in lockdown
and therefore isolated from the mainland. In
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Table 1. Security and military perspective prevails over psychosocial and community perspective

Refugees

Local population

ENVIRONMENT fostering a lack
of control and uncertainty

Extreme conditions - Overcrowding
Lack of medical services

No reliable information

No trusted source of information
Community organisation not allowed

FEAR conditions

Fear of foreigners in Greece
Fear of the refugee population of the disease
Fear of the refugee population of other refugees

the last weeks of August and early September
however, some symptomatic cases began to
appear, and the government decided to forci-
bly confine and mass test the entire popula-
tion of the Moria camp, despite the serious
issues with reliability of the tests available and
the risk to which the population was exposed
with the quarantine.!? These decisions gener-
ated fear and conflict, because the process and
the way it was put into action was neither seen
nor developed as a health intervention, but
rather as an action of military confinement.
As soon as the results of the tests had arrived,
the army entered the camp, located the entire
family of the person who had tested positive
and moved them, in full view of everyone, to a
closed area outside of the camp. These actions
caused panic. On the one hand, the families
themselves who were transferred were terri-
fied because in most cases they did not have
any symptoms and were forced to live with
people who did have symptoms. On the other
hand, neighbouring families were alarmed by
the military deployment and the knowledge
that they had been living close to a family who
had had COVID-19 contact.

12 See MSF report: https://www.msf.org/
greek-police-enforce-unwarranted-and-cruel-
quarantine-moria-camp

Not surprisingly, after a few days, there
were riots and attempts to escape from the
confinement area, to which the police and mil-
itary responded with harsh crackdown mea-
sures!?. Eventually, the entire refugee camp
burned down in what was, speculatively, a des-
perate act by the refugees themselves to try
and force a move from the lockdown camp.
Fear, misinformation, rumours, accumulated
hopelessness, trauma, poverty and military re-
sponses rather than human rights-based re-
sponses to victims of war, torture, exile and
loss and who found themselves embroiled in
the COVID-19 crisis made up the flame that
set the mixture alight.

Making the excluded invisible

COVID-19 has led, at a global level, to the
invisibility of victims of torture due to reasons
including:

* The situation of the pandemic has meant,
in most countries, the complete or partial
suspension of monitoring visits to detention

13 12 September 2020. Moria migrants tear-
gassed by Greek police in protest over new
camp (https://www.bbc.com/news/world-
europe-54131212). Riot police deployed to new
Lesbos refugee camp after fire (https://edition.
cnn.com/2020/09/11/europe/lesbos-fire-migants-
moria-camp-intl/index.html).



centres!4, without any epidemiological jus-
tification.

» In most detention centres, family visits have
been suspended, which, in addition to the
psychological impact on the detainees, in-
creases the possibility of abuse.

* Many legal activities are suspended, includ-
ing some involving guarantees and safe-
guards for detainees or trials for human
rights violations'. In other cases, trials con-
tinue, but with violations of the right to ade-
quate documentation and defence in cases!®

» Some associations that look after victims of
torture are forced to restrict their activities
to a minimum, leaving victims without nec-
essary elements of protection.

» The right to rehabilitation risks becoming
a secondary concern in government bud-
getary planning.

A priority task for those working with
torture victims will be to develop strategies to
prevent such invisibility and to maintain mon-
itoring activities of potential rights violations
in closed institutions. Anti-torture organisa-
tions such as the CCTI in Mexico or Restart

14 In a survey in 24 African countries regarding
National Prevention Mechanism to prisons
during COVID-19, in 11 all visits were
forbidden, in 10 were partially restricted or
limited and only in 3 there were no limitations
(Muntingh, 2020)

15 One example is the suspension of restorative
justice processes in Colombia and the difficulties
in resuming them virtually (Sandoval, 2020)

16 Of particular relevance is the report by the
Helen Bamber Foundation and Freedom for
Torture on limited access to justice due to
COVID measures adopted in relation to Pre-
Decision National Referral Mechanism (‘NRM?”),
Applications to extend time, Review proceedings
and Appeals (Helen Bamber Foundation &
Freedom for torture, 2020).

in Lebanon have made public statements chal-
lenging their governments on this issue.

Abuse of power under health-based
derogations

In various national legal systems, exceptional
measures have been adopted that have effec-
tively restricted freedoms: of assembly, dem-
onstration and expression. The act of protest
itself is penalised or criminalised. Exceptional
powers are given to the police and to the army
to prevent the spread of the disease and con-
tagion, and this gives rise, in many contexts,
to indiscriminate police action!?. Recent cases
of torture and even death of citizens in differ-
ent countries due to abuse of power are conse-
quences of these policies that use COVID-19
as a guise to establish undemocratic forms
of government, or that require the police to
control preventative health measures without
clear rules. Moreover, the confinement situa-
tion itself has increased the prevalence of all
forms of violence.

Furthermore, the use of apps to control
population movement and to trace persons
with positive COVID tests has raised concern
from organisations like Amnesty International
and others!8.

17 A number of reports exist. One example,
among many, is the National Human Rights
Commission of Nigeria, in a press release dated
14th April 2020, reported 33 cases of torture
(in two cases ending in death) due to unlawful
application of lockdown measures by police
and army (Oboirien, 2020). Similar data comes
from the National Coalition for Human Rights
Defenders in Uganda (https://www.independent.
co.ug/escalation-of-torture-in-covid-19-
lockdown/. For global data see Anderton (2020).

18 https://www.amnesty.org/en/latest/news/2020/06/
bahrain-kuwait-norway-contact-tracing-apps-
danger-for-privacy/; https://www.amnesty.org/en/
latest/news/2020/04/covid-19-surveillance-threat-
to-your-rights/; https://www.amnesty.org.uk/
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Legislative and administrative measures,
and protection of fundamental freedoms
There is undeniable concern that COVID-19
has represented a step backwards in global
freedoms at the international level (Council
of Europe, 2020). Some 30 countries have
decreed states of emergency, alarm or disaster
that have served to reduce freedoms. In some
cases, these measures have no clear legal basis
and are contrary to the international human
rights framework. The debate is not so much
about their necessity, but rather about their
lawfulness, proportionality and duration
(Lebret, 2020). There are a vast number of
Statements by national, international and su-
pranational bodies with recommendations to
States, both in relation to fundamental rights
and to groups at particular risk. The Inter-
national Justice Resource Center maintains a
comprehensive database on all of them which
is freely accessible and is the most appropriate
source of reference!®.

COVID-19 and detention settings

Especially relevant to this matter is the
UNODC, WHO, UNAIDS and OHCHR
joint statement on COVID-19 in prisons and
other closed settings?’. Jointly, these interna-

press-releases/uk-privacy-must-not-be-another-
casualty-virus.

19 The database includes, when closing this
editorial, more than 200 statements from the
56 United Nations special procedures, 10 U.N.
human rights treaty bodies, three principal
regional human rights systems (each with various
components), and their respective “parent”
intergovernmental organisations. They urge
governments to act to respect human rights
during the pandemic. https://ijrcenter.org/covid-
19-guidance-from-supranational-human-rights-
bodies/

20 https://www.who.int/news-room/detail/13-
05-2020-unodc-who-unaids-and-ohchr-joint-
statement-on-covid-19-in-prisons-and-other-

tional organisations urge political leaders to:
(1) Reduce overcrowding, limiting the dep-
rivation of liberty, including pre-trial deten-
tion, to a measure of last resort, and enhance
efforts to resort to non-custodial measures (2)
Close compulsory detention and rehabilita-
tion centres, where people suspected of using
drugs or engaging in sex work are retained or
detained (3) Ensure health and safety meas-
ures that are respectful with human dignity,
irrespective of any state of emergency, and at
the same level that all the population of the
country. (4) Provide unrestricted access to
prevention measures and treatment of HIV,
tuberculosis, hepatitis and opioid depend-
ence (5) Ensure that restrictions that may be
imposed due to COVID-19 are necessary, ev-
idence-informed, proportionate (i.e. the least
restrictive option) and non-arbitrary. The dis-
ruptive impact of such measures should be
actively mitigated, such as through enhanced
access to telephones or digital communica-
tions if visits are limited. Legal safeguards,
including the right to legal representation,
as well as the access of external inspection
bodies to places of deprivation of liberty, must
continue to be fully respected.

The Association for the Prevention of
Torture (APT) has launched a website with
an information hub on the conditions of
persons deprived of liberty during COVID-
19 worldwide. Data can be searched accord-
ing to country, relevant institution or body,
thematic issue, place of deprivation of liberty,
and situation of vulnerability?!. At closure of
this editorial, the database provided more than
2200 news and reports on torture, COVID
and detention centres.

closed-settings

21 https://datastudio.google.com/reporting/
c686bea7-3152-4dd2-b483-fce072f3ddbf/page/
UkoKB



Epidemiological data, where available,
shows that in many countries, there are far
more cases of COVID in detention centres
than in the population-at-large??> The mea-
sures proposed by international bodies, in-
cluding the release of prisoners, should not
be considered as compassionate or gracious
measures. International Human Rights Law
emphasises the “special position of the guar-
antor” in which states find themselves con-
cerning the rights of people in prison, with
a duty to guarantee the health of prisoners
and fulfil all health measures, such as those of
social distancing (Coyle, 2008; Penal Reform
International & Essex Human Rights Center,
2017; United Nations High Commissioner
for Human Rights, 2005; WHO-EU, 2007).
However, in overcrowded prisons, this can be
impossible to achieve. Putting human beings
at risk of death, especially when more than
half of whom, in most countries, are in pre-
trial detention and not even convicted, is un-
acceptable. As some authors have pointed out,
denial of proper medical care can amount to
torture (Center for Human Rights & Human-
itarian Law, 2014; SRT, 2013). Moreover, if
there is an increased death rate in prisons and
the state does not take any measures to prevent
it, the authorities could be prosecuted under
international law.

A controversial measure taken by some
states, which is particulary prevalent in the
United States, is to put migrants with symp-
toms of COVID-19 in prolonged solitary
confinement, which can extend to months

22 The National Campaign against Torture in
India reported that 26% of jails in the country
had reported COVID-19 cases by August 2020.
All prisons were overcrowded, no isolation
measures applied and no health care provided, in
a situation that was considered by the NGO as
amounting to torture (NCAT, 2020)

in duration??. Furthermore, a Physicians for
Human Rights (PHR) report has documented
cases of forced family separation as part of
COVID-19 prevention measures that have no
medical justification. Detained migrant parents
are faced with forced separation from their chil-
dren, some as young as six months old and
breastfeeding, allegedly to prevent their chil-
dren from being exposed to coronavirus in adult
detention centres potentially experiencing out-
breaks. In both solitary confinement and forced
family separation, organisations claim that mi-
grants are submitted to situations amounting to
torture?*. The UN Working Group on Alterna-
tives to Detention has issued a specific and very
detailed report on COVID-19 and Immigration
Detention (WGAD, 2020). Several guidelines
have been developed for the management of the
COVID-19 epidemic in detention centres. The
undisputed reference text is the Guide for De-
tention Centres of the US Center for Disease
Control and Prevention? (CDC). There are
also specific guidelines on institutional mea-
sures to reduce the risk of COVID-19 in prisons
(Tulloch, 2020), as well as guidelines for moni-
toring the situation of COVID-19 in detention
centres (ODIHR & APT, 2000). As supple-

23  Research by the International Consortium
of Investigative Journalist documented 8,488
incident reports of people kept in solitary
confinement for having COVID-19 symptoms,
with more than 50% describing stays that lasted
longer than 15 days. ICIJ identified 187 cases
in which a detainee was held for more than six
months. In 32 of those cases, the detainee was
confined in solitary for a year or more (see full
report at https://theintercept.com/2019/05/21/ice-
solitary-confinement-immigration-detention/).

24  https://phr.org/our-work/resources/forced-family-
separation-during-covid-19-preventing-torture-
and-inhumane-treatment-in-crisis/

25 https://www.cdc.gov/coronavirus/2019-ncov/
community/correction-detention/guidance-
correctional-detention.html
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mentary material to this editorial, we include
a short-list of essential topics to be covered in
detention centre monitoring, with a focus on
COVID.

The individual perspective

Population-at-large

There is, as explained in the introduction, a
plethora of detailed materials on the physi-
cal and psychological impacts of COVID-19
on people with the disease both symptomatic
and asymptomatic,, on the community in
general and more specifically on the com-
munity in lockdown. The reader can draw on
these sources. To summarise the main find-
ings thus far:

COVID-19 causes a multi-systemic
disease involving almost all body organs.
During the most acute phase of the disease,
delirium, anxiety, or confusion occurs in about
40% to 50% of cases?®. There is however, at
the time of writing, insufficient epidemiologi-
cal data on psychological symptoms in asymp-
tomatic COVID-19 positive patients.

As for the general population, studies
in areas of a high prevalence of COVID-19
(China, US), suggest the presence of anxiety
symptoms in around 30% of the population,
and depression in around 15%. This pro-
portion increases to almost double in health
personnel. Between 35% and 50% of profes-
sionals present moderate to severe symptoms
of post-traumatic stress?”. There is scarce data
on the impact of lockdown, but the best avail-
able review studies point to a high frequency

26 For a free monthly updated review see https://
www.uptodate.com/contents/coronavirus-disease-
2019-covid-19-psychiatric-illness

27 For a review on impact on health workers and
measures for prevention of traumatic symptoms,
see Kisely et al. (2020) and Lai et al., (2020).

of negative emotions, depressive symptoms
and post-traumatic stress (Brooks et al.,
2020).28

Victims of torture

There are, at the moment, no specific studies
on victims of torture and COVID-19. What
follows are some insights on positive and
negative effects of the COVID pandemic from
clinical experience and discussion with col-
leagues with no more pretense than to serve as
an aid and stimulus for future research.

Psychosocial elements

Firstly, victims of torture, who often live in so-
cially marginalised conditions, are at a much
greater risk of contracting COVID. This risk
exists in addition to the linguistic difficulties
they may encounter in understanding norms
and regulations, maintaining social distance
due to inadequate sheltering and having poor
access to the health system on equal terms
with the rest of the population. There are, in
addition, other specific psychosocial elements
(Table 2)

28 In a review of 24 studies on the impact of
quarantine in ten different countries from 2003
to 2014, high numbers of post-traumatic stress
symptoms, confusion, and anger were found.
This is added to increasing fear, depression,
emotional exhaustion, frustration and irritability.
These lead, if prolonged in time, to an increase in
avoidance behaviors and avoiding others, increase
in alcohol usage, suicide attempts, increase
in hypochondriac and somatic symptoms and
domestic violence. The severity of symptoms
related to death rates in affected population (i.e
Ebola outbreaks) and economic hardship due
to lockdown. The authors strongly recommend
limiting lockdown periods to a minimum
duration necessary, provide clear information on
expected length and public campaigns explaining
the rationale of the measure, appeals to altruism
and health-related messages to improve well-
being (Brooks et al., 2020).



Clinical aspects
There are some specific elements in the ex-

periences of victims of torture in which par-

allels can be drawn between the impact of
COVID-19 cases and its medical and psycho-
logical implications with situations of torture

or enforced disappearance:

The pandemic has meant, for many
people (victims, therapists and families),
a close contact with death as an imme-
diate, direct and present reality. In coun-
tries with a high mortality rate, ultimately
everyone knows someone who has died. It
is, in these cases, not an abstract thought,
experienced secondhand through media
sources, but rather a reality, experienced
through neighbours, relatives and friends.
Furthermore, for many victims, this can

mean remembering painful moments in
their lives, reawakening the fear of death
itself or the fear of pain and illness linked
to torture. Many victims have recounted
how lockdown has reminded them of
prison and confinement.

On the other hand, the disease and the
threat posed by COVID-19 are invis-
ible. It is both everywhere and nowhere.
For some SoT, this makes it possible,
paradoxically, to deny its existence. In
other words, what is not seen simply does
not exist, or so they believe. For other
SoT, on the contrary, this means seeing
the threat everywhere. The unseen enemy
is, for them, omnipresent. A polarity of
emotions is thus created. Survivors — just
as the broader population- tread, at a
certain point, a crossroads between those

Table 2. Psychosocial factors to check and consider in supporting torture

survivors during COVID-19 crisis.

1.
2.

10.
I1.
12.
13.
14.
15.

Absence of essential elements of support: food, clothing

Loss of contact with supporting institutions due to lack of or inability to pay for telephone,

transport or other means of keeping in contact.

No access to specific COVID-19 tests or medical care

No access to PPE or other equipment that allow mobility and safety

Cultural understanding of the need for social distance measures and practical strategies

to make them possible

Impact of rumours, fake news or unscientific aetiological hypotheses

Fear of infecting family members (children, older adults...)

People who are or have been in contact with infected people - managing expectations and

practical measures to ease anxiety

Impossibility and lack of ritual elements of mourning linked to culture and alternatives

from sources of traditional healing.

Impact of home lockdown, quarantine and specifically the impact of loneliness

Barriers to news about what is happening in the country of origin — facing alarming news

Absence of news about family members
Impact of the delay in legal procedures

Procedures that do not have all the legal safeguards and generate helplessness

Forced or voluntary family separation, due to COVID-19, and especially when children

and older adults are involved.
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who move in a state of psychological
denial and with a sense of invulnerability,
and those who live in constant vigilance
and fear. One of the tasks of support from
health professionals is to work on a real-
istic perspective between helplessness and
fear on one side and omnipotence and
carelessness on the other.

Furthermore, for some victims and their
relatives, illness and death constitute new
losses that follow previous losses — instances
of grief stacked upon each other - which
therefore sometimes remain unresolved.
Moreover, COVID-19, in many cases, has
meant individuals suffering losses without
a body to mourn. Healthcare measures
have prevented loved ones from being at
the patient’s side at the time of death, pos-
sibly entailing feelings of remorse and guilt.
They also have prevented wakes and funer-
als. For many people, it has been impos-
sible to say goodbye to the deceased rela-
tive, friend or loved one. For the deceased
person themself, it has also been a death in
solitude. In some places, like in New York,
we have even seen images of mass graves
that remind us of the experience of many
victims of torture and enforced disappear-
ance. These are specific elements to be
considered.

This situation might deepen, for a large
part of VoT, inherent beliefs of insecu-
rity and distrust in the world. Living in
a threatening world, where new fears only
add to those felt previously, added, in this
case, to an uncertain and unpredictable
future, not least because of illness but also
because of economic, social and political
uncertainty. These only increase the need
for trust and a sense of finitude. Trauma
and crisis become cyclical in life.

The unique circumstances of COVID can
increase feelings of remorse and guilt

that augment similar pre-existing sensitiv-
ities. This involves guilt felt due to present
circumstances, because the person had,
for example, been unable to take care of
their parents, to be by their side, because
they had been unable to secure their suf-
fering loved one a place in a hospital, or
simply did not understand the severity of
the symptoms. Guilt, in this case, is added
to previous feelings of guilt and may be
linked to a feeling of being unable to
protect the family during political perse-
cution, perhaps because of the effects of
militancy, personal choices, or because the
person had to flee, thus leaving the family
in a critical economic situation.

Furthermore, there may be a burden
derived from the idea that there should
be a “vital justice” when a community
faces death. The youngest, the most
valuable, or those who fought the most,
should, it is said, never be the ones to die.
Death should be reserved for perpetra-
tors. Feelings of, “I am the one who should
have died, instead of my brother, my son or
my father”. It is difficult to make sense of
deaths experienced as absurd and unjust.
This has often been part of the experi-
ence of victims of torture or enforced
disappearance. And it is now part of the
experience of COVID-19 affected com-
munities. In contexts of therapy, it may
be discussed with survivors that human
beings have far less control over their
life than that which we are usually taught
and that this may be a source of anguish
or a source of wisdom. In many countries,
this will mean looking to one’s own god
and spirituality. In others, it means accept-
ing reality as something inevitable that we
must shoulder in order to move forward
and learning to life in uncertainty. The
victims, who have already experienced



10.

these feelings and dilemmas on other
occasions, perhaps have much to teach the
population, and this role of sharing their
experience can be a healing one.
Moreover, for young SoT, a form of
“empathetic horror” is sometimes per-
ceived in cases of people who, because of
their age or their personal situation, may
have never considered that death could
affect them, and now see that the person
who died was of a similar age, and may
experience feelings of “that could have
been me”. This is a shattering experience.
For some VoTs, the experiences they
have lived through allow them to develop
a more resilient outlook than that of
the general population. It has not been
uncommon to see many VoT's who are far
more resilient than the professionals with
whom they work. In the COVID crisis, the
level of suffering and pain is often incom-
parable to that that was once suffered
from torture and prison. Furthermore,
there is far more than the person is able
to do taking into account the absolute
defenselessness experienced in torture.
The COVID-19 crisis has forced people—
and VoTs are no exception- to be more
aware of human relationships, of the
people we live with and how we relate to
them, and to become cognisent of one’s
strengths and weaknesses. While for some
people, this has meant a period of calm,
for others, it has meant anguish, especially
for those who may have been balancing
their shortcomings with work, activism or
hyperactivity. The crisis has also given rise,
in some cases, to the need to make critical
decisions in a short time, which has led to
emotional overload.

The pandemic also has brought about
an increase in violence. The data is
incontrovertible. Gender-based violence,

11.

family breakdowns and violence against
children and the elderly have increased
since the lockdown began (Anderton,
2020; Hamadani et al., 2020; IFRC, 2020;
Peterman & Donnell, 2020; UN Women,
2020). Fear sometimes brings cohesion. In
other situations, it generates division and
fracture among more general issues, both
in organisations and other social groups.
Social psychology dictates that there is a
period, usually 4 to 6 weeks, of a particular
“honeymoon”, when solidarity and possi-
bilities of facing problems in a communi-
tarian way dominate. After that, for many
reasons too lengthy and complex to review
here, signs of lack of solidarity gradually
appear. A challenge is how to prolong and
sustain support networks and solidarity
responses in the face of exhaustion, uncer-
tainty and tiredness.

Finally, there is the most critical factor:
loneliness. For many people, and this
includes many family members, who
are older people, the experience of the
pandemic has been further served to
increase challenges of communication,
isolation and loneliness?®. Loneliness
has been recently documented as
a neglected condition that severely
increases mortality and mental health
problems in the population-at-large
(Cacioppo et al., 2015; Holt-Lunstad et
al., 2015).

29

In a study based on telephone calls to the general
population in a COVID-19 confinement situation
(n=432) in Hong Kong, it was found that 60%
presented symptoms of anxiety or depression and
that the perception of loneliness was the main
predictor of psychological distress, regardless of
the size of the social network (Tso & Park, 2020).
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Table 3. Interventions of support

(a) adapt brochures or guides with advice from the many
existing ones (b) try group interventions via on-line that create virtual communities in
which patients can share how they are coping, their needs and develop forms of mutual
support (c) introduce, where possible, apps with programs of emotional regulation, stress
management, anger management and others, from the many currently available™
Strength mutual support actions: common pots, home help by volunteers and others.
Address mourning and especially mourning associated with the premature death of

Address mourning for the loss of people who were social leaders in the struggle of the
Address psychosocial problems associated with the lockdown. Ensure support for basic

needs, especially for older adults. Adopt strategies to support people who are particularly

Address Conflicts within family and community. Saturation of personal relationships.

1. Develop self-help systems :
2.
3.
healthy people
4.
victims or for human rights and which have a relevant collective impact
S.
vulnerable in their families or communities
6. Manage risk of detention or deportation
7.
8. Address loneliness and Fear
9.

Monitor possible situations of gender violence, violence against children or older

adults.

One of the paradoxes of COVID is the
experience of social saturation and forced
coexistence for some people faced with the
experiences of loneliness and lack of support
of others.

In this context, the experience of torture
victims can provide valuable lessons about how
to deal with the demands of this crisis. Hope-
fully, from the rehabilitation centres, VoT will
not be seen only as fragile members of society
to be protected, but as people who have faced
hunger, loneliness, displacement and trauma
and in many cases have developed wisdom and
individual and collective practices from which
the society can learn today.

In this issue, we present the first part of a
Special Section on Physiotherapy for Torture
Survivors, with the help of Eric Weerts, Guest
Editor, as a response to a call-for-papers that
had a very significant response.

Inge Genefke, in one of her first writings
on the rehabilitation of torture victims wrote:
"Torture may be characterized as physical and/or
psychological; most commonly victims have been
exposed to both forms of torture. As a consequence
hereof, the treatment specially designed for torture
victims is a combination of psychotherapy and
physiotherapy, commonly known as multi disci-
plinary treatment" (Danneskiold-Samsee et al.,
2007).The treatment of torture victims at the
RCT center in Copenhagen was based on five

*  There are hundreds of apps freely available for patients. A good selection can be found in these non-

commercial reliable websites

https://www.nhs.uk/apps-library/category/mental-health/;

https://psychiatry.ucsf.edu/copingresources/apps;

https://nycwell.cityofnewyork.us/en/covid-19-digital-mental-health-resources/



pillars, the second of which was "Simultaneous
start of both physical and mental trearment with
physiotherapy as an important element of the phys-
ical treatment". Physiotherapy was always one
of the fundamental elements of the therapeutic
programs that the IRCT promoted throughout
the world which was more or less universally
adopted (Bloch, 1988; Kastrup et al., 1986;
Reid & Strong, 1988). It was also considered
synonymous with the treatment of physical
symptoms and one of a number of historically
important areas in work with torture survivors.

Unfortunately, there has been minimal
research tradition in physiotherapy, and after
almost forty years of work with VoT, physio-
therapy has gradually declined as a discipline
within organisations, until it became an ac-
cessorial subject within general health care.
Several factors have likely played a role in this.
On the one hand, there was a trend within
various IRCT centres, especially in Latin
America, that so much emphasis on phys-
iotherapy represented a biomedical and de-
politicised model of treatment for victims. In
contrast, these centers advocated communi-
ty-based or psychosocial approaches with a
much clearer political focus that understood
the therapy with torture survivors as part of a
global political fight of which the survivor was
still part. On the other hand, research on pain
management showed the need for multidis-
ciplinary approaches and that physiotherapy
alone, in its classical sense, was insufficient.
The use of massage, hydrotherapy or pos-
tural therapies were shown to be ineffective
if they were not part of an overall integrated
treatment that used body manipulation as a
therapeutic element within body-based psys-
iotherapy or somatosensory therapies. Finally,
the very challenges encountered by profession-
als in producing academic research to probe
its usefulness and refute the claim that physio-
therapy requires high resource investments as

compared with community approaches in en-
vironments where resources are scarce. In this
Special Section we have attempted to discuss
contemporary ways of understanding physio-
therapy work with torture survivors, discus-
sion on indicators of efficacy and increase and
strengthen the number of studies available to
support its use as part of multidisciplinary pro-
grams. The work received, however, has placed
more emphasis on protocols and education
than on outcomes.

In this issue, Iselin Dibaj, Joar Halvorsen,
Leif Ottesen Kennair and Hakon Stenmark
contribute a narrative review on challenges in
trauma-focused therapy for torture survivors
with PTSD and chronic pain, showing that
there is still not enough support to the widely
accepted assumption that addressing trauma
can improve chronic pain. April Gamble, Salah
Hassan Rahim, Ahmed M. Amin Ahmed and
Jeff Hartman present the results of a pilot
study on the Effects of a Combined Psycho-
therapy and Physiotherapy Group Treatment
Program for Survivors of Torture with very
preliminary, although promising results. Espe-
cially interesting is that the intervention is done
with incarcerated survivors in an Adult Prison
in Iraq, showing the feasibility of working in
complex contexts. Tanju Bahrilli and Hamiyet
Yiice present a study on Basic Body Awareness
Therapy in hunger strike victims with Wer-
nicke Korsakoff Syndrome, showing improve-
ment in different quality of life indicators in
survivors that had been severely handicapped
for years.

Overall the three papers presented here
will help the reader to capture that while phys-
iotherapy might not be a generalised treatment
for all torture survivors as it was initially pro-
posed in the early works in the 1980s, there are
specific profiles of survivors that might benefit
from physiotherapy as an adjunctive treatment,
especially if this is combined and integrated
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within psychotherapy work. The discipline
must evolve to better define who can benefit,
which the best combinations are and how out-
comes can be reliably measured.

Additionally, Paula Suarez-Lopez presents
a review on the potential of epigenetic methods
to provide evidence of torture. Genetic
markers, now still at an early stage of devel-
opment, show enormous potential to detect
long-term and trans-generational impacts of
chronic trauma in general. The question ad-
dressed here is whether there can be specific
markers for torture as a shattering trauma ex-
perience. The author suggests that there is a
strong potential for that.

Marie Brasholt, Brenda van den Bergh,
Erinda Bllaca, Alba Mejia, Marie My Warborg
Larsen, Anne Katrine Graudal Levinsen, and
Jens Modvig present results on a study con-
ducted in Albania and Honduras on the risk of
sanctions following visits by monitoring bodies
to detention centers, that shows that this is a
relevant and neglected area in the prevention
of torture. The results are alarming and show
that a very significant percentage of people in-
terviewed suffer some kind of harassment or
reprisal following the visits.

The reader will also find a Debate section.
Sara Lopez poses a complex question: What
are the ethical dilemma and proposed criteria
when a (potential) perpetrator asks for foren-
sic documentation of his own alleged torture.
The author proposes three criteria that can
be applied by forensic experts and document-
ing organizations. Four world-leading authors,
Juliet Cohen (Head of Doctors at Freedom
from Torture, UK), Elizabeth Lira (Profes-
sor of Psychology at Universidad Alberto
Hurtado, Chile), Henry Shue (Professor of
Philosophy at Oxford University, UK) and
Onder Ozkalipci (Forensic Expert, Turkey),
provide insights on the proposal with a final
wrap-up and answer from the author.

As the reader will see, this issue includes
multiple and complex themes, which we are
sure will stimulate reflection and debate.
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The potential of epigenetic methods to
provide evidence of torture

Paula Suarez-Lépez, PhD*

Key points of interest

» Epigenetic marks are DNA modifica-
tions that affect gene activity without
altering the underlying genetic infor-
mation.

» Changes in epigenetic marks are associ-
ated with traumatic experiences.

» Methods that analyse epigenetic marks
have the potential to contribute to the
medico-legal documentation of torture.
This potential should be explored.

Abstract
Introduction: The last five decades have wit-
nessed a transition from brutal forms of physi-
cal torture to other physical and psychological
methods that do not leave marks on the body.
Providing evidence of these types of torture is
often a challenge. Finding biological markers
of torture would potentially contribute to
solve this problem.

Methods: Scientific literature review.

Results: Methods to analyse certain bio-
logical marks present in the genetic material
(the DNA), called epigenetic marks, have been
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United Kingdom.
Correspondence to: paula_suarez_lopez@
hotmail.com
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developed in recent years. These marks can
change in response to environmental factors,
but these changes do not alter the genetic in-
formation contained in the DNA. Changes
in epigenetic marks have been correlated
with traumatic stress. Given that torture is an
extreme form of trauma, this article argues
that torture may also be associated with epi-
genetic changes.

Discussion: Epigenetic methods offer a new
tool that might be useful for the medico-le-
gal documentation of cases of torture. Given
that these methods have not been used for this
purpose yet, they should be tested. Whether
they have potential to contribute to determine
the severity of suffering, establish a severity
threshold or design strategies for the rehabil-
itation of torture survivors is discussed. The
advantages and limitations of these methods,
as well as ethical implications, must be taken
into account.

Keywords: severity of suffering, trauma,
torture biomarkers, epigenetics, DNA meth-
ylation.

Introduction

A main element of the definition of torture
in international human rights law instruments
is the severity of physical or mental pain or
suffering (Convention against Torture and

International Rehabilitation Council for Torture Victims. All rights reserved.
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Other Cruel, Inhuman or Degrading Treat-
ment or Punishment, 1984; Rome Statute,
1997). The importance of the term “sever-
ity” resides in that, despite the fact that it has
no legal definition, is a major criteria used in
judicial decisions to determine whether the
treatment suffered by a person amounts to
torture or not.! However, UN treaty bodies
interpret that the legal distinction between
torture and inhuman or degrading treatment
bears little relevance,? a view supported by
research indicating that the severity of mental
suffering inflicted by torture and other forms
of ill-treatment is similar (Bagoglu et al.,
2007). It has been proposed, therefore, that
a common severity threshold should apply to
both torture and cruel or inhuman treatment
(Rodley & Pollard, 2009). With the exception
of certain acts generally considered torture per
se due to the intensity of suffering inflicted?
(Maculan, 2015), it is necessary to evaluate
whether the degree of severity reaches the
common threshold to determine whether an
act falls within the prohibition of torture and
other ill-treatment.

Despite the fact that it is outlawed in most
states, torture is still widespread in many coun-
tries (Amnesty International, 2018). Many
forms of torture hardly leave any mark on the
body (Greenberg, 2015; Petersen & Morentin,
2019; Rejali, 2007; Ron, 1997). The absence

1 Seee.g. ECHR. (1978). Ireland v the United
Kingdom, 5310/71, §167.

2 UN Committee Against Torture, General
Comment No. 2: Implementation of Article 2 by
States parties (2008), §§3-6; UN Human Rights
Committee, General Comment No. 20: Article 7
(Prohibition of Torture, or Other Cruel, Inhuman
or Degrading Treatment or Punishment) (1992),
§§3-4, 8-9, 14.

3 ECHR. (2003). Aktas v Turkey, 24351/94, §319;
ECHR. (1997). Aydin v Turkey, 23178/94, §§83,
86.

of physical proof hampers prosecution of per-
petrators and leaves victims with scant possi-
bilities to get justice, reparation and redress.
It is therefore of paramount importance to
find ways to prove torture when it leaves no
visible signs on the body. Epigenetic changes,
which are modifications of the DNA that do
not affect the genetic information contained
in it (Gibney & Nolan, 2010), are associated
with traumatic events (reviewed by Vinkers et
al., 2015; Zannas et al., 2015). Here, it is hy-
pothesised that torture, usually an extremely
traumatic experience, can also be associated
with epigenetic changes.

Methods

Several interesting reviews on the epigenetics
of trauma and post-traumatic stress disorder
(PTSD) have already been published (Hein-
zelmann & Gill, 2013; Sheerin et al., 2017;
Vinkers et al., 2015; Zannas et al., 2015).
This article has selected examples that illus-
trate how previous work on the epigenetics of
trauma can inform future work on torture.
To find out whether analyses of epigenetic
changes in torture victims have been reported,
searches included the scientific bibliographic
databases PubMed (https://www.ncbi.nlm.
nih.gov/pubmed) and Google Scholar (https:/
scholar.google.com/), using each of the terms

» « » <«

“torture,” “refugee,” “asylum seeker,” “dis-
placed person,” “displaced population,” and
“war victim” in combination with the term
“epigenetics” or in separate combinations
with the following terms, which refer to differ-
ent types of epigenetic marks: “DNA methyla-
tion,” “histone mark,” “histone modification,”

£

“histone methylation,” “histone acetylation,”
“histone ubiquitination or ubiquitylation,”
“histone sumoylation,” and “histone phos-

phorylation™.


https://www.ncbi.nlm.nih.gov/pubmed
https://www.ncbi.nlm.nih.gov/pubmed
https://scholar.google.com/
https://scholar.google.com/

The difficulty of measuring the severity of
suffering

An absolute degree of pain or suffering that
sets the threshold for torture and other ill-
treatment has not been established (Maculan,
2015), given that there is no objective method
to measure pain or suffering and there is an
enormous variation in physical pain sensitiv-
ity and mental suffering between different
people (Bagoglu et al., 1997; Fillingim, 2005;
Reyes, 2007). Factors related to torture itself,
its physical effects and the general context in
which it is inflicted also have to be taken into
account (Maculan, 2015; Pérez-Sales, 2017;
Reyes, 2007; Rodley & Pollard, 2009). It is
difficult to reconcile the complexity of meas-
uring the severity of pain or suffering with
the legal need for certainty in understanding
where the threshold for severe pain or suffer-
ing is. There is a continuum in severity from
the mildest forms of humiliation to the most
atrocious forms of torture. It might seem
arbitrary to set the threshold at a particular
level, but at the same time it would be useful
to set a loose boundary beyond which any
treatment is considered impermissible. Some
leeway would allow taking into account all the
factors mentioned above.

Torture that leaves no permanent marks

There is a vast array of torture methods that
do not leave permanent marks on the body,
either because they do not produce them
or because the marks disappear in a rela-
tively short time. These techniques include
positional stress, exhaustion exercises, sleep
deprivation, hooding, sensory deprivation
or sensory overload, exposure to cold or hot
temperatures, waterboarding, several forms
of beating (for example, with rubber hose
or sandbags), and electrotorture, which can
produce intense physical pain, mental suf-
fering and sometimes permanent physical or

psychological damage (Carinci et al., 2010;
Rejali, 2007; Williams & Amris, 2017). Al-
though psychological torture can sometimes
also cause physical pain, it does not result
in visible physical marks (Reyes, 2007). Ex-
amples of psychological torture methods are
humiliation, death threats, mock executions,
threats that another person will be killed or
tortured, witnessing torture of others, solitary
confinement, violation of taboos, and forced
betrayal (Carinci et al., 2010; McColl, Bhui,
& Jones, 2012; Reyes, 2007).

We tend to be more horrified by torture in-
volving physical cruelty, but the methods men-
tioned above can cause a similar level of distress
(Bagoglu et al., 2007; Pérez-Sales, 2017). For
instance, torture survivors often describe that
witnessing torture of family members, or the
threat of torturing them, is at least as distress-
ing as being tortured themselves (Basoglu et
al., 2007; Pérez-Sales, 2017). From the 1970s,
countries like the United States, Israel and
Spain, among many others, have moved from
scarring physical torture to techniques that
leave no permanent marks (Greenberg, 2015;
Petersen & Morentin, 2019; Rejali, 2007; Ron,
1997). In terms of proving the existence of a
human rights violation, this absence of marks
poses a considerable challenge.

Psychological effects of torture

The experience of extreme suffering that rep-
resents any type of torture has an emotional
and psychological impact on the victim, which
can result in mental health sequelae (Masmas
et al., 2008; Rasmussen et al., 2011; Reyes,
2007; Steel et al., 2009). Survivors range
from those experiencing a small impact and
showing no difference in mental health rela-
tive to the general population to those suf-
fering severe psychiatric disorders (Bagoglu
et al., 1994; Kelly, 2011; Pérez-Sales, 2017).
The psychological sequelae of torture depend
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on the survivor’s age, gender, resilience, pre-
paredness for torture and interpretation of
meaning, in addition to social, cultural and
political factors (Bagoglu et al., 1997; Reyes,
2007). The torturing environment and the
combination of several torture methods also
influence the psychological effects (Pérez-
Sales et al., 2016). Torturers want to cause
fear, anxiety, distress and a feeling of helpless-
ness in their victims, in order to break them
psychologically. This can cause cognitive, be-
havioural and emotional problems (Campbell,
2007; Carinci et al., 2010; Turner & Gorst-
Unsworth, 1990). Some of the most common
psychological effects are irritability, sleepless-
ness, memory and concentration impairment,
re-experiencing the trauma, avoidance of any-
thing recalling the torture events, anxiety, de-
pression, suicidal thoughts, mistrust of others,
and depersonalisation (feeling detached from
one’s body) (Carinci et al., 2010; Reyes, 2007;
Turner & Gorst-Unsworth, 1990).

Even if torture does not result in mental
health symptoms in some survivors, it is a trau-
matic event. The severity of trauma depends
on the emotional impact that torture has on
the survivor, measured as the degree of distress
and perception of loss of control, that is, the
feeling of being at the mercy of others (Bagoglu
et al., 2007; Reyes, 2007). The most preva-
lent trauma-related disorders among torture
survivors are major depression and PTSD.
It is not unusual for a survivor to have more
than one disorder or to transition from one
to another (Carinci et al., 2010; Nickerson et
al., 2017; Weisleder & Rublee, 2018). Most
survivors suffer depression, which has been
associated with the experience of loss result-
ing from torture. It can be loss of parts of the
body, physical health, bodily functions, family,
work or credibility (Turner & Gorst-Un-
sworth, 1990).

The most frequent psychiatric disorder in
torture survivors is post-traumatic stress dis-
order (PTSD) (Carinci et al., 2010), with con-
siderably higher prevalence than in the general
population (Basoglu et al., 1994; Jaranson et
al., 2004; Masmas et al., 2008;Van Ommeren
et al., 2001). It is important to stress that not
developing PTSD does not mean that the
person has not been tortured (Pérez-Sales,
2017). Neither does PTSD, nor other long-
term mental health sequelae, such as depres-
sion, reflect the severity of the treatment. Some
people subjected to extremely harsh torture
may not develop PTSD, whereas some people
subjected to milder forms of torture may
develop it. However, the severity of mental
suffering correlates with greater likelihood of
developing PTSD and depression (Bagoglu
et al., 2007). Despite the fact that it is cur-
rently impossible to distinguish PTSD associ-
ated with torture from PTSD caused by other
traumatic events, a PTSD diagnosis in a sur-
vivor is consistent with severe mental suffer-
ing and, together with other evidence, can be
used to support torture claims (Reyes, 2007).
Opverall, any torture method causes traumatic
stress, which often results in long-term psy-
chological and mental health sequelae, with
profound effects on the survivor’s life (Carinci
et al., 2010).

The need for biological markers when
torture leaves no physical marks

The idea behind the transition to torture that
leaves no permanent physical marks is that if
there are no visible marks, the perpetrators
will easily evade accountability. These torture
methods leave the survivor, and the families
of those who do not survive the experience,
with little evidence to claim justice, reparation
and redress. Torture that leaves no marks has
little visual and public impact (Rejali, 2007),
resulting in less pressure on states to change



their laws, policies and practices. In addition,
many stealth techniques do not require any
technology at all and go undetected easily
(Rejali, 2007). It is far more difficult to
prevent, monitor, detect and prosecute no-
marks torture than torture that causes physi-
cal injuries. The same problems exist when
physical torture leaves marks but they have
disappeared by the time the survivor is exam-
ined by a health professional. Furthermore,
the narrative of torture survivors is often
“circuitous, devious and evasive” rather than
linear (Roth, 2013, p. 335). Torture, as an ex-
tremely distressing event, is particularly dif-
ficult to recount (Gorman, 2001). Survivors’
testimonies can at times show inconsistencies
and may not be able to provide precise details
about the date, location or perpetrators. This
can be the consequence, for instance, of the
circumstances of torture, such as if the victim
was blindfolded, of memory impairment re-
sulting from physical or psychological damage
caused by torture, or of fear of putting them-
selves or others at risk (McColl et al., 2012).

Psychological assessments are of para-
mount importance in documenting torture
allegations and in evaluating the sever-
ity of suffering and the effects of torture in
mental health (Campbell, 2007). However,
the absence of physical signs and often wit-
nesses, together with difficulty in providing a
clear narrative of the torture events, often puts
into question the credibility of torture allega-
tions. In the last two decades, several tools
to assess the consistency of torture narratives
have been developed, including the guide-
lines of the Istanbul Protocol (2004). Cred-
ibility assessments can be the only evidence
that many survivors have to support their
legal cases (Pérez-Sales, 2017), but judges can
refuse to accept them (Good, 2004). In ad-
dition, there can be considerable variation in
the level of credibility determined by differ-

ent observers, even when there is physical evi-
dence of torture (Petersen & Morentin, 2019).
Credibility assessments, then, are relevant to
support torture allegations, but often are not
sufficient by themselves. Also, psychological
assessments can occasionally be manipulated,
especially if the expert is not independent.*
In the light of all of the above, an import-
ant challenge is to obtain additional evidence
of torture, especially when there are no physi-
cal marks. Pérez-Sales (2017) points to the ne-
cessity of finding biological markers associated
with psychological torture and that can dis-
criminate, if possible, torture from other types
of trauma. The idea is to find specific and ob-
jective evidence of torture and of the severity
of its effects (Pérez-Sales, 2017)). Given that
torture affects brain functioning, methods that
analyse brain structure or neural activity have
the potential to provide relevant information.
Research using neuroimaging techniques has
shown that the volume of the hippocampus is
reduced in people with PTSD in comparison
with traumatised people without PTSD and
non-traumatised controls (Karl et al., 2006;
Kolassa & Elbert, 2007). However, these find-
ings have to be interpreted with caution, given
that differences in hippocampal volume may
result from genetic risk factors for PTSD (Gil-
bertson et al., 2002; Zhang et al., 2014). Anal-
yses of neural activity suggest that individuals
with PTSD, including torture survivors, show
specific activation patterns in response to dis-
turbing stimuli (Adenauer et al., 2010; Catani
et al., 2009). These results are promising, but
neural activity patterns are not always repro-
ducible and are sometimes difficult to interpret
(Nash et al., 2014). Moreover, neuroimaging

4  See, for example, Inter-American Commission
on Human Rights. (2018). Olivier Acufia Barba
v Mexico, Updated petition, No. P463-05/Case
13.432.
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procedures are expensive and require special-
ised equipment to which, depending on the
context, torture survivors may not have access.

The levels of cortisol, a steroid hormone in-
volved in stress responses, are altered in people
who have suffered trauma (Steudte-Schmied-
gen et al., 2016). Although a study of cortisol
levels included torture survivors, it was not de-
signed to test a correlation of cortisol levels with
torture (Gola et al., 2012). Therefore, changes
in cortisol levels are associated with trauma, but
an association with torture has not been estab-
lished yet. Altogether, it can be concluded that
no specific biological markers of torture have
been found so far. It is, therefore, of paramount
importance to find new ways to document cases
of torture when there are no visible signs on the
body. In the next section, the potential of state-
of-the-art molecular biology techniques, in par-
ticular epigenetic methods, to provide evidence
of torture is analysed.

The potential of epigenetic marks as
biological markers of torture

What are epigenetic marks?

Our genetic information is encoded in our
DNA, which can be understood as contain-
ing a language (the genetic code). The set of
genes of an organism (the genome) can be
understood as a handbook of life written in
this language. Your DNA contains the instruc-
tions to make you and not any other person
or any other living being. But you are not only
what your genes determine; you are the result
of the interaction between your genes and the
environment, between your genes and your
experiences (Tiffon, 2018). We can under-
stand a gene as an instruction. For example,
we have a gene with the instruction to make
insulin, which is involved in sugar metabolism
and the control of blood sugar levels (Roder
et al.,, 2016). A genetic change — what is

called a mutation, that is, a change that affects
the information contained in the gene — in
the insulin gene can render insulin inactive,
leading to diabetes (Nishi & Nanjo, 2011). In-
structions that are absolutely essential for life
are given constantly, whereas other instruc-
tions are given at a particular moment, under
particular circumstances or at particular
places. For example, the insulin gene is only
active in certain pancreatic cells (Roder et al.,
2016). Instructions can be given in many dif-
ferent ways: genes can be expressed (active)
or silent (inactive) and changes in gene activ-
ity can be sudden or slow and gradual, slight
or massive, long-lasting or transient. Thus,
gene expression can be fine-tuned in a very
dynamic way.

Epigenetics refers to features of the DNA
that affect gene activity without changing its
genetic information. Epigenetic marks are ele-
ments that are bound to the DNA and can be
added or removed readily. We can understand
epigenetic marks as tags that give orders to
modulate gene expression (Gibney & Nolan,
2010). There are tags that make genes more
active and tags that reduce their activity or
turn them silent. The type, number and posi-
tion of epigenetic marks in a gene determine
gene activity. There are several types of epi-
genetic marks. Some of them directly bind the
DNA, whereas others bind components asso-
ciated with the DNA called histones (Gibney
& Nolan, 2010). The main mark directly
bound to the DNA is called DNA methylation,
which is a stable epigenetic mark that reduces
or silences gene expression (Jaenisch & Bird,
2003). For example, expression of the insulin
gene is regulated by DNA methylation, such
that this gene is expressed only in the pancre-
atic cells in which the gene is not methylated,
allowing the gene to be active (Kuroda et al.,
2009). Epigenetic change, that is, the addition
or removal of epigenetic marks, is a natural



process that contributes to the regulation of
gene expression (Gibney & Nolan, 2010).
There is clear evidence that gene expression
can change in response to environmental
factors, such as temperature or nutrition. The
environment affects gene expression in part
through epigenetic changes (Cavalli & Heard,
2019; Jaenisch & Bird, 2003).

Stress and trauma are associated with epigenetic
changes

Numerous studies have found that epigenetic
changes, in particular in DNA methylation,
are associated with stress and trauma. Some
of these investigations have analysed meth-
ylation in the whole set of genes, whereas
others have analysed methylation in specific
genes that are involved in responses to stress
or trauma (reviewed by Vinkers et al., 2015;
Zannas et al., 2015). The main candidate
genes analysed in relation to traumatic stress
are those with the instructions to produce
the glucocorticoid receptor and the seroto-
nin transporter. The glucocorticoid recep-
tor binds steroid hormones, mainly cortisol,
and is involved in responses to stress and, in
mice, in the regulation of anxiety, aggression
and cognitive performance (de Kloet et al.,
2005). The serotonin transporter is involved
in the function of serotonin, a neurotrans-
mitter, which has been related to depressive
disorders (Nautiyal & Hen, 2017). Most
research on the epigenetics of trauma has
been performed on patients with PTSD in
order to identify genetic risk factors for this
disorder (Sheerin et al., 2017; Zannas et al.,
2015). Although differences in DNA meth-
ylation between patients with PTSD and
trauma-exposed controls without PTSD
have been detected in several genes (Sheerin
et al., 2017; Zannas et al., 2015), the design
of these studies does not allow concluding
whether the epigenetic changes result from

the trauma experienced.

A number of studies show a correlation
between certain epigenetic marks in adults
and childhood trauma, including early paren-
tal loss, physical and sexual abuse (reviewed by
Vinkers et al., 2015). Not only does this show
that traumatic stress is associated with epigen-
etic changes, it also suggests that these changes
persist for years. In a study of DNA methyla-
tion levels in the glucocorticoid receptor gene
in adults with mental disorders, higher meth-
ylation levels were found in persons that had
been sexually abused during childhood com-
pared to non-sexually abused persons (Perroud
etal., 2011). Similarly, physical abuse, physical
neglect, emotional abuse and emotional neglect
during childhood were associated with high
methylation levels in this gene. This study also
found a correlation between increased severity
of sexual abuse and increased DNA methyla-
tion, and between more abuses and increased
methylation in the glucocorticoid receptor
gene, suggesting that high levels of certain epi-
genetic marks might be used not only as biolog-
ical markers of trauma, but also as indicators
of the objective severity of the abuse.

These results, which were obtained using
blood samples, extend previous work done
with brain samples of suicide victims with a
history of childhood abuse, which also showed
higher methylation levels in the glucocorticoid
receptor gene than those of non-abused suicide
victims (McGowan et al., 2009). As blood
samples show similar results to brain samples,
it is not necessary to use brain samples for this
type of research, and, therefore, it is possible
to study epigenetic changes in living persons.
Increased methylation of the glucocorticoid re-
ceptor gene is associated with reduced expres-
sion of this gene in the brain, which suggests
that these epigenetic changes result in changes
in gene activity that can affect the response to
stress (McGowan et al., 2009). Research from
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a different group has found that higher meth-
ylation levels of the glucocorticoid receptor
gene are associated with clinical severity in
borderline personality disorder patients with a
history of childhood trauma (Martin-Blanco et
al., 2014). Therefore, at least two studies have
found correlations between methylation of this
gene and severity, although in one case sever-
ity refers to the treatment and, in the other, it
refers to clinical symptoms.

Studies of epigenetic marks in other
genes, including the serotonin transporter
gene, have also shown an association of epi-
genetic changes with childhood trauma (H.-J.
Kang et al., 2013; Vijayendran et al., 2012),
although other studies have not found such
correlation (Marzi et al., 2018; Wankerl et
al., 2014). Several analyses of DNA methyla-
tion in the whole human genome have found
higher or lower levels of methylation in nu-
merous genes in individuals who had suffered
childhood abuse in comparison with control
individuals who had not experienced trauma
(reviewed by Vinkers et al., 2015). In addi-
tion to these reports of exposure to trauma
in early life, several studies have shown as-
sociations between alterations in methylation
levels of several genes and war-related PTSD
in veterans (Kang et al, 2019; Kim et al., 2017;
Rusiecki et al., 2012;Yehuda et al., 2015), sug-
gesting that trauma in adult life also correlates
with DNA methylation changes.

In some cases, different studies have re-
vealed epigenetic changes in different parts
of the same gene. However, the methods
used differ between studies and therefore the
results are not directly comparable, which
might explain some of the differences found
(Vinkers et al., 2015). Although not all studies
have found correlations between changes in
DNA methylation and traumatic stress, and
there is not always consistency between
studies, there is increasing evidence support-

ing this correlation. Two types of experiments
give strong support to the idea that stress and
trauma induce epigenetic changes. On the one
hand, experiments in rats showed that reduced
maternal care increases methylation of the
glucocorticoid receptor gene in the offspring
(Weaver et al., 2004). On the other hand, high
methylation of genes involved in the regula-
tion of sleep/wake cycles results from acute
sleep deprivation in humans (Cedernaes et al.,
2015). The field of epigenetics is young and
rapidly evolving. Although many findings need
further confirmation or development, it is a
field with a very promising future.

Can epigenetic methods be used to provide
evidence of torture?

The association of epigenetic changes with
traumatic and stressful events has led to
naming these changes “molecular scars”
(Tsankova et al., 2006, p. 523). Given that
torture is an extreme form of trauma, it is
conceivable that it is also associated with this
type of scars in the victim’s DNA. It would
be feasible, then, to test whether torture sur-
vivors show stress- or trauma-related epige-
netic changes. The fact that changes in DNA
methylation can be detected in adults after
a history of childhood trauma (McGowan
et al., 2009; Perroud et al., 2011), suggests
that traumatic events may be traced in the
DNA after several decades. Therefore, if
such marks were associated with torture, it
might be possible to detect them years after
the torture event took place. Molecular scars
might persist for a longer time than some
physical scars and might be present in sur-
vivors of torture that leaves no other visible
marks. Epigenetic methods, therefore, have
the potential to provide scientific evidence of,
or consistent with, torture even if years have
passed and physical marks have disappeared
or never existed.



Despite this potential, systematic bib-
liographic searches did not retrieve any report
on the use of epigenetic methods to detect as-
sociations of epigenetic changes with torture.
The searches retrieved a number of articles
dealing with the epigenetics of traumatised
individuals, some of whom had experienced
torture, but none of these articles specifically
addressed potential links of epigenetic changes
with torture. The present article argues that it
is worth testing whether these links exist and,
if this were the case, whether the changes asso-
ciated with torture can be distinguished from
those associated with other types of trauma.

Advantages and limitations of epigenetic
methods and ethical considerations

The use of DNA analyses has meant a re-
markable improvement for forensic genet-
ics not only in criminal, but also in human
rights investigations (Kirschner & Hannibal,
1994; Williams & Wienroth, 2017). Forensic
epigenetics is an emerging area of forensics
that is already being used to try to determine,
using biological samples, the age of a person
and to differentiate between identical twins
(Vidaki & Kayser, 2018). It would be worth
testing whether this area can be extended to
the documentation of torture. The idea would
not be to replace other forms of evidence
already available, but to provide additional
proofs consistent with the torture suffered,
especially when there is no other physical
evidence. If epigenetic methods were useful
to provide evidence of torture, they might be
considered in the future for inclusion in the
Istanbul Protocol.

Taking into account that different environ-
mental factors result in epigenetic changes in
different genes (Jaenisch & Bird, 2003), it can
be speculated that different types of torture
might be associated with epigenetic changes in
different sets of genes. Similar to DNA methyl-

ation changes in genes involved in sleep/wake
cycles caused by sleep deprivation (Cedern-
aes et al., 2015), it can be hypothesised, for in-
stance, that positional stress might affect genes
involved in muscle function, and death threats
or torture threats might affect genes involved
in fear responses. Perhaps, then, certain epi-
genetic changes might be distinctive of par-
ticular torture methods, whereas changes in
genes involved in general responses to trauma
would not be distinctive of torture. Other epi-
genetic marks, in addition to DNA methyla-
tion, might be explored. For example, changes
in histone acetylation have been linked to
major depression, memory impairment and
cognitive problems (Penney and Tsai, 2014;
Uchida et al., 2018), which are common se-
quelae of torture. Although we are still far from
understanding the effect of trauma-associated
epigenetic changes on health, physiology and
behaviour, future research may shed light on
this and therefore open avenues to help miti-
gate the effects of trauma in torture survivors,
contributing to their rehabilitation.

Higher levels of DNA methylation have
been associated with the severity of trauma-re-
lated clinical symptoms. It would be possible
to test whether different levels of suffering cor-
relate with higher or lower levels of epigene-
tic marks to try to determine the severity of
torture. However, even if epigenetic methods
could give a measure of the severity of suf-
fering, it would not be easy to establish a se-
verity threshold because there is a continuous
gradation of severity from the mildest forms
of degrading treatment to the cruellest forms
of psychological and physical torture (Basoglu
et al., 2007). A question that needs to be an-
swered is whether the epigenetic changes are
associated with the traumatic event itself or
with the mental suffering caused by the event.
Traumatic stress is related to subjective sever-
ity rather than objective severity and, there-
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fore, is not directly caused by the torture
event itself, but by its perceived stressfulness
and uncontrollability (Basoglu et al., 2007).
In this regard, not all torture survivors expe-
rience mental disorders (Kelly, 2011). Sim-
ilarly, it can be hypothesised that epigenetic
alterations might not be present in every tor-
tured person. It is not inconceivable that, in
the future, the presence of certain epigenetic
changes might indicate a prohibited treatment,
whereas their absence would not necessarily
mean that torture has not been inflicted. As
the Istanbul Protocol states (§ 161), absence of
evidence does not mean evidence of absence.

It is worth noting, although this will not
be considered in depth here, that there is ex-
tensive literature on the intergenerational
transmission of trauma effects, including the
impact of parental torture on children (Bowers
& Yehuda, 2016; Daud et al., 2005; Dekel &
Goldblatt, 2008; Plant et al., 2018; Sangalang
&Vang, 2016). Evidence that epigenetic marks
can be inherited is also increasing (Skvortsova
et al., 2018). In humans, there is controversy
over whether the transmission of epigenetic
marks across generations occurs through the
germline or through environmental or cultural
effects (Horsthemke, 2018). Even with this
caveat in mind, a few studies have explored the
association of epigenetic marks with the trans-
mission of trauma and stress to the offspring,
albeit with conflicting results (Ramo-Fernan-
dez et al., 2019; Yehuda et al., 2014; Yehuda
et al., 2016). This field of research, identified
as a priority in the context of torture (Pérez-
Sales et al, 2017), deserves further attention.

An important limitation of the epigene-
tic analyses of trauma performed so far, with
the exception of some experiments performed
in animals and sleep deprivation experiments,
is that only correlations have been found. It
is difficult to establish a causal relationship
between trauma and epigenetic changes in

human beings. Given that it is ethically in-
admissible to subject people to traumatic ex-
periences, let alone to torture, for scientific
purposes, establishing whether epigenetic
changes result from torture would be chal-
lenging. In addition, the task of associating epi-
genetic marks specifically with torture, rather
than with other traumatic events in a partic-
ular survivor, may find the same problems as
associating PTSD with torture. For example,
in the case of refugees who have experienced
torture, the process of migration very often
involves traumatic events, and this makes vir-
tually impossible to discern whether PTSD is
the result of torture or other traumas (Ras-
mussen et al., 2011). Nevertheless, epigenetic
changes might still provide evidence consistent
with torture, which would be helpful when
there is no other physical proof. Another lim-
itation is that epigenetic methods, in principle,
cannot determine the time when the epigen-
etic changes occurred. In addition, some of
the methods are expensive and require spe-
cialised equipment, but DNA technologies
evolve rapidly and become cheaper in a rela-
tively short time. Also, the epigenetic changes
associated with trauma are usually small and
not always reproducible or statistically robust
(Houtepen et al., 2018; Vinkers et al., 2015),
which might limit their validity as biomarkers.
It would be necessary to establish laboratory
standards in order to ensure the effectiveness
of the investigations and the robustness and
reliability of the results.

Epigenetic marks can vary across tissues,
but the type of tissue samples that can be
obtained from living individuals is limited.
Samples that have been used for trauma-re-
lated epigenetic analyses include saliva and
buccal epithelial cells, which can be collected
by non-invasive and painless methods, and
blood (Vinkers et al., 2015). It is not known
how the results obtained in these tissues cor-



relate with other tissues, such as the brain,
although the results obtained for the glucocor-
ticoid receptor gene in blood seem consistent
with those obtained in the brain (McGowan
et al., 2009; Perroud et al., 2011). The type of
samples that can be used would not be a lim-
itation when torture results in death, as long
as samples can be collected from the victim,
since epigenetic changes associated with ear-
ly-life trauma can be detected post-mortem
(Labonté et al., 2012; McGowan et al., 2009).

The same ethical concerns as in any sci-
entific research done with human samples
have to be taken into account. All the bioeth-
ics principles, such as those established in the
Declaration of Helsinki (2013) and in the Con-
vention on Human Rights and Biomedicine
(1997), must be respected. These include, for
instance, avoiding all unnecessary physical and
mental suffering; obtaining free and informed
consent; and allowing the subjects to with-
draw from the experiments or withdraw their
consent when desired. It is essential to bear in
mind that torture survivors can be especially
vulnerable and, therefore, the highest ethical
standards must be observed. Also, re-trauma-
tisation must be avoided and the collection of
samples must be done using the least invasive
procedure. For example, saliva samples would
be preferable to blood samples. The methods
to analyse some epigenetic marks, such as
DNA methylation, involve revealing at least
part of the DNA sequence (the genetic infor-
mation) of the subject. Torture survivors must
be protected from the use against them of their
genetic and epigenetic information revealed by
these methods. It will also be crucial to guar-
antee data privacy and confidentiality of all
information collected from torture survivors,
including genetic and epigenetic information.

Finally, before epigenetic methods can be
used to provide evidence of torture, extensive
discussions with different experts, including

epigenetics scientists, health professionals spe-
cialised in the assessment and treatment of
torture survivors, forensic scientists, bioeth-
icists, and legal experts must be undertaken.
Also, it would be essential to take into account
the perspective of torture survivors, as they
would be the direct beneficiaries of the appli-
cation of these scientific methods.

Conclusion

It is often difficult to prove that a person
has been tortured when there are no physi-
cal marks. Finding biological markers of this
extremely traumatic experience would be
crucial to provide proof of torture in these
cases. So far, no such markers have been
found. Methods to detect epigenetic changes
in the DNA offer a novel technology that
may be tested for this purpose. Epigenetic
changes have been associated with several
types of traumatic stress. Using the DNA of
torture victims, it should be possible to de-
termine whether there are differences in epi-
genetic marks between them and people who
have not been tortured, as well as between
torture victims and people who have suffered
other types of traumatic stress, that is to say,
whether there are epigenetic marks that are
distinctive of torture. Whether these methods
can be used to determine the severity of the
traumatic stress associated with torture or
other forms of ill-treatment is at least a theo-
retical possibility. It can be concluded that
epigenetic methods have the potential to
provide evidence of torture and perhaps de-
termine its severity. However, caution must
be exercised to avoid overpromising. Whether
this potential will be realised is not known, but
given the necessity to prove torture, especially
when there are no physical marks, it would be
worth testing it. The interpretation of results
will have to take into account the limitations
of these methods. A scrupulous respect for
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the bioethical principles that regulate scien-
tific research using human samples will also
be essential.

If torture left marks in the DNA, reveal-
ing these marks would be useful for the med-
ico-legal documentation of torture. Torturers
would find much more difficult to evade ac-
countability and potential perpetrators would
be more likely to refrain from torturing. Bi-
ological markers of torture would contrib-
ute to provide justice, reparation, remedy,
redress, and perhaps rehabilitation to survivors
and families of victims. If epigenetic marks
of torture were found, this would show that
torture affects our very biological essence, the
DNA carrying the genetic information that
makes us human. This would lend further
support to the absolute prohibition of torture
and perhaps would help to refine the definition
of torture on the basis of scientific evidence.
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Painful memories: Challenges in trauma-
focused therapy for torture survivors with
PTSD and chronic pain - a narrative review
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Key points of interest

» PTSD and chronic pain share mutually
maintaining factors and are common in
survivors of torture.

* Pain-related avoidance, kinesiopho-
bia and pain catastrophization might
mediate the relationship between
PTSD and chronic pain but are not
directly targeted in trauma-focused
therapy. These mutually maintaining
factors might function as moderating
variables in trauma-focused treatment,
in addition to contextual factors.

Abstract

Introduction: PTSD and chronic pain are
disorders that researchers increasingly ac-
knowledge to be risk factors that overlap and
their comorbidity is associated with poorer
treatment outcomes. This review focuses on
torture survivors due to the high prevalence
of comorbidity in this group, as well as how
PTSD and chronic pain might develop, inter-
act and mutually maintain each other.
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Methods: A narrative review of empirical
studies and theoretical models regarding
chronic pain and PTSD in torture survivors,
informed by studies conducted in other con-
texts.

Results and discussion: An overview of PTSD
and chronic pain studies of torture survivors
is presented. Treatment studies for torture
survivors with PTSD are scarce and have
been discouraging. Studies in other patient
populations and theoretical models of main-
taining factors within the cognitive-behavioral
paradigm are presented, and focused around
how interactions between PTSD and chronic
pain might mitigate treatment of both disor-
ders. Mutually maintaining factors between
chronic pain and PTSD are presented as
potential barriers to healing, and clinical im-
plications involve suggestions for clinicians
with intention to overcome these barriers in
trauma-focused treatment of torture survi-
vors.

The knowledge base on how chronic pain
and PTSD interact within the context of
torture is still very limited. Torture is a potent
risk factor in itself for both chronic pain and
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PTSD. Studies point to complex interactions
between pain and PTSD across different trau-
ma-exposed populations, especially when the
trauma includes pain. Moreover, the coping
strategies that are available and might function
as some form of protection during torture [e.g.
dissociation, withdrawal], might conversely
function to exacerbate symptoms when the
survivor is in a safe rehabilitation context.

Observations combined with CPPC lit-
erature and recent developments in learning
theory challenge clinical practice accordingly.
Additionally, the limited knowledge base pre-
vents us from providing clear-cut sugges-
tions, particularly as the majority of scientific
enquiry regarding chronic pain and PTSD has
been conducted in other populations outside
of the torture survivors group. Furthermore,
cultural factors, specific needs and character-
istics in this group, the human rights perspec-
tive and the socio-political context all need to
be acknowledged.

Trauma-focused treatment does not
appear to specifically target all the mechanisms
that are supposedly interacting in maintaining
chronic pain and PTSD. Interdisciplinary re-
habilitation and close collaboration between
physiotherapists and trauma-focused thera-
pists are warranted.

Keywords: Torture survivors, chronic pain,
PTSD, comorbidity, exposure therapy.

Introduction

Researchers have increasingly acknowledged
the common co-occurrence of PTSD and
chronic pain (Asmundson, 2014). Separately,
both disorders can be a risk factor for the
other (Liedl & Knaevelsrud, 2008), and the
comorbidity [CPPC: Chronic Pain and PTSD
Comorbidity] has been associated with poorer
treatment outcome for PTSD (Carinci et al.,
2010), with indications that successful PTSD

treatment can reduce pain, however not vice
versa (Asmundson, 2014). CPPC is often
considered to be difficult to treat, and an in-
tegrated treatment of chronic pain and PTSD
has been suggested (Asmundson, 2014; Dibaj
et al., 2017; Liedl & Knaevelsrud, 2008).

In a systematic review on trauma-focused
treatment, although large effects on PTSD
symptoms were found (Cusack et al., 2016),
many patients do not benefit from these treat-
ments, which are also associated with sub-
stantial drop-out rates (Imel et al., 2013).
Treatment-seeking torture survivors is a group
in which CPPC is particularly pertinent (Liedl
& Knaevelsrud, 2008), and where PTSD treat-
ment studies have been discouraging (Pérez-
Sales, 2017). Depending on how one defines
effect, systematic reviews have reached con-
clusions spanning from evaluating the present
knowledge base as being too limited to draw
conclusions (Patel et al., 2014), to conclud-
ing that specific treatments, such as NET and
TF-CBT, produce moderate treatments effects
(Weiss et al., 2016). No treatment works for all,
and it is an important objective in clinical re-
search to explore what works for whom. Re-
cently, theoretical models that explore CPPC
have emerged within the cognitive-behavioral
framework. Within this framework, CPPC plays
a key antagonistic role in trauma-focused treat-
ment but these developments need further in-
vestigation.

A large portion of the literature focuses on
contextual factors in refugee mental health,
and how these can function to maintain psy-
chological distress or as barriers to treatment
at different levels (Patel et al., 2016). Nev-
ertheless, a clinical perspective on how the
interplay between PTSD and chronic pain
might affect patients’ potential for success-
ful outcome in trauma-focused treatment is
lacking. Several reviews have explored CPPC
in other populations than torture survivors



(Afari et al., 2014; Brennstuhl et al., 2014;
Kind & Otis, 2019). A recent systematic review
on CPPC in refugees included a broader scope
on patient characteristics and treatment effects
(Rometsch et al., 2019). In this paper we aim
to explore challenges and possibilities specifi-
cally for trauma-focused treatment for torture
survivors with CPPC. First, we will review the
relationship between torture and PTSD and
chronic pain, separately. Following on, the
review will focus on chronic pain and PTSD
comorbidity in torture survivors, as well as in
other populations. Chronic pain and PTSD
comorbidity will be contextualized in a learn-
ing perspective, before reviewing theoretical
models on chronic pain and PTSD comorbid-
ity. Finally, a discussion on the results, as well
as clinical suggestions regarding how these
might translate into clinical practice.

Measures

In this review,the aim is to zoom in on spe-
cific learning mechanisms in trauma-focused
therapy through a critical yet pragmatic lens,
where inherently the studies use PTSD and
pain symptoms as outcome measures.

Methods

In order to conduct a narrative review,
PsychInfo and Researchgate were searched,
using the terms “chronic pain” and “PTSD?”,
in combination with “torture survivor”,
“torture victim” or “refugee”, published
between 2005-2019. The two first terms
were also searched without the latter. Ab-
stracts were then read and evaluated for their
relevance and whether they focused on the
relationship between pain and PTSD. The
aim of the paper was to explore this relation-
ship in torture survivors.However, owing to
the scarcity of CPPC-focused studies in this
population, the review expanded to encom-
pass literature in other populations to help

inform the discussion. Specifically, papers
that centered around mechanisms of interac-
tion between the two conditions and defined
PTSD and pain as primary outcomes were
evaluated as eligible. Both theoretical models,
empirical studies and clinical trials were in-
cluded. Studies that focused exclusively on
either PTSD or chronic pain were excluded.

Results and discussion

Torture and PTSD

Most torture survivors in clinical studies are
refugees, a population where PTSD preva-
lence is higher compared to the general
population (Teodorescu et al., 2015). Not
surprisingly, in samples consisting only of
torture survivors, the rate of PTSD is even
higher: Torture experience meets all criteria
associated with increased risk for PTSD: It
is human-made (Frazier et. al., 2009), induces
an extreme sense of uncontrollability, is pro-
longed in time and pain-inducing.

Torture and Chronic Pain

The rate of chronic pain in torture survivors
range from 62-92 %, the majority related to
the musculoskeletal system (Carinci et al.,
2010). Specific torture methods may lead to
specific pain sequels that then lead to specific
problems. One study found four different
neuropathic pain syndromes, related to cor-
responding torture methods (Thomsen et al.,
2000). However, the division of torture and
pain into categories in this way may be con-
sidered primarily academic, as most survivors
are subjected to varying torture methods,
within varying time frames, frequency , at dif-
ferent times in the life span, and chronic pain
is complex and multi-faceted. Actually, psy-
chological torture is found to be as strongly
related to pain as physical torture (Basoglu
et al., 2007). Post torture pain can be un-
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derstood through nociceptive, neuropathic,
nociplastic and psychological factors (Amris
et al., 2019). Torture may lead to pain by all
or some of these mechanisms, and this again
is probably influenced by individual differ-
ences, as well as cultural and contextual
factors. Although physiological pain sensa-
tions have some universal characteristics,
perception and regulation of pain [and emo-
tions] are related to culture and context, in
the present as well as in the survivor’s devel-
opmental learning history (Kirmayer et al.,
2018). Torture may lead to local changes in
pain modulation on specific body parts where
the survivor has experienced torture (Prip et
al., 2012; Thomsen et al., 2000). Moreover,
central pain modulation can be enhanced,
also in body parts not affected by torture,
and that this appeared to be moderated by
PTSD (Defrin et al., 2017). In the same vein,
Sigveland et al. (2017) found that PTSD
moderated the relationship between inten-
tional trauma exposure and chronic pain.
Flashbacks can have strong sensory qualities;
thus pain can actually form part of the flash-
backs. In sum, as torture is designed to inflict
suffering without visual traces, chronic pain
is often unrelated to actual observable injury.

Consequentially, chronic pain after torture
has to be discussed on several different levels.
The expression of pain and emotional dis-
tress differs between cultures. Kirmayer et al.
(2018) propose an eco-social framework that
highlights broader systems such as attach-
ment, security, identity, justice and existential
meaning. This perspective encompasses con-
textual factors, and acknowledges that the ap-
praisal of, and response to, pain is culturally
rooted. Also, how pain is communicated and
understood in a clinical setting is influenced by
the extent of cultural sensitivity in the particu-
lar clinical context (Kale et al., 2011). Health
literacy and cultural idioms of distress are other

important factors in this regard, as it affects
how a person express and understands his/
hers own pain. Refugee torture survivors face
several barriers when it comes to access spe-
cialized health care, education, work opportu-
nities and social support, which might maintain
their pain, and impede healing. In a human
right’s rehabilitation context, the exile-related
challenges form an integral part of the main-
taining of pain. Moreover, whether or not the
clinician is aware of the patient’s torture history
can affect the interpretation of the pain symp-
toms and the consequential choice of inter-
ventions or referral. Without knowledge of the
torture experience, clinicians risk to misinter-
pret the pain. Many survivors do not disclose
the torture experience unless asked (Amris et
al., 2019). Also, outside specialized rehabilita-
tion centers, clinicians might not have the nec-
essary competence or interdisciplinary context
to provide the necessary care. Another aspect
associated as a stressor with living in exile, in-
cludes the waiting for legal recognition of the
asylum claim, or issuance of a residence permit.
This implies broadening the context to also
include the socio-political situation in the pa-
tient’s home and host country, and whether
or not the perpetrators have faced a fair trial.

Another complicating factor is comorbid
traumatic brain injury (TBI), as beating of the
head is a common torture method (Haarbau-
er-Krupa et al., 2017; McColl et al., 2010).
Buhman (2014) found a TBI rate of 46 % in
a sample of treatment-seeking traumatized ref-
ugees, which is associated with chronic pain,
also when adjusting for PTSD (Mollayeva,
Cassidy, Shapiro, Mollayeva, & Colantonio,
2017). In fact, Leung et. al. (2016) found that
TBI was related to altered pain perception and
modulation. How TBI might affect CPPC and
its treatment warrants a review in its own right,
however, this is beyond the scope of this paper.
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CPPC in Survivors of Torture

The empirical studies reviewed are summa-
rized in Table 1. Both PTSD and chronic
pain is highly prevalent in torture survivors
(Carinci et al., 2010), and the comorbidity is
associated with poorer prognosis (Jenewein et
al., 2009; Sullivan & Adams, 2010; Shipherd
et al., 2007). Identified risk factors for chronic
distress in torture survivors include previous
trauma, unemployment, lower educational
status and reduced social contact (Carlsson,
Mortensen & Kastrup, 2006). There seems
to be consensus regarding the need for mul-
tidisciplinary rehabilitation for torture sur-
vivors (Carinci et al., 2010), where chronic
pain treatment is integrated with psycho-
logical social interventions (such as Keller,
2002). Carinci et al. (2010) compare studies
of chronic pain in torture survivors with and
without addressing emotional problems and
found favorable outcomes when the latter is
incorporated.

In an experimental study with a longitudi-
nal design, three different PTSD trajectories
in torture survivors were identified; Chronic,
delayed and resilient (Defrin et al., 2017). To
explore differences in pain modulation, they
compared the different groups to each other
and to healthy age-matched controls. There
were no between-group differences in pain
threshold, but rather in pain perception: Thus,
pain stimuli were modulated more dysfunc-
tionally in the chronic and delayed groups,
compared to the resilient and healthy groups.
Furthermore, the duration of PTSD mediated
the relationship, independent of duration of
the trauma exposure itself. Thus, the same
survivors that suffered from PTSD, also had
chronic pain and dysfunctional pain modula-
tion, however some survivors exhibited neither
of these deficits.

Most clinical trials and reviews regard-
ing torture survivors can be categorized as

either trauma-focused or multimodal (Nick-
erson et al., 2011). As far as we know, Mul-
timodal treatment studies does not address
the CPPC specifically, but treat them as part
of an integrated biopsychosocial approach. A
recent study at such a specialized multidisci-
plinary treatment center in Copenhagen found
that pain catastrophizing mediated the rela-
tionship between pain and PTSD in torture
survivors (Nordin & Perrin, 2019). Trau-
ma-focused approaches does not necessarily
target chronic pain and have been criticized
to focus excessively on PTSD symptoms as
an outcome measure (Patel et al., 2016). NET
and TF-CBT have showed promising effects
on PTSD symptoms, however whether this is
generalized onto chronic pain is to our knowl-
edge not investigated. A Cochrane review of
chronic pain treatment for torture survivors
found no effective treatments (Baird et al.,
2017). For our purposes here, the knowledge
base is even more limited, as there is a lack of
studies that examine integrated or combined
treatment of CPPC within the trauma-focused
tradition. To our knowledge, the only studies
of this kind are one RCT on CBT combined
with group physiotherapy and biofeedback
(Wang et al., 2016) and a case series in which
NET was provided with parallel physiother-
apy (Dibaj et al., 2017). In both studies, large
heterogeneity in outcomes were observed, and
PTSD was successfully treated in a third of
the patients.

In sum, torture is a potent risk factor in
itself for both chronic pain and PTSD. Also,
survivors often have multiple trauma experi-
ences (Amris et. al., 2019). Pain is related to
torture on several levels, not only as part of
PTSD flashbacks, nor as a purely physiologi-
cal phenomenon. There are probably different
pain mechanisms involved (Chimenti et al.,
2018).Thus, thorough differential diagnostics
and consideration of interdisciplinary treat-



ment seem crucial. In the following, we will
target regulation of both pain and other trau-
ma-related symptoms within a learning per-
spective. However, because of the scarcity of
studies on CPPC within the context of torture,
we will first consider some studies on CPPC
in other contexts.

Empirical Studies on CPPC in Other Contexts

The empirical studies reviewed are summa-
rized in Table 2. Numerous studies have in-
vestigated CPPC (Roth et al., 2008; Wald et
al., 2010). Defrin et al. (2008) found that the
association between chronic pain and mental
disorders was stronger for PTSD compared
to depression and other anxiety-related disor-
ders. In a large general population sample, the
prevalence of chronic pain was 21 %, com-
pared to 46 % in those who met diagnostic
criteria for PTSD (Sareen et al., 2007). Partly,
this link might be explained by the fact that
traumatic experiences often involve physical
injury. However, since a minority of trauma
survivors develop PTSD in the aftermath of
trauma (Santiago et al., 2013), there must
be more to the story (Stam, 2007). People
that have suffered trauma-related bodily
injury seem to run an eight-fold higher risk
for developing PTSD (Koren, Norman,
Cohen, Berman, & Klein, 2005). Further-
more, catastrophizing and kinesiophobia have
been found to predict pain-related disabil-
ity (Guimarra et al., 2017), and PTSD is a
more potent risk factor for developing pain
than the experience of trauma in itself (Jene-
wein et al., 2009; Ciccone et al., 2005). Pain-
related avoidance, fear-avoidance and pain
catastrophizing have been found to mediate
the relationship between chronic pain and
PTSD (Akerblom et al., 2018; Andersen et
al., 2016). Moreover, Sigveland et al. (2017)
found that chronic pain was mediated by
PTSD and whether the trauma was inten-

tional. Apparently, intentionality and pain act
as catalysts in sensitizing pain and anxiety re-
actions to trauma, and at the same time, these
are categorically inherent in torture. When a
torture survivor with CPPC face a trauma-
trigger, he/she will possibly experience both
pain and fear in a flashback, and a natural
response could be to attempt to reduce these
sensations, e.g. through avoidance or safety-
behavior. This might turn into a vicious circle,
as avoidance is a key behavior in both chronic
pain and PTSD, which again is associated
with an increase in the occurrence of flash-
backs (Marx & Sloan, 2005).

PTSD has been found to contribute
to more severe pain experience and greater
pain-related disability (Phifer et al., 2011).
Contrary to this notion, in a laboratory setting,
patients with PTSD and chronic pain had ac-
tually decreased pain perception compared
to patients with only chronic pain (Geuze et
al., 2007). Possibly, this relates to emotional
numbing or dissociation (Strigo et al., 2010).
Dissociation during trauma might function to
regulate intense negative affect during trauma,
and might be the only possible flight for a
person suffering torture. In fact, peritraumatic
dissociation is found to predict PTSD symp-
toms in the short term in other populations
(Kumpula et. al., 2011), but if this can gen-
eralize onto torture survivors remains an em-
pirical question.

In sum, these studies point to complex in-
teractions between pain and PTSD across dif-
ferent trauma-exposed populations, especially
when the trauma includes pain. Torture can
last for hours, days or even years. At the core of
the torture experience lie intense fear and pain,
in addition to a limited range of behavioral
options as the victim has no control or means
to escape. Moreover, the coping strategies that
are available and might function as some form
of protection during torture [e.g. dissociation,
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withdrawal], might conversely function to ex-
acerbate symptoms when the survivor is in a
safe rehabilitation context.

CPPC in a Learning Perspective

From an evolutionary perspective, both pain
and anxiety function as an alarm system, sign-
aling potential harm to the organism. Avoid-
ant behavior is considered a natural response
that optimally would decrease over time.
However, in CPPC, the avoidance strategy
has become excessive, as it has generalized out
of proportion. When an organism responds to
anxiety with a behavior that provides short-
term reduction of distress (e.g. avoidance,
safety strategies) over time, the long-term
consequence is sensitization, generalization
and automatization of the alarm response
(Pittig et al., 2018). Levy-Gigi et al. (2012)
found that PTSD patients tend to overgen-
eralize fear responses. Similarly, these very
same mechanisms have been implicated in the
transition from acute into chronic pain (Hol-
lander et. al., 2010). Thus, CPPC may be un-
derstood in terms of associative learning and
conditioned fear responses to pain, as both
disorders are associated with cyclical learning,
sensitization and overgeneralizations of fear
(Lopez-Martinez, 2015). Sueki et al.(2014)
relate this to cortical and subcortical changes
in levels of processing, in individuals suffering
from chronic pain as well as PTSD. Accord-
ingly, Brewin, Gregory, Lipton and Burgess
(2010) argue that PTSD may be understood
as a learning disorder rather than a stress- and
anxiety disorder. In this framework, chronic
pain may be understood as an integral part
of PTSD.

Recent developments in learning theory
have moved from a habituation and extinc-
tion paradigm onto that of inhibitory learn-
ing (Craske et al., 2014). In other words, the
goal in treatment of chronic pain or anxiety

disorders (including PTSD) has moved from
direct reduction of symptoms [habituation] to
learning new responses to distress [inhibitory
learning] (Brown et al., 2017). Interestingly,
only thinking about movement produced pain
in chronic pain patients, and this was modu-
lated by catastrophizing, which also seemed
to increase the tendency to respond to stress
with dissociation (Moseley et al., 2008). Thus,
catastrophizing [a response to distress] might
amplify pain signals which leads to neural sen-
sitization (Lopez-Martinez, 2015). Taken to-
gether, these findings highlight some of the
learning mechanisms that might play a role in
maintenance of CPPC, through the patients’
regulatory strategies when confronted with
trauma-related symptoms.

Cognitive behavioral models of CPPC
To our knowledge, The Mutual Maintenance
Model (MMM) (Sharp & Harvey, 2001) was
the first to examine the relationship between
chronic pain and PTSD, closely followed by
the Shared Vulnerability Model (Asmund-
son et al., 2002). In a review, Brennstuhl,
Tarquinio and Montel (2015) summarized
support for both theories: The onset of PTSD
seem to predict the occurrence of chronic
pain, while the strength of pain at the time
of the trauma predicts the development of
PTSD. In addition, they found that PTSD
is more interrelated to pain compared to de-
pression and other anxiety-related disorders.
Both pain and PTSD seem to function both
as triggers for the other disorder, as well as a
maintaining factor. Accordingly, Brennstuhl
et al. (2015) postulate that PTSD and chronic
pain can be understood as part of the same
reactive disorder, where CPPC is one potential
reaction to trauma.

The Perpetual Avoidance Model (PAM)
(Liedl & Knaevelsrud, 2008) is a fusion of the
Ehlers and Clark's (2000) cognitive model of



PTSD and the Fear Avoidance Model for
chronic pain (Crombez et al., 2012). The PAM
is of particular relevance as it is presented and
discussed within the context of refugee torture
survivors. In a Western health care context,
they argue that a combination of trauma-fo-
cused therapy, psychoeducation about mutual
maintenance, physical activity, relaxation tech-
niques and biofeedback might be particularly
useful for refugee patients such as torture

survivors from non-Western cultures. Finally,
Bosco et al. (2013) have developed a compre-
hensive model that integrated the three above-
mentioned models.

See figure 1 for an overview of mutual
maintaining and shared vulnerability factors,
and table 3 for a summary of CPPC models
and their distinguished features.

Figure 1
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General discussion

The literature points to certain common
themes that can be valuable for clinicians
working with this particular patient group.
PTSD can be understood as a learning disor-
der (Brewin et al., 2010), where pain is part
of an overgeneralized fear network, either as
a trigger or as part of the anxiety response.
However, leading researchers in the field warn
against treating pain solely as part of PTSD
(Baird et al., 2017). Regardless of whether one
understands the chronic pain as comorbid to,
or as an integral part of, PTSD, it seems to
be more challenging to treat patients for either
disorder if the other is present.

The abovementioned models converge on
several aspects. First, they all acknowledge
avoidance and catastrophizing as key main-
taining factors that should be targeted in
treatment. Second, they highlight how these
processes function similarly in both PTSD
and chronic pain, in addition to aggravate each
other. Pain and anxiety are both generalized,
sensitized and made more automatic through
repeated avoidance and catastrophizing. In
these models, the (dys)regulation of pain and
anxiety are in focus, as this is assumed to be
maintaining symptoms and impeding natural
recovery. This is consistent with the inhibitory
learning hypothesis, where how an organism
responds to anxiety, shapes the reaction over
the long term. Finally, instead of focusing on
habituating to pain or flashbacks, the focus
in these models is placed on replacing strat-
egies that impede recovery, to pave the way
to new learning. In this framework, removing
the maintaining factors of CPPC is believed
to break a vicious circle where symptoms are
self-sustained. Thus, inhibitory learning, or
emotion regulation, is the assumed mediator
between trauma-focused therapy and reduced
PTSD symptoms, which in turn is believed to
increase functioning and quality of life. See

figure 2 for an overview over mediating and
moderating variables in this context.

When treatment effects are poorer than ex-
pected, we tend to search for moderating vari-
ables that might explain it. Often, this lack of
effect is attributed to population character-
istics, cultural factors or problems with the
PTSD diagnosis. While acknowledging these
factors, there is also the possibility that the co-
morbid pain might be partly to blame. In fact,
several of the mutually maintaining factors are
not targeted directly in trauma-focused treat-
ment protocols. An important notion in this
regard is that PTSD treatment or cognitive-be-
havioral models does not include an under-
standing of underlying pain mechanisms. In
other words, even though psychological ther-
apies might tap into some of the shared mech-
anisms in chronic pain (e.g., fear-avoidance),
they are not specific. Exposure for movement
is not usually performed, despite the presence
of kinesiophobia. Conversely, physical therapy
might focus on kinesiophobia, however fall
short in regard to trauma processing. In this
way, when focusing on either pain or PTSD,
the other comorbid disorder might function as
a therapy impeding moderating factor. Thus,
close collaboration between the physiother-
apist and trauma-therapist might be advan-
tageous, where physiotherapeutic evaluation
could inform psychologists of relevant pain
mechanisms (Chimenti et al., 2018). More-
over, to conduct exposure therapy within an
array of different contexts appear to be es-
sential for successful outcome (Craske et al.,
2014). Accordingly, to integrate exposure for
movement and memory content might prove
fruitful.

Trauma processing are included in some,
but not all, models. One perspective to un-
derstand CPPC in the context of trauma pro-
cessing is that it impedes the trauma-focused
therapy in one or several ways. For instance,



Table 3. Cognitive Behavioral Models of CPPC

Model

Distinguishing features

Mutual Maintenance
Model (Sharp &
Harvey, 2001)

Shared Vulnerability
Model (Asmundson et
al., 2002)

Perpetual Avoidance
Model (Liedl & Knaev-
elsrud, 2008)

Comprehensive Fear-
Avoidance Cycle of
Chronic Pain and
PTSD (Bosco et al.,
2013)

Shared cognitive and behavioral aspects of PTSD and chronic
pain function as maintaining factors for both disorders. The
result is a mutually maintaining relationship between PTSD and
chronic pain.

Emphasis on a collection of personality traits as vulnerability
factors for both PTSD and chronic pain. Persons high on these
traits will thus be more likely to react to trauma with a height-
ened anxiety response and avoidant coping behavior, which
increase likelihood for developing CPPC, as postulated by the
Mutrual Maintenance Model.

Pain sensation and intrusions are appraised as acute threats,
leading to dysfunctional emotion and pain regulation. Cognitive
and behavioral control strategies become inflexible and context
insensitive when applied over the long term, that is when threat
is no longer present. As in the other models, avoidance plays a
key role, as it functions to maintain both PTSD and pain. Here,
it is also motivated by pain-related fear, catastrophizing and ki-
nesiophobia.

An integration of the Mutual Maintenance Model, Shared Vul-
nerability Model and Fear Avoidance Model (Vlaeyen & Linton,
2000). Chronic avoidance is emphasized as it impedes the survi-
vors’ engagement in therapeutic activity, which leads to increased
catastrophizing and strengthened belief in their own inability

to cope with pain/intrusion. This relationship is depicted as a
self-perpetuating cycle, where chronic avoidance function as the
main maintaining factor, motivated by trauma- and pain-related
fear.

that the patient is afraid of feeling pain trig-
gered when engaging in trauma processing,
and avoids or drops out of treatment, or that
the patient is (dys)regulating pain through-
out processing. Confronting the trauma is
not about enduring pain and suffering, but
rather to learn new, dignified ways to relate
to one’s own story. Successful trauma process-
ing is assumed to involve the patient experi-
encing that he/she can be in contact with the
trauma memory, and still feel safe and coping.

If the experience instead is characterized by in-
creased pain and an inability to cope with it,
the new learning could perhaps become aver-
sive rather than empowering. Another pitfall,
given that the patient manage trauma pro-
cessing in spite of the pain, could be that the
patient is still avoiding activities that might
trigger pain, and thus still maintains an avoid-
ant coping style, which works against the ex-
posure therapy and strengthens the mutual
maintaining factors instead of breaking their
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Figure 2
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patterns. In this vein, the therapist and patient
would need to work together to break this
pattern throughout, in parallel or before en-
gaging in trauma processing. Timing of trauma
processing is an important clinical evaluation,
that might be informed by early identification
and reduction of potential barriers to expo-
sure, preferably in an interdisciplinary context.

Another perspective on treatment of
CPPC does not necessarily involve trauma
processing. In the transition from habituation
to inhibitory learning, the treatment focus
changes from reducing fear/pain response
through repeated exposure to changing the

way the patient regulates fear/pain. This entails
a move away from a focus on PTSD and pain
symptoms, over to how the survivor responds
to and aims to regulate these aversive experi-
ences. These [automatic] regulatory strategies
are then seen as the motor in a self-sustain-
ing system, at work to maintain and exacer-
bate symptoms. To break this pattern through
learning new ways to regulate affect and pain
appear to be the key, consistent with practices
in so-called 3™ wave cognitive behavioral ther-
apies (CBT). In this framework, processing
of the trauma could be one, of several, ways



to break the pattern as this would entail less
avoidance.

Outcome Measures

The few empirical studies in this review
highlight the diverging practice and use of
outcome measures, where only a minority
of studies used the gold standard. Arguably,
few of the tools directly tap into the main-
taining variables described in the abovemen-
tioned models. A few exceptions are the CSQ
and TSK that measure pain catastrophizing
and kinesiophobia, respectively. Otherwise,
the pain outcome measures mostly focus on
physiological or descriptive aspects of the pain
that are not necessarily directly relevant for
trauma processing. That is to say, it provides
descriptive rather than functional character-
istics of the pain in terms of cognitive-behav-
ioral models. Although behavioral avoidance
is covered in PTSD scales, fear-avoidance or
pain-related fear is not accounted for. Clini-
cally, it could be useful to implement outcome
tools that measured these variables in addi-
tion to PTSD scales during trauma-focused
therapy. Moreover, these could be used across
disciplines in the treatment team. Then, both
the patient and therapists would receive feed-
back on their treatment’s progression, that
perhaps might facilitate timing of interven-
tions accordingly. Ideally, a monitoring feed-
back system like this ought to be integrated in
an interdisciplinary rehabilitation team (Horn
& Keefe, 2016).

Clinical Reflections

Rehabilitation for torture survivors requires
an interdisciplinary specialized treatment
team, that work with long term medical,
psychological, physical and social care that
facilitates the empowerment, well-being and
functioning of the survivor through collabora-
tion with the survivor and across professions

(IRCT, 2018). Specialized, interdisciplinary
torture rehabilitation centers are increasingly
monitoring patients’ treatment progression as
well as focus on the relationship between pain
and PTSD. However, this level of expertise is
not available for all torture survivors, as many
are met by clinicians in non-specialized health
services (IRCT, 2017), including trauma-fo-
cused treatment outside an interdisciplinary
context (Norwegian Red Cross, 2020). In an
explorative study (Dibaj et al., 2017), it was
observed that pain-related problems could
impede such trauma-focused treatment in
several ways, arguably serving as negative
moderators directly or by reducing compli-
ance. For instance, sitting in a chair was dif-
ficult because of physical disabilities caused
by torture or recollection of trauma could
trigger intense painful flashbacks. In sum,
these observations combined with CPPC
literature and recent developments in learn-
ing theory challenge us to adjust our clinical
practice accordingly. Naturally, the limited
knowledge base prevents us from providing
clear-cut suggestions - however, we attempt to
extract some general principles of relevance to
trauma-focused therapy.

Avordance and kinesiophobia:
Challenges: (1) Imaginary exposure is common
in trauma-focused therapies, and though it
targets mental avoidance of the memory, it
may not encompass avoidance of movement,
pain or external triggers. (2) Kinesiophobia
might make patients reluctant to fully engage
in exposure or physiotherapy, and thus po-
tentially reduce treatment effect (Dibaj et al.,
2017). (3) Torture survivors often present pain
in several body parts, thus physical movement
will trigger both the pain and PTSD system.
Suggested interventions: (1) Psychoedu-
action on mutual maintenance, and the par-
adoxical function of avoidance. (2) Include

0207 'z 13quNN '0€ SWN|OA IYNLYOL



TORTURE Volume 30, Number 2, 2020

interoceptive exposure. If the patient is fa-
miliar with imaginal exposure, the therapist
can help him/her generalize the principles
onto interoceptive (Wald, 2008) and/or in
vivo exposure (Craske et al., 2014). (3) Close
collaboration with a physiotherapist and en-
courage patients to apply exposure principles
while engaging in physiotherapy. The physio-
therapist should know idiosyncratically how
the trauma memory triggers avoidance and
pain. In collaboration, shared mechanisms of
pain and PTSD can be identified and form
the basis for an idiosyncratic case formulation,
where interoceptive and imaginary exposure is
integrated with the physical therapy. The aim
will be to loosen the connection between pain
and trauma memory. Through psychoeduca-
tion and processing of the traumatic event we
may help the survivor become aware that pain
sensation in movement does not mean that he/
she is in the torture situation again. The phys-
iotherapist could also strive to reframe physical
movements as positive activity to fight connec-
tions between movement, pain and re-experi-
encing of torture.

Catastrophization and coping strategies:
Challenges: (1) Expectations about one’s ability
to cope with pain/trauma memory seems to be
maintained by chronic avoidance, and further
exacerbate the pain-fear cycle as it hinders the
patient to select constructive coping strategies
that could have facilitated a natural recovery
process (Bosco et al., 2013) (2) Appraisal of
distress and coping strategies will often be
related to culturally rooted beliefs, that may
or may not be congruent with CBT rationale
(Beck, 2016).

Suggested interventions: (1) Interventions
from CBT or Interdisciplinary Pain Programs
can help patients identify and modify dysfunc-
tional beliefs. One example is to identify and
replace maladaptive coping strategies. With

behavioral experiments, it is possible to in-
vestigate a belief such as “pain during exer-
cise will make me worse”. 2) Help the patient
find more constructive coping strategies (see
also; Linton, 2013 for a discussion on how to
apply DBT emotional regulation strategies to
both pain and emotional distress). (3) One
could use the Cultural Formulation Interview
(American Psychiatric Association, 2012) to
help patients connect with familiar practices to
deal with pain and suffering, such as religion.
In this interview, the emphasis is placed on
the formulating the patient’s problem, beliefs
about their health and treatment options, re-
sources, coping strategies as well as challenges
within a culturally sensitive context.

Anxiery sensitivity and attentional processes:
Challenges: Heightened awareness and atten-
tion towards potential threatening stimuli
tend to increase anxiety, which enhances pain
perception. This might lead to more intense
pain during trauma-processing.

Suggested interventions: (1) Help patients
become aware of and flexibly shift their atten-
tion, through interventions such as detached
mindfulness training. (2) Teach patients re-
laxation techniques or other adaptive coping
strategies to use in their everyday life. (3) By
processing the traumatic event the patient will
be able to better distinguish between trau-
ma-related anxiety and triggers.

Reduced activity levels:

Challenges: (1) Inactivity is related to mainte-
nance of depression, chronic pain and PTSD.
When patients are depressed, it might be
more challenging for them to actually perform
the planned exposure because of fatigue, lack
of motivation, etc. (2) Occupational depriva-
tion and daily life functioning might mutually
maintain inactivity and depression (Morville
et al., 2015).



Suggested interventions: (1) Educate patients
about behavioral activation and the promotion
of engagement in enjoyable activities. (2) Help
patients to plan in vivo exposure tasks that also
promote increased activity. (3) Plan activities
with low levels of pain to counter inactivity and
then gradually set up more challenging tasks.
(4) Collaborate with an occupational thera-
pist to help patients develop necessary skills
to improve functioning in their daily life and
re-connect with values and roles.

To What Extent is the Literature on CPPC
Relevant for Torture Survivors?

When traumatic experiences include pain, as
torture clearly does, the risk for PTSD and
pain-related fear increase, especially if the
survivor respond to pain/anxiety cues with
avoidance. Probably, many of the same learn-
ing mechanisms are involved when torture
survivors develop PTSD, as is the case for the
other trauma survivors included in the studies
in this review. However, there are factors of
particular importance when working with
torture survivors. To treat torture as a viola-
tion of human rights and place the blame on
those committing torture, plays an important
part in psychological rehabilitation. Redemp-
tion and whether the perpetrators have faced
a fair trial are other factors of importance for
recovery (Smith, Patel & MacMillan, 2010).
However, , reports show that a minority of
survivors actually obtain their rightful redress
(IRCT, 2017). Thus, treatment of posttrau-
matic symptoms and pain is one of several
important steps in rehabilitation after torture,
that aim to restore the survivor’s dignity.

Limitations

* Inherent bias in narrative review towards
clinical and trauma-focused papers, includ-
ing a broad discipline base and non-clini-
cal literature.

» Inferences about the clinical applicability
of these models is problematic as they have
not been empirically studied in the current
context.

* Caution must be taken when generalising
CPPC findings amongst torture survivors
due to the lack of longitudinal, empirical
studies on this population. Most of the find-
ings on CPPC regard other types of trauma
(motor accidents, childhood abuse) and
thereby reflect harm and context specific
implications. Torture trauma sequela is dis-
tinct from other trauma experiences (de Wil-
liams & Baird, 2016) and there are many
other compounding variables related to
exile and displacement, such as social sup-
ports available and previous trauma history.
Lastly, the psychometric instruments used
in these studies are not validated cross-cul-
turally proving problematic for generalisa-
tion (Patel et al., 2016).

» The general and vague conceptualization of
chronic pain limits the analysis of determin-
ing clinically meaningful factors such as eti-
ology or underlying pain mechanisms. Given
pain management options will depend on
how chronic pain interacts with PTSD, it
is important to distinguish the pain mecha-
nism. Thus, is the lack of treatment response
due to the unavailability of effective treat-
ment for a particular pain condition or co-
morbid PTSD?

Reflections for Future Research:

The new classification of chronic pain in the
ICD-11 (Treede et al., 2015), moves beyond
descriptive diagnosis to encompass etiology
and pathophysiological mechanisms. In this
framework, musculoskeletal pain is differen-
tiated from neuropathic pain, posttraumatic
pain, postsurgical visceral pain, headaches,
cancer pain and primary pain. For our pur-
poses here, this is useful as it makes it pos-
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sible to explore how different pain conditions
might be affected by the patient’s attempts at
its regulation, as well as their interaction with
PTSD. If we expand our knowledge about
pathophysiological mechanisms, this might
enable us to better refine treatment interven-
tions for torture survivors with CPPC.

Moreover, development and validation of
relevant outcome tools for torture survivors is
in order (Horn & Keefe, 2016; Patel & Wil-
liams, 2014). The scarcity of cross-culturally
validated psychometric tools is of importance
for several reasons. Naturally, because it has im-
plications for the validity of the assessment of
torture survivors in a clinical setting and could
improve the quality of clinical research data.
Also, reliable data collection of torture survi-
vors needs paves the way for system providers
to organize their health services accordingly. In
addition, documentation of torture and its con-
sequences has implications beyond health care,
as it is related to international human rights’
work against torture as well as possibilities for
the redress and persecution process which is
inherent in torture rehabilitation.

Another suggestion is to investigate the the-
oretical models on CPPC within the context of
torture. Will torture-related pain comorbid to
PTSD respond to reduced fear-avoidance in
the same way as e.g., chronic musculoskeletal
back pain? Are the same mutual maintaining
mechanisms at play when the pain is posttrau-
matic compared to e.g. neuropathic or primary?

One potential pathway could be to
include variables such as pain catastrophiz-
ing or fear-avoidance as outcome variables in
studies of CPPC. Thus, to conduct clinical
trials incorporating elements from the the-
oretical models on CPPC. Primarily, pilot
studies would be required, and if indicated,
one could eventually design larger, systematic
studies. Within this framework, one could in-
vestigate whether treatment effect could be

explained by factors as predicted by the the-
oretical models: Would more patients with
CPPC respond to trauma-focused treatment
if they work with mutually maintaining factors
within an inhibitory learning perspective? Can
this facilitate treatment by means of an in-
crease in compliance or decrease in drop-out
rates? Is treatment effect related to reduction
in avoidance, catastrophization or other main-
taining factors? Are there differences in effect
of trauma-focused treatment with and without
interventions targeting mutual maintenance?
Hopefully, this could help reduce barriers to
benefit from trauma-focused treatment.

Summary and conclusions

In this review we have found torture to be a
potent risk factor for both PTSD and chronic
pain, and often both. Despite a recent upsurge
in knowledge on how the two conditions inter-
act, clinically relevant knowledge is still sparse.
Whereas contextual and psychosocial factors as
barriers to healing are thoroughly represented
in the literature on torture rehabilitation, mu-
tually maintaining factors are less studied as
barriers for this group. In this narrative review,
we have presented a clinical perspective and
discussed different strategies for encompassing
CPPC factors in trauma focused therapy for
torture survivors that suffer from these con-
ditions. Our hope is that this perspective will
inspire clinical practice and reduce barriers to
effective treatment for torture survivors.
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The effects of a combined psychotherapy
and physiotherapy group treatment program
for survivors of torture incarcerated in an
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Key points of interest

» Novel interdisciplinary treatment ap-
proach for incarcerated survivors of
torture using a culturally and contex-
tually appropriate physiotherapy and
psychotherapy group treatment service

e Initial treatment effects on symp-
toms of mental health, physical health,
and functioning are positive despite
ongoing exposure to the stress and
trauma of prison

* Reveals feasibility of implementing re-
search that follows international re-
search standards and practices within
under-researched settings like prisons
and post-conflict areas

Abstract

Introduction: Survivors of torture have high
rates of mental health problems and can ex-
perience a sequela of physical effects with the
most common being persistent pain. Similar to
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survivors of torture, persons that are incarcer-
ated have high rates of mental health problems,
persistent pain and pain-related disability. The
purpose of this study is to assess the effect of an
interdisciplinary group treatment approach, in-
volving psychotherapy and physiotherapy, with
survivors of torture whom are incarcerated in a
prison in Kurdistan, Iraq.

Methods: A parallel group study design was
used to compare a treatment group (n=11)
and a wait-list control group (n=16). The
treatment group participated in an interdis-
ciplinary treatment service for a total of 10
weekly group sessions for each discipline. The
primary outcome measures were symptoms
of nociplastic pain, anxiety, depression, and
PTSD. Secondary outcome measures evalu-
ated physical functioning, sleep quality, and
general self-efficacy.

Results: A statistically significant reduction in
outcome measure scores was seen in all symp-
toms measured immediately post-treatment.
Discussion and Conclusion: These findings
suggest that a culturally and contextually ap-
propriate interdisciplinary group treatment in-
tervention for survivors of torture in a prison
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could be effective for short-term reductions in
symptoms of anxiety, depression, PTSD, per-
sistent pain, and function. The study has limi-
tations including a small sample size, lack of
long-term outcome measures, and an inability
to isolate effect of each component of care. The
study does demonstrate the feasibility of im-
plementing research that follows international
research standards and practices within under-
researched settings and post-conflict areas.

Arabic and Kurdish versions of the abstract can
be found at:

heeps://tidsskrift. dk/torture-journall/article/
view/119199

Keywords: Prisons, Pain, Mental Health, Phys-
ical Therapy, Psychotherapy

Introduction

Torture has been well documented to result
in physical, psychological, and social conse-
quences (Kabengele, Chastonay, & Frey, 2014;
Steel, et al., 2009; Weiss, et al., 2018; Williams,
Pena, & Rice, 2010). Survivors have high rates
of mental health problems including symptoms
consistent with post-traumatic stress disorder
(PTSD), anxiety and depression (Steel et al.,
2009) and can also experience a sequela of
physical effects. The most common being per-
sistent pain, specifically nociplastic pain which
is described as pain that arises from changes
in the nervous system with no clear evidence
of actual tissue damage (Olsen et al., 2007;
Tsur et al., 2017; IASP Terminology, 2017).
It is theorized that a multitude of factors con-
tribute to the development and maintenance
of a sensitized nervous system that underlies
nociplastic pain including fear avoidance be-
havior, deconditioning, unhelpful thoughts
and beliefs about pain, and emotional distress
(Asmundson et al., 2002; Asmundson & Katz,
2009; Williams et al., 2010).

It is also well documented that incarcer-
ation results in physical, psychological, and
social consequences. As Massoglia (2008)
stated, incarceration exposes a person to trau-
matic stress which increases the risk of mental
and physical health problems. Persons that are
or have been incarcerated have higher rates of
emotional distress and mental health problems
including symptoms consistent with PTSD,
anxiety, and depression (Dirkzwager, 2019;
Fazel et al., 2016; Fazel & Danesh, 2002;
Fazel & Seewald, 2012). Similar to survi-
vors of torture, persons that are incarcerated
also have higher rates of persistent pain and
pain-related disability (Williams, et al., 2014;
Darnall & Sazie, 2012).

It has been established that physiological
and psychological responses to pain, torture,
and incarceration interact and contribute to
comorbid conditions of mental health prob-
lems, stress reactions, persistent pain, and
pain-related disability (Tsur, Shahar, Defrin,
Lahav, & Ginzburg, 2017; Tsur, Defrin, &
Ginzburg, 2017; Leder, 2018). Symptoms of
PTSD, anxiety, and depression are associated
with greater rates of physical health problems
and pain-related disability (T'sang, et al., 2008;
Bair at al., 2003). Similarly, 10-50% of persons
receiving treatment for persistent pain report-
edly have symptoms that satisfy the criteria for
PTSD, compared to 8% in the general pop-
ulation (Asmundson et al., 2002). A mutual
maintenance theory proposes that there are
components of each condition that maintains
or exacerbates symptoms of the other (As-
mundson et al., 2002; Asmundson & Katz,
2009).

The physical and psychological effects of
torture and incarceration have a substantial
burden on the individual, workforce, health-
care system, and society (Breivik et al., 2013;
Sareen, 2014; Gifford, 2019; Wildeman et al.,
2019; Kinner & Young, 2018). This is related
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to decreased work productivity and high rates
of healthcare utilization and disability (Breivik
et al., 2013; Sareen, 2014). Considering the
increased prevalence of health conditions in
survivors of torture and persons that are in-
carcerated, and the burden of these conditions,
finding effective and accessible treatment
options should come with a sense of urgency
(Penal Reform International, 2015).

Previous research established the effect
of psychotherapy treatment on mental health
symptoms in survivors of torture and persons
that are incarcerated (Loughran & King, 2004;
Bunn etal., 2016;Yoon et al., 2017; Heckman
et al., 2007). Physiotherapy, which integrates
pain neuroscience education and other aspects
of the biopsychosocial treatment of pain, has
been used to treat persistent pain and func-
tional impairments in the general population,
those with mental health problems, and with
survivors of torture (Amris & Williams, 2015).
Additionally, the effectiveness of an interdis-
ciplinary approach, combining psychotherapy
and physiotherapy, for the treatment of pain
and mental health problems has been explored
(Dibaj et al., 2017; Kurklinsky et al., 2016;
Mcgeary, Moore et al., 2011). However, glob-
ally, there are no studies examining an inter-
disciplinary treatment program for survivors
of torture who are incarcerated.

The purpose of this study is to assess the
effect on symptoms of PTSD, anxiety, depres-
sion, persistent pain, and function of an es-
tablished interdisciplinary group treatment
approach, involving psychotherapy and phys-
iotherapy, administered by Wchan Organiza-
tion for Victims of Human Rights Violations
(Wchan — pronounced wu-chan) with survivors
of torture that are incarcerated in a prison in
Kurdistan. It is hypothesized that the delivery of
this culturally and contextually-designed treat-
ment program will improve aspects of mental
and physical health. A pilot study allows the

researchers to explore the feasibility of con-
ducting future research within the context of a
prison in Kurdistan, including the implemen-
tation of internationally-recognized research
practices and capacity building activities to
equip locally trained healthcare professionals
with the skills to conduct research activities.

Methods

Research location and approval
The study was conducted in a prison in the
city of Sulaymaniyah in the semi-autonomous
Kurdistan Region of Iraq (Kurdistan). This
prison involved in this study houses in excess
of 1200 men over 18 years of age incarcer-
ated with sentences ranging from one month
to life. The men in this prison are serving sen-
tences for a variety of crimes including but not
limited to murder, physical and sexual assault,
terrorism, illegal drug use, marital infidelity,
forgery, theft, and car accidents resulting in
the physical harm of others. Wchan is recog-
nized by the United Nations Refugee Agency
(UNHCR) as a qualified mental health and
psychosocial support services provider and
has been providing services in the prison for
over five years. To enhance the treatment,
conditions, and available services, the prison
has collaborated with national and interna-
tional human rights organizations including
Wchan, the International Committee of the
Red Cross, the Independent Human Rights
Commission of Kurdistan and Democracy
and Human Rights Development Center.
Kurdistan has had reports that as high as
60% of males experience torture or ill treat-
ment while in the criminal justice system
(Heartland Alliance International, 2015).
Approval to perform research was granted
by the prison director and by the Ethical Com-
mittee of the University of Sulaimani, College
of Medicine. There is an institutional review



board (IRB) and federal wide assurance avail-
able in Al-Najaf, Iraq. However, due to the
political context, with Kurdistan acting as a
semi-autonomous region of Iraq, it would not
have been appropriate to engage this IRB and
Kurdistan authorities would not recognize it
as reflecting or representing their community.
Finally, this study was internationally approved
by the IRB through Northwestern University
(Chicago, USA), ID# STU00206726; Clin-
ical trials registry: NCT03470779).

Research team

A research team was formed with interna-
tional and domestic scholars and domestic
clinical healthcare professionals, including
psychotherapists and physiotherapists trained
in Kurdistan (see Annex 1). The treating cli-
nicians met the local requirements for clini-
cal practice which includes graduation from
a 2-year or 4-year entry level degree program
specific to the field. The clinical members
of the team were providing treatment in the
prison prior to the study. Additionally, prior to
the study, the clinicians participated in a year-
long capacity building project to uptrain them
in the delivery of the specific interdisciplinary
treatment being studied.

The clinical team were instrumental in the
development and design of the study to ensure
that the procedures were culturally and con-
textually appropriate. They conducted all the
study’s recruitment procedures, data collec-
tion, and treatment interventions. The clini-
cians previous education and training did not
include content related to conducting research.
Therefore, to simultaneously build capacity of
the research team and conduct a high caliber
study, training and on-site supervision spe-
cific to research was provided by the primary
author during and throughout the study.

Study design

A parallel group, randomized, wait-list con-
trolled pilot study was used to compare a
treatment group to a wait-list control group
using an allocation ratio of 2:3. This alloca-
tion ratio was selected to account for potential
dropouts within the wait-list control group.

Recruitment, screening, and consent
Recruitment for the study began in April 2018
and utilized a standard recruitment protocol
for treatment at the prison which includes
the use of trauma-informed practices. All ac-
tivities related to the study were conducted in
Kurdish Sorani. In summary, psychotherapists
visited each living section within the prison
and invited all to attend a seminar about the
physical, psychological, and social symptoms
of trauma and torture and the services offered
by the organization that could potentially
help address these symptoms. This seminar
resulted in a potential cohort for treatment
and a potential convenience sample for study.

Following participation in a seminar and
expressing interest in receiving services, an in-
dividual was screened individually by a psycho-
therapist to determine if standard treatment
services were appropriate (see Figure 1). If
the individual demonstrated need, then the
assessment continued and a standard psycho-
therapy intake was conducted which included
two of the study’s primary outcome measures;
the Kurdish validated versions of the Harvard
Trauma Questionnaire Part 4 (HTQ), the
Hopkins Symptom Checklist-25 (HSCL-25)
(see Table 1).The individual was referred for
a physiotherapy assessment if they had symp-
toms consistent with post-traumatic stress dis-
order, anxiety, and/or depression evident by a
total score of greater than or equal to 1.75 on
HSCL-25 and/or by a total score greater than
or equal to 2.5 on the HTQ.
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Prior to the standard physiotherapy as-
sessment, the physiotherapist completed a
chart review of the clinical documentation
completed by the psychotherapist. This facil-
itated a trauma-informed assessment as the
physiotherapist was aware of potential trig-
gers, could avoid asking for the same informa-
tion already attained by the psychotherapist,
and was prepared to explore possible phys-
ical symptoms relevant to the case. A stan-
dard physiotherapist assessment includes the
Central Sensitization Inventory Part A which
served as a primary outcome measure for the
study (See Table 1).

After completing these components, those
that met inclusion criteria (see Table 2) were
invited to participate. The process of in-

formed consent was adapted to the context
and culture by only requiring verbal consent
and not written consent. The participants that
provided informed consent for the study par-
ticipated in a second individual session with
a physiotherapist to complete data collection
specific to the research study. This included
the following secondary outcome mea-
sures: (1) Patient Specific Functional Scale;
(2) Pittsburgh Sleep Quality Index; and (3)
General Self-Efficacy Scale. For individuals
not interested in participating in the study,
the physiotherapist completed the remaining
components of the standard physiotherapy as-
sessment and enrolled the individual in the ap-
propriate standard treatment services.

Table 1. Clinical data that was collected as a part of the standard treatment protocol

Psychotherapy Intake

Physiotherapy intake

During treatment

* Name

* Open ended interview of ¢ Subjective feedback and

TORTURE Volume 30, Number 2, 2020

* Age

Date of birth

Place of birth

Ethnicity

Religion

Education

Ex-occupation

Occupation

Marital status

Number of children

Date arrested

Duration in detention
Period of charge

History of psychiatric treat-
ment

Details of torture history
Consent for treatment
Information required for risk
assessment

HTQ

HSCL-25

symptoms and functional
problems

* Body chart

* Medical Screening checklist

* Symptom checklist

* Objective
deemed necessary by phys-
iotherapist

evaluation as

» Central Sensitization Inven-
tory Part A

comments

» Attendance of treatment
sessions

e Clinical assessment of
participants in the treat-
ment group for the com-
pletion of the regular
treatment notes by the
psychotherapists and
physiotherapists.



Table 2. Inclusion and Exclusion criteria

Inclusion

Exclusion

Age equal to or greater than 18 years.

Would not remain in the current prison
for at least 6 months from the onset of the
study by self-report.

Incarcerated in the prison where research is
conducted.

Was unable to make the time commitment
required to participate.

Native speaker of Sorani, a Kurdish lan-
guage.

Per treating psychotherapist, presented with
symptoms consistent with a psychiatric
condition and/or high risk to self or others
which made participation in the study
unsafe.

History of torture is self-reported and docu-
mented per the UNCAT definition.

Per treating physiotherapist, presented with
symptoms consistent with or previously
diagnosed with a severe medical condi-
tion which made participation in the study
unsafe.

Presented with symptoms consistent with
post-traumatic stress disorder, anxiety, and/
or depression evident by a total score of
greater than or equal to 1.75 on Hopkins
Symptoms Checklist-25 and/or by a total
score greater than or equal to 2.5 on the
Harvard Trauma Questionnaire Part 4.

Reported previously receiving treatment by
Wchan.

Presented with symptoms consistent with
persistent nociplastic pain evident by a score
of greater than or equal to 40 on the Central
Sensitization Inventory Part A.

Current substance abuse reported by par-
ticipant or identified by treating psycho-
therapist.

Reported currently receiving mental health
services and/or physiotherapy services from
other organization.

Reported unresolvable conflict with
individual/s enrolled in the study.

Population

Participants were all incarcerated in the prison
and male survivors of torture based on the
UNCAT definition of torture (Convention
against Torture and Other Cruel, Inhuman or
Degrading Treatment or Punishment - Ad-

dendum to Initial reports of States parties due
in 1995, 1995). As part of standard treatment
protocol, self-reported history of torture was
identified through a verbal one-on-one open
question interview conducted by a psycho-
therapist and documented on an original
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form.

Intervention Procedures

Originally Wchan provided only psycho-
therapy services within the prison, but the
interdisciplinary approach being studied
was adopted in 2017 as clients that received
psychotherapy treatment reported persistent
difficulties with pain, sleep, somatic symp-
toms, and physical functioning, as well as, a
desire for body-based coping strategies. The
structure of the interdisciplinary treatment
as described here allows for close collabo-
ration between the treating physiotherapists
and psychotherapists so as to collaboratively
support the clients’ emotional, physical, and
social functioning, while also maintaining dis-
tinct professional role and responsibilities.

Treatment manuals for the standard in-
terdisciplinary treatment program were orig-
inally developed by the Center for Victims of
Torture and then adapted and implemented
to be more effective for the specific context
and culture. The clinicians follow this treat-
ment manual which includes specific treat-
ments but are also able to modify them based
on their clinical judgement and the needs of
the clients. See Table 3 for details of the treat-
ment sessions.

Given the small sample size of the study and
that the severity of depression and anxiety has
the potential to confound treatment response,
proportionate stratified random sampling was
used. To do this, the enrolled participants were
first stratified into two strata based on their
total baseline score on the HSCL-25 which
reflects symptoms of anxiety and depression
(Strata 1: low total score; Strata 2: high total
score). The cut-off value for the two strata was
established based on a review of data from
154 persons that previously received treatment
services and nearly all had depression/anxiety.
The participants randomly assigned to one of

two groups: (1) treatment or (2) wait-list. To
perform random selection, the code numbers
of each strata were inserted into a list ran-
domizer application (https://www.random.
org/lists/). This generated two lists. The code
numbers of the participants identified via
this randomly-generated list were the partic-
ipants assigned to the treatment group from
each stratum. Participants were randomly se-
lected for the treatment group from strata one
and from strata two so that equal proportions
of people with high and low HSCL-25 total
scores were assigned in each group at baseline.

Twelve participants were assigned to the
treatment group. To account for potential
dropouts, 18 were assigned to the wait-list
group. Participants of the treatment group
received 10 weekly group psychotherapy
treatment sessions and 10 weekly group phys-
iotherapy treatment sessions, and one indi-
vidual check-in session for physiotherapy and
psychotherapy over a span of 11 weeks. Par-
ticipants in the wait-list group did not receive
any treatment until after the completion of
the study but did participate in an individual
check-in session with a psychotherapist during
weeks 6 and 7 of the intervention to assess for
risk. Per standard treatment protocol and to
ensure coordinated care, the clinical research
team had an interdisciplinary meeting before
the start of the treatment sessions, between
sessions 5 and 6, and after the completion of
the treatment sessions. During the treatment
period, participants did not have access to any
additional direct mental health services.

As per the previously established manual,
treatments provided in the physiotherapy
group treatment include the following: (1)
relaxation exercises; (2) mindfulness exer-
cises; (3) breathing exercises; (4) stretching
and strengthening exercises; (5) low to moder-
ate intensity exercise; (6) therapeutic neurosci-
ence education; (7) circuit training; (8) body



Table 3. Details of the Interdisciplinary Group Treatment Service

Session Physiotherapy Psychotherapy
1 * Introductions * Introductions
» Establishing group agreement » Discussing expectations
* Relaxed diaphragmatic breathing » Establishing group agreement
 Intervals of low to moderate intensity exer- ¢ Psychoeducation: One finger vs.
cise and diaphragmatic breathing many fingers
» Selecting individual physical, psychological, ¢ Closing the circle
and social goals
2 * Home practice check-in * Home practice check-in
* Intervals of low to moderate intensity exer- ¢ Exploring strengths and challenges
cise and diaphragmatic breathing * Cognitive trian