TORTURE

Journal on Rehabilitation of Torture Victims and
Prevention of Torture

Special Section: Forensic Documentation of Psychological Torture

VOLUME 33, N° 1, 2023, ISSN 1018-8185

2023



TORTURE

Journal on Rehabilitation of Torture Victims
and Prevention of Torture

Published by the International Rehabilitation Council for
Torture Victims (IRCT), Copenhagen, Denmark.
TORTURE is indexed and included in MEDLINE. Citations
from the articles indexed, the indexing terms and the
English abstracts printed in the journal will be included
in the databases.

Volume 33, N° 1, 2023
ISBN 1018-8185

The Journal has been published since 1991 as Torture

— Quarterly Journal on Rehabilitation of Torture Victims
and Prevention of Torture, and was relaunched as Torture
from 2004, as an international scientific core field journal
on torture.

Editor in Chief
Pau Pérez-Sales, MD, PhD

Editorial Assistant
Berta Soley

Editorial advisory board

S. Megan Berthold, PhD, LCSW
Sir Malcolm Evans, PhD
Bernard L. Duhaime, B.C.L., LL.B., LL.M.
Alice Edwards, PhD

Tania Herbert, DClinPsy

Jens Modvig, MD, PhD

Gavin Oxburgh, PhD

Hans Draminsky Petersen, MD
José Quiroga, MD

John W. Schiemann, MA, PhD
Nora Sveaass , PhD

Daniel Weishut, PsyD, MBA
Mariana Castilla, MSc.

Editorial support and language editing
Madeline Cohodes

Andreea Lachsz

Jennifer Schwartz

Sierra Scott

Correspondence to

IRCT

Feelledvej 12

Globalhagen House

Building C, 2nd floor

2200 Copenhagen N
Denmark

Telephone: +45 44 40 18 30
Email: publications@irct.org

Subscription
http://irct.org/media-and-resources/publications#torture-journal
The Journal is free of charge.

The views expressed herein are those of the authors and
can therefore in no way be taken to reflect the official
opinion of the IRCT.

Front page: Mogens Andersen, Denmark

Layout by Pedro Lopez Andradas

Content
Editorial

Detection and assessment of victims of ill-treatment and torture in
Primary Health Care. Quick guide including developments in the 2022
updated version of the Istanbul Protocol.

Pau Pérez-Sales and Paula de la Fuente 4
Research article
Oral and maxillo-facial injuries in victims of political repression during
the Chilean dictatorship
Fesuss Silva 23
Exploratory study on the quality of forensic assessments using the Istanbul
Protocol in a virtual versus face-to-face environment
Andrea Galan Santamarina, Clara Gonzalez Sanguino, Gabriela Lipez
Neyra and Pau Pérez-Sales 32
The effectiveness of psychoanalytic psychotherapy in individuals diagnosed
with PTSD due to torture and severe human right violations

Tlker Ozyildirim, Saliha Baykara, Banu Aslantas Ertekin, Zerrin Oglagu,
Baran Giirsel, Deniz Akyil, Lale Orhon Baykal, Elif Yildirim and Bilal
Yildiz 41

Special section: forensic documentation of psychological
torture
Protocol on medico-legal documentation of threats
Pau Pérez-Sales, Marie Brasholt, Olena Podolian, Yulia Honchar, Ergun
Cakal and Elna Sondergaard 54
“The Darkness”: Deprivation of sunlight as a form of torture
Fane Kilpatrick, Sondra S. Crosby and Brock Chisholm 79

Protocol on medico-legal documentation of solitary confinement
Marie Brasholt, Nora Sveaass, Pau Pérez Sales, Hugo Marboeuf, Ergiin
Cakal and Elna Sondergaard 92
Continuous education
Remote evaluations for humanitarian parole of asylum seekers to the
United States - The case of MA
Olivia Febles Simeon and C. Nicholas Cuneo 119



News

New appointed Special Rapporteur on torture and other cruel, inhuman
or degrading treatment or punishment

Thematic briefing: strengthening the recognition and protection of
relatives of disappeared persons

Perspectives

World needs leadership and greater political will to combat torture
Dr. Alice Edwards 126

In Memoriam

Prof. Henrik Marcussen (17 January 1938 - 22 February 2023)

Call for papers

Torture in prison 131

Integrating livelihoods in rehabilitation of torture survivors 133
Perspectives on survivor engagement in the work with torture survivors 135
CTI Prize

CTI Prize to the best paper published in the Torture Journal in 2022 137



2023

TORTURE Volume 33, Number 1,

Detection and assessment of victims of ill-
treatment and torture in Primary Health
Care. Quick guide including developments
in the 2022 updated version of the

Istanbul Protocol.

Pau Pérez-Sales* and Paula de la Fuente**

Torture can be briefly defined as situations
in which severe pain or suffering is intention-
ally inflicted on a person by State agents for a
specific purpose. In particular, but not limited
to, the extraction of information, obtaining a
confession, retaliation, punishment or dis-
crimination (UN General Assembly, 1984).
Where intent cannot be established or the
purpose is uncertain, or where the pain or
suffering is considered to be of lesser sever-
ity, it is deemed, from a legal point of view,
as cruel, inhuman or degrading treatment
(CIDT) (Amnesty International, 2016).

The distinction between torture and
CIDT is of little relevance from a clinical point
of view. Both are covered by the Convention
Against Torture and are forms of legal classi-
fication that imply a duty to detect and doc-
ument from the health professionals!. There
are alternative definitions to that of the Inter-
national Convention that are based on criteria

*) MD, PhD, Psychiatrist, Clinical Director at SiRa
Center (Madrid), Editor in Chief.
Correspondence to: pauperez@runbox.com

**) MD. SiR[a] Center.

1  Clinician is defined in the IP22 as a health
professional who provides health-care services
and/or conducts clinical evaluations of alleged
torture and ill-treatment, thus including not
only doctors. Mental Health Clinicians are
defined as health professionals with specific

https://doi.org/10.7146/torture.v33i1.135899

International Rehabilitation Council for Torture Victims.

closer to the field of health. Torture is referred
to, from a clinical point of view, as the use of
strategies to weaken and break an individuals’
free will. This may be done through techniques
that cause physical (pain, debilitation, manip-
ulation of the environment) or psychological
(fear, humiliation, shame, anguish, guilt) suf-
fering and harm (Pérez-Sales, 2017).

Torture continues to exist in most parts
of the world, in both the global North and
South, although it can take different forms
and be used in contexts very different from
the classic imaginary of interrogational torture
to obtain information. Much contemporary
torture is about “everyday” ill-treatment in-
volving routine or seemingly banal actions that
involve severe rights violations.

The Istanbul Protocol is the international
guide to the legal and forensic documenta-
tion of alleged cases of ill-treatment or torture.
Initially formulated in 1999, it was revised in
2004 and has recently been expanded and
updated (UNHR, 2022)2. This recent revision
is included as part of the core of this editorial.

mental health training and/or certification, such
as psychologists, psychiatrists, social workers,
psychiatric nurses and mental health counsellors.

2 Available for download at https://www.
ohchr.org/sites/default/files/documents/
publications/2022-06-29/Istanbul-Protocol _
Rev2_EN.pdf


https://doi.org/10.7146/torture.v29i1.111205

Table 1. Examples of relevant day-to-day clinical practice where ill-treatment or torture

might appear

Hospital or health centre
emergency room

Examination of detainees brought by law-enforcement agents
Mistreatment of demonstrators

Conditions in prisons or/and other detention centres
Conditions and allegations of mistreatment of migrants in
removal or deportation proceedings

Primary care consultation -
community health centre

Complaints of police abuse by a patient

Assistance to persons transferred to consult from places of
deprivation of liberty

First care for migrant patients, especially in airport or border
contexts

Paediatric Consultations

Children exposed to risk of institutional harm
Signs of abuse or ill-treatment within the family (duty to protect)

Aged care homes

Mental health centres;
Psychiatric hospitals

Custodial centres - Centres for
the protection of minors

Care centres for people with
disabilities

Involuntary internment

Restraints

Drug abuse; Coercive treatments

Discriminatory behaviours when assigning medical treatment
Degrading treatment / Neglect

Prisons
Short-stay detention centres
(police stations or other)

Overcrowding. Physical conditions of detention
Food and Nutrition

Mental illness. Treatment of drug addictions
Physical Restraints

Complaints of ill or degrading treatment

Intentional patterns of dis-
crimination or punishment
by state or parastatal actors -
administrative or institutional
violence

Migrants

Gender identity and sexual orientation

Social cleansing - conditions of marginalisation or poverty
Human rights activists or defenders

People in the community who cannot act for themselves and are
dependent on others (dementia, physical or intellectual disability)

Cultural practices constitut-
ing forms of ill-treatment or
torture

Virginity examinations at the request of the family or authorities
Female genital mutilation
Anal examinations to detect heteronormative sexual behaviour
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Table 1 shows contexts in which acts of
ill-treatment or torture may occur and where
a primary care clinician can play an important
role in detecting, preventing, documenting and
remedying these situations®. We do not specifi-
cally address here the role of medical personnel
attached to places of deprivation of liberty, for
which there are excellent guides and specific
documents and rules (Méndez, 2019).

There are, in short, many contexts in which
a primary health care worker may detect or in-
tervene in cases of ill-treatment or torture (Wein-
stein et al., 1996). It cannot be overemphasised
that, beyond personal will and ethical commit-
ment, there is a professional obligation on health
professionals stated by different World Medical
Association (WMA, 1975, 2013) and World
Psychiatric Association (WPA, 2017) documents
and the Istanbul Protocol®.

In both the global North and South, the
migrant population will be a particularly at-risk
group for cases of ill-treatment or torture’.
The few studies that exist in primary health
care show that (1) prevalence of torture sur-
vivors may be much higher than most health
professionals expect®, (2) patients who have ex-

3 For further elaboration on forms of ill-treatment
or torture linked to the field of health, the reader
is directed to specific reviews (Mendez, 2013,
2014; Wadiwel, 2017).

4 The ethical codes involving primary care workers
can be expanded in Chapters II and VII of the
Istanbul Protocol.

5 It is worth recalling that the world’s top refugee-
receiving countries are Turkey, Colombia,
Uganda and Pakistan. Countries with the highest
per capita income receive only 11% of asylum
seekers and refugees globally (www.acnur.org).

6 In a study among a non-Western population in
primary care practices in Copenhagen, 28% of
people reported having been exposed to torture in
the country of origin or in transit. In 75% of cases
the general practitioner had not asked and it was
not recorded in the medical record. (Ostergaard
et al., 2020). In a similar study of migrants treated

perienced political violence or torture in their
country of origin do not refer this experience to
their primary care physician, either because they
think it is not relevant, due to cultural reasons,
or because they believe that their physician will
not have time to listen to them or will not be
interested in the issue (Eisenman et al., 2000;
Shannon et al., 2012) and (3) in the vast major-
ity of cases, the doctor also did not ask, despite
suspecting that the person may have suffered
violence, and did not record the suspicion in
the medical record. (Ostergaard et al., 2020).

Additionally, the primary health care profes-
sional can play a decisive role in the legal pro-
tection of the patients. The available evidence
suggests that many of them are candidates for
asylum or other forms of international protec-
tion, but lack this information and may miss the
legal deadlines. Moreover, documenting the con-
sequences of persecution or torture and making
a medical affidavit in accordance with the Istan-
bul Protocol significantly increases the possibil-
ity of being able to obtain asylum or other forms
of international protection. (Asgary et al., 2006;
Atkinson et al., 2021).

In addition to this, are the primary health care
centers located in countries where torture is prev-
alent or has been prevalent in the recent past’. In

in the Emergency Department of a public hospital
in New York, 11.5% of migrants reported having
been tortured. 77.8% had never been asked about
torture by a doctor and only 14.8% had applied
for asylum. (Hexom et al., 2012). In the Internal
Medicine Department, 8% of migrants questioned
had suffered torture. Again, reviewing the medical
records, none of the cases had been detected by
the primary care physician nor had the patient
reported it spontaneously. (Eisenman et al., 2000;
Eisenman, 2007).

7  For example, in one study in a PHC practice in
an urban area of Baghdad in 2006 found that the
prevalence of torture directly suffered or suffered
on a family member was found to be more than
50% (Al-Saffar, 2007).



Table 2. Screening instruments for torture and health settings

Context

Instrument

Questions

Screening of
asylum seekers in
Denmark (Munk-
Andersen et al.,
2021).

Torture Screening
Checklist.

4 items - Check
list meeting the
legal definitions of
torture

1. Have you ever been arrested, detained, or imprisoned?

2. Have you ever been subjected to severe violence, threats
or degrading treatment?

3. Have you witnessed others being subjected to severe
violence or degrading (abusive) treatment?

Screening of
asylum seekers in
the US and other
countries (Cook
et al., 2015;
Shannon, 2014;
Shannon et al.,
2015).

Center for Victims
of Torture -Torture
and War Trauma
Screening Ques-
tionnaire

—

. In your life, have you ever been harmed or threatened
by the following: government, police, military or rebel
soldiers, or other(s)? If yes, what was it?

2. Has any of your family ever been harmed or threatened
by the following: government, police, military or rebel
soldiers, or other(s)? If yes, what was it?

3. Some people in your situation have experienced torture.
Has that ever happened to you? If yes, what was it?

4. Has anyone in your family been tortured? If yes, what

was it?

Public health
epidemiological
studies in Sweden
(Sigvardsdotter et
al., 2017).

Single General
Trauma Item +
Refugee trauma
history checklist
(RTHC)

(see annex 1).

Sometimes things happen to people that would upset
or frighten almost everyone. Examples of such diffi-
cult and frightening experiences are: being assaulted,
or witnessing other people being hurt or killed.

1. Have you experienced any of these or some other
terrifying event(s)?

Screening of
foreign nationals
in the outpatient
Internal Medicine
Department of a
public hospital in
New York City.
(Eisenman et al.,
2000) (Eisenman,
2007)

Detection of
Torture Survivors
Survey (DTTS)

In this clinic, we see many patients who have been
forced to leave their countries because of violence
or threats to the health and safety of patients and
their families. I am going to ask you some questions
about this:

1.In (your former country), did you ever have problems
because of religion, political beliefs, culture, or any other
reason(s)?

2. Did you have any problems with persons working for the
government, military, police, or any other group?

3. Were you ever a victim of violence in (your former
country)?

4. Were you ever a victim of torture in (your former country)?

Emergency de-
partment of a
public university
hospital in New
York. (Hexom et
al., 2012).

Short version of the
DTSS + Second
interview with 8 ad-
ditional questions
more in detail (see
annex 1)

1. Were you ever threatened or harmed by groups such as
the government, police, military, or rebel soldiers?

2. Some people in your situation have experienced torture.
Has that ever happened to you or your family?
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this case, clinical documentation will enable the
patient to recognize himself or herself as a victim,
to establish the facts and eventually, when political
conditions allow, to seek justice and reparation.

Screening Criteria and Guiding Symptoms
We see, from the above, that if you are a health
worker in an area where there is a high preva-
lence of migrant population, of people coming
from high-risk countries or if you work in a
place or a facility where you know that ill-
treatment is not uncommon, it may make
sense for you to have a screening and detec-
tion tool for victims of violence in general or
specifically for detection of victims of torture.

You can also suspect it when you find a
person with socio-demographic conditions
of risk and with any of these four guiding
symptoms:

1. Persistent anxiety, irritability or panic
attacks in response to stimuli related to
situations of violence.

2. Very severe insomnia that does not
improve with healthy habits or first-choice
hypnotics.

3. Difficulties in concentration, problems in
orienting oneself or retaining new learn-
ings or information. The person or family
report that he/she sometimes seems to be
absent.

4. Musculoskeletal lesions, skin scarring,
and/or generalized pain patterns with
no previously diagnosed cause.

Different tools have been proposed for
the detection of torture in PHC. Table 2 (ex-

tended in annexes) reviews some instruments
that have been suggested as useful in litera-
ture, either in the general or for migrant pop-
ulation®. As can be seen, the content of the
questions is very similar among the different
scales and can be adapted to the specific work
context of each health professional depending
on whether the professional wants to talk spe-
cifically about torture or in more general terms
(threats, violence).

Myths, doubts and realities in interviewing
potential victims of ill-treatment or torture
in primary care
One of the dilemmas in PHC is the compe-
tence and limits of interventions. In the field
of victims of violence, this is particularly
complex due to a general lack of time for
consultation in many centres, combined with
the duty to first and foremost do no harm. But
these elements have to be balanced against
other realities; in many places, the clinician
is the only one who can do this work and the
benefits for the patient are multiple, especially
when the clinician has a psychosocial and ho-
listic approach to care. Besides, there is a legal
obligation of the professional to detect and
intervene, in accordance with international
legislation and the relevant codes of ethics.
Table 3 attempts to reflect on some of the
most common doubts and myths that PHC
professionals often face when dealing with
victims of abuse.

8 We do not include here screening measures for
mental health problems among refugees, asylum
seekers or potential victims of torture, such as
the Harvard Trauma Questionnaire (Bertelsen et
al., 2018; Berthold et al., 2019) or the Protect
Questionnaire (Mewes et al., 2018). Several
dozen instruments and excellent comparative
reviews exist. (Magwood et al., 2022).



Table 3. Dilemmas in detecting and intervening with victims of torture in primary health

care

Myths and doubts

Reality

“Torture” is not a
clinical condition but a
crime

The interviews are best
conducted by a psychol-
ogist or psychiatrist in a
mental health consulta-
tion or in a specialized
centre for refugees or
victims.

I don’t have time. There
is a lot of pressure here.

I can harm or re-trau-
matise the person.

Fear of how what the
patient might tell, will
affect me.

I am afraid of not
knowing what to do.

I have no specific train-
ing.

I am afraid of being
cheated or manipulated.

It is not a question of making a diagnosis of “torture” but of
taking an adequate medical history to detect and, if possible,
document the medical-psychological impacts of having suffered
extreme violence.

Studies indicate that the main element of a good interview with
a potential victim is empathy and the creation of a bond of trust
from a genuine interest in the patient’s reality. Do not assume
that a mental health consultation or a refugee centre will be
more empathetic than you are.

In primary care it is neither necessary nor useful to go into all
the details of the traumatic experience. It is important to ask the
basics in order to make an adequate approach and to provide
orientation to the patient.

A tactful interview that gives the person the freedom to express
without pressure to obtain information will not be re-traumatis-
ing. Asking about experiences of ill-treatment or torture, if not
in contexts of high risk or great mistrust, is a source of under-
standing and relief.

This is shared with other types of seriously-ill patients. For
example, those suffering from disabling and/or irreversible dis-
eases, and most health professionals would be prepared to work
with them.

The greatest source of insecurity is the lack of information and
the absence of a plan. Have basic information in your consulta-
tion on four aspects: (1) the right to asylum and where to apply
for it, (2) victim care centres in your area, (3) how to do a
medical and psychological examination of a victim and whether
to look for specific elements, and (4) how to draw up a clinical
report according to the Istanbul Protocol. In this article, we will
help you with the last two.

In the life of a refugee, sometimes “constructing truths” is a
mechanism of resilience in the face of survival difficulties and
a hostile environment. It is a defense reaction, just like the one
that occurs when we explore a part of the body that has long
been adapting to an illness. It requires understanding and pa-
tience
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There may be risks for

There is a delicate balance between the duty to support victims,

me. as patients, and the risks that this may entail (see below). Each

I can attract attention
from employer or boss
for entering into sensi-
tive political issues.
And afterwards?

I don’t know exactly
what my role is

person must know how far he or she can go and what reason-
able risks he or she can or should take.

The same as with any other psychosocial or community problem
in primary care (bereavement, crisis, adjustment to chronic
illness): provide emotional support, comprehensive understand-

ing of the symptoms, treat them from their causes, prescribe or

advise. And in some cases, document for administrative pro-

cesses or report to relevant health or legal authorities.

How to interview and examine a potential
victim: ethical conditions required by the
Istanbul Protocol

The Istanbul Protocol (IP), as a guide for prac-
titioners, provides indications in two aspects:
what are the erhical requirements for conduct-
ing an interview and what are the technical re-
quirements for screening and reporting.

As you will see, this is no different from
any clinical interview with another patient
treated in primary care. In fact, the outline
of the report proposed in Annex IV of the
IP mimics the structure of a classic clinical
history (reason for consultation, history - in
this case biopsychosocial -, current episode
- account of events -, systematic physical ex-
amination and clinical judgement). The par-
ticularity lies in creating an environment in
which there are no coercive elements (use of
shackles, custodial staff...), the need for an in-
formed consent (as, in fact, is required in many
invasive medical or surgical procedures) and
the addition when possible of a judgement of
consistency between the allegations and the
medical evidence.

Let us address the first ones.

These are a set of specific rules that the
healthcare professional must take into account
when interviewing patients, especially in the
context of custody and detention (see figure 1).

Interview conditions

1. Securiry conditions.

This is not usually a part of the concerns of
a health worker, but in certain contexts it can
be relevant and the health professional should
have them in mind.

» Before assessing the person, the practitioner
must assess whether there is a risk of repri-
sals for the person for speaking to the practi-
tioner or being examined. This may occur in
a detention setting (police station, prison...)
or when the person is brought to consulta-
tion under police custody.

* As a rule, it is important to remember that
the Protocol indicates that it should NOT
be the same officers who made the arrest or
who could be the potential aggressor, who
bring the detainee into custody to the con-
sultation. When this is the case, it is neces-
sary to assess whether there are any risks
to the patient. A good measure is to ask the
patient themselves in private and get his/her
opinion.

Custodial officers will sometimes warn the

practitioner of the alleged dangerousness

of the detainee in order to demand to be

.

inside the consultation room. We know that
this is often information that is intended



Figure 1.

How to examine a potential victim:

ethical requirements of the Istanbul Protocol

DURING THE INTERVIEW

How to examine a potential victim:
ethical requirements of the Istanbul Protocol

AFTER THE INTERVIEW

to intimidate the health worker and gain
access. Except for some people in a state of
mental or emotional disturbance, the pro-
fessional will not be in danger if he or she is
left alone with the patient. If this is the case,
the general measures adopted for all agitated
patients can be taken with the support of the
other members of the staff.

2. Privacy and Confidentiality

Both are essential elements to build a space
of trust and confidence and are basic ethical
requirements.

How to examine a potential victim:
ethical requirements of the Istanbul Protocol

DURING THE INTERVIEW

How to examine a potential victim:
ethical requirements of the Istanbul Protocol

AFTER THE INTERVIEW

* Privacy has to do with the absence in the
room of any person other than health per-
sonnel or persons trusted by the potential
victim who they request to be present (for
instance close relative or a lawyer). Certainly
not, under any circumstances, persons who
could coerce the free account of the person
to be examined, including custodial officers.
If it is not possible to get the officers to leave
the examination room, or on the grounds
that they have to guard the detainee, they
should remain in a place and out of sight, or
at least where they cannot hear the dialogue
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between doctor and patient. For example, in
a waiting room, with the door closed.

» Confidentialiry is related to the fact that the
clinical report belongs only to the patient,
and therefore, unless it is in response to a
court order or unless the detainee expressly
so indicates, the clinical report should not
be given to custodial officers. If there is a
duty to give the report to third parties, the
patient should be informed of this obliga-
tion before beginning the interview and be
allowed to decide, or consent to, on what in-
formation they wish to share with the health
professional, knowing that the clinician will
have to answer all the questions asked by
the legal authority.

Informed consent

o If it is not the person themselves who
has requested to be seen or assessed by a
health professional, it is necessary to nform
the patient in a way that is understandable
and adapted to their capacity and cultural
context what the assessment consists of and
what the purpose of the assessment is. It is
important to obtain the necessary consent
before carrying out the medical and psycho-
logical examination. If the detainee refuses
the medical assessment, the doctor shall not
act against their will.

During the evaluation

It is important that the consultation to a
health professional is produced in a normal,
trusting, environment. Therefore:

 Ifthe person is subjected to any mechanical re-
straint (shackles, restraints or something similar),
there needs to be a removal which should be
requested prior to the physical and psycho-

logical examination, allowing for a compre-
hensive and full examination.

e It is important to minimize the risk of
re-traumatization, following the principle
of first, to do no harm. To this end, mea-
sures such as using an empathetic, culturally
sensitive and gender-sensitive approach to clin-
ical interviewing are important. Also, when
there is a language barrier, consider the pos-
sibility of including an interpreter, whether
informal or formal, depending on the pa-
tient’s preferences. (Kumar, 2022).

It is advisable to perform the physical
examination in the presence of at least one
person of the same gender as the person being
interviewed, especially if a genital examination
is to be performed or if the patient is a minor.

After the evaluation:What do I do with the
report?

The procedure is similar to any other health
report issued for a patient:

e In primary health care, all reports belong
to the patient and therefore, unless other-
wise ordered by a court, iz will be given only
to the patient or his/her legal representative. A
copy must remain in the health record of
the patient. Exceptions are when the patient
declines keeping the report and prefers it
to remain only in the medical files for the
future or authorises the report to be given
to the custody agents. Alternatively, if nec-
essary, the custody officers shall be provided
with a sheet of advice and treatment recom-
mendations for the next hours.

* Many countries also provide regulations that
Discharge Reports from the outpatient con-
sultation or the emergency room describing
situations of violence with legal implications
should always be forwarded to the relevant



authorities (duty law court, prosecutor’s
office).

* Finally, depending on the case, refer patients
to other medical services for further assess-
ment with forensic clinicians or specialized
training, especially when sexual or gen-
der-based torture is suspected, or in minors.

What structure should the clinical report
have?

In a PHC setting, the aim is not to produce
a full Istanbul Protocol, as would be done in
a forensic setting, but to produce a clinical
report that meets at least the technical re-
quirements of the Protocol. This can be sum-
marised in five basic points:

 Identification of the alleged victim and con-
ditions of the evaluation

* A detailed account of allegations including
torture or ill-treatment methods and physi-
cal and psychological symptoms

» A record of physical and psychological find-
ings

* Interpretation of all findings, making a
judgement of consistency and an opinion
on the possibility of torture and/or ill-treat-
ment, and clinical recommendations

» Identification and the signature of the
medical expert(s)

In an emergency room or where scarce
time is available:

* Produce a short narrative account of the
facts in the words of the patients.

* Document the physical and psychological
consequences through a full physical and
psychological examination.

* Make a judgement of consistency between
the account of events and the physical and/
or psychological findings observed.

In addition, if the clinician has basic train-
ing on the definition of torture, the Istanbul
Protocol demands to formulate an opinion on
the possibility of ill-treatment or torture.

Table 4 suggests a more detailed report
structure. The schema proposed here is not an
official IP suggestion but a summary based in
the Annex IV of the Istanbul Protocol, where
you can find an even more complete report
template, intended for the forensic setting.
You can make your own adaptation depend-
ing on your work conditions and possibilities
provided the Istanbul Principles are followed®.
As can be seen, the structure is the same as any
clinical report with a few elements added!®.

There are two possible scenarios:
1. Assessment of a patient that has been

recently subjected to violence (assessment
in the following hours or days): We will

9  As stated in paragraph 607, the Istanbul Protocol
allow for some flexibiliry with regard to the level of
detail provided in a medico-legal report. (...). The
content can vary as long as the evaluations follow the
Istanbul Principles.

10 In Chapter 7 of the IP22 there is a shorter
outline than the schema sugested in Table 4:
Obtain informed consent, Exclude any third parties
from the evaluation room, Inquire about the cause
of any injuries or psychological distress, Document
physical andlor psychological symptoms or disabilities
related to the alleged abuse, Conduct a directed
physical examination including a brief mental status
examination and a risk assessment for harm to self
and to and from others, Document all injuries with
body diagrams (see Annex III), and photographs
if possible. If ill-treatment is alleged or suspected,
make appropriate referrals and notify appropriate
authorities and inform the individual of his or her
right to clinical evaluations by independent, non-
governmental clinical experts. Clinical interpretation
of findings & conclusions on the possibility of torture
may be considered by clinicians who have knowledge
and experience applying the Istanbul Protocol and its
Principles, but is not required.
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Table 4. Structure of a brief report of an alleged torture victim based on the suggestions
of Annex IV of the IP-20221°.

1. Health centre, date, time
2. Identification data of the person assisted
3. Conditions of the interview:
» Consent: Who requests the report (patient, authority...) and whether the patient agrees
* Privacy: Who is present in the consultation, especially persons who may restrict the interaction
between the health personnel and the patient
» Restrictions to which the patient may be subjected (shackling or others)
» Confidentiality: To whom the report is given and whether medical recommendations are given to
custodial persons, if necessary.

4. Reason for the report (injuries...) and person/s causing the injury/s according to the
patient

5. Brief account of events using the patient’s own words verbatim, including all relevant aspects.
Include date, time and place where the ill-treatment allegedly took place.

6. Personal history of interest (in relation to the injuries). Only if there is relevant information.

7. Physical examination. Make a detailed examination of all organ systems. If there are
injuries, prepare a description of the injuries which includes the shape, size or dimensions,
location, descriptive aspects of the colour and the origin that the person refers to for each
of the documented injuries. Consider taking photographs, if possible, and if consent is
given.

8. Psychological examination: emotional reactions and relevant clinical psychological
impacts associated with the episode(s).

9. Complementary examinations, if performed: analytical tests (including determination of
muscle enzymes), imaging tests, and if necessary, specialised gynaecological, traumato-
logical, dermatological or neurological examinations.

10. Medical diagnostics.

11. Prognosis of physical and/or psychological injuries or impacts.

12. Consistency or compatibility judgement. Assessment of the consistency between the
medical and psychological examination data and the patient’s allegations of ill-treatment/
torture.

13.If the person has received training, provide a medical opinion as to whether the facts
could constitute ill-treatment or torture.

14. Therapeutic recommendations

15. Name, address and signature of the person making the report

TORTURE Volume 33, Number 1, 2023



explore acute symptoms and signs and
look for recent injuries. Remember that
although pain has classically been con-
sidered a symprom (because it has been
considered as allegedly subjective), the
tendency in modern medicine is to treat
it as a sign and to try to give it objectivity
by using validated scales of measurement.
Although not explicitly recommended in
the IP22, but it is a good medical practice
to make a detailed exploration of pain
symptoms in the physical examination as
a “sign” and described in the same way
as other physical signs (wounds, haema-
tomas, etc.). (See below).

2. Assessment of a patient subjected to
violence sometime after the event. In
most cases, you will probably not find
any acute physical injuries. In this case,
it is advisable to ask about the acute
symptoms and signs that the person
remembers having at the time of the
events and how they evolved through
time. On the other hand, perform an
active search for sequelae that have
lasted over time (including persistent
pain, sensory deficits, insomnia, etc.).
In any case psychological symptoms
may be much more marked and evident
and might need careful assessment and
appropriate referral if necessary.

What to assess, are there specific elements?
The following constitute a synthesis of key
aspects in the medical assessment of sus-
pected survivors of ill-treatment or torture.
The updated version of the Istanbul Protocol
provides a much more comprehensive and
complete guide (chapter 5 on physical exami-
nation and chapter 6 on psychological exami-
nation). This section is intended as a quick
reference guide.

Main considerations of the medical
assessment

Take special care during the physical
examination. The physical and psychologi-
cal sequelae of torture, if they occur, occur in
the context of complex trauma, superimposed
on the impact of the different social determi-
nants of health!! and other chronic medical
conditions, which make this diagnosis a chal-
lenge for the medical professional. (Kalt et al.,
2013). Therefore, it is important to avoid the
risk of re-traumatization in the medical ex-
amination by explaining empathetically, for
instance, the need to remove clothing or to
perform certain invasive examinations.

Take a brief medical history with a de-
tailed examination of all organ systems, as
you would do with any other patient in your
daily practice. This will include:

* Anamnesis of the symptoms the person
suffers from and what the person attributes
them to. Classify symptoms into acute and
chronic.

» Physical examinarion. This is not simply the
observation of possible injuries, but a sys-
tematic and detailed assessment by appa-
ratus. If specific training is available, some
elements suggestive of torture may be de-
tected, but an examination as one would do
with any other patient in which the general
condition is assessed is already extremely
useful. There may be symptoms or signs that
disappear within a few days, and others that
are sequelae of past injuries.

11 In the case of migrants, the social determinants
of health cut across the lives of torture survivors,
both in their country of origin (violence,
discrimination, flight...) during the migration
journey (grief, trauma, crisis) and in the host
country (loss of status, racism, housing, work,
access to health...).
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» Clinical judgement

* Degree of consistency between the obser-
vations and the allegations of torture!'?. If
trained, interpretation of the findings or
conclusions.

» Therapeutic recommendations.

 In addition, it may include prognostic assess-
ments, a statement on the degree of disabil-
ity and its socio-occupational impact, as well
as recommendations for possible referrals ro
medical specialists, if needed.

It is important not to forget that the
absence of physical or psychological evidence
on examination does not rule out torture. In
the contemporary world, torture often aims to
inflict the greatest trauma with the least resid-
ual evidence, and there is scarce presence of
physical findings. (Amris & Williams, 2015).

Symptoms related to torture episodes
and especially forms of pain are often misdi-
agnosed and sometimes treated as a manifes-
tation of psychological trauma, psychogenic
pain or somatisation. There is an under-di-
agnosis of pain due to its atypical presenta-
tion. (Kaur et al., 2020).

Pain as a major symptom. It is es-
timated that 87% of torture survivors ex-
perience chronic pain. Most commonly are
headaches (93%), musculoskeletal pain (87%)
and pain in the extremities (72%). (Williams
& Amris, 2007). This localised pain often cor-
relates with the mechanism of injury. However,
there is a generalised pattern of pain that the
patient may not understand, may not associ-

12 For clinicians who have knowledge and
experience applying the IP, may consider
providing an interpretation on the level
of consistency according to the five levels
recommended in legal settings: Not consistent
- consistent - highly consistent - diagnostic —
unrelated (see paragraph 360 of the IP).

ate with the torture events, and is sometimes
medically unexplainable (MUS). (Edwards et
al., 2010). Knowing this, it is important in
the examination to use specific pain measures,
such as the VAS scale or others. (Hawker et
al., 2011).

Pain in torture victims has some pecu-
liar characteristics that make it different from
other types of pain. It is persistent, generalised,
non-specific, and mostly disabling. It does not
usually improve with rehabilitation or analge-
sia, and so it must be treated with a holistic
approach that includes psychological compo-
nents. (Edwards et al., 2010).

Psychological and emotional assessment
All reports should always include, in addition
to the physical examination, a psychological
examination. Even if the psychological evalu-
ation was carried out by another professional,
it is advisable that both assessments are in-
cluded in the same report signed by all the
professionals involved.

The primary care clinicians are not ex-
pected to conduct an in-depth psychiatric
interview, but rather a brief mental status ex-
amination. Nevertheless, pay special attention
to the person’s emotional state when describ-
ing the events, and explore the most frequent
psychological symptoms such as panic attacks,
irritability, symptoms of generalised anxiety or
depression, insomnia, nightmares or signs of
emotional overflow. Try to explore their con-
nection with the alleged facts.

These psychological symptoms may be
directly or indirectly related to the physical
symptoms, either as somatisation or as ele-
ments that aggravate the underlying symp-
tomatology both in its acute process and in
its chronicity. Therefore, psychological symp-
toms may have a major impact on the person’s
overall state of health and are an essential con-
sideration for general practitioners.



Table 5. Recommendations for taking photographs of injuries.

General terms and condi- * As soon as possible - the lesions disappear quickly.

tions » Ask for the person’s consent and/or permission

* Any (mobile) camera will do.

How to take the photo- » Display the current date (if not available on the camera itself, include

graphs?

a calendar or newspaper in the photo).

» Show the identity of the alleged victim (face) in any of the photographs

or include full body photographs and then photographs of details.
e It is desirable to display a scale (ruler or common object) to see the

size of injuries

* Use natural light instead of flash

* Do not manipulate the picture, use filters or change its format.

Supplementary material for the medical
assessment: Photographs and anatomical
drawings

To complement the medical assessment, the
Istanbul Protocol includes an annexe of ana-
tomical drawings (annex III, pg 179) . In the
drawings it is important not only to reflect
external injuries, but also reflect painful areas
and sites of functional disability.

Nowadays, high quality photographs can
be taken with any mobile phone. Table 5 lists
some basic recommendations.

Other complementary tests may also be
carried out to help corroborate allegations of
torture. However, when considering such tests,
the risk-benefit to the individual should be
considered, and the indication of such tests is
generally not justified unless they would make
a significant difference in a medico-legal case.

And then?

In a qualitative focus group study, torture
survivors were asked what they would expect
from their primary care physicians. Victims
highlighted five aspects. Refugees recom-
mended that physicians should take the time
to make refugees feel comfortable, initiate
direct conversations about mental health,
inquire about the historical context of symp-
toms and provide psychoeducation about
mental health and healing (Shannon, 2014).

Conflicting ethical obligations.

The new version of the Istanbul Protocol
devotes much attention to Conflicting ethical
obligations within the medical profession. This
is referred to as a situation in which a physician
or mental health professional is faced with two
competing interests: the primary one, which is
the duty to look after the best interests of the
patient, and the secondary one, which derives
from obligations to the institution for which
he or she works. For interested readers, refer
to Chapter II and VII of the IP-22.

Conclusions

Specialised centres for the care of torture
victims exist in many countries. However,
most torture victims will not be aware of
their existence or be able to access them.
(Piwowarczyk & Grodin, 2016). Torture is an
important and critical public health problem,
especially among at-risk groups. Early de-
tection and documentation depend on good
treatment of patients and the possibility of
access to protection and rehabilitation meas-
ures. Training on documentation of torture in
medical schools is minimal or non-existent, as
the Istanbul Protocol itself points out!'? .

13 Chapter 8 on implementation of the Istanbul
Protocol by authorities
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Itis important that primary care and emer-
gency department professionals in both the
global North and South develop skills in the
detection and management of torture survi-
vors because of the severity of suffering and
the biopsychosocial implications involved.
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Annex 1

DIGNITY and Danish Red Cross Screening Instrument for Torture

Part 1. Questions for the interviewee

Have you ever been arrested, detained, or imprisoned? o Yes o No

Have you ever been subjected to severe violence, threats or de- o Yes o No
grading treatment?

Have you witnessed others being subjected to severe violence or o Yes o No
degrading (abusive) treatment?

If the answer is no to all the first three questions, the screening closes with the conclusion that
the interviewee has not been subjected to torture. If the answer is yes to just one of the three
questions, the interviewee is encouraged to provide a narrative account:

Would you mind telling me what happened?

Help questions for the narrative presentation:

a. What did they do to you?
b. Who exposed you to it?
c. Do you know why they did it?

The help questions are intended as inspiration to guide the interviewee’s narrative and do
not necessarily need to be read out. The answer also serves as a guide to the interviewer as to
whether there has been inhuman treatment or punishment. If the interviewee has been sub-
jected to several incidents, he/she is asked to choose the incident that affected him/her the most.
After the interview, the interviewer completes Part 2 of the form encoding the torture criteria

Part 2 Coding of Torture Criteria
To be filled in by the interviewer based on the interviewee’s narrative statement

™
% Was the person exposed to severe pain or suffering, physically or o Yes o No
mentally?
Was it done intentionally? o0 Yes 0 No
Was there a purpose to the action? o Yes o No
Was it a public official who committed or instigated the action? o Yes o No

TORTURE Volume 33, Number 1,



Conclusion

Coding result Screening result
YYYY The interviewee has probably been subjected to torture
Y N NY The interviewee has probably been subjected to ill-treatment

Any other combination  The interviewee has probably been subjected to other forms of
trauma

The Refugee Trauma History Checklist (Sigvardsdotter et al., 2017)

The questions in this section concern difficult and frightening experiences, and can awaken
distressing memories. It is important for us that many people answer these questions. However,
if you find it is too distressing, please take a break or skip this section.

Before you left your home, have you experienced any of the following situations or events?

War at close quarters o Yes 0 No
Forced separation from family or close friends o Yes o No
Loss or disappearance of family member(s) or loved one(s) o Yes o No
Physical violence or assault o Yes o No
Witnessing physical violence or assault o Yes o No
Torture o Yes o No
Sexual violence o Yes o No
Other frightening situation(s) where you felt your life was in o Yes o No
danger.

The Single General Trauma Item (SGTI)

Sometimes things happen to people that would upset or frighten almost everyone. Examples of
such difficult and frightening experiences are: being assaulted, or witnessing other people being
hurt or killed. Have you experienced any of these or some other terrifying event(s)?

Torture and Trauma Screening Interview (Hexom et al., 2012)

1. Were you ever threatened or harmed by groups such as the government, police, military,
or rebel soldiers?

2. Some people in your situation have experienced torture. Has that ever happened to
you or your family?

Those who answered positively to one of the two questions were given an additional short in-
terview.
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Who were you tortured by?

What best describes what happened to you?

Why you were tortured?

Did you leave your home or country as a result of being tortured?

Do you have any physical disabilities as a result of being tortured?

Do you have any recurrent intrusive or distressing memories as a result of being tortured?
Has a doctor ever asked you if you have been tortured?

Have you ever applied for political asylum?

PN =

The Spanish and French versions of this paper can be found on
https://tidsskrift.dk/torture-journal



Oral and maxillo-facial injuries in victims
of political repression during the Chilean

dictatorship

Jesus Silva'

Key points of interest

» The orofacial area should not be left
out in the documentation and rehabil-
itation process.

* Oral consequences of torture are both
physical and psychological, and often
long lasting.

» Dental professionals need to be aware
of torture victims’ challenges with re-
ceiving dental treatment.

Abstract:

Introduction: Chile was under a civil-military
dictatorship from 1973 to 1990. During that
time, systematic violations to human rights
were perpetrated. Oral and maxillo-facial
trauma was not an exception, and such trauma
was carried out through different methods of
torture or ill treatment by agents of the State.
Currently, Chile has laws and programs in the
public healthcare system to carry out the re-
habilitation and reparation process in victims,
and the registration of the suffered injuries is
considered an important part of these med-
ico-legal procedures. The aim of this study is

1) Valparaiso University (Chile). Correspondence
to: jesus.silva@uv.cl

https://doi.org/10.7146/torture.v33i1.130035

International Rehabilitation Council for Torture Victims.

to describe and classify the type of torture or
ill-treatment in the orofacial area of victims
of political repression during the Chilean
military dictatorship and relate them to the
injuries registered in written reports.

Methods: 14 reports of oral and maxillo-fa-
cial injuries of tortured victims from 2016 to
2020 were analyzed, considering the alleged
history of the patient, the visible effects on the
oral examination, and the type of torture that
was inflicted. Historical clinical records and
X ray exams were analyzed when available.

Results: 6 variations of torture and ill-treat-
ment that involve the maxillo-facial area were
caused by agents of the State during the dic-
tatorship period.

Discussion: According to the patient’s
account and the clinical examination, all of
the torture techniques applied caused, directly
or indirectly, the loss of teeth. This resulted in
not only physical problems, but psychological
problems for the victims.

Keywords: Dental Torture, Oral Cavity, Fo-
rensic Odontology, Chilean Dictatorship.

Introduction

On September 11, 1973, Chile suffered a
break in its history when a coup d’état oc-
curred against the government of Salvador
Allende by the armed forces. This regime
lasted for 17 continuous years until the return
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to democracy in 1990. During this period, acts
which were in violation of human rights were
widely documented by investigative commis-
sions that registered the deceased victims, the
living tortured victims, and the disappeared.
Under this historical context, inhuman
treatment in Chile developed systemati-
cally, with dedicated facilities and detention
centers. State agents were sent abroad to
learn ‘counterintelligence techniques’ within
the framework of training at the »School
of the Americas« (Biblioteca Nacional de
Chile, 2020. Cohn, 2011). It is estimated
that about 1,560 Chilean soldiers were sent
abroad to receive military training, with 58 %
of them sent between 1973 and 1975, the
first 2 years of the Chilean military dicta-
torship (Gill, 2004). Some of the techniques
taught to the military were based on one of
the first official CIA Torture administration
documents called the Y\KUBARK Manual«
(Santos, 2020), which dates from 1963 and
was declassified by the Pentagon in 1997. It
details techniques that combine psychologi-
cal knowledge with the use of physical restric-
tions or torture in order to ‘break’ the victim
in every sense, both internally, causing a per-
sonal struggle, and while maintaining an ex-
ternal force that tries to defeat the individual.
Physical torture, as defined by the 1984
United Nations Convention against Torture,
can include different parts of the body, and
the oral-maxillofacial area is no exception, and
often, physical sequels, such as the loss of teeth,
affects the victims for the rest of their lives.

Current Chilean legislation about torture and
reparation:

Chile Ratified the “Convention against torture
and other cruel, inhuman or degrading treat-
ment or punishment, adopted by the General
Assembly of The United Nations” (Ministerio
de Relaciones Exteriores, 1988), a fact that

still occurs being in dictatorship. However,
the concept of “torture” was not recognised as
such in Chilean legislation until 2016 by Law
20,968 (Ministerio de Justicia, 2016), which
is a crime attributable only to workers of the
state/public officials.

Prior to that, Chilean Law 19,123 created
the “National Corporation of Reparation
and Reconciliation” (Ministerio del Interior,
1992), which recognises the victims of human
rights violations during the military dictator-
ship, as well as granting reparatory processes
and other benefits. This includes: 1) a money
allowance for the direct victim of political re-
pression, or their parents/descendant if the
victim is dead, 2) free healthcare services in
the public system for the same group, and 3)
scholarships for children of victims.

In this context, the recognition of damage
and health repair became fundamental aspects
to be developed in this specific group of pa-
tients, consolidated through Law 19,980 (Art.
7) which created the “Integral Health Care
Repair Program”, also called “PRAIS” (Min-
isterio del Interior, 2004). This was ratified
again in Law 19,992 (Art. 10), which guaran-
teed the right of victims to receive support from
the state in their physical and psychological
rehabilitation (Ministerio del Interior, 2004).

PRAIS, created in 1991 and managed by
the Ministry of Health, responds to the repa-
ration commitment assumed by the Chilean
State with the victims of Human Rights vi-
olations that occurred between September
1973 and March 1990. The ‘PRAIS units’ are
located in facilities that depend on local public
healthcare services and are composed for a
multidisciplinary team of healthcare profes-
sionals, with each unit working independently.
However, not all the PRAIS units provide the
same services to the target population, for
example: from a total of 29 ‘PRAIS units’ in
the country, only 6 bring dental healthcare.



Table 1. Testimonies of victims of torture related to oral and maxillo-facial area found on
“Valech commission” report.

Sex, year and location of Testimony
the victim.

Man, arrested in 1973,
VIII region.

“They brought me a dentist, according to them, but for me it was
another torturer (...) he asked me the corresponding questions and I
indicate my pain, but the criminal (in reference to “the dentist™)
began to pull my teeth without any anesthesia. I lost three teeth there;
he had helpers holding you down by pulling your hair and the others
from hands and feet. The pain was unbearable, and I had no right to

ask for a pain reliever”.

Man, arrested in 1973,
Osorno, X region.

“I lose consciousness and when I wake up, I realise that I am bleed-
ing a lot from my head, nose and mouth... then I realise that I am

missing eight teeth... he (in reference to a policeman “carabi-
nero”) had proceeded to remove them with pliers...or hits, I don’t

know”.

Woman, arrested in
1975, Metropolitan
Region.

Antecedents related to oral injuries in victims of
political repression in Chile:
The documentation of torture by qualified
professionals is an important step for the
purposes of administering justice (Herath,
2017). The torture and ill-treatment during
Pinochet’s regime were well documented
by the “Valech Commission” (Comision
Nacional sobre Prision Politica y Tortura,
2005). In this document, a few testimonies
are related to oral and maxillo-facial injuries
caused by torturers, summarised in Table 1.
The aim of this study is to 1) describe and
classify the type of torture and ill-treatments
related to the orofacial area reported by victims
of political repression during the Chilean mil-
itary dictatorship, and 2) correlate them with
the injuries recorded in written reports made
by a professional dentist between years 2016
and 2020 in a context of a future rehabilita-
tion or for medico-legal purposes.

“...They applied electricity to various parts of my body. My front
teeth were blown off with gun butts. I suffered sexual abuse and re-
peated rapes that resulted in a pregnancy”.

Materials and methods

This is a descriptive retrospective study.
Reports of “Oral and Maxillo-facial injuries”
written by a professional dentist working in
a PRAIS unit between the years 2016 and
2020 were analyzed and the following data
of the patients were considered: anamnesis,
the records of their oral condition by an od-
ontogram, and a written record of the re-
pressive situation experienced and how it
affected their oral and maxillo-facial condi-
tion through a semi-structured interview, in-
cluding the year in which the alleged events
occurred. By keeping the personal data of the
patients confidential, only sex and age were
considered relevant. Additionally, orthopan-
tomography or other X ray exams available
to support the diagnosis were analyzed. When
possible, historical dental records were re-
viewed to rule out other possible pathological
causes for the reported effects. All the reports
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were made by the same professional, who is
the author of this study.

It was determined that, as inclusion crite-
ria, each record must: contain complete infor-
mation, the patient of each report was within
the registry of official commissions as a direct
victim of repression, be a current patient of
the PRAIS program in public health care ser-
vices, and their repressive situation has been
caused by State agents in the Chilean territory
during the military dictatorship. From a total
of 23 reports, 14 met the established criteria.

The reports were made following the
guidelines of the Istanbul Protocol (United
Nations, 2004). This instrument is aimed at
medical professionals and professionals in
charge of the administration of justice within
an international dissemination framework. In
this manual, dental examination is recognised
as a crucial part of the complete physical ex-
amination of the victim, using the term “dental
torture” for those cases that involve injuries
to oral and maxillofacial structures. In this
context, the analyzed dental reports are part
of a complete examination made by a multidis-
ciplinary team of professionals in the PRAIS
unit (medical doctors, dentists, psychiatrists,
psychologists, and social workers).

This study has been analyzed and ap-
proved by the Ethical Committee of the Val-
paraiso-San Antonio Public Health Service
(Act #29/2021).

Results

Of a total number of patients (N = 14), 9 cor-
respond to men and 5 to women. In most of
the reviewed cases, there was physical torture
that involved the maxillofacial area as a trauma
recipient (n = 11) or denial of care during
periods of incarceration (n = 3). All the pa-
tients report having lost at least one or more
teeth as a result of the reported events. When
comparing the accounts of the victims with the

oral examinations, the conditions were rated as
compatible with the facts reported in 12 cases
and rated as possibly compatible in 2 cases.

Although the reports record pathologies
present at the time of the examination, such
as caries and periodontal diseases, the possi-
ble sequelae of torture or ill-treatment were
analyzed with greater emphasis based on the
account of the patient.

Table 2 summarises the age of the patient
at the moment of the record, the year in which
the alleged events occurred, the classification
of the type of torture registered based on the
account of the patient, and the effects recorded
by the professional dentist according to the
clinical oral and maxillo-facial exam:

Discussion

By virtue of the compilation of previous infor-
mation, it was evidenced that human rights vi-
olations were perpetrated over nearly the entire
period that the dictatorship in Chile lasted, with
cases registered from 1973 to 1988. However,
this study recorded that the highest number of
cases occurred during the first year of dictator-
ship with 5 out of 14 cases in 1973.

Despite being a small sample, the declara-
tions as victims of torture tend to be more fre-
quent in men than in women. Jorquera et al.
(2020), determined from a gender perspective
that these differences are because, for women,
it is a highly sensitive experience as a traumatic
event, often accompanied by sexual violence,
which causes the victim a social stigma that
leads them not to declare themselves as such
and to avoid giving testimony in commissions
or instances of recognition as victims of polit-
ical repression.

As a breakdown, the following types of ha-
rassment were determined:

Direct injuries caused by a third-
party: (5 of 14 patients) The Istanbul Proto-
col recognises trauma to the face and skull as



Table 2. Description of each case recorded in written reports of oral and maxillo-facial

injuries.
Record Age  Sex Year of Type of torture clas- Effects recorded by pro-
No. the facts  sified fessional
1 79 male 1973 Injury by firearm Loss of right mandibular
and maxillary molars and
premolars, mandibular
asymmetry, face scar.
2 55 female 1984 Direct injuries by third Loss of premolar and
party molars both sides.
3 66 male 1973 Electric shocks Loss of maxillary molars.
4 46 male 1988 Direct injuries by third Loss of one mandibular
party molar.
5 48 male 1986 Direct injuries by third Loss of 2 maxillary
party central incisors.
6 79 female 1973 Deprivation of access Toothless Patient.
to hygiene or health-
care.
53 male 1986 Electric shocks Toothless patient.
58 male 1973 Intentional fall Loss of 2 maxillary
central incisors.
9 62 female 1973 Electric shocks Loss of maxillary and
mandibular molars.
10 50 female 1988 Direct injuries by third Loss of mandibular pre-
party molars and molars (both
sides).
11 58 female 1985 Direct injuries by third Loss of right maxillary
party premolar and molars, and
mandibular premolars
and molars (both sides).
12 52 male 1984 Deprivation of access Loss of maxillary and
to hygiene or health- mandibular premolars,
care. old and extensive restora-
tions.
13 62 male 1976 Dental torture and in-  Loss of 25 teeth, “home-
tentional fall. made” repair restorations.
14 64 male 1984 Deprivation of access Loss of maxillary and

to hygiene or health-
care.

mandibular premolars
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one of the most common forms of torture. In
the registered cases, these were given with fists,
kicks, or gun butts in the maxillary and man-
dibular lateral areas, which is consistent with
the finding of missing teeth in posterior areas
(molars and premolars) in the 5 patients who
had suffered this type of injuries.

By analyzing the available orthopantomo-
grams, it can be determined that the dental
losses were not recent.

Trauma caused by intentional falls: (2
of 14 patients) Intentional falls are also on
the list of possible ways of torture. One of
the patients reveals in his testimony that he
was thrown from a bridge as a minor, which
caused the loss of his two upper central in-
cisors, while another recounted the loss of a
central incisor as a result of a fall caused in a
simulation of execution. This type of trauma
has already been previously reported in the
literature with similar consequences (Arge et
al, 2014).

Application of electric shocks in the
oral cavity: (3 of 14 patients) In some cases,
torture techniques were supported by other
tools to achieve coercion of the individual,
including the application of electric current,
usually in areas of high sensitivity, such as the
palms of the hands, soles of the feet, armpits,
genitals, and oral cavity.

The direct application of electric current
on human tissue will cause a burn due to
thermal damage, the destruction of which
will vary according to the resistance given by
the tissue (expressed in Ohms). In the case of
mucous membranes, like the oral soft tissues,
this resistance does not exceed 100 Ohms /
cm?2, well below dry or even wet skin (Valen-
cia & Garcia, 2009).

Those patients who were subjected to this
type of torture report having suffered from
subsequent infections, tooth pain involved in
the area of application and in some cases, sub-

sequent tooth loss. This may be explained by
the lack of access to medical care that most
of these patients experienced, usually related
to periods of deprivation of liberty.

Macxillofacial injuries caused by fire-
arms: (1 of 14 patients) There is a docu-
mented case of injuries caused by firearms in
the maxillofacial territory, without the result
of death.

The X ray requested from the victim re-
vealed a wide mutilation of the oral cavity, with
loss of a large number of teeth and adjacent
bone on the right side, as well as asymmetry
in the condyle and right mandibular condylar
neck based on what was observed in orthop-
antomography.

Deprivation of access to hygiene and
medical care: (3 of 14 patients) This kind
of ill-treatment could occur independently
or arise in association with the situations
already described. The victims indicate that
they were incarcerated for varying periods of
time, ranging from days to years, during which
they did not have access to any kind of health
service or medical care. The Istanbul Proto-
col (2004) and Singh et al (2008) establishes
that periods of deprivation of liberty generate
a worsening of oral health conditions, either
due to previous worsening symptoms or new
pathological symptoms presented during the
imprisonment. Usually, this denial is deliber-
ately provoked. Dello (2009), in a letter sent in
response to an article of Speers et al. (2008),
uses the term “passive torture” in reference to
this kind of treatment.

In two cases, patients report not having
received dental care until after they were re-
leased and in one case, until the return of de-
mocracy, because the victim did not attend
hospital centers for fear of being “registered”
and “located” again by the military regime.

Dental Torture: (1 of 14 patients) In this
case, the patient indicated that he had under-



gone unnecessary dental interventions without
anesthesia in a dental chair installed inside a
military barracks, indicating that his torturers
“were probably dentists due to the way in which
they used the instruments.”

The participation of dentists in the appli-
cation of torture is not a common report in
the literature, except for certain cases known
during the World War II. However, because
dental pain can be one of the strongest that
human beings can feel, the participation of
dentists can be “beneficial” for torturers
seeking information or a confession (Speers
et al., 2008).

In the particular case of this patient, it
was possible to observe a high level of oral
damage, loss of multiple teeth, and resto-
rations in poor condition which were repaired
in a “homemade” way, in addition to the pres-
ence of caries and periodontal disease. This
traumatic experience caused the patient to
avoid visits to dentists in later stages of his
life, a common situation in torture victims
(Heyvik, Lie & Willumsen, 2019, Singh et
al., 2008; Speers et al., 2008).

The challenge of bringing dental care to victims
of torture.

The PRAIS program not only gives legal assis-
tance to the victims expressed by the analyzed
reports, but the main objective is also bringing
a reparation and rehabilitation process based
on the available service of the Chilean public
healthcare system, supported by the laws
mentioned previously. Dental healthcare is a
high-demand service and is available in some
PRAIS units along the country, however, it is
not available in all regions. Treating patients
who have been victims of torture requires
dental practitioners to be aware of the con-
dition of their patients. Hoyvik et al. (2021),
in a study with African and Middle Eastern
refugees in Europe, state that patients with a

torture background tend to postpone or avoid
dental appointments due to 3 main factors:
the pain, the traumatic memories, and the
dentist. From the experience of this author,
all these factors have a crucial role at the
moment of the dental examination to elabo-
rate the analyzed reports and to bring dental
care. Dentists and their work teams cannot
forget that the environment and working con-
ditions that seem normal to us can be a major
stress factor for this type of patient. Willix et al
(2021) established that proper education for
healthcare professionals about how to treat
patients with a torture background, how to
identify signs of torture in the oral cavity, and
multidisciplinary work with other healthcare
professionals will prevent or minimise the risk
of re-traumatisation.

Limitations

This study involves a small sample of cases,
which represent particular cases in a specific
region of the country. However, it may serve
as an initial input on this unexplored topic
in this historic and political context. Another
limitation is the ‘time of registration’ since
the injury occurred. In this case, events that
occurred 30 or 40 years ago were analyzed,
which is a limitation also registered in other
studies related to victims of torture (Arge et
al., 2014); even with closer periods of time.
The same occurs in the presence of other
oral pathologies, which can hinder the search
for compatibility of injuries. Given the above,
access to health care and documentation of
injuries should be carried out as soon as pos-
sible in situations of human rights violations,
ideally following the guidelines provided by
the Istanbul Protocol for addressing these
cases. This will allow a much more expedi-
tious and complete administration of justice
and the subsequent reparation.
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Conclusions

Based on the information previously exposed
and analyzed, it was determined that the oral
and maxillo-facial area was a recurring area
of reception of trauma caused by State agents
during the period of the Chilean civic-mili-
tary dictatorship, hence, dental records and
maxillo-facial examinations requires to be
included as part of the documentation and
rehabilitation processes in those patients ac-
credited as victims and should not be left out.

All types of torture or human rights vio-
lations observed directly or indirectly led to
teeth loss. Considering that teeth are an im-
portant part of a person’s identity and aes-
thetics, the damage caused can be considered
within both the physical and psychological
spheres. A study of both variables may be rec-
ommended in the future, also considering the
psychological factor of facing dental proce-
dures, which in certain registered cases pre-
vented patients from accepting the need for
treatment, further worsening their conditions,
and showing that the damage continued even
after the end of the repressive period.

Due to all the above, dental professionals
who are caring for patients who were victims
of torture or human rights violations and who
are involved in the entire public and private
health network in Chile, should be aware and
understand the situations they experienced
and the treatment they need to achieve correct
dental care.
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forensic assessments using the Istanbul
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environment

Andrea Galan Santamarina’, Clara Gonzalez Sanguino?, Gabriela Lépez Neyra3

and Pau Pérez-Sales*

Abstract

Introduction. With the advent of the Covid-19
pandemic, most torture victim care centres
had to adapt their forensic assessment
methods and move to online methodologies.
Therefore, it is essential to assess the advan-
tages and disadvantages of this type of inter-
vention, which seems to be here to stay.

Method. Structured administered surveys
were conducted with professionals (n=21) and
with torture survivors (SoT) (n=21) from a
sample of 21 Istanbul Protocols (IP). Compar-
ing face-to-face (n=10) and remote (n=11) in-
terviews in relation to the evaluation process,
satisfaction, difficulties encountered, and
compliance with therapeutic aspects. All as-
sessments were primarily psychological. Three
remote and four face-to-face interviews in-
cluded a medical assessment.

Results. No significant problems were
found in relation to the ethical requirements of
the IP. Satisfaction with the process was pos-
itive in both modalities. Regarding the online
method, there were frequent connection prob-
lems and a lack of adequate material resources
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International Rehabilitation Council for Torture Victims.

in the remote assessments, requiring a signifi-
cantly higher number of interviews in most
cases. Survivors were more satisfied than eval-
uators. Overall, the forensic experts described
problems in complex cases with an under-
standing of the person’s emotional response,
they established a bond, and they undertook
psychotherapeutic interventions in the event of
an emotional crisis during the assessment. In
the face-to-face protocols, logistical and travel
problems were frequent, which meant that fo-
rensic work times had to be adapted.

Discussion. The two methodologies are not
directly comparable but have specific issues
to be studied and addressed. More invest-
ment and adaptation in remote methodology
is needed, especially given the poor economic
situation of many SoT. Remote assessment is
a valid alternative to face-to-face interviews in
specific cases. However, there are very relevant
human and therapeutic aspects that indicate
that, whenever possible, face-to-face assess-
ment should be preferred.

Keywords: Istanbul Protocol. Remote Assess-
ment.

Introduction

The Covid-19 pandemic has affected models
of care and forensic assessment of asylum
seekers, which, after initially stalling, have
shifted significantly to remote formats com-
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patible with the total or partial lockdown. Dif-
ferent studies have reported on these changes
either in assessments conducted by telephone
(Cohen et al., 2021), by video call (Mishori
et al., 2021), or using a combination of both
methodologies (Green et al., 2020; Pogue et
al., 2021). While these studies have gener-
ally supported the use of remote assessments
alone (Greenhalgh et al., 2020; Pogue et al.,
2021), others have recommended a hybrid
approach (Gruber et al.,, 2021). However,
such assessments are not without problems,
such as the lack of material means, resources
to carry them out, problems related to rapport
building (Mishori et al., 2021), and transfer-
ence and psychotherapeutic aspects.

SiR[a] is a centre that provides therapeu-
tic, legal, and psychosocial support in con-
texts of violence (www.psicosocial.net/sira)
with teams in Madrid and Barcelona. Foren-
sic assessments based on the Istanbul Proto-
col (IP) are part of the support provided in
the asylum application process for survivors of
torture (SoT). In this context, prior to Covid-
19, SiR[a] already carried out a portion of as-
sessments in remote format (7.4%). However,
the pandemic and the period of lockdown, to-
gether with the severe mobility restrictions,
meant that a substantial part of the SiR[a]’s
IP interviews had to move to a remote format
during 2020 and 2021, representing 46.5% of
the total number of assessments.

This study aims to assess the quality of
remote IP interview evaluations compared to
face-to-face interviews by collecting feedback
on the evaluation process from both expert
evaluators and asylum seekers.

Method

Research design. In October 2020, the project
“Conducting Istanbul Protocol in times of Pan-
demic” started with the design of a case-control
protocol. The study was approved by Sir[a]’s

ethics and deontology committee. Between
May and June 2021, SoT and professionals
were contacted by email and an informed
consent form for voluntary participation sheet
was administered. Once the informed consent
form was signed, they received structured self-
administered questionnaires in their email
and completed them remotely. The question-
naires were administered in Spanish, English,
or French. All SoT had already completed
their assessment process, and the organisation
had submitted their report to authorities, so
participation in the study would not influence
the outcome of the IP assessment.

Sample. A purposive sampling was carried
out, contacting all professionals and SoT who
had participated in IP interviews between 2019
and 2021. These interviews were conducted
according to the guidelines of the “Manual
on Effective Investigation and Documentation
of Torture and Other Cruel, Inhuman or De-
grading Treatment or Punishment” (OHCHR,
2004). Finally, 21 IP interviews (10 face-to-
face and 11 remote) conducted in SiR[a] with
expert professional evaluators were analysed.
21 SoT and 21 professional evaluators were
part of the sample. In the IP interviews con-
ducted remotely, online meetings were used
with Zoom (N=7) and Skype (N=4) as virtual
platforms. All professionals were psychologists
or psychiatrists with specific training in IP as-
sessment and experience in conducting IP in-
terviews. In necessary cases where a medical
assessment was required, this professional was
also interviewed.

Instruments. Two ad hoc questionnaires
were developed, one version for SoT and the
other for experts (Appendices 1 and 2). Both
were composed of open-ended and closed-
ended questions and included socio-demo-
graphic data and information on the type of
assessment (face-to-face/distance). The ques-
tionnaire for the SoT included a section about
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general satisfaction with the process, emo-
tions during the interviews, information on
the status immediately after the completion
of the interviews as well as after some time
has passed and the process has been closed,
and aspects related to the medical examina-
tion (in those cases where it was necessary). In
addition, a section on satisfaction with inter-
pretation during the interviews was included,
which was only completed in some cases
(those where the use of an interpreter was
necessary). The questionnaire for the profes-
sionals included aspects related to ethical ele-
ments, the interview and therapeutic process,
preparation of the report, and feedback to the
examinee. Again, an optional section about
the satisfaction with the interpretation was in-
cluded.

Data analysis. Descriptive analyses were
carried out in relation to the answers obtained
in the questionnaire. Qualitative responses
were analysed in the pertinent cases by in-
spection and reading of each of the responses.
Data was analysed using SPSS v24 software.

Results

Characteristics of the sample.

Most face-to-face interviews (n=7, 81%) took
place at SiR[a]’s headquarters in Madrid. In
four of those cases (19%), the person trav-
elled from another city. Also, in four cases, the
team travelled to the SoT’s town of residence
(n=4, 19%).

In the face-to-face IP, the assessment
lasted an average of 2 to 3 sessions; however, in
the remote evaluations, a much higher number
of sessions were required (4 to 7; 63%). The
average duration of the evaluations was longer
in the face-to-face sessions. A medical eval-
uation was required in 4 face-to-face and 3
virtual IP (verbal and visual evaluation), and

in all cases, it went smoothly. Table 1 shows
results in detail.

Information obtained from SoT
Characteristics. The majority were male (N =
16, 76.2%), from Latin American (Colom-
bia, Mexico, Peru, and Venezuela) (N = 6,
28.6%),African (Guinea, Ivory Coast, Sahara,
Somalia, and Uganda) (N = 9, 42.8%) and
Eastern European or Central Asian countries
(Belarus, Georgia, Russia, and Tajikistan) (N
= 6, 28.6%) with a mean age of 31 years.

Ovwerall satisfaction. In general, all SoT eval-
uated remotely were satisfied (100%) with the
process, and the majority of those evaluated
in person were also satisfied (80%). Some of
the qualitative testimonies collected on this
subject were as follows “It was good to have this
interview through video conferencing, otherwise 1
would feel confronted or uncomfortable”; “It was
a very difficult time for me. The presence of people
helped me to overcome my sorrows.”

Interview process and report writing. All par-
ticipants were satisfied with the process except
for two people in the face-to-face format (n=2,
20%). In both of those cases, the interviews
were conducted in a single session of around
5 hours due to the team’s travel time from
Madrid to their city of residence. Moreover, in
one of them, the asylum application had been
rejected at the time of the study. Regardless,
all the people interviewed in both modalities
perceived an attitude of empathy and listening
on the part of the professionals and the inter-
preter when needed.

Closure and feedback. Overall, in the face-
to-face format compared to remote, more
people felt good immediately after the in-
terview (50 vs 45.5%) and at the end of the
process, when the report is already revised and
closed (80 vs 55%). Some of the qualitative
testimonies in relation to this were: “Some days
after the interview I was a bit more nervous. But



Table 1. Remote versus face-to-face forensic assessments

Remote Face-to-face
(n=11) (n=10)
n (%) n (%)

Number of interviews

2 0 (0) 7 (70)
3 4 (36.6) 3 (30)
Between 4 and 7 7 (63.6) 0 (0)

Average time of interview (min.) 173 258

Need of interpreter 9 (81) 5 (50)

Medical assessment 3 (27.2) 4 (40)

Professionals
Ethical aspects
Information and signature of informed consents 11 (100) 10 (100)
Security problems for the survivors 2 (18.1) 0 (0)
Interview process
Inadequate interview location - privacy issues 5 (45.4) 0 (0)
Problems of connection/material resources 4 (36.3) 0 (0)
Timing problems 4 (36.3) 4 (40)
Difficulties with interpreter assistance 0 (0) 2 (20)
Difficulties understanding emotional response 6 (54.5) 2 (20)
Closure and feedback
Difficulties giving feedback 0 (0 2 (20)
Survivors of Torture (SoT)

Positive overall satisfaction 11 (100) 8 (80)

Interview process
Empathy and listening from interviewer 11 (100) 10 (100)

Right timing 9 (81.8) 10 (100)
Perception of good technical quality of the work 7 (63.6) 6 (60)

Emotional impact §
Feeling well immediately after interviews 5 (45.5) 4 (50) %
Feeling well at the end of the process 6 (55.5) 8 (80) s
Post-process resilience 7 (70) 9 (81) %
No need for subsequent psychological support 5 (45.5) 4 (40) Z

Closure and feedback §
Feel satisfied - A good summary of the history 11 (100) 10 (100) n‘:
Empathy and listening 3 (100) 4 (100) %

Well-reflected physical sequelae 3 (100) 3 (75)
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a few weeks later I felt calmer”. On the other
hand, all respondents felt that the final report
adequately reflected their personal history and
the events of torture they experienced. 70%
of the respondents evaluated face-to-face and
81% evaluated remotely felt that the process
facilitated the construction of a more resilient
narrative about their experience. However,
around 60% in both formats stated that they
would have needed psychological support after
the interviews: “I believe that after the interview,
at least for a month and a half, there should be ac-
companmiment by the same psychologist who par-
ticipated in the interview so that the person does
not have to be telling his or her story to a new
professional”.

It is worth noting that while 90% of those
who were assessed face-to-face would not want
to change the format, 27.3% of those assessed
online would have preferred to conduct the in-
terviews face-to-face: “In this type of situation,
physical contact and closeness are important.” “It
was a very difficult ime for me. The presence of
people helped me to overcome my sorrows”.

Medical assessment. In all cases, the person
reported that they felt comfortable and re-
spected during the medical examination. Their
physical complaints and discomfort were ad-
equately reflected even if the medical assess-
ment was conducted remotely.

Information obtained from professionals
Characteristics. All professionals were psycholo-
gists. The majority were female (N = 15; 71%)
and reported that they had not received any
training in online or remote forensic assess-
ment (N = 17, 81%), with a small percentage
reporting informal self-training (N = 4, 19%).
Ethical aspects. In no case were problems
reported in completing the informed consent
forms and in the provision of the necessary
information about the evaluation process. In
a small but relevant percentage of virtual IP

interviews (N = 2, 18%), the conditions of
the interview did not guarantee confidenti-
ality due to the location of the SoT, as they
were either public spaces with other people
present or because the platforms used were
not considered secure (subjective perception
of the evaluator). “The SoT was in the room of
the shelter where she lived. The space was not en-
tirely comjfortable, she was lying on her bed and
sometimes sitting on it”.

Interview process and reporting. In the
remote evaluations, problems were identified
in almost half of the cases related to the lo-
cation of the evaluated (small, poorly lit, and
poorly ventilated rooms) (N = 5, 45.5%) and
internet connection problems during the eval-
uations (N = 4, 36.36%), which also caused
alterations in the time dedicated to the inter-
views in 40% of the cases. At the face-to-face
level, there were no problems related to ma-
terial resources. However, difficulties were
detected in terms of time (N = 4, 40%), as
face-to-face interviews were considered either
excessively long or short due to the need for
travel by either party. Remote evaluations
allow for both cost savings and a better ad-
justment of time needed due to the flexibility
they offer, especially in cases of travel.

Concerning emotional and psychothera-
peutic aspects, in the remote IP interviews,
the forensic experts reported difficulties in un-
derstanding the emotional response of the ex-
aminee in more than half of the cases (N = 6,
60%), identifying specific empathic barriers.
For example: “On this occasion, as the person
was emotionally affected and the aggression was
of a sexual nature, it was important to be present
n person. In addition, the fact of having to con-
trast their story, in the face-to-face format, allows
us to take more care of the process and obtain
non-verbal information...etc.” Also, problems
were found in discerning speaking rhythms,
choices of words, and in understanding the



emotions transmitted by the examinee when
he/she could not connect the camera. Finally,
in the face-to-face protocols, problems with
interpreter attendance due to lockdown or
COVID-related reasons were reported in two
cases (20%). Conversely, no problems were
reported with interpretations in remote eval-
uations. The possibility of conducting the
interviews online made it easier to find an in-
terpreter, since there were no geographical
limitations.

Closure and feedback of the results to the SoT.
No difficulties were encountered in the virtual
IP interviews. In contrast, in the face-to-face
ones, problems were reported in a couple of
cases (20%). The feedback process could not
be appropriately completed in full because the
intensive interview format, used in some of the
face-to-face interviews, did not allow enough
time for it. In online assessments, this could be
solved by extending the time of the interview.

Some qualitative information that comple-
ments the results obtained: “The examinee was
very reluctant and distrustful to be able to share his
story, so I think that being able to generate a link
in person was essential. At the same time, as he was
outside Madrid, SIRA had to travel and because
of this, the evaluation was condensed into a very
short time and I think this generated a certain
fatigue on the part of the appraisee.”’; “In this case,
I believe that the virtual format was an absolute
advantage. The expert witness had a fairly elab-
orated story to tell and there were no traumatic
elements that triggered overflowing emotional re-
sponses. From this point of view, the virtual format
was a light and clear process”

Discussion

The data show that, on the whole, forensic
evaluators are not as satisfied with the remote
evaluation system as they are with the face-
to-face system. They consider that in a sig-
nificant minority of remote cases (25-30%),

there are problems ensuring security and con-
fidentiality, the interviewee is in an unsuitable
location for a good interview, there are con-
nection problems (poor image quality, Wi-Fi,
or other), and, as assessors, they have difficul-
ties in understanding the emotional response
of the victim at specific points in the story.
Opverall, forensic experts consider remote as-
sessment a somewhat worse option.

On the other hand, survivors show an
overall positive evaluation for both formats.
In both environments, they similarly perceive
the empathy of the interviewer, find the length
of the interview adequate, and perceive a good
technical quality of the forensic team.

It is worth noting that while a similar
number of survivors report feeling emotionally
impaired immediately after the interview, at the
end of the process, those who have had face-
to-face interviews report being comparatively
somewhat better off emotionally than those
who had a remote interview. This finding is at-
tributed to two factors: (a) Virtual interviews
go into less detail about the painful aspects of
the experience. Therefore, the interviews are
shorter and more focused on the strict subject
of sustaining asylum claims. (b) In face-to-face
interviews, it is easier to detect when the in-
terviewee is going through an emotionally
difficult situation and make a therapeutic in-
tervention. It is common that during long and
intense IP interviews people experience dis-
comfort when reliving their traumatic experi-
ences, however, it is important to understand
that the IP is a process, where the person is ac-
companied as much as possible, and a return
and recollection is made with a closure. Thus,
it is common that although the experience is
hard, in the end the person can rescue positive
elements and feel better than after the initial
interviews. Non-verbal communication is po-
sitioned in this sense as a central element for
the achievement of a greater emotional rapport
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and therefore a greater emotional depth in the
evaluations. Hence, the virtual format, while
generating difficulties in the understanding of
this non-verbal communication, also presents
difficulties in this emotional deepening. These
proprieties may mean that face-to-face proto-
cols have a greater restorative effect.
However, this does not determine the final
quality of the account of events, which in both
cases is considered to have been correct. It
should be considered that it could influence a
loss of information in psychological and psy-
chosocial impact assessment, something that
could not be verified in this study due to its
characteristics. Finally, it is worth highlighting
the perception that a good rapport was devel-
oped during the remote medical examinations,
despite the a priori difficulty they could entail
for online assessments. This may be due to the
fact that in this case, nonverbal communica-
tion may be less important for the evaluation.

Limitations
Among the elements that may explain the dis-
crepancies between experts and survivors is
that experts are mostly middle-aged women
from European ancestry. In contrast, survi-
vors are primarily young men from multiple
non-European cultural backgrounds. These
differences may imply different levels of im-
portance being attached to emotional and
transference aspects during the assessment
process. It would also be necessary to carry
out a study to increase the sample size, as well
as to equalize the number of men and women,
in order to be able to generalize the results ob-
tained, as well as to carry out a gender-based
analysis.

It must be taken into account that, although
a level of emotional stability is always required
to start an evaluation of this type, in the case of
virtual evaluations, the team made sure that the
person had greater emotional stability, which

guaranteed that they would not be a great emo-
tional overflow, or failing that, there would be
professionals close to the person to be able to
carry out emotional support if this were neces-
sary. Therefore, there may be a bias in the se-
lection of the people who have carried out the
virtual evaluations, and in general they may be
people who present less emotional impact at
the time of the interview.

Conclusions
The present study shows differences in the
assessment made by torture survivors and
forensic experts regarding face-to-face versus
virtual IP interviews. In virtual IP interviews,
difficulties are observed in the lack of material
resources (inadequate equipment, Internet
connection, and suitable places in the survi-
vor’s environment to conduct the interviews).
Consistent with previous similar studies
(Pogue et al., 2021), these difficulties affect
the time of the process, involving more ses-
sions than in face-to-face cases. In addition,
due to the difficulties that the virtual format
generates in the understanding of non-verbal
communication, in a few cases problems have
been detected in collecting information and
establishing the transference bond with the
examinee, where specific difficulties might
appear in terms of warmth, empathy, and
rapport in the process. These results are also
consistent with previous studies, both in tel-
ephone and video call interviews (Cohen et
al., 2021; Mishori et al., 2021). In contrast,
in face-to-face interviews, the study shows
problems related to travel logistics, including
time allocated to the interview, the process’s
financial costs, and the organisation with in-
terpreters, which sometimes limit the dura-
tion and number of interviews.

Opverall, survivors’ feedback is positive in all
areas, with no major differences according to
the evaluation format. However, many of those



evaluated virtually would have preferred to be
interviewed in person. There are also slight dif-
ferences in the level of emotional distress gen-
erated after the interviews, being slightly higher
in the remote sessions with a higher perceived
need for psychological support afterwards.
These differences are probably related to the
difficulties in establishing an adequate trans-
fer and therapeutic connection, also referred
to by the experts in this study and existing lit-
erature (Mishori et al., 2021).

The Covid-19 pandemic has meant a sig-
nificant change in our forensic documentation
practices, forcing the adaptation and imple-
mentation of virtual methodologies, which
in many cases have been carried out without
prior preparation of professionals and a lack
of specific training. Nor has there been an
adequate adaptation of spaces and invest-
ment in technological resources. On the other
hand, the results show that remote interviews
expand access to corroborating evidence for
asylum applicants (Raker & Niyogi, 2022)
and have positive aspects concerning organi-
sational ease and accessibility, avoiding long
journeys, and allowing more flexible inter-
views to be carried out in familiar environ-
ments for the person being assessed. However,
the results seem to reflect that remote meth-
odology is not comparable to face-to-face
methodology in relation to the human and,
above all, therapeutic aspects. These elements
related to good practice are a priority when
we want the forensic assessment to be thera-
peutic by itself. We do not focus only on the
outcome but also the process.

Both methodologies allow the evaluation
process to be carried out in a successful and
accurate way. Based on the results obtained, we
consider that the remote methodology can be
used in specific cases to avoid large displace-
ments or costs, as well as in cases where a great
need for therapeutic work is not expected. In

these cases, being face-to-face would seem to
guarantee a better alliance. Perhaps a future
perspective might be the possibility of working
with mixed methodologies, which would allow
both methodologies to be combined according
to the needs of each case. However, this de-
cision must be made carefully, as the human
and therapeutic aspects of the forensic process
must always take precedence over the logisti-
cal and functional aspects to ensure that the
person being assessed is treated appropriately
and with due care.
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The effectiveness of psychoanalytic
psychotherapy in individuals diagnosed
with PTSD due to torture and severe
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Key points of interest

* Despite its evident methodological
limitations, the study is a contribution
supporting the application of psycho-
analytic psychotherapy to individuals
diagnosed with PTSD as a result of
torture and severe human rights vio-
lations.

» Psychoanalytic psychotherapy applied
to PTSD patients can exert positive
effects and such positive effects tend to
increase with the continuity of therapy.

Abstract

Introduction: Various psychotherapies have
been applied to individuals who have been
subjected to torture and severe human rights
violations. However, studies assessing the ef-
fectiveness of such therapies are limited. Psy-
choanalytic psychotherapy is said to be used
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International Rehabilitation Council for Torture Victims.

frequently in practice for these patient groups.
Yet, there are scarcely any studies assessing
its efficacy. In this study, we aim to assess the
effectiveness of psychoanalytic psychotherapy
in patients with PTSD associated with torture
and severe human rights violations.

Methods: 70 patients who were diagnosed
with PTSD due to being tortured and severe
human rights violations in accordance with
DSM-IV-TR and who applied to the Human
Rights Foundation of Turkey were given psy-
choanalytic psychotherapy. CGI-S and CGI-1
scales were applied to the patients (in Months
1, 3, 6, 9, and 12); and the patients’ continu-
ity of therapy and the changes in their recov-
ery during the one-year psychotherapy period
were assessed.

Results: 38 (54.3%) of the patients were
female. Their mean age was 37.7 years (SD
= 12.25), while their mean baseline CGI-S
score was 4.67. The drop-out rate was 34%.
The mean length of treatment was 21.9 ses-
sions (SD = 20.30). Mean scores for CGI-I
scale were 3.46, 2.95,2.23,2.00, and 1.54 for
months 1, 3, 6, 9 and 12 respectively. As the
number of sessions increased, the final CGI-I
scores of the patients improved significantly
(p <.001) towards recovery. 75.4% of the pa-
tients benefited from the treatment in general
according to their final CGI-I score.

Conclusions: Considering the limited liter-
ature in the field, this study has provided sig-
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nificant data on the effectiveness of the use of
psychoanalytic psychotherapy in individuals
diagnosed with PTSD related to torture and
severe human rights violations, despite its lim-
itations such as not involving a control group,
not having been conducted blindly and ran-
domized and being based on a single scale.

Keywords: torture, PTSD, post-traumatic
stress disorder, psychotherapy, psychoanalytic
therapy, effectiveness

Introduction

156 countries signed the United Nations
Convention Against Torture and Other Cruel,
Inhuman or Degrading Treatment and Pun-
ishment (United Nations General Assembly,
1984), yet, torture is still very common around
the world. According to the Amnesty Interna-
tional Report 2014, torture and other forms
of ill treatment have been documented in
141 countries (Amnesty International, 2014;
Hamid et al., 2019). Turkey is one of the coun-
tries where torture and systemic violence are
quite frequent, intense and perpetual (Human
Rights Foundation of Turkey [HRFT], 1994;
Human Rights Watch, 2005; Refugee Health
Care Center, 1988;Yilmaz et al., 2015).

It has been reported that the lifetime prev-
alence of PTSD is up to 15 percent in pop-
ulation-based studies, and the prevalence in
individuals who are at risk for trauma varies
between 3 and 58 percent (DSM-IV; Amer-
ican Psychiatric Association [APA], 1994).
Torture is a key risk factor (Steel et al., 2009),
and torture survivors are more likely to report
symptoms of PTSD, major depression, and
elevated anxiety compared to the individuals
who have been subjected to other forms of vi-
olence; and these symptoms often have severe
consequences for daily functioning long after
the events that precipitated them (Basoglu,
1993; Holtz, 1998; Weiss et al., 2016).

Studies on the efficacy of treatments in re-
lation to the frequency and severity of torture
are often limited. A review conducted in 2011
describes a limited range of interventions for
torture survivors, tested in studies with sig-
nificant limitations such as small sample
sizes and unvalidated outcomes (Hamid et
al., 2019; Jaranson & Quiroga 2011). In addi-
tion, Weiss et al. (2016) identified 88 studies
including interventions against torture and
systematic violence victims in their literature
review, but there is no study from Turkey
among them.

Several psychological treatment models in-
cluding cognitive behavioral therapy, narrative
exposure therapy, psychoeducation and sup-
portive counselling have been proposed for
improving PTSD symptoms in torture survi-
vors. However, the effectiveness of the treat-
ments was understudied. Additionally, the
results of review studies which investigated the
effect of psychological treatments (McFarlane
& Kaplan, 2012; Weiss et al., 2016; Patel et al.,
2016) were controversial. While McFarlane and
Kaplan (2012) suggest that psychological treat-
ments are largely effective in reducing psycho-
logical symptoms, Patel et al. (2016) found that
the studies used psychological treatments had
no immediate effect on PTSD symptoms.

It has been reported that studies on the
treatment of torture-related PTSD have signif-
icant limitations and research is needed on the
effectiveness of different intervention options
that have not been studied so far (Hamid et
al., 2019; Patel et al., 2016; Pérez-Sales, 2016;
Weiss et al., 2016). On the other hand, very
few studies assess the effectiveness of psycho-
dynamic psychotherapies, psychoanalytic ones
in particular, in either tortured individuals
or, even in general, patients with PTSD even
though psychodynamic therapies are among
the therapies that are frequently used in the
treatment practice for PTSD (Hamid et al.,



2019; Patel et al., 2016; Weiss et al., 2016;
Fonagy, 2015; Leichsenring, 2014).

This study aims to assess the effectiveness
of psychoanalytic psychotherapy primarily in
the patients diagnosed with PTSD related to
torture and severe violations of rights. Addi-
tionally, the study seeks to monitor the con-
tinuity of therapy in the first year and its
relationship with general clinical change.

Method

Scope and subjects

This study reports on the research find-
ings of the Psychoanalytic Psychotherapy
Programme of HRFT Istanbul.! The study
sample consisted of 70 people who applied to
the Istanbul Centre of HRFT and were admit-
ted to the psychoanalytic psychotherapy pro-
gramme between 2013-2017. Subjects were
individuals diagnosed as (primarily) suffering
from posttraumatic stress disorders according
to DSM-IV-TR. These PTSD patients met
the full criteria required for the diagnosis of
PTSD and they were not subthreshold. 27
patients who were included in the program
without a diagnosis of PTSD during that
period, and 15 patients whose files could not
be reached in the archive for various reasons
were excluded from the study.

Procedure

The process for determining torture, diagnosing
and measuring

Torture was determined according to the
definition in UNCAT and by experienced

1  The Psychoanalytic Psychotherapy Programme
was awarded the IPA in the Community Awards
in Humanitarian Organizations (first prize) by
the International Psychoanalytic Association
(IPA) in 2019.

medical doctors who received training ac-
cording to the Istanbul Protocol -consulta-
tions and clinical team (medical doctors,
psychiatrists, psychologists, social workers,
forensic medicine doctors) meetings took
place for evaluation when necessary.

Psychiatrists who have extensive experi-
ence in diagnosing PTSD have conducted the
psychiatric assessments of the patients and di-
agnosed PTSD according to DSM-IV-TR cri-
teria. They also filled out the sociodemographic
and clinical data forms, and determined the
rating scale scores (CGI-S prior to the therapy,
and CGI-I at the 1st, 3rd, 6th, 9th, 12th months
of the therapy). Diagnosis has been made with
a half-structured process which is based on
DSM-IV-TR. The same psychiatrist diagnosed
and followed a given patient with CGI-S and
CGI-I scale assessments (completely indepen-
dent of the therapists). A total of three psy-
chiatrists took part in the study. The rating
scale scores and attrition up to the first year of
therapy were analysed in the study.

Therapies

Therapeutic processes and therapists are
completely outside the scope of the applica-
tion of diagnosis, forms and application of
scales (CGI-S, CGI-I). The therapies were
conducted by 15 therapists who were trained
in the psychoanalytic method and had expe-
rience of more than ten years. Almost all the
therapists were analysts who were members of
the International Psychoanalytic Association
(IPA) or candidates undergoing their psycho-
analytic training under the supervision of the
IPA, and all the therapists either underwent or
were undergoing personal analysis.

Therapies were designed exclusively accord-
ing to analytical principles, hence case-specific
and confidential. The psychotherapy process,
on the other hand, was not designed to carry
out a specific study, and individuals were pro-
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vided psychoanalytic psychotherapy in a natural
course by HRFT. The patients received psy-
choanalytic therapy on a once per week basis,
without a set time-limit, in analysts’/candidates’
private office; and the course of therapy was de-
termined based on the necessities of the ana-
Iytical space. HRFT carried out the treatment
of patients free of charge, with the help of a
budget formed through various funding and
projects -that are run independently of the state.
A payment was made to the therapists for the
sessions from the HRFT treatment budget -the
fees were relatively low compared to the average
session prices in the market.

Some basic principles of the HRFT Psycho-
analytic Psychotherapy Program and some core
components of the therapy processes are presented
in Table 1. For more details, you can also refer to
our previous publications (Ozyildirim et al., 2017,
Ozyildirim & Aslantas Ertekin, 2021).

Approval for the study was obtained from
the Ethics Committee of Istanbul Arel Uni-
versity (Istanbul, Turkey).

Measures

Sociodemographic information form

Includes information regarding patients, their
stories and the assessment of the torture they
have suffered. In this study, an exclusively ar-
ranged version of this form was used.

Clinical information form

This form, which was created by HRFT, in-
cludes detailed clinical history and evaluation
of patients, physical and mental complaints
and findings, diagnosis and improvements
during the treatment. In this study, an exclu-
sively arranged version of this form was used.

Clinical Global Impression Scale (CGI)
The Clinical Global Impression Scale (CGI)
is a scale created to enable a brief, stand-alone

assessment by the clinician regarding the se-
verity of the illness prior to initiating a treat-
ment and the clinician’s view of the patient’s
general clinical course during the treatment
process. The assessment process is performed
by considering all the available information,
including the patient’s history, psychosocial
circumstances, symptoms, the impact of be-
haviour and symptoms on the patient’s func-
tionality (Busner & Targum, 2007).

CGI consists of 3 subscales. A 7-point
rating is used in the first two subscales which
are severity of illness (CGI-S) and improve-
ment (CGI-I). The third subscale, efficacy
index, is created to assess the side effects of
treatment. The assessment is based on the
symptoms, behaviours, and functionality that
have been observed and reported in the past
seven days (Busner & Targum, 2007). Assess-
ment of improvement (CGI-I) is done by con-
sidering the individual’s condition prior to the
treatment, by comparing it with the initial con-
dition at the interviews after the initiation of
the treatment. The initial rating for the sever-
ity of illness is the baseline for the assessment
(Busner & Targum, 2007).

CGI helps to monitor the clinical progress
in a short period of time and allows the clini-
cian to determine whether the applied interven-
tion is effective. The CGI scale is applicable for
all research populations; and a useful measure
that correlates with longer and more time-con-
suming assessment tools used for several psy-
chiatric diagnoses (Busner & Targum, 2007).
In this study, CGI-S and CGI-I scales were
used. The HRFT Psychoanalytic Psychother-
apy Programme is not focused on scientific re-
search, but on the clinical picture and treatment
of patients. Given this emphasis, CGI scale was
preferred in this study for its quick and easy ad-
ministration, and its correlation with specific
rating scales on disorder severity and improve-
ment of the sympyoms.



Table 1. Basic principles of the HRFT Psychoanalytic Psychotherapy Program and some
core components of the therapy processes.

A. Some of the basic principles of the HRFT Psychoanalytic Psychotherapy Program.

* The Program does not directly equate the traumatic event is with the traumatic effect, nor miss the
fact that the traumatic is shaped within a subjective realm and a psychic reality.

* The therapists conduct the therapeutic processes with an analytical sensitivity to the subjective
intrapsychological dynamics unique to each patient, rather than using a ‘standardized’ approach.

* The Program places emphasis on establishing a sustainable and long-term setting and frame for in-depth
psychoanalytic therapy; and avoiding, to the extent that is possible, to justify ignoring the requirements
of psychoanalytic work on the grounds that extraordinary conditions are present.

» Given that the therapists are also often exposed to the general social traumatic environment that creates
torture, the Program pays attention to the analysis of the countertransference and the intersubjective
effects of this shared reality.

* The Program was carried out with the general sensitivity of adopting a position involving social
recognition and witnessing in the face of torture.

B. Some core components of the psychoanalytic psychotherapy processes. The therapists;

» Attempted to represent and symbolize traumatic intrapsychic hyperarousal and affective dysregulation.

» See the traumatic symptoms as temporary maintainers of a certain internal balance, not as problems
that need quick relief.

* Tryto transform the effect of torture on the internal object relations within the processes of transference
and countertransference.

* Aim to analyze the internal conflicts, unconscious fantasies and defensive processes associated with
torture.

* Aim to process the introjective and identificative processes related to torture, aggression and losses.

» Studied the effects of traumatic experiences on the patient’s life and relationships and unconscious
compulsive repetitions.

Statistical analysis Kruskal-Wallis Test was used for those with

Statistical analyses were performed using IBM
SPSS 22.0. First, preliminary analysis of the
data was done, and Kolmogorov-Smirnov Test
was applied to examine normal distribution.
The test results showed that the variables were
not normally distributed, and non-parametric
tests were used for the main statistical analy-
sis. For the examination of difference between
groups, the Mann-Whitney U Test was used
for the groups with two categories, and the

more than two categories. Total points were
obtained to perform a Spearman Rank Analy-
sis to analyse the correlation between variables.
The Chi-Square Test of Independence was
used to determine the relationship between
categorical variables. Friedman Test was per-
formed for the effectiveness of treatment, and
Wilcoxon Signed-Ranks Test was used to de-
termine the difference in time measurements.
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Table 2. Sociodemographic and Clinical Distribution of the Participants

n % Range M SD
N 70 100
Age 70 100 22-70 37,7 12,25
Education (year) 70 100 1-19 11,3 3,79
Time between torture to therapy 70 100 3-447 78,7 110,36
(month)
Gender
Women 38 54,3
Marital status
Married 44 62,9
Reason for application
Torture 58 82,9
Bomb attack 7 10,0
Relative of deceased 5 7,1
victim of torture
Comorbidity 36 51,4
Major Depressive Disorder 27 38,5
Dysthymic disorder 4 5,7
Other 5 7,1
Psychopharmacotherapy
Received 14 20
Torture history (sub type) 58 100
Threats/insults 50 86,2
Coercive behaviours 24 41,3
Physical interventions 47 81,0
Positional tortures 26 44.8
Physical/chemical factors 15 25,8
Sexual assaults 25 43,1
% Restricting requirements 21 36,2

General classification of torture methods in the HRFT reports (taking into account the Istanbul Protocol):
Threats/insults: insults, humiliations, various threats against oneself or his/her relatives... Coercive behavior: eyeball-
ing, making a person witness torture, having a person to listen to a loud anthem, offering to be an agent, torturing
in the presence of relatives, forcing obedience... Physical interventions: beating, bastinade, electrocution, squeezing
testicles... Positional tortures: hangers, crucifixion, strappado... Physical/chemical factors: pressurized/cold water, ex-
posure to chemicals, burning, asphyxiation... Sexual assaults: undressing, verbal/physical sexual abuse, anal cavity
search/naked search, rape and rape threat... Restricting requirements: cell isolation, restriction of eating/drinking,
prevention of urination/defecation, prevention of sleep...

TORTURE Volume 33, Number 1,



Table 3. Participants’ CGI-S and CGI-I scores

CGI n M Mdn SD Range
CGI-S 70 4.67 4 1.18 2 -7
CGI-I Month 1 61 3.46 3 0.62 2-5
CGI-I Month 3 42 2.95 3 0.69 2-4
CGI-I Month 6 35 2.23 2 0.77 1-4
CGI-I Month 9 25 2.00 2 0.70 1-4
CGI-I Month 12 24 1.54 1 0.72 1-4

CGI-S: Clinical Global Impressions-Severity, CGI-I: Clinical Global Impressions-Improvement
CGI-I: 1, Very much improveds; 2, Much improved; 3, Minimally improved; 4, No change; 5, Minimally worse; 6, Much

worse; T, Very much worse.

Results

Sociodemographic and clinical data

The sample comprised of 70 people who were
diagnosed with post-traumatic stress disor-
ders according to DSM-IV-R. The sample
comprised of 58 people who had experienced
torture (82.9%), 7 people who survived a
suicide bombing attack (in Ankara) (10.0%)
and 5 people who had lost a loved one as a
result of torture and enforced disappearance
by a paramilitary force (7.1%). About 90% of
survivors had been tortured while in custody/
prison for political reasons. Sociodemographic
data of the patients are presented in Table 2.

Participants’ CGI-S and CGI-I Scores
The CGI-S and CGI-I Scale scores of the
patients are presented in Table 3. As age in-
creases (r = .24, p = 0.04), CGI-S scores gets
higher in married participants (U = 292,500,
p = 0.02) and participants with comorbidity
(U = 401,500, p = 0.01). No association was
found between CGI-S and education, time
between torture to psychotherapy and torture
methods (p >.05).

It has been observed that out of 61 patients
who received CGI-I assessment at least once,

75.4% (46) of the patients benefited from the
treatment in general according to their final
CGI-I score (final CGI-I = 3, 19.7%; final
CGI-1=2,31.1%; final CGI-I=1,24.6%). As
the number of sessions increases, final CGI-I
scores of the patients significantly improved (r
= -76,p=.00;x>(3,n=061)=34.732,p =
.00) towards recovery.

Continuiry to psychotherapy

Considering the one-year period, the mean
length of therapy in the entire group was 21.9
(SD = 20.30) sessions and 5.66 (SD= 5.01)
months. It was found that the total number of
sessions was higher in women (U = 436,000,
p = 0.04). On the other hand, there was no
meaningful relation between the total number
of sessions and variables such as age, marital
status, torture method, presence of comorbid-
ity, presence of concomitant psychopharma-
cotherapy, and CGI-S scores (p >.05). As a
criterion for premature discontinuation, if we
take those who dropped out of therapy with
no any CGI-I assessment (9 patients) and
those who dropped out of therapy with no
improvement in their CGI-I score -i.e. CGI-1
scores of 4-7 (15 patients), the drop-out rate
is 34% (24 patients).
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Table 4. Distribution of Final CGI-I Scores of Patients who Received Only Psychotherapy

(No Concomitant Pharmacotherapy)

Number of n M SD 4 3 2 1
sessions

0-3 8 3.38 92 5(62.5%) 1(12.5%) 2 (25%) -
4-11 10 3.40 552 4 (%40%) 6 (60%) - -
12-23 3 2.00 ,00 - - 3 (100%) -

24 - 35 4 1.50 ,58 - - 2 (50%) 2 (50%)
36 — 47 2 1.50 ,71 - - 1 (50%) 1 (50%)
48+ 22 1.45 ,51 - - 10 (45.5%) 12 (54.5%)

CGI-I scores of patients who recerved only
psychotherapy

Concomitant psychopharmacotherapy was
applied in addition to psychotherapy in a total
of 14 patients (20%).The majority of patients,
who also received pharmacotherapy, are pa-
tients with comorbidities (12 out of 14 pa-
tients) (p = 0.004). In addition, when patients
who received concomitant pharmacotherapy
in addition to psychotherapy and those who
received only psychotherapy are compared
in terms of CGI-I scores, the former group
showed significantly greater improvement (p
=0.001).Table 4 shows the final CGI-I scores
of the patients who received only psycho-
therapy (56 patients), excluding the patients
receiving concomitant pharmacotherapy. In
the group that received only psychotherapy,
it is observed that more patients’ CGI-I scores
tend to concentrate towards improvement as
the continuity of therapy increases.

Effect size

As shown in Table 5, there is a statistically
significant difference between the data ob-
tained from the CGI-I scale at different
months (CGI-I Month 1, CGI-I Month 3,
CGI-I Month 6, CGI-I Month 9, CGI-I
Month 12 x2(4, n = 24) = 73.62, p <.001).
When the entire group and the group re-

ceiving only psychotherapy were assessed
separately, a strong (Effect size r = .62, r =
.64, respectively) and statistically significant
(p = .000) change was identified in CGI-I
scores between the first month and the first
year. Accordingly, the change becomes more
evident from the point forward the third
month of the therapy (see Table 5).

Discussion

Limitations of the study

Nevertheless, our study has several signifi-
cant limitations including not involving a
control group, not being blind and rand-
omized, not employing an assessment scale
specific to PTSD which is filled by patient,
deciding the effectiveness based on a single
indicator, not having manualized interven-
tions, not measuring to what extent which
symptom groups have changed throughout
therapies, and not performing to end-of-
treatment evaluations of the CGI-S scale
and patient’s condition of meeting the diag-
nostic criteria for PTSD. These significant
and determinant limitations should cer-
tainly not be forgotten while considering the
results of our study on effectiveness, which
should also be evaluated considering afore-
mentioned limitations.



Table 5. Wilcoxon Signed-Rank Test Results

Mean Rank
N CGI-I Positive  Negative z p Effect
measure time Rank rank size r
All patients 42 CGI-I-1-3 25.00 12.50 -4.158 ,000 .45
35 CGI-I-1-6 ,00 15.50 -4.932 ,000 .59
25 CGI-I-1-9 ,00 12.00 -4.283 ,000 .61
24 CGI-I-1-12 ,00 12.00 -4.323 ,000 .62
PT only 35 CGI-I-1-3 ,00 12.00 -4.796 ,000 .57
31 CGI-I-1-6 ,00 15.00 -4.849 ,000 .62
24 CGI-I-1-9 ,00 12.00 -4.283 ,000 .62
23 CGI-I-1-12 ,00 12.00 -4.323 ,000 .64

Note: Bonferroni correction was conducted to avoid Type 1 Error (p < .0125). The effect size was calculated by di-
viding the absolute Standardised test statistic z value by the square root of N. Cohen’s classification can be used
as 0.1 = small, 0.3 = moderate, and 0.5 = large (Pallant, 2016). PT: Psychotherapy.

Significance of the study
Studies on the effectiveness of therapies in
relation to the frequency and severity of
torture are limited and controversial (Hamid
etal., 2019; Jaranson & Quiroga, 2011; Patel
et al., 2016; Pérez-Sales, 2016; Weiss et al.,
2016). Given the scant literature, greater un-
derstanding of what works in treatment and
rehabilitation for torture survivors is crucial
in order to obtain maximum benefits from
scarce resources. In the literature, it has
been reported that, as in the specific case of
torture, studies on the treatment of PTSD
in general have also certain limitations such
as limited effectiveness, loss of effectiveness
in follow-up, high drop-out, and it has been
stated that there is need for studies on inter-
vention options different from those which
had been thoroughly studied (CBT interven-
tions in different forms, narrative exposure,
testimony) so far (Hamid et al., 2019; Patel
et al., 2016; Weiss et al., 2016).

On the other hand, although psychody-
namic therapies are among the therapies that

are frequently used in PTSD treatment prac-
tice (Schottenbauer et al., 2008), there are
almost no studies evaluating the effectiveness
of psychodynamic therapies, especially psy-
choanalytic psychotherapies, in tortured pa-
tients (Hamid et al., 2019; Patel et al., 2016;
Weiss et al., 2016). For instance, no psycho-
analytic psychotherapy practice has been
found in those who have been subjected to
torture or systematic violence in the two
reviews that have been conducted in recent
years and include RCT studies (Hamid et
al., 2019; Patel et al., 2016). Weiss et al.
(2016), on the other hand, state that a total
of 102 intervention arms were tested in 88
studies related to torture and systematic vio-
lence, which they identified in their system-
atic review. Accordingly, most of these arms
are CBT and psychosocial studies, while
only three are psychodynamic. The authors
commented that “the effectiveness of psy-
chodynamic therapies was unclear; unclear
was defined as a situation in which the coder
was unable to determine, from the content of
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the article, the results of the study regarding
the symptom in question (PTSD in this par-
ticular case)” (Weiss et al., 2016). Besides,
even when assuming that existing studies are
“psychodynamic”, their content is not very
psychoanalytic, and their therapy methods
are very different from each other. Also, the
arm sample numbers for psychodynamic
therapy in these studies are also very limited
(Holmgyvist et al., 2006, n = 14; Nicholson
& Kay, 1999, n = 15). In this context our
study is a contribution to the literature as it
was carried out in Turkey -a country where
torture is quite intense and prevalent, and it
was investigated the effects of less studied
psychoanalytic treatment option in the fields
of torture and PTSD.

Effectiveness of psychodynamic therapies

The study of Nicholson and Kay (1999)
was conducted with 15 Cambodian refugee
women who migrated to the United States;
with this group, Yalom Group Psychotherapy
had been conducted in single group for 2
years. At the end of the study, it has been re-
ported that there was a decline in depressive,
anxiety and PTSD symptoms, as well as an
increase in their self-esteem and functional-
ity. However, reports of symptoms, diagno-
sis, and consequences were only anecdotal.

Holmgvist et al. (2006) found a consid-
erable remission in PTSD symptoms and
more moderate changes in self-image in their
study which examines the changes in self-im-
age and the change of PTSD symptoms with
short-term therapy with 14 refugees who were
victims of war and torture. The therapists of
the research applied short-term psychody-
namic psychotherapy.

In addition to abovementioned specific
limitations, our study has some features that
relatively overcomes such limitations of these
existing studies that research the effectiveness

of currently available psychodynamic psycho-
therapy on torture (e.g., higher number of pa-
tients, a relatively purer patient group, a more
specific diagnosis group, clarity of the psy-
choanalytic content of psychotherapy and the
clarity of the standards of the therapists’ psy-
choanalytic psychotherapy formation, etc.).

Also, there are very few studies that eval-
uate the effectiveness of psychoanalytic psy-
chotherapy on PTSD patients in general
beyond torture as a specific notion. Differ-
ent authors (Fonagy, 2015; Leichsenring et
al., 2014) who regularly monitor and review
the effectiveness of psychodynamic psycho-
therapies refer to a single study by Brom et
al. while assessing the effectiveness of psycho-
dynamic therapies in PTSD patients. Accord-
ing to Fonagy (2015),

There is only one study of PDT [psycho-
dynamic psychotherapies] as an approach to
post-traumatic stress disorder (Brom et al.,
1989), which shows a significant reduction
of intrusion and avoidance compared to wait-
list, to about the same extent as hypnother-
apy and trauma desensitization. Systematic
reviews found insufficient evidence in rela-
tion to PTSD to warrant comment, although
strong theoretical and clinical arguments have
been advanced for incorporating a psychody-
namic approach into PTSD treatment pro-
grammes. ... The case is weakened, however, by
the absence of evidence for PTSD and the ev-
idence of absence of effect for obsessive-com-
pulsive disorder. In general, the methodological
weaknesses of earlier studies call meta-analytic
findings into question. (p.140-141)

In this study conducted by Brom et al.
(1989), a total of 29 patients were included in
a short-term psychodynamic therapy, and the
majority of these patients were those who lost
a relative to a disease; clinically significant
improvements could be observed in about
60% of these patients. Furthermore, more re-



cently, a study by Levi et al. (2015) has been
reported which compares CBT with psycho-
dynamic therapy for combat-related PTSD
patients who were combat soldiers or other
military personnel. A significant improve-
ment on symptoms has been monitored as
a result of both therapies; no difference has
been found in terms of effectiveness measure-
ments; at post-treatment, 45% of the psycho-
dynamic patients remitted. In our study, it
has been observed that 75.4% of the patients
benefited from the treatment in general ac-
cording to their final CGI-I score. For such
studies, the differences among the patient
groups, trauma types, the features of applied
psychodynamic therapy, effectiveness mea-
surements etc. do not make a detailed com-
parison feasible in terms of treatment results.

Finally, our study -despite its evident
methodological limitations- represents a
contribution to the literature mainly for two
reasons. First, it was conducted in Turkey
which is a country where torture is practiced
intensely. Second, research data on the psy-
chanalytic treatment for PTSD due to torture
is sparse in the literature and has not been
studied extensively. Well-structured further
studies of psychoanalytic psychotherapy in
patients with PTSD associated with torture
and severe violence are required.
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Protocol on medico-legal documentation of

threats
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Key points of interest

» This Protocol summarises the relevant
conceptual (health and legal) factors
regarding threats as a method of
coercion and it outlines an interview
protocol for eliciting and assessing
information from persons to whom
coercive threats have been made.

* This Protocol complements the
Istanbul Protocol when documentation
of threats is required.

Abstract

Introduction. The use of threats remains prev-
alent in law enforcement practices in many
parts of the world. In studies with torture sur-
vivors, credible and immediate threats have
been considered a distinctly harmful method
of torture. Notwithstanding this prevalence,
there is a considerable degree of difficulty in
legally substantiating and establishing harms
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produced by threatening acts. It is also gen-
erally difficult to clearly identify the harms
that go beyond the fear and stress inherent
(therefore not unlawful) in law enforcement
practices. We present a Protocol on Medico-
Legal Documentation of Threats. The aim
of the Protocol is to improve documentation
and assessment of harms so that stronger legal
claims can be submitted to local and interna-
tional complaints mechanisms.

Methods. The Protocol has been developed
based on a methodology initiated by the Public
Committee against Torture in Israel (PCATI),
REDRESS and the DIGNITY - Danish In-
stitute against Torture (DIGNITY) involving:
compilation and review of health and legal
knowledge on threats; initial drafting by the
lead author; discussion among the members of
the International Expert Group on Psycholog-
ical Torture; pilot-testing in Ukraine by local
NGO Forpost; adjustments were made ac-
cording to the results of the pilot study.

Results. We present the final Protocol and
a Quick Interviewing Guide. This Protocol is
cognisant of the significance of the specific
social, cultural, and political contexts in which
threats are made and might be subjected to ad-
aptations to specific contexts. We hope that it
will improve the documentation of threats as
a torture method or as part of a torturing en-
vironment, as well as inform efforts on their
prevention more broadly.


https://doi.org/10.7146/torture.v29i1.111205

Keywords: threats, psychological torture, doc-
umentation, Istanbul Protocol

Introduction

This Protocol on Medico-Legal Documen-
tation of Threats (hereafter “the Protocol”)
originates from a joint project regarding doc-
umentation of psychological torture initiated
by the Public Committee against Torture in
Israel (PCATI), REDRESS and the Danish
Institute Against Torture (DIGNITY) in
2015 after the Copenhagen Conference
on Psychological Torture. The project is a
vehicle to establish a common understanding
between health and legal professions as to how
to ensure the most accurate documentation
of torture.

Building on the Istanbul Protocol (IP)

and experience among the authors, the aim of
this Protocol is to improve medico-legal doc-
umentation of threats as torture or ill-treat-
ment so that—inter alia - legal claims submitted
to courts and complaints mechanisms can be
better corroborated by medical evidence. This
Protocol focuses mainly on threats used in law
enforcement, namely by the police and other
officials during policing, arrest, interrogation,
and detention.
Although it can be used as a stand-alone tool,
the Protocol should be better viewed as a sup-
plement to the IP, with specific guideline on
how to document threats when this is alleg-
edly the main or a very significant torture
method. Therefore, some questions related to
describing the events might overlap with those
of the IP.

The generic content of threats as described
in this Protocol should be assessed in light of
the socio-cultural, legal, and political context of
that country and person. The context will de-
termine the factual circumstances of each case.

The United Nations Convention against
Torture and Other Cruel, Inhuman or Degrading

Trearment or Punishment (UNCAT) recognizes
and prohibits threats as a method of torture
and ill-treatment (articles 1 and 16). There is
neither a universally accepted definition of a
threat nor an authoritative list of what consti-
tutes a threatening act which violate the pro-
hibition of torture and ill-treatment. The IP,
however, mentions various examples, includ-
ing among others threats of death, harm to
family, further torture, imprisonment, attack
by animals, and verbal sexual threats.

Methodology
The Protocol has been developed based on
an interdisciplinary methodology developed
by DIGNITY - Danish Institute against
Torture, Public Committee Against Torture
in Israel (PCATI) and REDRESS involving
the following steps: compilation and review
of health and legal knowledge on threats;
initial drafting by the lead author; discus-
sion among the members of the International
Expert Group on Psychological Torture!,
and pilot-testing (cf. Sendergaard et al.
2019). This follows the same methodology
as the protocols on sleep deprivation (Pérez-
Sales et al. 2019) and solitary confinement
(this issue) produced by the same authors.
The pilot-testing of this Protocol, which
was planned to take place in Ukraine from No-
vember 2021 - May 2022, was undertaken by
Forpost, an organisation working with victims
of torture or other forms of violence, and sup-
ported by DIGNITY. Both organisations de-
veloped an informed consent form, as well as

1 The group includes the following experts and
organizations in addition to the authors of this
Protocol: Nora Sveaass, Nimisha Patel, Brock
Chisholm, Ahmed Benasr, REDRESS (Rupert
Skilbeck and Chris Esdaile), Freedom from
Torture (Angela Burnett and Emily Rowe),
IRCT (Asger Kjerum), and University of Essex
(Carla Ferstman).
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specific inclusion criteria to be used in the
selection of cases. Inclusion criteria included
(a) the alleged victim had been subjected to
threats, as per the definition adopted by the
Protocol, and that threats were an important
aspect of the torture; (b) the acts occurred
no later than three years ago; (c) the case oc-
curred within a criminal law setting; (d) the
case involved an alleged victim above the age
of 18; and, (e) the person was able and willing
to provide informed consent to participate in
an interview. The cases were to be selected by
Forpost among its clients and within its re-
ferral network that included two partner or-
ganisations (SICH and Alliance of Ukrainian
Unity). It was planned to test the Protocol on
a total of ten cases; initially on six cases and
then after an evaluation of the first testing, to
use the Protocol on four more cases.

Three cases were selected for interviews to
be conducted in November - December 2021.
The cases related to persons who had been de-
tained and received threats during police inter-
rogation. Subsequently, they had been released
from detention. In one case the threats con-
tinued after release from detention.

The three persons selected (one woman
and two men) were middle age (25 to 37
years-old). The plan to select more cases was
abandoned due to the outbreak of the war in
Ukraine in late February. However, Forpost
continues to use the Protocol to document
threats and at the time of writing, the organi-
sation is preparing two court submissions re-
garding threats.

The three interviews were conducted
jointly by a lawyer and a psychologist using
the Protocol. They wrote an analysis of the
implementation of the Protocol in each case.

The results of the pilot phase showed that:
1) using the same tool for documentation of
threats created a common understanding of
the matter among the lawyer and the psychol-

ogist that also facilitated better collaboration
about the specific case; 2) there was a general
recognition that the police practice of using
threats should not be perceived as a normal
procedure; 3) for the lawyer, using the Proto-
col created a more solid case and facilitated
collecting evidence that would not have been
considered otherwise; and 4) from the alleged
victim’s perspective, participation in the inter-
view made the person understand that threats
might violate his/her rights and should not be
perceived as a “private matter” to be managed
with by the person alone.

The pilot phase also gave the following
results specifically regarding the contents and
structure of the Protocol: (1) practitioners
would prefer a practically oriented Protocol;
(2) it should be emphasized that the Proto-
col’s questions supplement the IP rather than
substitute parts of it; (3) the purpose of each
section of the Protocol should be made more
clear; (4) the Protocol should state explicitly
that the interviewer is not required to seek
answers for each question, but should rather
use the Protocol as a general guideline for the
interview; (5) clinical experience is essential
for parts of the Protocol; and (6) the psycho-
logical and psychiatric sections of the Proto-
col should illustrate to the extent possible the
causal links between the acts and the conse-
quences.

Two sections follow: I. Conceptual and
Legal and Medical/Psychological Consider-
ations; and II. The Protocol itself.

I. Conceptual and Legal and Medical/Psy-
chological Considerations

This section provides a summary of the concep-
tual, legal, and medical aspects of threats, specifi-
cally concerning their nature and consequences.
It draws substantially from two more expansive
articles (Pérez-Sales, 2021 and Cakal 2021).



(1) Conceptual aspects

The following section details the definition of
threats and its three key elements: 1. Nature; 2.
Purpose; and 3. Credibility.

A threat, in brief, sends a message that
danger is coming, and it might subsequently
evoke intense aversive emotions that might
force persons to act against their will. Thus,
threats have a sender and a receiver and must be
understood as interactive and relational. We can
define threats as “the explicit or implicit expres-
ston of intentionally harming someone, in order to
coerce to change opinions, intentions, or behaviours
or to punish a person, through the production of
mental suffering, usually intense fear and anxiety”
(Pérez-Sales, 2021).

1. Nature: Threats might be linked to
physical sufferings (e.g.,
“Nobody has survived without water”,
“We will beat you and your son”) or be
linked to psychological sufferings through
manipulation of expectations, cognitions,
and emotions (e.g., “We might detain
your wife and kids”). There is a unique
subjective element in how specific content
affects each person depending on past and
present personal, cultural, and sociologi-
cal elements.

announce

To describe the nature of a threat we
might consider four elements:

a. Directness and contextuality: The
human brain processes a direct threat
(e.g., a gun pointing at your head) and a
contextual threat (e.g., a blood spatter on
an interrogation room left unwashed) dif-
ferently. Fear related to context does not
need to be rational or conscious, as the
human brain processes contextual infor-
mation automatically. The person might
recall an environment as threatening,
without being able to detail the specific

b.

elements that triggered fear or terror.
Explicitness and implicitness: Threats
do not need to be overt. In other words,
threats might be explicir (e.g., “We will
kill you” “We will beat your family”)
or implicit (e.g., “Your brother is in the
university, isn’t he?”, “It is difficult to
get insulin in this area”; “The authorities
have never come for a visit here in years”,
“We have all the time in the world”). Thus,
threatening expressions must be analysed
beyond what they literally indicate.
Immediacy and delay: Threats that are
immediate produce mental suffering, but
not exclusively. It is important to consider
that threats which are gradual (increasing
with non-compliance), delayed (the threat
will be acted upon in the immediate
future) or remote (permanent damage or
death as an ultimate consequence in an
ambiguous future) can also produce severe
mental suffering. The idea that a threat to
produce severe mental suffering must be
immediate, as some jurisprudence suggests
(Cakal, 2021) is thus only partially right.
Gradual, delayed, or remote threats can
also activate the anxiety and shame or
guilt circuits and produce severe mental
suffering and long-lasting physical and
mental health damage.

Predictability and unpredictability:

Predictability and perceived control
have long been considered key elements
in explaining the impact of torture expe-
riences (Basoglu et al., 2007). A threat
is considered to be predictable when it
is possible to anticipate when and how
it will occur (e.g., facing day and night
random interrogations versus interroga-
tions in fixed days and times). There are
different patterns of response towards
predictable versus unpredictable threats,
although both can produce high levels
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of fear and anxiety. Predictable threats
produce phasic fear: fear increases at
the moment where pain or damage ap-
proaches. By contrast, unpredictable
threats that can happen at any given
time tend to produce sustained levels
of fear and anxiery. Predictable threats
are linked to (a) focused attention to
the menace, (b) lack of attention to the
surroundings, and (c) generalized fear.
By contrast, unpredictable threats are
linked to (a) general and sustained hy-
per-vigilance (b) attention to surround-
ings to detect signals of alarm, and (c)
fear dependent on the detection of po-
tential threatening cues. Furthermore,
a predictable threat allows for develop-
ing coping strategies to face the threat
and strategies for emotional regulation
when the threat is close to happen. Both
coping methods allow a sense of control
that can sometimes mitigate the impact
of the threat. On the opposite, unpre-
dictable and unescapable threats will
more likely produce mental defeat and
depression (Pryce et al., 2011)
Purpose: Threats as communication
messages pursue a purpose. There are two
broad categories of purposes that should
be taken into account here:

Threats linked to compliance. The
threatening person focuses on their
demands, and the person threatened
focuses on the costs of compliance or non-
compliance of the demands (e.g., giving
information). An essential element here is
the differential way that the sender of the
threatening message as contrasted with
their receiver perceive the threat.

Punitive or discriminatory threats.
The main aim of threats is to produce

mental suffering through creating aversive
cognitive and emotional states to produce
short and/or long-term damage. Thus,
the threats are unconditional to being
compliant or not, and the purpose is to
infringe mental pain in the person to
whom the threats are made.

Credibility of the threat: As a relational
construct, both if the threat is linked to
compliance or it if it is punitive or dis-
criminatory, it is essential that the receiver
perceives the threat as credible. Credibility
highly depends on the particular interac-
tion between the sender and the receiver.
There are four key psychological elements
and five key contextual elements related to
the credibility of a threat to be considered
in the forensic assessment:

Psychological elements

Proportional: A threat is more credible
when proportional. For instance, paradoxi-
cally, a very severe threat associated with
a minimal demand tends to be incredible,
“I shall kil you if you do not try to sleep”
(Milburn, 1977). A threat that is propor-
tional to the demand, tends to be more
credible.

Irrationality: A threat is perceived
as more dangerous when there is a
component of irrationality. If the person
making the threat is out of control (or
seems to be), it makes the menace more
uncontrollable, dangerous and credible.
This is part, for instance, of the good guy/
bad guy threatening method.

Plausible: A threat is more credible when
the person explains the plans and steps that
will follow to make it real, and they are
seen as feasible. (“We will take you in the
evening to the XX mulitary unit where they



will deal with your case from now on™).

Perceived result of compliance and
non-compliance: Credibility is also
related to the perception that the men-
acing person will keep their word if the
person is compliant. There is a lack of
credibility if the person receiving the
threat thinks that being compliant with
demands will not mean relieving the
threat. For example, if providing any
kind of information will ultimately in-
crease and not decrease pressure and
threats. The threatened person fears
that compliance will make things worst.

Contextual elements:

Historical or political context, includ-
ing the evidence or the perception by the
alleged victim that threats are being regu-
larly used as a method of social control,
punishment or discrimination in the place
where the person is held.

Context of impunity, particularly in
relation to the political costs of making
the threats real and the perception of
permissibility and impunity among
political, military, or judiciary authorities.
Moreover, the likelihood that the ill-
treatment is authorised and protected by
the chain of command.

Lack of legal safeguards, including
access to a lawyer during the process of
detention. This is linked, among other
elements, to the perception of an absence
of the possibility of outside help or to have
access to any legally regulated protective
measures (i.e. Habeas Corpus).
Conditions and place of detention:
Being held in a clandestine place of
detention or being under detention for
an indefinite time, apparently giving
the detaining body full control over the

threatened person.

e. Cumulative and chronic: Research
shows that threats are more effective
when the person receiving the threat is
physically, emotionally, or cognitively
exhausted. Other physically exhausting
torture methods (e.g., hunger, thirst,
temperature) might therefore increase
the impact of threats and should be
considered.

(2) Legal Norms

This section provides an overview of the inter-
national legal framework relating to threats as
torture and other forms of ill-treatment. It draws
on international treaties and case law in assessing
threats as prohibited acts. For a fuller discussion,
refer to Cakal (2021).

International law, namely articles 1 and
16 of UNCAT, and article 7 of the Interna-
tional Covenant on Civil and Political Rights
(ICCPR) prohibit threats when amounting to
torture or other forms of ill-treatment. It is
crucial to understand the scope and the inter-
pretation of torture and ill-treatment in both
conventions and to know when any acts might
pass the threshold and be considered prohib-
ited under international law. Documenting
threats is no different; the main task for legal
professionals is to assess whether the acts and
factual circumstances present in the specific
case fulfill the elements in the international
definition of torture.

The legal qualification of threat(s) as
torture or ill-treatment centers on assessing
how the person who received the threat per-
ceived it together with the context in which it
was made (see above).

For the purpose of qualifying threats as acts
of torture, the following four elements in the
definition of torture need to be considered:

a. Severe pain: The assessment of the
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impact of the threat(s) is further discussed
in the medical section of the protocol
(see below) and will be stablished by the
medical and psychological assessment. Be
aware that this can be cumulative.

b. Intention: The threat(s) need to be
intentionally (i.e., deliberately) or (at least)
recklessly made to create a threatening
situation against the individual, either
directly (explicit threats) or indirectly.

c. Purpose: Consider if a specific purpose
can be identified, such as to coerce
confessions, intimidation, punishment, or
discrimination.

d. Official capacity: Some level of official
involvement is required. Threats are
often made by individuals with official
capacity whose liability could be linked
to the forms of liability mentioned
in the definition of torture (article 1
UNCAT)?2,”. Threats can also be made
by fellow detainees or inmates, however,
these will not satisfy the “official capacity”
requirement wunless the authorities
knew or should have known about the
situation and did not act adequately to
remedy the situation and thus fall within
liability of acquiescence, as stated in the
definition of torture.

For the purpose of qualifying threats as
other forms of ill-treatment, some level of of-
ficial involvement is required. However, if one
of the other three elements in the definition of
torture is missing (i.e., severe suffering, inten-
tion or purpose), the act could still amount to
other forms of ill-treatment if above the thresh-
old. By way of example, an act causing severe

2 “Inflicted by or at the instigation of or with the
consent or acquiescence of a public official or
other person acting in an official capacity”.

mental suffering but missing either inzention
or purpose would likely amount to cruel or
inhuman treatment. Threats with official in-
volvement infringing on human dignity (e.g.,
humiliation) but missing severe suffering
would likely amount to degrading treatment.

There are examples of threats, such as
mock executions, which would clearly fall afoul
of the prohibition. However, there are some
situations in which it may prove difficult to
document that threats are above the threshold,
particularly those which are implicitly made
and those of a manipulative nature. In less overt
threats we are compelled to appraise impact
more carefully. Moreover, context matters, and
the alleged victim should be considered in the
specific context in which the threat is made.
For instance, strong offensive language to a
child in custody may be sufficient whereas it
may not be in the context of a maximum-se-
curity adult prison.

Several cases from the European region
provide useful illustrations of when threats
have been considered qualifying as torture
or ill-treatment. The first, the Greek Case
at the European Commission of Human
Rights (ECommHR) is arguably the first in-
ternational case which identified non-physi-
cal torture to include: “mock executions and
threats of death, various humiliating acts and
threats of reprisals against a detainee’s family”
(ECommHR), 1969, §186). The European
Court of Human Rights (ECHR) further ar-
ticulated its position on threats in Campbell and
Cosans v. United Kingdom (ECHR, 1982, §26)
where it found that: “provided it is sufficiently
real and immediate, a mere threat of conduct
prohibited by Article 3 [ECHR] may itself be
in conflict with that provision. Thus, it estab-
lished the rule that to threaten an individual
with torture might in some circumstances con-
stitute at least ‘inhuman treatment’” (ECHR,
El Masri v The Former Yugoslav Republic of



Macedonia (where the applicant was threat-
ened with a gun), §202; ECHR, Husayn (Abu
Zubaydah) v Poland, (where the applicant was
threatened with ill- treatment), §501).

Gdfgen v. Germany somewhat advanced the
discussion. There, the ECHR rendered torture
“the real and immediate threats of deliber-
ate and imminent ill-treatment ... [as having
caused] considerable fear, anguish and mental
suffering” (§103), and considered it notewor-
thy that the threat “was not a spontaneous act
but was premeditated and calculated in a de-
liberate and intentional manner” (§104). Fur-
thermore, the state of “particular vulnerability
and constraint” (the applicant was handcuffed
in the interrogation room) and the “atmo-
sphere of heightened tension and emotions”
in which the threat took place (the police were
under pressure to locate the whereabouts of a
kidnapped child) (§106) was also an explicit
factor in the Court’s assessment (§§80-81).
The Court ultimately prescribed that whether
a threat of physical torture amounted to psy-
chological ill-treatment depended on the indi-
vidual circumstances of a case, primarily “the
severity of the pressure exerted and the inten-
sity of the mental suffering caused” (§108).The
Court in Gdfgen v Germany ultimately found
the violation to amount to inhuman treatment.

The requirement of real danger also
emerges as a central criterion when survey-
ing Inter-American jurisprudence, where “real
danger of physical harm” is held to amount to
psychological torture (Baldeén-Garcia v. Peru,
§119, citing Maritza Urrutia; Cantoral- Bena-
vides; see also Tibi v. Ecuador, §147).

To conclude on the case law, it is worth
noting that courts have found the following
categories of threats to violate the prohibition
of torture and ill-treatment: threats to life (in-
cluding non-verbal threats such as a display of
torture tools and mock executions); threats
to inflict violence; threats to family members;

and, being forced to witness torture, an exe-
cution or enforced disappearance.

(3) Medical/psychological considerations
This section will provide an overview of the exist-
ing knowledge about medical and psychological
aspects of threats with the aim of providing the
reader with background knowledge to be used
when documenting threats as potential torture.
This section draws substantially from a fuller dis-
cussion elsewhere (Pérez-Sales, 2021).

Just like when assessing other torture
methods, when documenting threats, it is im-
portant to understand two different aspects:
the method itself and its consequences.

Fear and anxiety are the biological spon-
taneous mental states that arise as response
to a threat. There is a certain confusion re-
sulting from the interchangeable use of these
two terms, but most authors propose that
the mental state of fear be used to describe
feelings that occur when the source of harm,
the threat, is either immediate or imminent,
whereas anxiety is used to describe the mental
state that occurs when the source of harm
is distant in space or time (LeDoux & Pine,
2016). Both fear and anxiety can appear in
front of certain and uncertain stimulus. In
fact, it has been proposed that fear of the
unknown may be the fundamental fear in
humans and the origin of all other fears (Car-
leton, 2016).The two conditions are related to
different structures and networks of the brain
(Gullone et al., 2000; LeDoux 2014, 2020).
Basically, fear has its neural nucleus in the
amygdala and anxiety in the brain stem. Both
interact with the pre-frontal cortex (conscious
process) and memory (identification of past
instances of danger).

It is often assumed that “it is normal” to
be anxious and, for some experts, it does not
qualify for “severe mental suffering”. This is
a misconception. While it is a normal element
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of life to experience moderate levels of anxiety,
anxiety that is persistent, seemingly uncontrol-
lable, and overwhelming produces severe suf-
fering and can be extremely disabling.

When documenting and assessing threats

as torture, it is important to be aware of the
following?:

a.

Fear and anxiety have both physiological
and psychological components. Thus, the
conscious experience of fear or anxiety
(what the person “feels”) depends on
a set of interacting processes including
body response and sensory perception
and their resulting emotions, but also on
memory, associated feelings and coping
mechanisms. It is in the interplay of
present and past, and depending on the
bodily sensations and the interpretation
that the person does, that fear and anxiety
appear in the conscious brain. Therefore,
a threat will not result in the same reaction
in all individuals.

Some individuals are more susceptible
to strong fear and anxiety responses than
others.

Threats can be presented subliminally
(i.e., without the conscious awareness of
the person being threatened) and may
still elicit a physiological response even if
the person is unaware of the threat and
does not have feelings of fear (LeDoux,
2020; Mertens & Engelhard, 2020). Thus,
threats can operate in the background,
and the alleged victim might have a bodily
reaction without being aware of the reason.
The body has a system of inner receptors
that informs the person of negative internal
bodily states. For instance, an inner

The conceptual elaboration of these aspects including
academic references can be found elsewhere (Pérez-
Sales, 2021).

f.

receptor in the heart informs us when
the heart is beating too fast. This is how
the human being is aware of bodily inner
states (hunger, fever, urge to urinate or
dyspnea among many others). Perceptions
of threats may come from changes in
these inner receptors that trigger an
alarm in the conscious mind. But there
is also the opposite: the perception of a
threat might go down from the brain to
the receptors and elicit an alarm response
that, in turn, potentiates the anxiety and
fear response in a loop process. A notable
example is breathlessness. Experimental
evidence shows that just the threat of
being submitted to asphyxia elicits a bodily
reaction similar to what would be seen if
asphyxia actually happened and produces
breathlessness. Dry or wet asphyxia are
methods of psychological torture in
that they trigger this loop reaction: fear-
breathlessness-fear-more breathlessness.
Threats effect,
especially when chronic or combined with
other torture methods. There is research,
for instance, linking sleep deprivation and
the impact of threats (Feng et al., 2018;
Tempesta et al., 2020).

Numerous psychophysiological methods
to measure body responses to fear and
anxiety have been developed (from
polygraphs to thermal cameras or special
EEG procedures), but so far, they have
shown only a low to moderate correlation
with the subjective experience of fear.
Anxiety is also generally difficult to
detect and measure. Psychophysiological
methods currently have no place in the
forensic documentation of threats as a

have a cumulative

torture method.



Il. Protocol

This Protocol should be used as a supplement to the IP when specific documentation of threats
is required.

It is designed to be used by lawyers and health professionals during interviews in a deten-
tion facility or after release. While some information in this Protocol may be collected by both
health and legal professionals, some sections of the Protocol require specific clinical qualifica-
tions. An organization may consider whether to train staff so that they can be qualified to ask
specific questions outside their usual professional skill set. However, this approach has its lim-
itations and should always be guided by the principle of doing-no-harm.

When assessing threats, combined or cumulative effects of the general detention and inter-
rogation context and the various methods used besides threats are of enormous importance.
Ill-treatment and torture are often not based on single isolated techniques (which may or may
not be damaging if considered one by one) but are the result of the combined interaction of
methods or their accumulation in time. Thus, threats are often not an isolated element but part
of a wider context that must be also assessed in the interview (see below). Thus, if general in-
formation as captured by the IP has already been documented, simply proceed with this Pro-
tocol. If not, document the overall context and conditions of the situation in which threats took
place following IP guidelines.

The following key aspects of the context should be highlighted in the assessment:

a. Importance of time —Threats over a long period of time: The Protocol is used to assess
the consequences of threats after an interval of time following the pertinent event(s). It can
be days but more often the interview is undertaken weeks or months after the event(s).

Furthermore, threats can take place over a period of months or years. For instance, a
human rights defender may be receiving threats from State actors over several decades. In
documenting the case, the evaluator will analyse and decide which is the best approach to
take:

a. Analyse the main threats that have been constant over the course of years.
b. Analyse the threats by time periods corresponding to different phases of the person’s life.
c. Analyse threats by relevant actors or threatening agents.

In each of these three scenarios, the protocol can be used by adapting the questions to
the strategy chosen to best reflect the evolution of threats over time and the combined and
cumulative effect.

b. Torturing environment: Threats are usually part of a broad torturing environment. A
torturing environment, in the context of torture, is defined as “a set of conditions or practices
that obliterate the control and will of a person and that compromise the self” (Pérez-Sales,
2017). Examples of elements of a torturing environment are conditions of detention, sleep
deprivation, verbal humiliation, deprivation of water/food intake and/or sensory deprivation
(e.g., through blindfolding).
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AN

Context: Each country has its specific political and local context, and each detaining
institution has its specificities regarding methods. In some contexts, threats may be
systematic and last over time, even for years, usually with the aim of intimidation for
political purposes (e.g. social leaders, human rights defenders, opposition politicians,
etc). The context, then, might also change with time. This should be taken into
consideration when applying and interpreting the Protocol, specially to analyse the
nature and credibility of the threats.

The Protocol consists of the following six sections:

Subjective experience;

Medical and psychological consequences;
Description of environment;
Psychosocial history;

Credibility of threats; and

Legal assessment.

As the Protocol builds on the IP, it is presumed that informed consent has been obtained

and all the ethical requirements of Annex I of the IP have been fulfilled.

Section 1: Subjective experience
This section aims to describe the experience in the person’s own words, before introducing specific closed

questions in the following sections. Please collect this initial description of events as verbatim as possible.

If the threats have been over a long period of time, consider the best strategy: Analyse the main

threats that have been constant over the course of years; analyse the threats by rime periods cor-
responding to different phases of the person’s life; or analyse threats by relevant actors or threat-
ening agents.

o

Both for short term or chronic threats, consider the following questions as a memory aid:
- What were the main threats? Can you provide details about them?

- Who made the threat? In which context or circumstances?

- Which threat affected you the most?

Use the list below as an aid for additional questions during the interview, but not as a questionnaire
be followed to the letter. Please collect responses to your questions as verbatim as possible:

Did the threat refer to an action that would take place immediately?

Did the person expect or predict the threat and could be prepared or have a way to face or
cope with it?

Did the person consider that even if being compliant, there were signs that the alleged per-
petrator would go on with the threar?



* What did the person think that the alleged perpetrator wanted to achieve with these threats?
Which was the alleged purpose? (E.g., obtaining information/confession, intimidation, pun-
ishment, discrimination).

* How did the alleged victim think that these elements affected them or persons around them?
Why?

Please, use the following categories to detail the nature of the threar and whether it was explicit or
deduced. Note that these examples are provided only as suggestions of severe threats. They are not meant to be
an exhaustive checklist and you might prefer to use a list built for the specific situation of the alleged victim.

a. Threats against the person. Note whether the person was threatened with
- Permanent physical damage or death
- Severe physical or psychological pain or acts that would produce severe suffering, includ-
ing torture
- Prolonged or indefinite detention
- False charges that would imply an accusation of serious crimes
- Non-compliance with legal safeguards (i.e., call to family, legal counsel, medical care)
- Elements that produce mental suffering through deep humiliation and shame, including
» Threats to use relevant elements of identity in a denigrating, shameful or humiliating way
(e.g., ethnic, religious, or political identity)
» Threats to use cultural taboos relevant to the person (sexuality, food, dressing, prayers,
or others)
» Threats to being exposed or denigrated based on personal characteristics or vulnerabili-
ties (e.g., gender or sexual orientation, physical characteristics, disabilities...)
» Submission to situations of impossible choice (i.e., forced to harm others)
* Others (explain)
b. Threats [communicated to the person] to harm others including family members,
friends, or other inmates
c. Threats [communicated to the person] to harm property, social standing, livelihood
etc. (Please note if there is use of personal information is of a targeted nature to the alleged
victim based on specific knowledge. This is in contrast to general threats where there may
not be specific knowledge about the individual.)
d. Unspecific threats. Elements that foster fear of the unknown. Including but not limited
to the following examples:
* Darkness, empty rooms, cultural or physical isolation
* No information — Endless waiting time — Unknown legal status
* Ambiguous threats that suggest for instance death, pain or unknown but severe conse-
quences (“Better talk and avoid what you have heard from others”; “You will regret what
you said”; “The worst is to come™)
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Section 2. Medical and psychological consequences

Threats produce negative cognitions and emotions that produce mental suffering. These elements must be ex-

plored in order to show the inner logic and causal links between threats and suffering. The following section is to

be completed by clinicians only, although basic information can be collected by legal professionals if necessary.
The following issues and questions can assist in making a standard clinical assessment. You

do not need to follow them as if it was a questionnaire.

a. Cognitions — thoughts. Explore what came to the mind of the person when they were
threatened. Try to reproduce the reasoning from the beginning. Explore if the person
1. Tried to block any reasoning and not think, regardless of whether the person managed
or not (coping with threats through Thought Suppression)
2. Tried to keep calm by finding a logic (coping with threats through Reasoning)
3. Was again and again having the same thoughts that ended up being useless (Threats
provoking constant Ruminations)

b. Feeling in control.
1. Explore if, in overall, the person felt in control most of the time during the situation or
felt like losing control, being defenceless or even giving up (breaking point).
2. Explore feelings of helplessness (“I am in their hands, nobody will help”), powerlessness
(“There is nothing I can do”) or hopelessness (“There is no hope whatsoever”).
3. Try to determine together the breaking point (feeling of being defeated or giving up
to any resistance). If that happened, which were the reasons for this feeling.

The following sections are to be completed by clinicians.

Undertake a mental health exploration of the immediate and short-term consequences of
the threats. Suggestions of elements to explore:

- Symptoms of fear or anxiety during the events and immediately afterwards and their re-
lation with the threats. Include bodily symptoms if relevant (trembling, shacking, hot and
cold sensations...).

- Fear-related symptoms after the situation that can be linked to the characteristics of the
threat (e.g., unsurmountable fear of knives or needles if these were used in the context
of the threats).

- Unspecific fears that were not present before the situation, not necessarily related to the
threat but that were triggered by it (for instance, fear of leaning out of a window or fear
of climbing stairs even if this has nothing to do with what happened during the threats)

- Avoidance or conditioned behaviours related to the threats (e.g., avoid films that recall
the events).



Explore also long-term symptoms that may include:

- Post-traumatic symptoms related to the threat, especially symptoms of avoidance and
hyper vigilance. Collect, if possible, quotations and examples that suggest a causal rela-
tionship between threats and the symptoms, including but not limited to:

Flashbacks (context and contents)

» Nightmares (contents and inner logic that the person gives to it)
* Ruminative thinking

Triggering of avoidant behaviours

Triggering of emotional fainting / dissociative symptoms
Triggering of alarm response or hyperactivity

Triggering of panic attacks

» Contents of delusional symptoms

With all the information collected above, determine if there is one or more of the follow-

ing categories of consequences:

a. Sustained anxiety responses including panic attacks

b. Fear-related symptoms and avoidant behaviours that can be logically linked to the
threatening situation

c. PTSD or Complex PTSD related to the threat, especially symptoms of avoidance and
hyper vigilance
Long-term feelings of shame and guilt. Explore suicide ideas linked to these feelings.

e. Other relevant syndromes (depressive disorder; dissociative or psychotic symptoms)
that can be attributed totally or partially to the threats

In all cases, collect verbatim examples that show the connection between contents of the
threats and these clinical syndromes.
Formulate a diagnosis according to international psychiatric classifications if this is possible.

(2) Non-clinical consequences
Threats can also have non-clinical consequences, specially in cases of chronic threats. Consider
exploring the following:

a. Changes in cognitions, emotions or attitudes related to activities that the person links to the
threats (i.e political or professional activity in activists or human rights defenders). Loss of
meaning of their role or activity.

b. Impact on the relationship with relatives and beloved ones. Impact on parenting, leisure
activities and others.

c. Changes in life priorities. Impact on network of social relationships and significant others.
Changes on worldviews, feelings of security, view of human beings.

e. Changes in self-esteem and personal sense of value
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Section 3. Description of environment
The purpose here is to comprehensively describe the elements of the environment and how the threats
interacted with these elements.

Provide a structured description of the main environments in which the person to whom
the threats were made was held following a temporal line with a focus on elements that were
intimidating, fostered loss of control, or created an atmosphere of fear, including, for instance,
the place of initial detention, the mode of transport, and the cell or place of interrogation. Con-
sider drawings and other ways to improve recollection of details.

An abridged version of Section 1 of the Torturing Environment Scale can be used here.
The purpose is to describe the conditions in which the threats happened. Tick if any of these
apply (Table 1).

Chronic threats. When assessing Chronic or sustained threats, consider a description of
how a stressful environment has been created in the person’s day-to-day life, including family,
professional and community aspects.



Section 4. Psychosocial history*
This section s intended to assess the potential psychosocial vulnerabilities plausibly linked to the person’s
appraisal and reaction to the threat. It is to be completed by a clinician. The purpose is to briefly explore
and analyse elements in the life of the person that are potentially relevant in understanding the impact
of threats, especially experiences of early loss, trauma, or crisis.

Only describe issues that could help explain the impact of the threats, and do not make a full psy-
chosocial history, as most elements will be unrelated to the purpose of the assessment.

If clinicians are unavailable, legal professionals may choose to ask an open-ended ques-
tion: Do you think that there is anything in your past that may explain why you reacted to the threat
in the way you did?

Table 1. Documentation of Torturing Environment YES

1. | Inhuman conditions of detention according to international standards
(e.g. cell size and conditions, overcrowding, lack of hygiene...)

2. | Environmental conditions (Temperature, humidity, noise, darkness or
others)

Attending basic needs: deprivation of food or liquids

Sleep deprivation or dysregulation

Manipulation of the sense of time

Deprivation of senses (i.e. blindfolds, earmuffs...)

N O e

Medical induction of altered states: use of psychotropic drugs, white
noise, monochrome environments, sensory isolation or others

8. | Other contextual manipulations (specify)

The following is a list of potential elements to consider. It is focused on elements of vulner-
ability, although also elements of resilience can be explored and included. Adjust to the needs
of the assessment as the list might be too exhaustive for an average report.

» Early childhood traumatic experiences suggesting an insecure or an avoidant attachment style.

.
. .. . . o

» Experiences of trauma, crisis, or loss in adolescence or adulthood that can be logically con- =
. . . . . <

nected with the fear and anxiety aroused by the situation under analysis. =

» Past experiences connected with feelings of fear, terror, or loss of control. Also experiences s
connected with feelings of feeling in control in front of adversity. 3

» History of specific phobias (animals, height, blood, needles or others) that might be relevant b
to the situation assessed. z

z

®

‘N

o

4 [Section IV (Psychosocial history) and VI (History/Psychological Assessment) of Annex IV of the IP &



SPECIAL SECTION: FORENSIC DOCUMENTATION OF PSYCHOLOGICAL TORTURE

History of anxiety-related disorders, specifically panic attacks or generalised anxiety disorder.
Personality traits that are relevant to the impact of threats. Consider giving special consid-
eration to:

Trait and state anxiety

Locus of control under stressful situations
Self-efficacy

Tendency to suppress thoughts
Intolerance to uncertainty

Intolerance to ambiguity

S e

Worldviews that might impact on fear-processing (e.g., lack of confidence in human beings
or institutions due to past experiences)

TORTURE Volume 33, Number 1, 2023

5

See description of each concept and detailed references in Perez-Sales (2021).



Section 5. Credibility of threats

This section is intended to collect information about what, from the subjective point of view of the person
recetving the threat(s), made the threats credible. It is open to be conducted by both clinicians and legal
professionals. The information assessed here is to directly inform the legal assessment in the subsequent
section. Tick as appropiate (lable 2).

Table 2. Credibility of the threats YES

1. | The alleged perpetrator seemed out of control and taking irrational de-
cisions — everything seemed possible

2. | The alleged perpetrator explained the plans and steps that would follow to
make it real, and they are seen as feasible

The alleged perpetrator showed omnipotence and arbitrariness

The person receiving the threatr(s) knew or was made aware of situations in
which the threat was in fact carried out

5. | The person recerving the threat(s) was forced to witness how the threat was
carried out in other persons

6. | Expected result: The person receiving the threat(s) believed that being com-
pliant with the demand would not stop the threat

7. | If the person says Yes to any of the above, collect verbatim examples if
possible.

Taking as point of departure the information provided in the interview and the knowledge
of the context, the professional conducting the assessment can also consider indicators related
to the assessment of intentionality and purpose. (Table 3).

Table 3. Intentionality and purpose of the threats. YES

1. | There is a similar demonstrable pattern of strategies, behaviours, and pro-
cedures against other detainees

2. | Observing the damage or suffering produced by the threats, no measures
were taken that would plausibly have reduced that suffering

The threat is so severe that unintentionality is impossible

There is persistence, repetition, or prolongation of the threat over a long
period of time

5. | The alleged perpetrator explicitly expresses the intention to harm, humili-
ate and/or attack dignity in an unambiguous way

6. | If the person conducting the assessment considers that any of the above
happened, collect verbatim examples from the interview, if possible.
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Section 6. Legal assessment

This section is to be completed by legal professionals based on the information collected in the previous
sections. This not to be completed together with the person to whom the threat was made. It is informed
by the legal framework as outlined in the previous sections.

The legal qualification of threats (torture per Article 1 of the UNCAT, or other forms of
ill-treatment per Article 16 of the UNCAT or below the threshold of Article 16 and not falling
within the scope of the two provisions) would depend upon the specific circumstances of the
case, including whether other forms of ill-treatment occurred or not. The below questions relate
to the key elements to be analysed to distinguish torture and other forms of ill-treatment in the
legal domain and are an aid for the legal classification of the case.

a. Official involvement: Do you have information that the threats were made by a person in
an official capacity? Do you have information that the threats were made with the consent or
acquiescence of a public official? Do you have information that such a person was somehow
involved in the situation? (e.g., by consenting to the threat being made)

b. Severe suffering: Do you have documentation that the threat or its consequences were
serious enough to amount to torture or ill-treatment? The clinical assessment of the consequences
as made above should be used here.

1. Objective: What was the nature of the threats?

Note: It is helpful to refer back to the caselaw to appreciate that certain forms of threats are
more readily found to be of a serious nature than others. These include but are not limited to
threats to kill, torture, or rape the alleged victim or a relative.

2. Subjective: Did the person to whom the threat was made perceive/believe that the person
making the threat was willing and able to act upon the threat?

Note: This is an assessment of the person’s appraisal of the situation based on their understand-
ing and knowledge of state practice, as informed by any of the following: vulnerabilities, previous
experience, membership of a group at particular risk of torture, knowledge of historical patterns,
strength of procedural safeguards, credibility and materialisation of threats (see section 5 above),
and prospects for impunity.

3. Impact: Does the person report symptoms or has the clinician observed signs that
indicate any physical or psychological consequences of the threat? Are they consistent
with the threat? (See e.g., section 2 above).

c. Intention: Is there any information indicating that the threat was intentionally made? Note:
The question of intentionality is not necessarily linked to explicitness. It may be circumstantial
particularly in the case of contextual or non-verbal threats.

d. Purpose: Is there any information indicating that the threat was made for a particular
purpose (such as punishment, intimidation, coercion, or discrimination)?

e. Context: What were the series of events and stressors present in the environment in which
the threat was made?

Note: This alludes to the context and environment in which the threats were made. These circum-
stances would also help in inferring purpose and intent, if not already explicit (see e.g., section 3 above).

TORTURE Volume 33, Number 1, 2023



Opverall assessment: Is there sufficient credible information at hand to establish that the
threats fulfill the requirements set out by the legal definition of torture (Article 1) or fall within
the scope of Article 16 (Cruel, inhuman or degrading treatment) of the UNCAT?

Final reflections

It goes without saying that the Protocol might have benefited from being pilot-tested on more
individuals. As stated, this plan had to be abandoned due to the war in Ukraine. The Protocol
is by no means a fixed document, and in relation to both the questions in the Protocol itself
and the conceptual, legal and medical aspects, there is still a lot to be learned. We therefore
hope that over time, experience can be collected from those who use the Protocol so that it can
be continuously improved.

Annexes

* Quick Guide: Annex 1 provides a Quick Guide for Interview. It is a short version, simple,
everything in a snapshot guide to the Threats Protocol. The recommendation is to apply the
full protocol at the beginning until being confident on its usage, and then resort to the Quick
Guide for Interview.

¢ Complementary tools: Annex 2 includes some psychometric instruments that measure
specific psychological aspects closely related to vulnerability to or impact of threats. They are
included for research purposes or for the forensic documentation of complex cases. Their
use exceeds that of a standard threat assessment and are not recommended for regular use.

References

Cakal, E. (2021). Perception, practice and proximity.
Qualifying threats as psychological torture in
international law. Tormure Fournal 31(1), 19-36.

Carleton, R. N. (2016). Fear of the unknown:

One fear to rule them all? Fournal of Anxiery
Disorders, 41, 5-21. https://doi.org/10.1016/j.
janxdis.2016.03.011

ECHR. (1982). Campbell and Cosans v. United
Kingdom. 7511/76, 7743/76. ECHR. (1990).
Guzzardi v. Iraly. 7367/76.

ECHR. (1997). Raninen v. Finland. 20972/92. ECHR.
(1999). Selmouni v. France. 25803/94. ECHR.
(2009). Bouyid v. Belgium. 23380/09 [GC].
ECHR. (2010). Gdfgen v. Germany. 22978/05.

ECHR. (2012). El Masri v. Macedonia. 39630/09.
ECHR. (2013). Strelets v. Russia. 28018/05.

ECHR. (2014). Husayn (Zubaydah) v. Poland.
7511/13. ECommHR. (1969). Greek Case. 12
ECHRYbD.

Fava, G. A., Tomba, E., Brakemeier, E. L., Carrozzino,
D., Cosci, F., Edry, A., Leonardi, T., Schamong,
1., & Guidi, J. (2019). Mental Pain as a
Transdiagnostic Patient- Reported Outcome

Measure. Psychotherapy and Psychosomatics, 88(6),
341-349. https://doi.org/10.1159/000504024
Feng, P., Becker, B., Zheng,Y., & Feng, T. (2018).
Sleep deprivation affects fear memory
consolidation: Bi-stable amygdala connectivity
with insula and ventromedial prefrontal cortex.
Social Cognitive and Affective Neuroscience, 13(2),
145-155. https://doi.org/10.1093/scan/nsx148
Glenn, D. E., Risbrough, V. B., Simmons, A.
N., Acheson, D.T., & Stout, D. M. (2017).
The Future of Contextual Fear Learning
for PTSD Research: A Methodological
Review of Neuroimaging Studies. In Brain
Imaging in Behavioral Neuroscience (Issue
November 2011, pp. 207-228). https://doi.
org/10.1007/7854_2017_30
Grenier, S., Barrette, A. M., & Ladouceur, R. (2005).
Intolerance of uncertainty and intolerance of
ambiguity: Similarities and differences. Personaliry
and Individual Differences, 39(3), 593-600. https://
doi.org/10.1016/j.paid.2005.02.014
Gullone, E., King, N. J., & Ollendick, T. H. (2000).
The Development and Psychometric Evaluation

'l JaquinN ‘€€ dWN|OA FYNLYOL

€¢0¢



2023

TORTURE Volume 33, Number 1,

of the Fear Experiences Questionnaire: An
Attempt to Disentangle the Fear and Anxiety
Constructs. Clinical Psychology and Psychotherapy,
7(1), 61-75. https://doi.org/10.1002/
(SICI)1099-0879(200002)7:1<61::AID-
CPP227>3.0.CO;2-P

IACtHR. (2006). Baldeén-Garcia v. Peru. 06 April
2006. Series C No. 147.

IACtHR. (2000). Case of Cantoral-Benavides.
Judgment of August 18, 2000. Series C No. 69.

IACtHR. (2003). Maritza Urrutia v. Guatemala. 27
November 2003. Series C No. 103. IACtHR.
(2004). Tibi v. Ecuador. Preliminary objections,
merits, reparations and costs,

JACHR Series C no 114, IHRL 1497, 7th September
2004.

LeDoux, J. E. (2020). How does the non-conscious
become conscious? Current Biology, 30(5), R196—
R199. https://doi.org/10.1016/j.cub.2020.01.033

LeDousx, J. E. (2014). Coming to terms with fear.
Proceedings of the National Academy of Sciences of
the United States of America, 111(8), 2871-2878.
https://doi.org/10.1073/pnas. 1400335111

LeDoux, J. E., & Pine, D. S. (2016). Using
neuroscience to help understand fear and
anxiety: A two-system framework. American
Journal of Psychiatry, 173(11), 1083—-1093.
https://doi.org/10.1176/appi.ajp.2016.16030353

Mertens, G., & Engelhard, I. M. (2020). A systematic
review and meta-analysis of the evidence for
unaware fear conditioning. Neuroscience and
Biobehavioral Reviews, 108, 254-268. https://doi.
org/10.1016/j.neubiorev.2019.11.012

Milburn, T. W. (1977). The Nature of Threat. Journal

of Social Issues, 33(1), 126—139. https://doi.
org/10.1111/.1540-4560.1977.tb01872.x

Pérez-Sales, P. (2017). Psychological Torture: Definition,
Evaluation and Measurement. London: Routledge.
https://doi.org/10.4324/9781315616940

Pérez-Sales, P., Sendergaard, E., Shir, E., Cakal, E.,
& Brasholt, M. (2019). Protocol on Medico-
Legal Documentation of Sleep Deprivation.
Torture Journal, 29(2), 28-55. https://doi.
org/10.7146/torture.v29i2.116320.

Pérez-Sales, P. (2021). Defining and documenting
threats in the context of ill-treatment and torture.
Torture Fournal 31(1), 3-18.

Pryce, C. R., Azzinnari, D., Spinelli, S., Seifritz,

E., Tegethoff, M., & Meinlschmidt,

G. (2011). Helplessness: A systematic
translational review of theory and evidence
for its relevance to understanding and treating
depression. Pharmacology and Therapeutics,
132(3), 242-267. https://doi.org/10.1016/j.
pharmthera.2011.06.006

Sendergaard, E., Skilbeck, R., & Shir, E. (2019).
Development of interdisciplinary protocols on
medico-legal documentation of torture: Sleep
deprivation. Torture Journal, 29(2), 23-27.

Taylor, S. E. (1983). Adjustment to threatening
events: A theory of cognitive adaptation. American
Psychologist, 38, 1161-1171.

Tempesta, D., Salfi, F., De Gennaro, L., & Ferrara,
M. (2020). The impact of five nights of sleep
restriction on emotional reactivity. Journal of
Sleep Research, Fanuary, e13022. https://doi.

org/10.1111/jsr.13022



Annex 1. Threats as Torture. Quick Intervie-
wing Guide.

3.

Fear and anxiety related to threats are enhanced by all other elements of a torturing envi-
ronment involving attacks on cognitive or emotional functions. Assess threats in the overall
framework of the torturing environment and in particular in the interactions with other torturing
situations. Pay special attention to: (a) frightening or intimidating space (b) hunger-thirst and
attacks to basic body functions (¢) pain-producing conditions including life-threatening
conditions (asphyxia...)

Ask openly about the subjective experience of threats in the alleged victim words:
types, relevance, and impacts. Collect answers as verbatim as possible.

¢ Who made the threats?

* What were the main threats?

* Which one affected the person more?

* What is the subjective logic behind that?

* Was it referred to an action that would take place immediately?

* Could the person somehow prepare or cope?

* Was there an expectation that the alleged perpetrator would go on and make it real?

* How affected was the person during the period of torture and at the time of examination?

Chronic threats. When assessing Chronic or sustained threats, consider a description of
how a stressful environment has been created in the person’s day-to-day life, including family,
professional and community aspects.

Vulnerabilities:

* Age, physical condition.
» Pay special attention to psychosocial history including experiences of trauma, crisis, or loss
that can be logically connected to panic, fear and anxiety responses, and history of phobias.

Clinical impacts. In all cases, collect verbatim examples that show the connection between
contents of the threats and clinical symptoms. Assess:

» Sustained anxiery responses including panic attacks

» Fear-related symptoms and avoidant behaviours that can be logically linked to the threat-
ening situation

 Postraumatic symptoms related to the threat, especially symptoms of avoidance and hyper
vigilance

» Long-term shame and guilt feelings
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* Other relevant diagnosis (depressive disorder; dissociative or psychotic symptroms) that can be
attributed totally or partially to the threats

Non-clinical impacts. Threats can also have non-clinical consequences, specially in cases
of chronic threats. Consider:

» Changes in cognitions, emotions or attitudes related to activities that the person links to
the threats (i.e political or professional activity in activists or human rights defenders).
Loss of meaning of their role or activity.

» Impact on the relationship with relatives and beloved ones. Impact on parenting, leisure
activities and others.

* Changes in life priorities, worldviews, feelings of security, view of human beings.

* Changes in self-esteem and personal sense of value

Legal assessment (not part of the interview):

» Assess direct or indirect official involvement
» Severity of the threat in objective and subjective (alleged victim’s perceptions) terms
» Intentionality and purpose of the threats (either explicit or implicit)

Credibility

* There is a demonstrable pattern or strategies verified in cases of other detainees

* Observing the damage produced by the threats, no measures were taken by the alleged
perpetrator to reduce it

» Threat is so severe that unintentionally is not possible

» Persistence, repetition, or prolongation of the threat over a long period of time

» The alleged perpetrator explicitly expresses the determination to harm or attack dignity.

* The alleged perpetrator seemed out of control

* There was a detailed plan to make the threat happen

* The person was forced to see the threat acted upon others. Collect examples.



Annex 2. Additional questionnaires for ex-

perimental use.

The Protocol can be complemented with the
following assessment tools.

* Mental Pain Questionnaire (Fava et al.,
2019). The authors define Mental suffering
as an intense anguish and despair of ‘feeling
broken’, of being emotionally wounded, dis-
connected or hopeless. It is usually linked
to experiences of loss and crisis, quite often
with shameful or guilty thoughts, for which
the person sees no solution and often thinks
in suicide. It is not a clinical disorder, but a
measure of psychological and mental pain.
A tool linked to the same concept is the
Tolerance for mental pain scale (Meerwijk et
al., 2019)

 Distress and Control Index; Fear and loss of
control scale: Basoglu suggests elaborating
a list of potential torture methods and in-
troducing a measure of distress and control
(Basoglu, 1999).

* Claustrophobia Questionnaire: is a 26-item
structured questionnaire for the assessment
of the fear and anxiety associated to being
in closed places. It has been validated in
normal and clinical populations. It has two
subscales: Fear of Suffocation and Fear of
Restriction. The fear subscale has shown
to be a good predictor of panic attacks in
normal population. There are no studies
with survivors of torture. Scores higher than
50 for the overall scale, 27 for Fear of Suf-
focation, and 23 for Fear of Restriction are
highly suggestive of claustrophobic clinical
disorder (Radomsky et al., 2001).

o Anxiery-Sensitivity Index: is a 16-item ques-
tionnaire that measures a general tendency
to have fear and anxiety responses in front of

a threatening stimulus (Blais et al., 2001). It
is associated with a persistent tendency to
misinterpret certain bodily sensations cat-
astrophically (anxiety sensitivity) and re-
sponse with reactions of fear and alarm.
It has been widely used in clinical and
non-clinical populations. Its last version
(ASI-3) has been validated in clinical and
non-clinical samples in 5 countries (Taylor
et al., 2007). It has 3 subscales: Physical,
Cognitive, and Social Concerns.

Fear Survey Scale: The Fear Survey Scale
(FSS) is a comprehensive list of 106 items
collected amongst the most frequent fears
and phobias that appear in the general
population (Tomlin et al., 1984). It might
be useful as an adjunctive tool to explore
comprehensively all possible phobias that a
person had previous to torture, and even-
tually, new fears or phobias appeared and
linked to it. (Tomlin, 1984).

Fear of Pain Questionnaire is a measure of the
Fear to Physical Pain. It has potential utility
as an indicator of persons who have greater
psychological suffering with threats. Since
the first version, there have been different
presentations. A recent 9-item short version,
developed from the original 30-item ques-
tionnaire, offers strong psychometric proper-
ties (Mcneil et al., 2018). It has 3 subscales:
Minor Pain, Severe Pain, and Medical Pain.
State-Trait Anxiety Inventory: The State-Trait
Angxiety Inventory is a 20-item measure of a
general predisposition to anxiety. It is proba-
bly the most widely used measure of anxiety
responses besides the Hamilton Anxiety
Scale. It has been translated to around 30
languages and used in studies all over the
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world. It is often included as a routine toolin
the forensic assessment of survivors (Spiel-
berg, 1968). However, in the analysis of
psychological answer to threats, some evi-
dence suggests that specific measures (like
the Anxiety-Sensitivity Index or the Suffoca-
tion Fear Scale) might perform better than
general measures as the STAI (McNally &
Eke, 1996).

o Feeling Broken or Destroyed Scale: The concept
of mental suffering has been applied to polit-
ical context. Barber et al. (2016) applied the
concept in a mixed-methods study with 68
Palestinian adults from different areas of the
OpT. The instrument was then applied to a
representative sample (n=1772) of adults.
Mental suffering was conceptualized by par-
ticipants as “feeling that one’s spirit morale
and or future was broken or destroyed, and
the person is in a situation of emotional and
psychological exhaustion”.
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Key points of interest

* Deprivation of sunlight should be
considered independently as a method
of torture, given its prevalence in
detention settings and the harms it
can cause.

* Under-documentation presents a
challenge in defining deprivation of
sunlight as a form of torture, particularly
in terms of the purposive element and
proving the severity of suffering.

* Medical research suggests that
adequate exposure to sunlight is critical
to physical and mental health and is
necessary to maintain sense of self
within a person’s surroundings.
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Abstract
Introduction. Deprivation of sunlight (DoS)
should be considered independently as a
method of torture. We review the definition
and the spectrum of DoS, and the harms it
causes that may rise to the level of torture.
Method. We review relevant international
case law, and highlight how the harms of DoS
have historically not been fully considered in
torture cases, possibly legitimizing its use.
Conclusion. A standardized definition of
deprivation of sunlight be developed and in-
cluded in the Torturing Environment Scale,
we call for an explicit international prohibi-
tion of DoS.

Keywords: Sunlight deprivation, torture,
no-touch torture

Introduction

Sunshine is embedded in cultural references
as synonymous with happiness and life.
Without sunlight we wither and die. Depriv-
ing a person of sunlight has a host of physical
and psychological deleterious consequences.
Consequently, deprivation of sunlight (DoS)
is employed in torturous environments to
induce misery and suffering. DoS features
strongly in many torture survivors’ stories of
suffering, for example, in the CIA run “Dark-
ness” Prison in Afghanistan (NYT, 2016).
Yet it remains a topic that is rarely consid-
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ered on its own in the psychological and legal
literature on torture. For example, it is not
included in the 7Torturing Environment Scale
(Human Rights Council, 2020).

DoS is sometimes implied among simulta-
neous conditions. Examples include: confine-
ment in a cell for 23.5 hours a day, light and
ventilation being restricted by welding steel
sheets to bars outside windows in prisons in
Georgia (UN Commission on Human Rights,
2005, § 47), and solitary confinement cells
in Israel with a fluorescent bulb as the only
source of light (Physicians for Human Rights,
2011). The European Committee for the Pre-
vention of Torture criticised Greek authori-
ties detaining irregular migrants “for weeks...
in very poorly furnished and inadequately lit
and/or ventilated premises, without offering them
either the possibility of daily outdoor exercise or a
minimum of activities...1is unacceptable and could
even amount to imhuman and degrading treat-
ment” (European Committee for the Preven-
tion of Torture, 2011).

Observations by preventive bodies, such
as the Subcommittee for the Prevention of
Torture and the European Committee for
the Prevention of Torture, show varying ap-
proaches to DoS, but recommendations for
natural lighting and time outdoors do not
appear to be enforced.

While there is a history of deliberate use of
DoS in interrogation and detention settings,
there is a lack of an explicit condemnation or
call for prohibition. This article is intended as
an introduction to address the need for a focus
on DoS as an independent torture method
that should be specifically defined and docu-
mented, its effects further researched, and its
use condemned.

This review examines the physical and psy-
chological health consequences of DoS and
these are placed within existing legal defini-
tions of the prohibition on torture.

Definitions

Torture

This paper focusses on the UNCAT Article
1 definition of torture relating to severe pain
and suffering caused by DoS irrespective of
purpose or intentionality. This permits ex-
amination of detention settings that may not
be considered torturous due to the hidden
and complex “institutional and organisational
context in which torture occurs” (Rejali, 2007).
This paper rejects definitions of torture such
as the legal interpretation posited by the US
State Department to legitimise so called
“enhanced interrogation” (US Defense
Dept, 2003) that state that the psychological
impact must result in prolonged mental harm
to qualify as torture since such a definition
‘would disqualify many severely tortured peoples’
experience as torture simply because they did
not develop PTSD’ (Basoglu, 2007). In this
paper, we do not distinguish between cruel,
inhuman, and degrading treatment (CIDT)
and torture.

No Touch Torture

DoS fits within definitions of physical, psy-
chological, and no-touch torture. The authors
prefer the term “no-touch torture” because
the deleterious impacts are psychological and
physical. They are psychological because DoS
can negatively impact mood (Borchelt, 2005,
p. 101), and has the potential to disrupt tem-
poral and spatial orientation (McCoy, 2006).
They are physical because DoS impacts on
vital brain and body functioning via sensory
organs including the skin. Melzer defines “no
touch torture” as physical torture “as long as
“no-touch” techniques inflict severe physical pain
or suffering of any kind” situating the technique
at “the very interface between physical and psy-
chological torture” (Human Rights Council,
2020, § 28:§ 53). The physical effects of DoS



has the potential to inflict severe pain and suf-
fering, however the effects are not immediate.

Deprivation of Sunlight Definition

Various challenges are presented to answer-
ing the question of whether DoS is a form
of torture. DoS is on a spectrum where a
person is in an environment that significantly
limits exposure to natural sunlight. Exposure
to sunlight is experienced via the eyes and
skin. The spectrum of sunlight deprivation
involves several factors including the type of
deprivation, and duration without exposure
or with minimal exposure to sunlight. The
harm caused by lack of sunlight is influenced
by individual factors such as genetic differ-
ences and underlying health conditions.
The harms will be enhanced when DoS is
combined with other torture techniques.
At one end of this spectrum are dark cells.
At the other end lies restriction of daylight
such as staying inside and being able to
observe diurnal rhythms through windows
but unable to absorb rays through the skin.
Blindfolding/hooding is DoS, but the effects
are different if a person is hooded indoors
or out. Mid-range on the spectrum is em-
ploying unnatural lighting without access to
diurnal rhythms.

There is currently little guidance on how
to quantify the types of DoS, the harms caused
by DoS, and at what point DoS constitutes
torture. This paper takes a necessarily broad
look at DoS to serve as an introduction to an
underexplored topic.

Conceptual questions

We have established that there is a broad
spectrum of environments that are classified
as sunlight deprived. This article explores
what factors should be considered in decid-
ing when DoS becomes torture. To address
this we ask: Does DoS cause pain and suffer-

ing? How does it cause harm and how can we
measure the harm and severity? What other
aspects should be considered to classify it as
torture (for example intentionality)? Finally,
what do we know about prevalence and how
do we document it?

The UN Committee Against Torture has
affirmed that both hooding and blindfolding,
under certain conditions, constitute torture
(Committee Against Torture, 2006). The med-
ico-legal statement on hooding by the Inter-
national Forensic Experts Group positions
hooding (and equivalent practices such as
blindfolding) as “intentional forms of sensory
deprivation which constitutes cruel, inhuman and
degrading treatment or punishiment and should be
prohibited in interrogation and detention” (In-
ternational Forensic Expert Group, 2011).
Ojeda (2008) categorises the phenomenon
of torture as intentional infliction of suffer-
ing without resorting to direct physical vio-
lence to include: spatial disorientation (small,
dark cells); temporal disorientation (denial of
natural light; erratic scheduling of activity);
sensory disorientation, sensory deprivation
or under stimulation (hooding, blindfolding,
darkness, soundproofing); sensory assault
(overstimulation), among other manipula-
tions. This analysis of torture from a psycho-
logical perspective presents the core intention
of torture as the “involuntary change or destruc-
tion of the subject” (Doerr-Zegers, Hartman,
Lira & Weinstein, 1992).

Discussion

Harm from Deprivation of Sunlight-

This article recognises that the harm a practice
inflicts depends on the context, intensity and
duration a person is exposed to a potentially
torturous method, and that attempts to quan-
tify harm of one act in a torture environment
is neither credible nor feasible (Basoglu, 2007).
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Furthermore, assessing whether DoS inflicts
“severe physical pain or suffering” presents a
challenge because the immediate and chronic
effects of DoS are neither well documented nor
studied. One way of making sense of the harm is
separating harm caused in the short term from
with harm caused due to extended periods of
DoS. This helps to conceptualise aspects of the
DoS spectrum where some aspects are imme-
diately harmful, such as hooding, compared
with other aspects which become harmful over
an extended periods, such as restriction from
natural lighting and going outdoors.

Short - Medium Term Harm

Completely blocking light through hooding
or a dark cell potentially induces helplessness
in an unpredictable environment. Decades of
research have concluded that unpredictable
and uncontrollable environments exert the
greatest impact on anxiety and fear (Basoglu,
2007; Mineka, 1989; Mineka, 2006). Dark
cells, with no ability of the detainee to illu-
minate them, immediately induce fear, when
there is the potential for horrific or physically
threatening practices (Basoglu, 1992). Dark-
ness also induces spatial and temporal disori-
entation (Ojeda, 2008)

DoS is frequently combined with solitary
confinement (Pérez Sales, 2017, p. 180). The
International Committee of the Red Cross re-
ported that detainees kept “completely naked
in totally empry concrete cells and in total dark-
ness, allegedly for several days” presented with
amnesia, anomia, incoherent speech, acute
anxiety and suicidal behaviours (International
Committee of the Red Cross, 2004). Detain-
ees in solitary confinement at Guantanamo
who were denied outdoor exercise during
daylight have described experiences of dete-
riorating mood, increasing frustration, rage,
loneliness, despair, anxiety and depression
(Borchelt, 2005, p. 101).

Longer Term Consequences

Sunlight exposure plays a role in healthy sleep-
ing patterns via circadian rhythm. However,
Kleitman and Richardson, who voluntarily
isolated themselves from sunlight by living in
a cave for 32 days, demonstrated that sunlight
plays a relatively minor role in maintaining
circadian rhythm (Kleitman, 1963). Never-
theless, it has been argued that not having a
clear idea of whether it is night or day dis-
rupts a person’s orientation, creating confu-
sion and attacking “the victim’s sense of time, by
scrambling the biorhythms fundamental to every
human’s daily life” (McCoy, 2006). Ojeda cat-
egorises denial of natural light under tempo-
ral disorientation and refers to “confinement
in small places; small, darkened or otherwise non-
Sfunctional windows” as psychological torture
(Ojeda, 2008). Survivors of torture have re-
ferred to the uncertainty of not knowing the
time of day or night as being particularly un-
settling (Pérez Sales, 2017, p. 35). Through
this disruption of temporal and spatial sensory
stimulation, DoS also represents a manipu-
lation of a person’s environment, depriving
a detainee of control and therefore “elevat-
ing” the control of the interrogator (McCoy,
2012). This disruption of a detainee’s tempo-
ral and spatial perception contributes to stress
and disorientation (Doerr-Zegers, Hartman,
Lira and Weinstein 1992).

Sunlight deprivation is associated with
depression. It causes disruption to the cir-
cadian rhythm through the decrease in mela-
tonin production which is dependent on the
in intensity of blue light (transmitted by sun-
light) absorbed by photoreceptors in the eye
(Holick, 2016).

Serotonin is a neurotransmitter with
an essential role in regulating mood, sleep
(through the production of melatonin) and
appetite through the central nervous system,
the mucosa of the gastrointestinal tract, blood



platelets and the skin. Lower light levels are
associated with lower binding levels of sero-
tonin in the cortical and subcortical limbic
regions of the brain (Spindelegger, Stein,
Wadsak & al., 2012). Lack of access to sun-
light causes a decrease in the production of se-
rotonin as photoreceptors in the eyes as well as
the skin, cannot “pick up” enough light (Slo-
minski, Worstman & Tobin, 2005). Individu-
als with pre-existing vulnerabilities including
mood and anxiety disorders will be more sus-
ceptible to this effect. In addition, in in-
dividuals with depression, lower exposure to
sunlight may be associated with cognitive im-
pairment (Kent, 2009)

It is a fact that populations with less sun
exposure have an increased risk for chronic
diseases and mortality (Holick, 2016). Inad-
equate exposure to sunlight is considered a
major cause of vitamin D deficiency around
the world, and lack of Vitamin D from sunlight
is associated with bone fragility and higher risk
of fractures (Holick, 2016). Vitamin D defi-
ciency is also linked to increased risks of col-
orectal cancer and cardiovascular disease by
up to 62%, as well as to autoimmune diseases,
infectious diseases and schizophrenia (Holick,
2008). The link between sunlight and a range
of physical consequences merits further re-
search with a focus on persons in torture en-
vironments.

DoS often occurs in tandem with poor
ventilation, so separating the effects of DoS
from poor ventilation is not always possi-
ble. Sunlight and ventilation are essential to
general health in prisons, and to infection
control (Meller, Stéver, Gatherer & Nikogo-
sian, 2007). Lack of light in prisons has been
linked to higher rates of cutaneous tubercu-
losis (Mogller, Stover, Gatherer & Nikogo-
sian, 2007, p. 78). Minimum requirements
for natural light, ventilation, space, nutrition,
heating and sanitation, are all essential to

maintenance of good health (Maeller, Stover,
Gatherer & Nikogosian, 2007, p. 11).

A detention setting that does not allow suf-
ficient, consistent access to sunlight deprives a
person of the physical benefits of sunlight and
in its extreme form prevents a person from cre-
ating an accurate spatial and temporal picture
of its environment. Further in-depth study is
required of all health effects of DoS in torture
environments.

Legal standards

International norms

The international prohibition on torture is
absolute: the peremptory norm proscribing
all situations in which severe pain or suffer-
ing is intentionally inflicted on a person by
a state representative, though not including
“pain or suffering arising only from, inherent
in or incidental to lawful sanctions” (UNCAT
Article 1; ICCPR Article 7; ECHR Article 3;
IACHR Article 5; IACPT Article 2; ACHPR
Article 5). The difficulty of quantifying the
severity of harm caused by, and the inten-
tionality behind, DoS makes it challenging to
automatically categorise it under this prohibi-
tion. The harms caused by DoS could be pre-
sented as inherent or incidental to sanctions
in criminal detention settings.

International norms on detention stan-
dards, however, do require adequate levels
of natural light. The Istanbul Protocol, a
non-binding manual on investigating torture,
recognises deprivation of “normal sensory
stimulation, such as sound, light, sense of time,
isolation, manipulation of brightness of the
cell, abuse of physical needs...” as methods
of torture (UN Officer of the High Commis-
sioner for Human Rights, 2022). The United
Nations Office on Drugs and Crime noted
in 2014 that a variety of factors in detention,
either individually or cumulatively, could

'l JaquinN ‘€€ dWN|OA FYNLYOL

€¢0¢



TORTURE Volume 33, Number 1, 2023

amount to degrading treatment, including ex-
amples of overcrowding, poor sanitary condi-
tions, poor ventilation and lack of natural light
(UNODGC, 2006, p. 130).

Under the (non-binding) Nelson Mandela
Rules on minimum standards for the treat-
ment of prisoners, placing prisoners in dark
or constantly lit cells is specifically prohibited
when used as a restrictive or disciplinary action
(Nelson Mandela Rules, 2016, Rule 42). Rule
14, like the European Prison Rules rule 18.2,
considers adequate natural light to be neces-
sary in detainees’ living and working spaces as
well, though the absolute prohibition applied
to restrictive or disciplinary actions is not ex-
tended here, resulting in only a partial pro-
hibition. In addition, “adequate” here refers
to detainees being able to read and work; the
Nelson Mandela Rules do not engage with the
mental and physical health benefits of access
to sunlight.

The Office of the High Commissioner for
Human Rights refers to every person deprived
of their liberty’s right to enjoy daylight (2003,
§ 348). The International Centre for Prison
Studies recommends a minimum of one hour
in fresh air every day for all detainees, spec-
ifying that this outdoor time must not be in
“small, walled yards” (Coyle, 2002, p. 47).
This suggests that not only fresh air is im-
portant, but also light and optical stimulation,
building a definition of what amount of light
might constitute the adequate natural light re-
quired by the Nelson Mandela Rules no. 23.

Despite these rules and recommendations,
prisons are still built and used without con-
sideration of access to sunlight. In a striking
example, CNN coverage of the “Admin-
istrative Maximum Facility” in Colorado,
USA, details the architecture being used “as
control”, where prisoners “can’t see the sky”
from their cells, and where a recreation hour is
spent “in an outdoor cage slightly larger than

the prison cells. Inside the cage, only the sky
is visible” (CNN, 2015). Clearer international
rules and recommendations prohibiting DoS
in living areas, including where it is a feature of
building design, are needed to prevent harms
caused by DoS.

International courts: different approaches to
severity

International and regional courts have consid-
ered the specific need for sunlight for physi-
cal and mental health to varying degrees. This
section will consider how DoS has featured
in a range of judgements by international
courts: rather than compare the approaches
of each court, it outlines the scale of atten-
tion given DoS in different cases. At one end
of the scale, DoS is implied by the detention
conditions described, alongside other forms
of ill-treatment that amount to a violation of
the prohibition of torture. At the other end,
DoS is expressly, though briefly, considered in
terms of its impacts on health and wellbeing.

Implied DoS

In M.S.S v. Belgium and Greece, conditions of
detention amounted to a violation of Article 3
ECHR, based on the CPT’s description of the
victim spending one and a half months in cell
with no access to fresh air, and to Amnesty
International’s description of three small cells
with one window each (M.S.S v Belgium and
Greece, 2011, § 164 and 165). DoS is implied
by the circumstances of overcrowding in small
spaces with one window, and no access to the
outdoors. UNHCR cited the lack of fresh air
or possibility to take a walk in the open air
(among other unsanitary conditions) (M.S.S
v Belgium and Greece, 2011, § 213). Although
there is no direct mention, deprivation of
direct sunlight is implied by the impossibility
of spending time out of the cell, let alone out-
doors. Overcrowding in cells may also imply



difficulty to access adequate indirect sunlight
through a window. Similarly, without spe-
cifically discussing DoS, The Human Rights
Committee found confinement to a tiny cell
for 22 hours a day in enforced darkness suf-
ficient to find violations of ICCPR Articles 7
and 10 in Freemantle v Jamaica (2000, § 3.5).
Similar examples are found in Kennedy v Trin-
idad and Tobago (2002, § 3.10), Torres-Ramirez
v Uruguay (1977, § 2), Vuollane v Finland
(1989, § 2.6), or Womah Mukong v Cameroon
(1994, § 9.4).

Explicit mention of DoS

Moving up the scale, international claimants
and courts have also explicitly mentioned lack
of sunlight or natural light as part of a wider
series of conditions and treatments that in-
fluence the court’s conclusion of a violation.
In Peers v Greece, the Court makes reference
to access to natural light being “at best, me-
diocre” in the segregation wing under consid-
eration in the case, describing small and high
cells, with one window in the roof “that did
not open and was so dirty that no light could
pass through” (Peers v Greece, 2001, § 21 and
133). DoS is clearly a factor in the court’s
considerations, but its specific harms are not
considered in detail.

In a case dealing with incommunicado
detention, Cantoral Benavides v. Peru, the in-
ter-American Court mentions detention in
small cells for 23.5 hours a day, with just half
an hour in sunlight, demonstrating a recog-
nition that deprivation of natural light played
a part in an environment violating the prohi-
bition on torture (Cantoral Benavides v. Peru,
2000, § 43a, 63k, 85 and 89). In Antonaccio v
Uruguay, the Human Rights Committee ex-
plicitly considers how Antonaccio was kept
in an underground cell with no fresh air or
sunlight, the cell having no window, the door
being always closed, and Antonaccio being

blindfolded on the few instances he was taken
out of his cell (Antonaccio v Peru, 1981, § 2.2
and 6). In Gomez de Voituret v Uruguay, the
Committee found a violation of Article 10,
considering the claimant’s detention in cell
without natural light on arrest, and being
hooded and forced to walk without interrup-
tion when allowed outside her cell following
her trial (Gomez de Voiturer v Uruguay, 1984,
§ 2.2 and 12.2).These cases deal more with the
victim’s inability to observe sunlight, along-
side other ill-treatment, engaging with Ojeda’s
work on temporal and spatial disorientation,
and Basoglu’s considerations of psychological
torture. Similar exampes include Polay Campos
v Peru (Polay Campos v Peru, 1994, § 2.4 and
8.7), and Teesdale v Trinidad and Tobago (Tées-
dale v Trinidad and Tobago, 1996, § 3.10).

Consideration of the impacts of DoS

In a few cases, deprivation of sunlight or
natural light is explicitly considered in terms
of its impacts on physical or mental function-
ing. These cases are useful to compile a legal
precedent of DoS being a form of torture.
However, such examples do not yet consider
the short term or chronic health impacts
caused by a lack of sunlight. In Loayza
Tamayo v Peru, the Inter-American Court
refers to Loayza Tamayo’s deteriorating health
as a result of 23.5 hours’ incarceration per
day without direct ventilation or direct light
(Loayza Tamayo v Peru, 1997, § 29 and 46Kk).
The Human Rights Committee considered, in
Boodoo v Trinidad and Tobago, the recommen-
dation by the prison doctor for the claimant
to spend at least three hours a day in sunlight
for his eyesight (Boodoo v Trinidad and Tobago,
2002, § 2.3), considering access to sunlight
in terms of its physical health impacts. The
role of lack of sunshine in the breakdown of
the physical and mental health of the claim-
ant is considered briefly, alongside other ill-
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treatment, by the Committee in Cdampora
Schwerzer v Uruguay (1990, § 11).

Through international norms and case law,
an awareness that DoS contributes to tortur-
ous conditions is visible to varying extents.
Deprivation of light is considered as a pos-
sible sign of torture or CIDT, but consider-
ation in terms of its specific torturous effects
is limited. A common definition of DoS and
a body of work exploring its harms could lead
to more specific considerations by courts, by
addressing under-documentation to create
higher awareness of its prevalence and a more
specific review of harms. The precedents dis-
cussed in this section, and the harms discussed
in the previous section, offer a starting point
for this work.

DoS in practice

A common definition exploring whether,
where and to what extent DoS is a form of
torture could have important implications for
conditions in all detention settings. A spec-
trum from zero mention to explicit concern
raised about lack of access to direct natural
light is found regarding criminal and adminis-
trative detention, where DoS can be a biprod-
uct of architecture and other poor conditions.
These could impose the same harms to qualify
under the UNCAT definition (though if they
are undocumented this will be hard to prove)
but may face difficulty under the purposive
element. Engaging with this element of the
UNCAT definition, interrogation practices
and protocols can reflect an assumption that
the harms caused by DoS may influence the
interrogation process.

There are some clear examples of states
intentionally depriving interrogation subjects
of sunlight to induce a more cooperative state.
This section will explore examples from the
UK and the USA, looking at how intentional
deprivation of light has created a torture envi-

ronment. A torture environment is understood
as one in which conditions (of accommoda-
tion, of treatment) elevate one actor, giving
them control and “significantly increasing the
fear level” to break down a second actor, the
detainee (McCoy, 2012, p. 106).The temporal
and spatial disorientation of acute deprivation
of sunlight fit into this definition by restrict-
ing a person’s access to the physical changes
in their surroundings that enable them to stay
orientated, retain control and judge, under-
stand and freely make decisions (Pérez Sales,
2017, p. 8).

Despite the spatial disorientation of dark-
ness being found to be CIDT when used
alongside other mistreatment (for example,
Ireland v United Kingdom, 1978, § 7), states
have continued to exploit the use of depriva-
tion of light in interrogations. In 2003, UK
forces used the “five techniques” (hooding,
prolonged wall-standing, subjection to noise,
deprivation of sleep, deprivation of food and
drink) on civilians in Iraq, to disorient and
prolong capture shock of detainees (McCoy,
2012, p. 45). Newbery refers to support for the
“five techniques” in response to security prior-
ities, with a strong emphasis on effectiveness in
intelligence gathering (Newbery, 2009).

Among the degrading treatment noted by
Mr. Justice Leggat regarding individual claim-
ants, were “periods of complete deprivation of
sight and hearing” (Alseran, Al-Waheed, MRE
& KSU v. Ministry of Defence, 2017, § 17(ii)
(c)). This treatment was at the time “permitted
by the MOD but [...] has since been banned
by the British army” (§ 668).The Court found
that, despite contradicting published military
doctrine, this practice was adopted “as a form
of deliberate ‘conditioning’, in order to maxi-
mise vulnerability” (Alseran, Al-Waheed, MRE
& KSU v. Ministry of Defence, 2017, § 665).
The long-term harm caused by the lack of
light did not receive explicit focus, limiting



our ability to quantify the negative impacts of
deprivation of natural light.

In the USA a series of leaked memos by the
US Office of Legal Counsel on the CIA’s inter-
rogation programme in the wake of the “War
on Terror” of the early 2000s relied on the
distinction outlined by the Court in Ireland v.
UK between torture and inhuman and degrad-
ing treatment (Green, 2018).The CIA’s 1963
Counterintelligence Interrogation manual
(KUBARK manual), 1983 ‘Honduran Hand-
book’, the 1987 Army Field Manual and the
215t Century “Torture Memos’ all build a “sys-
tematic attack on all human stimuli, psycho-
logical and biological” (McCoy, 2012, p. 106).
The “Enhanced Interrogation Techniques” en-
dorsed by declassified CIA manuals condemn
“physical torture” but advise depriving detain-
ees of sleep, food, water, sunlight and medical
attention as legitimate techniques to break de-
tainees’ resistance (Van Natta, 2003).

The KUBARK Manual recommends using
cells that have “no light (or weak artificial light
which never varies), to induce a susceptible
state in detainees in which the subject has a
growing need for physical and social stimuli,
and in which some subjects rapidly lose touch
with reality, focus inwardly, and produce de-
lusions, hallucinations, and other pathological
effects” (Central Intelligence Agency, 1963, p.
87).The use of goggles, earmuffs, mittens, and
darkened cells can quickly create psychotic
states that are sometimes permanent in sub-
jects (Pérez Sales, 2017, p. 87). The manual
describes the extremes of stress and anxiety
that can be induced as unbearable (Central In-
telligence Agency, 1983), encompassing a lack
of stimulation “impairing the activity of the
cortex so that the brain behaves abnormally”,
or disrupting spatial and temporal awareness
(McCoy, 2006, p. 37). Twenty years later, the
Human Resources Exploitation Training Manual
originally advised causing “disorientation re-

garding day and night”, which was later an-
notated with the words “is illegal and against
policy to use them to produce regression”
(McCoy, 2012, p. 29). Deprivation of light
and sleep, and temporarily withholding access
to sunlight, medical attention and food and
water are said to still be accepted as interro-
gation techniques by senior American officials
(Central Intelligence Agency, 1963, p. 90).

In a recent case in the USA, the dark con-
ditions of detention in Salim v Mitchell (2017),
alongside under-nutrition, water torture and
stress positions were specifically highlighted as
means to break him into a “broken”, “coop-
erative” state (Salim v Muitchell, 2017, § 104).
Salim was detained for four years in a con-
stantly artificially lit cage with no time outside,
under the defendant’s recommendations for a
physical environment designed for disorienta-
tion to undermine resistance in interrogations
(Salim v Mitchell, 2017, § 24-25).

These texts appear to satisfy the purposive
and severity elements of the UNCAT defi-
nition of torture. However, DoS is a feature
not just of interrogation, counter-terror and
armed conflict settings, but appears in domes-
tic detention for criminal and administrative
purposes through architecture and a lack of
attention to adequate living conditions. While
causing possibly the same harms, the UNCAT
Article 1 exception “it does not include pain
or suffering arising only from, inherent in or
incidental to lawful sanctions” might restrict
its classification as torture, but preventive and
judicial bodies should still bear the harms ex-
plored in mind. A spectrum form zero mention
to explicit concern raised about DoS can be
observed regarding criminal and administra-
tive detention settings.

Implied DoS
Slovenia's National Preventive Mechanism
notes extremely limited time out of cell - 120
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minutes - (Human Rights Ombudsman of
Slovenia NPM, 2022). Though not engaging
with whether or not prisoners lacked access
to sunlight, the very restricted time allowed in
fresh air implies that complete immersion in
sunlight is not regular or extended.

DoS explicitly noted

A 2016 review of immigration detention in
the UK called for a government review into
access to natural light and open air in Im-
migration Removal Centres, and notes that
sunlight is an important aspect of welfare
(Shaw 2016, § 6.152, Recommendation 33).
The 2018 follow-up report notes that “there
continued to be no natural light in any of the
terminal holding rooms” (Shaw 2018, § 109)
in one centre, and windows were still covered
in another, allowing very little natural light
§ 317).

Bulgaria’s NPM has registered concern
about lack of access to natural light (alongside
lack of access to ventilation and of service facil-
ities) in police-department 24-hour detention
for ten years (Ombudsman of the Republic of
Bulgaria, 2022). Its 2021 report mentioned
also a medical centre being found to be un-
satisfactory for being underground and with
no windows, while a detention centre in Varna
had unsatisfactory access to daylight, though
there was central ventilation (Ombudsman of
the Republic of Bulgaria, 2022). Though not
expanding on the exact harms of DoS, the
separation from ventilation here goes a step
further than the Rules on Minimum Stan-
dards for Prisons, highlighting the need for
sunlight, rather than its coincidence with
fresh air. Natural light was also deemed not
to be sufficient in some residential and some
so-called “safe and solitary” cells in Georgia,
while 15 temporary detention facilities did
not have adequate light due to small windows
(Public Defender of Georgia, 2022). Recom-

mendations by the Serbian NPM included im-
proving the amount of natural light available
in a disciplinary room, while a police station
was praised for installing windows that would
block a view into a room, without impeding
the flow of sunlight (Republic of Serbia Pro-
tector of Citizens, 2022). Lack of access to
natural light continued to be a “general short-
coming” in detention sites in Spain, despite a
2016 CPT recommendation that all new de-
tention centres make natural light accessible
(Defensor del Pueblo, 2022).

DoS considered as torturous

The Austrian NPM’s 2021 report suggests a
case of temporal disorientation in the case of a
detainee at risk of suicide being held in “a spe-
cially secured cell with constant neon light for
19 days, unable to distinguish between night
and day”, calling the effects “tantamount to
torture” (Austrian National Preventive Mech-
anism, 2022). In more general detention
conditions, the NPM expresses concern over
lock-up times of 23 hours a day continuing to
be “the depressing reality” (Austrian National
Preventive Mechanism, 2022).

Gaps in the legal system

DoS occurs in interrogation. prisons, military
detention, police custody, and immigration
detention in a number of states, although
clinical experience suggests that the issue is
more prevalent than these references suggest,
and the true prevalence is unknown. The cir-
cumstantiality of DoS, both that it can be a
product of a restrictive detention regime, of
architecture, and that it so often occurs along-
side other treatment carrying health risks, can
make it difficult to prove as a form of torture.
However, the examples of its use in interro-
gation satisfy the purposive element in such
cases. Though arguably incidental to lawful
sanctions in prisons, a dedicated documen-



tation tool would help to establish whether
the harms are consistent with torture. DoS
is matter of concern for preventive bodies,
and should receive more attention by deci-
sion makers.

Conclusion

This article presents that DoS under certain
conditions independently meets the criteria
for torture and exacerbates the harm of other
torture methods.

DoS appears in cases of torture that reach
international human rights tribunals although
it is rarely focussed on in depth in case law.
Medical research suggests that adequate ex-
posure to sunlight is critical to_physical and
mental health and is necessary to maintain
sense of self within a person’s surroundings.

There is limited data on the harmful effects
of sunlight deprivation applied in detention
settings and torture environments; further
dedicated research is needed to describe and
quantify both the short and long term effects
of all forms of sunlight deprivation.

A standardized definition of deprivation
of sunlight should be developed for use by
monitoring bodies and included in the Tortur-
ing Environment Scale. The definition should
include a spectrum of deprivation of sunlight
ranging from complete darkness to the use of
artificial lighting without natural sunlight and
define at what point DoS becomes torture.

Documentation of sunlight deprivation
should be performed by all monitoring bodies
in places of interrogation and detention and
should include detailed conditions of sunlight
deprivation along with any reported psycho-
logical or physical effects. Stronger prohi-
bition of sunlight deprivation in detention
guidelines will ensure that it is investigated in
both preventive and post facto situations.
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Key points of interest

» This Protocol summarises the relevant
conceptual (legal and health) factors re-
garding solitary confinement, and it for-
mulates questions for its medico-legal
documentation.

» The Protocol is general in scope, with
additional specific elements for popula-
tions particularly vulnerable to solitary
confinement pending to be further devel-
oped in future editions after pilot testing.

» This Protocol is a supplement to the Is-
tanbul Protocol.

Abstract

Introduction. This Protocol originates from
a joint project regarding documentation of
psychological torture initiated by the Public
Committee against Torture in Israel (PCATI),
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International Rehabilitation Council for Torture Victims.

REDRESS and DIGNITY - Danish Institute
Against Torture (DIGNITY) in 2015 after
the Copenhagen Conference on Psychologi-
cal Torture. The project is a vehicle to estab-
lish a common understanding between health
and legal professions as to how to best ensure
the most accurate documentation of torture.

The aim of the Protocol is to improve docu-
mentation of solitary confinement and therefore
to clarify the facts of the case so that stron-
ger legal claims can subsequently be submitted
to local and international complaints mecha-
nisms. The Protocol has been developed based
on a methodology involving a compilation and
review of legal and health knowledge on soli-
tary confinement and discussions among the
authors and in a group of international experts.

Methods and Results. This Protocol is
cognisant of the significance of the specific
social, cultural and political contexts in which
solitary confinement is used. We hope that this
Protocol will assist in the discussions between
the various stakeholders and provide guidance
on what can be documented and how to doc-
ument torture.

Keywords: solitary confinement, documenta-
tion, psychological torture, Istanbul Protocol

Introduction
Building on the Istanbul Protocol (IP) and
experience among the authors, the aim of this


https://doi.org/10.7146/torture.v29i1.111205

Protocol is to improve medico-legal docu-
mentation of solitary confinement as torture
or ill-treatment so that — inter alia — legal
claims submitted to courts and complaints
mechanisms can be better corroborated by
medical evidence. This Protocol focuses on
solitary confinement when used in different
settings and forms within national criminal
justice systems. The Protocol aims at clarify-
ing the facts of solitary confinement from a
multidisciplinary perspective so that stronger
legal claims can subsequently be submitted to
local and international authorities.

Although it can be used as a stand-alone tool,
the Protocol should be better viewed as a sup-
plement to the Istanbul Protocol: Manual on
the Effective Investigation and Documentation of
Torture and Other Cruel, Inhuman or Degrad-
ing Treatment or Punishment. Therefore, some
questions related to describing the events
might overlap with those of the IP.

Within a criminal justice system, solitary
confinement is applied in places of detention
from the moment of police arrest and later
during pre-trial stages and criminal investi-
gation and/or during imprisonment. Some
countries use solitary confinement towards
prisoners who await sentencing and the execu-
tion of a death sentence. Solitary confinement
is also used during administrative immigra-
tion detention, typically for the same reasons
as within the criminal justice system, and in
care institutions such as psychiatric hospitals,
juvenile and child protection centres!. These

1 Although both the Convention on the Rights
of the Child and the United Nations Rules for
the Protection of Juveniles Deprived of their
Liberty state that solitary confinement is strictly
forbidden, it is used in many jurisdictions as a
sanction for misbehaviours or allegedly as part
of behaviour modification programs. Quite often
solitary confinement is camouflaged in “stay-in-
room” and other similar measures of isolation.

latter institutions fall outside the scope of this
Protocol, but its recommendations may still
be of value when documenting and assessing
solitary confinement used in those contexts.

Methodology

This Protocol has been developed based on an
interdisciplinary methodology developed by
DIGNITY - Danish Institute against Torture,
Public Committee Against Torture in Israel
(PCATTI) and REDRESS involving the follow-
ing steps: compilation and review of existing
legal norms and standards; review of knowl-
edge found in legal and health practice and
research regarding forms and effects of soli-
tary confinement; and discussion in a group
of international experts.? This follows the same
methodology as per the Protocol on Medico-
Legal Documentation of Sleep Deprivation
(Peréz-Sales et al., 2019) and the Protocol on
Medico-Legal Documentation of Threats. This
Protocol has not yet been pilot-tested in cases,
but the authors encourage the testing of the
Protocol in different contexts and would be
happy to collaborate on this in the future.

In those cases where the local legislation
allows it, further elements should be considered
and explored related to (a) specific health
effects on children (b) developmental and
neurodevelopmental consequences (c) negative
consequences in attachment (d) negative
consequences of the use of reward/punishment
methods as allegedly pedagogical methods.
(Gagnon et al., 2022; McCall-smith, 2022;
Royal College of Paediatrics and Child Health
(RCPCH);Royal College of Psychiatrists;British
Medical Association (BMA), 2018; UN General
Assembly, 1990)

2 The method is described in Sendergaard, E.,
Skilbeck, R., & Shir, E. (2019). Development
of interdisciplinary protocols on medico-legal
documentation of torture: Sleep deprivation.
Torture Journal, 29(2), 23-217.
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Conceptual, legal and medical/
psychological considerations

(1) Conceptual aspects
The Protocol refers to the following concepts
and definitions:

Solitary confinement: Solitary confine-
ment is defined internationally by Rule 44 of
the United Nations Standard Minimum Rules for
the Treatment of Prisoners (Mandela Rules) as:
‘the confinement of prisoners for 22 hours or more
a day without meaningful human contact’.® This
refers to the situation in which a detaining au-
thority has imposed a measure on a prisoner
who is forced to spend at least a minimum of
22 hours alone (“solitary”) in a cell without
any meaningful contact with other prisoners
or prison staff. Three central elements in this
definition are confinement, duration, and the lack
of meaningful human contact:

¢ Confinement: The prisoner is typically
placed in a confined space (most often a cell)
for solitary confinement. This could be for
example in a special wing of the detention fa-
cility or in their everyday cell. The conditions
of this cell vary greatly from one country to
another and even from one detention facil-
ity to another, for example in terms of size,
ventilation, lighting, furniture, etc. (see the
Protocol, section 3).The regime around sol-
itary confinement also varies, for example in
terms of access to outdoor space etc.

¢ Duration: It refers to the total time from
the beginning to the end of the confinement

3 Whilst the international definition of solitary
confinement is useful for documentation
purposes, as described in this Protocol, it
remains important to bear in mind that some
national and regional frameworks can differ
in the definition of solitary confinement. The
European Prison Rules (2020) adopts this same
definition however (Rule 60.6.a).

and it will be measured in hours, days up to
weeks, months and even years in the worst
cases. Depending upon the form of solitary
confinement there might be a fixed duration
of the isolation whereas in other regimes it
may be indefinite or open-ended. Note that
duration also relates to multiple consecutive
or near-consecutive stays in solitary confine-
ment (see the Protocol, section 3).

Without meaningful human contact:
Despite its centrality to the international
definition of solitary confinement, there is
limited guidance in international human
rights instruments. The Istanbul Statement
on Solitary Confinement and the Essex
Expert Group defined it as “the amount and
quality of social interaction and psychological
stimulation which human beings require for
their mental health and well-being” (Istan-
bul Statement, 2007; Essex Paper 3, 2017).%
The term “solitary confinement”. Na-
tional prison legislation may specifically refer
to “solitary confinement”, but such mea-
sures may also be referred to under other
names such as ‘isolation’, ‘segregation’, ‘ex-

It is debatable whether double-celling would
amount to ‘meaningful human contact’ according
to the Mandela Rules. It is instructive to note
that the European Committee for the Prevention
of Torture and Inhuman or Degrading
Treatment of Punishment (CPT) holds its
standards on solitary confinement to equally
apply to situations where a prisoner is placed
together with ‘one or two other prisoners’ (CPT,
European Standards, ‘Substantive sections of
the CPT’s General Reports’, CPT/Inf/E (2002)
1 - Rev. 2015, p. 29, para. 54). Haney argues
that ‘double-celling’ may even exacerbate instead
of mitigate the impact of isolation as a prisoner
is not only isolated from the general population
but also ‘crowded’ in with another person, with
whom they may not be compatible. (Haney,
Craig, Expert Report in Ashker v. Governor of
California, Civil Action No. 4:09-cv-05796-CW
(N.D. California, 2012, p. 22).



clusion’, ‘separation’, and ‘cellular’. This
Protocol uses the two terms “solitary con-
finement” or “isolation” interchangeably.

e Typical use of solitary confinement:
Within a national criminal justice system,
solitary confinement is usually imposed
by detaining authorities for the following
reasons:

1. To preserve evidence in the interests of the
criminal investigation

2. Disciplinary reasons (e.g., for punishment
for breach of prison rules)

3. Security reasons (e.g., maintaining prison
order and security against danger and
disruptions); or

4. Preventive or protective reasons (e.g.,
separating prisoners at risk of harm from
or to others which may even be requested
by the prisoner him- or herself).

The rationale and legal basis for using
solitary confinement in these situations may
differ. Solitary confinement may also occur
outside the above-mentioned situations, for
example, de facto solitary confinement in the
absence of a formal decision, or as a result
of quarantine/isolation during an outbreak
of an infectious disease where community
standards of care are not being complied
with (Cloud DH et al., 2020).

Categories of vulnerable prisoners:
Vulnerability may relate to the risk of more
severe reactions to solitary confinement of
certain groups of prisoners. The Mandela
Rules (Rule 45 (2)) refer to three such groups:

1. Prisoners with physical or mental disabilities
Children: defined as a person under the
age of 18.

3. Women who are pregnant, with infants

or breastfeeding®: This refers to women
prisoners who are pregnant or who have
recently given birth and who are now
the main caregiver for their young child
(breastfeeding or not).

Vulnerability may also relate to the like-
lihood of a prisoner being placed in solitary
confinement. For example, a detainee with a
cognitive impairment may be more likely to
not understand prison rules and thus more
likely to break them leading to punishment.
Socio-cultural factors such as indigeneity have
also been recognised as amplifying the risk of
death in solitary confinement.®

(2) Legal norms

The Mandela Rules, which reflect interna-
tional consensus around prison management
and treatment of inmates, provide for a legal
definition of all forms of solitary confinement
in which deprivation of “meaningful human
contact” for a specific period of time is key.”

5 The Bangkok Rules include specific provisions
against the use of solitary confinement in women
(rules 23 and 24) in order to avoid causing possible
health complications to those who are pregnant or
penalizing their children in prison by separating them
from their mothers. (The Bangkok Rules. United
Nations Rules for the Treatment of Women Prisoners
and Non-Custodial Measures for Women Offenders
with Their Commentary. A/IRES/65/229, 2011)

6  For an example from Australia, see Royal
Commission into Aboriginal deaths in custody,
Volume 3 [1991] AURoyalC 3,15 April 1991,
para. 25.7.12: “The extreme anxiety suffered
by Aboriginal prisoners committed to solitary
confinement should be recognised.”

7  See for example British Columbia Civil Liberties
Association and John Howard Society v. Attorney
General of Canada, 2018, B.C.J. No. 53, 2018
BCSC 62, para 61: I am satisfied based on the
evidence that the Mandela Rules represent an
international consensus of proper principles and
practices in the management of prisons and the
treatment of those confined.
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The legal interpretation of this aspect of the
definition and the maximum duration entails
that social interactions cannot be limited to
those determined by prison routines, the
course of (criminal) investigations or medical
necessity. Thus, the notion of meaningful
excludes situations in which for example 1)
prison staff deliver a food tray, mail or medi-
cation to the cell door (Essex Paper 3); 2) in-
vestigators or legal representatives incidental
and limited to their professional duties and
routine matters interact with the inmate; and
3) prisoners have means of communication
less than direct and personal (such as where
prisoners are able to shout at each other
through cell walls or communication solely
via technological means such as telephones
or computers). It is crucial that the contact
provides the stimuli necessary for human
well-being and this implies an empathetic
exchange and sustained, social interaction
(Essex Paper 3). Assessments of the level and
quality of contact must be made on a case-
by-case basis.

The Mandela Rules provide for prohibitions
of solitary confinement in cases of indefinite
solitary confinement, i.e., without an end date
(Rule 43), prolonged periods (Rule 43) and
when used towards specifically children, preg-
nant women or women with infants or breast-
feeding and prisoners with mental or physical
disabilities ‘when their conditions would be ex-
acerbated by such measures’ (Rule 45(2)).8The
last prohibition, which reflects principles stipu-
lated in the United Nations Convention on the
Rights of Persons with Disabilities and in the
European Prison Rules (Rule 60.6.b), requires

8 See case law from Australia, for example
Certain Children by their Litigation Guardian
Sister Marie Brigid Arthur v Minister for
Families and Children & Others [No 2] (2017)
52 VR 441, 554.

prison staff to consider whether prisoners suffer
from any disabilities and if so, whether their
conditions would be worsened by isolation.
Regarding children, there are specific interna-
tional regulations that forbid the use of soli-
tary confinement in juveniles (McCall-smith,
2022; UN General Assembly, 1990), with also
recommendations by medical and psychiat-
ric international bodies (Gagnon et al., 2022;
Royal College of Paediatrics and Child Health
(RCPCH);Royal College of Psychiatrists;Brit-
ish Medical Association (BMA), 2018).
Importantly, the Mandela Rules introduce
a time limit for all forms of solitary confine-
ment and ban placing prisoners in solitary
confinement for longer than 15 consecutive
days (Rule 44). The (prison) authorities’ de-
cision becomes unlawful on day 16 when the
prisoner should have been released. This also
refers to a situation of solitary confinement
for shorter periods than 15 days but where the
solitary confinement is repeated frequently.
This could happen for example if a prisoner
is placed in solitary confinement three con-
secutive times of seven days as the total dura-
tion in solitary confinement exceeds 15 days.’
Solitary confinement may cause serious
harm, amounting to torture or cruel, inhuman
and degrading treatment or punishment
(CIDTP). The legal assessment in relation to
torture needs to be based on the four elements
found in the definition of torture (Article 1 (1)
UN Convention Against Torture and Other
Cruel, Inhuman or Degrading Treatment

9 Itis also CPT’s practice to require an
interruption of several days between such
periods (CPT, Report on the Visit to Spain
in 2011, CPT/Inf (2013) 6, p. 75). See also
CPT 21st General Report, CPT/Inf (2011)

28, p. 56: ”there should be a prohibition of
sequential disciplinary sentences resulting in an
uninterrupted period of solitary confinement in
excess of the maximum period”.



or Punishment (UNCAT)), i.e., severity of
physical or mental pain or suffering, some in-
volvement of authorities, purpose, and inten-
tionality. Three of these elements under the
definition emerge to be particularly significant:
purpose, intentionality, and severity of physical
or mental pain or suffering. If these elements
cannot be identified, the measure cannot be
considered torture, but may still amount to
CIDTP. This is explored below when review-
ing jurisprudence. Specifically with regards to
solitary confinement, it is important to note
that the infliction of mental pain can constitute
torture on its own and need not be coupled
with physical pain.

CIDTP, as stipulated in article 16
UNCAT, is also absolutely prohibited under
binding international law. It presupposes some
involvement of a person with official capacity,
with the act falling short on one or more of
the three other elements of the definition of
torture (severity, intention, and purpose). By
way of example, if solitary confinement causes
severe pain or suffering, but is not intentional
or purposeful, it may constitute CIDTDP, rather
than torture. Similarly, if such an act is pur-
poseful and intentional, but does not cause
“severe” pain or suffering it will not amount
to torture but to CIDTP.

The nexus between solitary confinement
and torture/CIDTP has become well-established
in international and regional jurisprudence:

The European Court of Human Rights
(ECtHR) has stated that solitary confinement
can ultimately destroy the personality of the
detainee and his/her social abilities (Ramirez
Sanchez v. France) and that “solitary confine-
ment without appropriate mental and physical
stimulation is likely, in the long-term, to have
damaging effects, resulting in deterioration of
mental faculties and social abilities” (A.B. v.
Russia). The ECtHR has ruled on the exces-
sive use of solitary confinement in numerous

cases.!® The ECtHR has referred to the prin-
ciple of proportionality in cases when assess-
ing solitary confinement used as disciplinary
punishment. By way of example, in Ramishvili
and Kokhreidze v. Georgia, the applicant who
had been sentenced to four years in prison,
was placed in solitary confinement as a dis-
ciplinary punishment for using a mobile tele-
phone. The court first observed that, amongst
the available disciplinary sanctions, the admin-
istration chose the most severe one — confine-
ment in a punishment cell. No consideration
was given to such facts as, for example, the
nature of the applicant’s wrongdoing and the
fact that it was his first such breach. The court
found this to be CIDTP with reference to the
conditions of the punishment cell (insufficient
cell space (5.65 sq. m for two prisoners)); no
outdoor exercise; no privacy; shared bed; and
inadequate sanitary conditions.!!

National courts have also recognised that
duration is an important factor when assess-
ing solitary confinement.!?

Both the Inter-American Commission
on Human Rights (IACommHR) and the
Inter-American Court on Human Rights
(IACtHR) have similarly recognised the
profound effects of prolonged isolation and

10 Mathew v. the Netherlands, 24919/03, 29
September 2005; A.B. v. Russia, 1439/06, 14
October 2010; Piechowicz v. Poland, 20071/07, 17
May 2012; Gorbulya v. Russia, 31535/09, 6 March
2014; and N.T. v. Russia, 4727/11, 2 June 2020.

11 For criticism of the use of solitary confinement
as a disciplinary punishment for possessing a
mobile phone in Danish prisons, see Conference
Report 2017 (DIGNITY, Copenhagen), on-line
at: conference-report-solitary-confinement.pdf
(dignity.dk)

12 Ashker v. Governor of California, Civil Action
No. 4:09-cv-05796-CW (N.D. California) and
the settlement of the case 1 September 2015. See
also dissenting Judge Breyer in Ruiz v. Texas, 137
S. Ct. 1246, 1247 (2017).
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deprivation of communication. The IACom-
mHR has absolutely and consistently pro-
scribed prolonged and indefinite detention as
a “form of cruel, inhuman or degrading treat-
ment under Article 5 of the American Con-
vention on Human Rights”.!> The IJACtHR
ruled that these measures were “in themselves
cruel and inhuman treatment, harmful to
the psychological and moral integrity of the
person and a violation of the right of any de-
tainee to respect for his inherent dignity as
a human being”.!* Over the years, IACtHR
has handed down strong condemnations on
solitary confinement.!®

The African Commission on Human and
Peoples’ Rights (ACHPR) has too had occa-
sion to consider solitary confinement. On one
occasion, three political prisoners were held in
‘almost complete solitary confinement, given
extremely poor food, inadequate medical care,
shackled for long periods of time within their
cells and prevented from seeing each other
for years’ and it was held that the breadth
of this treatment constituted, amongst other
things, violations of article 5.1¢ In another, the
ACHPR found a violation in a case involving
a journalist who was detained for 147 days,
physically restrained and kept in solitary con-

13 Castillo Petruzzi et al. v. Peru, Series C, No. 52,
judgement of 30 May 1999.

14 Velazquez-Rodriguez v. Honduras, Series C, No.
4, judgement of 29 July 1988, p. 156.

15 Loayza-Tamayo v. Peru, Series C, No. 33,
judgement of 17 September 1997, p. 58; Miguel
Castro-Castro Prison v. Peru, Series C, No. 160,
judgement of 25 November 2006; Cantoral-
Benavides v. Peru, Series C, No. 69, judgement
of18 August 2000, p. 62 and 104.

16 Krishna Achuthan and Amnesty International
(on behalf of Aleke Banda and Orton and Vera
Chirwa) v. Malawi, African Commission on
Human and Peoples’ Rights, No. 64/92, 68/92
and 78/92, judgement of 22 March 1995, p. 7.

finement for some periods.!” It is difficult to
discern the legitimate bounds of solitary con-
finement from the Commission’s conflated
reasoning in these cases.

The UN Committee Against Torture
(CAT)!8 and the UN Human Rights Commit-
tee (HRC)!® have interpreted their respective
binding conventions in the context of solitary
confinement.

To avoid harm generally, the use of solitary
confinement — when not prohibited accord-
ing to hard or soft law (see above) - should
be limited to exceptional cases as a last resort
and for as short a time as possible (Rule 45 (1)
Mandela Rules). Thus, authorities are obliged
to, first, consider alternative and less restric-
tive measures and, second, if these are rejected,
ensure that the duration of the solitary con-
finement be as short as possible. The harm
caused by solitary confinement was recognised
by a trial court in Canada (the British Co-
lumbia Supreme Court) that found that “it
causes some inmates physical harm and that
it places all inmates subject to it in Canada at
significant risk of serious psychological harm,
including mental pain and suffering, and in-
creased incidence of self-harm and suicide”
(Lobel and Smith, 2020).2°The European and

17 Media Rights Agenda (on behalf of Niran
Malaolu) v. Nigeria, African Commission
on Human and Peoples’ Rights, No. 224/98,
judgement of 6 November 2000, p. 70 and 72.

18 Bouabdallah Ltaief v. Tunisia, CAT/C/31/D/
189/2001, 14 November 2003; Imed Abdelli v.
Tunisia, CAT/C/31/D/188/2001, 14 November
2003; CAT, Report of the Inquiry on Turkey,
A/48/44/ADD.1, 15 November 1993), p. 52.

19 Daley v. Jamaica, CCPR/C/63/D/750/1997. 3
August 1998; Evans v. Trinidad and Tobago,
CCPR/C/77/D/908/2000, 5 May 2003; Yong-
Joo Kang v. Republic of South Korea, CCPR/
C/78/D/878/1999, 16 July 2003, See also HRC,
General Comment 7, Article 7 (1982), p. 2.

20 See British Columbia Civil Liberties Association



Inter-American jurisprudence also require
that solitary confinement be used exception-
ally?! and, even then, proportionately.??
Additional requirements are stipulated in
the Mandela Rules, including strict medical su-
pervision of detainees in solitary confinement:
“health care personnel... shall... pay particular
attention to the health of prisoners held under
any form of involuntary separation, including
by visiting such prisoners on a daily basis and
providing prompt medical assistance and treat-
ment at the request of such prisoners or prison
staff” (Rule 46(1)).The World Medical Associ-
ation has noted that, “the provision of medical
care should take place upon medical need or
the request of the prisoner. Physicians should
be guaranteed daily access to prisoners in sol-
itary confinement, upon their own initiative”
(World Medical Association, 2019). 23
Solitary confinement should take place in
cells that meet the minimum conditions ac-

and John Howard Society v. Attorney General
of Canada, 2018, B.C.]. No. 53,2018 BCSC
62. The case has been appealed to the Supreme
Court of Canada.

21 Inter-American Commission on Human Rights,
Resolution 1/08, Principles and Best Practices on
the Protection of Persons Deprived of Liberty in the
Americas, 13 March 2008: ‘Solitary confinement
shall only be permitted as a disposition of last
resort and for a strictly limited time, when it is
evident that it is necessary to ensure legitimate
interests relating to the institution’s internal
security, and to protect fundamental rights,
such as the right to life and integrity of persons
deprived of liberty or the personnel.’

22 Case of Montero-Aranguren et al. (Detention
Center of Catia) v. Venezuela, Series C No. 150,
Judgement of 5 July 2006.

23 The IACtHR views independent and
autonomous monitoring as to the suitability of
an individual to solitary confinement as essential
(IACHR, Report on the Human Rights of
Persons Deprived of Liberty in the Americas,
OEA/Ser.L/V/IL. Doc. 64, 31 December 2011, p.
417 and 418.

cording to the international standards, e.g.,
the Mandela Rules. There are further require-
ments related to solitary confinement imposed
as a disciplinary measure, e.g., regarding the
right to complain and judicial review (Rules
36 — 53 Mandela Rules).

Specifically with regards to the right to
family life (and private communication etc.),
as recognised pursuant to e.g., the Interna-
tional Covenant on Civil and Political Rights
(ICCPR), the Mandela Rules require that
contact with families cannot be prohibited
during solitary confinement and punitive lim-
itations of family contact are prohibited, espe-
cially with children (Rule 43(3)).24 This means
that the prisoners must be allowed to maintain
some degree of contact with their family and
friends through visits, as well as through ade-
quate and frequent correspondence. However,
due to security concerns, the prison authorities
are afforded a degree of control over who is ad-
mitted for visits (Rule 60) and communication
with family and friends can be ‘under necessary
supervision’, usually by visual control (Rule 58
(1)). Moreover, while family contact cannot be
prohibited, it can however be restricted for ‘a
limited time period and as strictly required for
the maintenance of security and order’ (Rule
43 (3)) (see ECtHR, Piechowicz v. Poland).

States are obligated under international
human rights law to treat all persons equally
and without discrimination. This is enshrined
in several core international instruments in-

24 Mandela Rules (43 (3)) also provides that “the
means of family contact may only be restricted
for a limited time period and as strictly required
for the maintenance of security and order”. See
also ECtHR, Ilascu and others v. Moldova and
Russia, No. 48787/99, 8 July 2004, §438. With
regards to women, see also Rule 23 of the United
Nations Rules for the Treatment of Women
Prisoners and Non-custodial Measures for
Women Offenders (Bangkok Rules) (2010).
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cluding article 2 of the Universal Declaration
of Human Rights and article 2(2) of both the
ICCPR and the International Covenant on
Economic, Social and Cultural Rights. These
provisions explicitly prohibit discrimination
based on race, color, sex, language, religion,
political or other opinion, national or social
origin, property, birth, or other status. This is
firmly established in the jurisprudence with
respect to children,?®> LGTB prisoners,2% and
prisoners with disabilities.?”

(3) Medical/psychological aspects
Solitary confinement has been shown to have
serious and often long-lasting effects on mental

25 The UN Committee for the Rights of the Child
has consistently and on a number of occasions
emphasised that all forms of solitary confinement
of children should be abolished: Concluding
Observations on El Salvador, CRC/C/15/Add.232,
30 June 2004, p. 36(a); Concluding Observations
on Singapore, CRC/C/15/Add.220, 27 October
2003, p. 45(d); General Comment No. 10, CRC/C/
GC/10, 25 April 2007, p. 89). The IACtHR has
noted that a vast majority of member States
have continued to apply solitary confinement
as punishment towards children (IACtHR,
Rapporteurship on the Rights of the Child, Juvenile
Justice and Human Rights in the Americas, OEA/
Ser.L/V/II. Doc. 78 (2011), p. 559) and reiterated
in the same report the prohibition of ‘any state
practice that involves solitary confinement of
children held in police premises.’, p. 263. See
also case law from Australia, for example Certain
Children by their Litigation Guardian Sister Marie
Brigid Arthur v Minister for Families and Children
& Others [No 2] (2017) 52 VR 441, 554.

26 ECtHR, X v. Turkey. The UN Sub-Committee on
the Prevention of Torture has also drawn attention
to the plight of LGBT prisoners in isolation
observing that they were ‘not only likely to serve
their sentences in isolation, but also more likely to
serve longer time.” (SPT, Ninth annual report of
the SPT, CAT/C/57/4, 22 March 2016, p. 64.

27 IACtHR, Victor Rosario Congo v. Ecuador,

Case 11.427, Report No. 12/97, IACtHR, OEA/
Ser.L/V/I1.95 Doc. 7 rev. at 257, judgement of 12
March 1997.

health and psychological and social function-
ing (Grassian, 2006; Craig Haney, 2018; S.
Shalev & Lloyd, 2015; Shalev, 2008, 2022;
Siennick et al., 2021; The Lancet, 2018).
Physical symptoms may also be seen. The con-
sequences described are surprisingly consist-
ent across a wide range of studies, time, types
of prisons, categories of detainees, and loca-
tions. This overview aims at highlighting some
of the most relevant studies, both the earlier or
historic ones and more recent studies.

A range of reactions has been described fol-
lowing isolation in detention facilities. Some
relate to changes in mood, some reactions are
somatic, and others are similar to or indicative
of serious mental distress and illness. Across
studies there is strong indication that the
longer the isolation, the likelier the adverse
reactions.

A few lessons learned from studies on
sensory deprivation in experimental settings
will be included, as solitary confinement in its
strictest forms may to some extent resemble
sensory deprivation, given the potential for sol-
itary confinement to limit sensory stimulation
including to light, sound and touch by other
humans. Deprivation of stimuli can be de-
picted as a continuum, where different forms
of stimulation or sensory input are present to
varying degrees and intensities.

Consequences of isolation

The well-known but today highly contested ex-
periments on sensory deprivation carried out
in the 1950s showed that after only a few days
of severely limited sensory inputs (light, sound
and touch), the participants in the research,
who were volunteers, well-prepared, and able
to stop the experiment at any time, reported
inability to think clearly, less control over their
thinking, and loss of ability to judge time. They
also showed temporary mental impairment,
lowered concentration, reduced academic per-



formance and more restlessness. Some devel-
oped hallucinations, anxiety and even panic
(Heron, 1957; Leiderman et al., 1958).
Learning may also be drawn from emergent
fields of neuro-research that have linked
loneliness with among others poorer cogni-
tive performance, faster cognitive decline
and depressive cognition (as an example,
see Cacioppo & Hawkley, 2009). The need
for sensory stimulation for human function-
ing is well documented also in other types
of studies. In one randomised clinical trial
a group of prisoners was allocated to soli-
tary confinement for seven days and another
group to normal treatment. The former group
had decreased electroencephalogram activity
and visual evoked potentials latency (impacts
to electrical activity in the brain and visual
pathways), both indicators of neurologi-
cal dysfunction. Similar findings are seen in
sensory deprivation (O’Mara, 2015). Recent
neuropsychological studies further indicate
that extended solitary confinement can cause
brain damage (Akil, 2019), even irreversible
ones (Coppola, 2019, Kupers, 2017).
Psychological reactions: Frequently
observed psychological reactions in prison
studies, even after shorter periods of solitary
confinement, are anxiety, fear, feeling low, de-
pression, and concentration problems (Stang
et al., 2003). In one study, as many as 91%
were found to suffer from anxiety and ner-
vousness, and 70% described themselves
“on the verge of an emotional breakdown”
(Haney, 2003). Furthermore, 77% were in
a state of chronic depression and two-thirds
were suffering from more than one symptom
at the same time (Haney, 2003; Smith, 2006).
Higher levels of aggression and anger, hostility
and withdrawal from other people during and
after long-term solitary confinement, have also
been described (Jackson, 1983; Miller, 1997).
Many report feelings of estrangement from self

and others, and experiences of confusion (Pe-
rez-Sales, 2017; Sveaass, 2009).

Physical symptoms: In a study on the use
of solitary confinement during pre-trial deten-
tion, 94% were found to suffer both psycholog-
ical and psychosomatic adverse symptoms after
four weeks (Gamman, 2001; Smith, 2011), and
in another study, prisoners in solitary confine-
ment complained about more health problems
than those in regular custody, in particular
headache, pain in the neck, shoulders and
stomach, anxiety and depression (Gamman,
1995). Those with somatic diseases prior to
seclusion deteriorated. The complaints lasted
throughout the period of seclusion, but most
prisoners recovered when seclusion ended. Skin
reactions such as itching and rashes have also
been observed in people in solitary confinement
(Strong et al., 2020), as have apathy, dizziness
and loss of weight (Korn, 1988).

Psychiatric disorders: The relation
between isolation and psychiatric disorders is
complex. During the first few months of de-
tention, isolated detainees with a pre-exist-
ing mental health disorder have been found
to maintain their level of disorder, whereas
non-isolated detainees improved their situa-
tion (Andersen et al., 2003).

In one study following prisoners over time,
a significantly higher percentage of prisoners
in solitary confinement (28 % vs 15%) de-
veloped symptoms, the most common being
related to adjustment disorders with difficulty
in concentrating, insomnia, irritability, depres-
sion and sadness, anxiety, anergia and passiv-
ity as common symptoms. Typically, a mixture
of anxiety, depressive and psychosomatic symp-
tomatology was seen (Andersen et al., 2000).
Uncontrolled thought processes and halluci-
nations have also frequently been described
(Jackson, 1983).

In one study, the proportion of detainees
suffering from schizophrenia, bipolar disorder,
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generalised anxiety disorder, antisocial per-
sonality disorder, posttraumatic stress disor-
der (PTSD) and panic disorder was higher in
the isolated prisoners than in the general pop-
ulation of detainees and the non-incarcerated
groups (Hodgins et al., 1991). Detainees hospi-
talised in a psychiatric clinic have had an over-
representation of those who had experienced
solitary confinement (Volkart et al., 1983),
and prisoners kept in solitary confinement for
4 weeks were found 20 times more likely to be
admitted on a psychiatric indication compared
to those who had not been in any form of soli-
tary confinement (Sestoft et al., 1998).
Suicide and self-harm: Suicide and self-
harm are frequently observed among those in
solitary confinement. 13 % of one group in
solitary confinement were found to engage in
self-harming acts (Gamman, 2001), and in
another study, those in solitary confinement
were almost seven times as likely to self-harm
and over six times as likely to potentially fatally
self-harm as compared to those not in soli-
tary confinement (Kaba et al, 2014). The risk
of suicide has been found to increase consid-
erably when comparing isolated with non-iso-
lated detainees (Roma et al., 2013). Even in
the first years after release, those who have
been in solitary confinement/punishment cell
(one form of isolation) have been found to
have a higher mortality (Wildeman and Ander-
sen 2020; Brinkley-Rubinstein et al., 2019).

Factors impacting the effect of solitary
confinement

The detrimental effects of solitary confine-
ment may be found in most persons who
have endured forms of isolation, but several
factors may influence the outcome (Haney,
2003; Shalev, 2008).

These factors include individual aspects
like age, gender, prior health condition, cul-
tural background, personality, former stress
exposure/trauma, former placement(s) in
solitary confinement, as well as prepared-
ness, motivation and background. They also
include factors related to the circumstances
under which solitary confinement occurs, and
aspects such as duration, general conditions in
the cell, sensory inputs, mitigating factors like
access to radio, television, or newspapers, ac-
tivities and communication. Furthermore, in-
formation or knowledge about duration and
the degree of control over the duration is im-
portant, and the lack of information about du-
ration may affect the person more than the
duration itself. Furthermore, the lack of cues
to enable orientation was noted as salient (Ruff
et al., 1961). Finally lack of access to services,
complaints mechanisms etc., must also be con-
sidered factors impacting the effect of solitary
confinement.



Il. Protocol

This is a generic Protocol to guide the part of an interview that relates to documentation of
solitary confinement. As such, this Protocol complements the Istanbul Protocol when spe-
cific documentation of solitary confinement is required. However, it is worth noting that ill-
treatment and torture are often not based on single individual techniques (which may or may
not be damaging if considered one by one) but are the result of the combined interaction
of methods. Cumulative effects of the general detention and interrogation context and the
various methods used are of importance and should be documented according to the Istanbul
Protocol. The same is the case for cumulative effects over time of certain methods including
solitary confinement.

The Protocol is designed to be used by lawyers and health professionals during interviews
in a detention facility or after release. While some information may be collected by both health
and legal professionals (i.e., sections 1-4), two sections of the Protocol require specific quali-
fications (i.e., sections 5 and 6).

The Istanbul Protocol stipulates a number of important general considerations for docu-
mentation interviews, including in relation to security concerns. If the prisoner is still held in
detention, it is important to remember the person’s precarious situation, assess security con-
cerns and adopt mitigating measures if necessary. The Istanbul Protocol also stipulates general
considerations for documentation interviews with particularly vulnerable groups, e.g., children.
These considerations should be taken into account also when documenting solitary confine-
ment. Moreover, when interviewing a prisoner who has been subjected to solitary confinement
— and perhaps even for a prolonged period of time - it is important to remember measures to
avoid triggering adverse reactions.

Interviews with children are particularly difficult. Adaptation of the questions will be required
depending on the age of the child, and the child’s behaviour, cognition and emotion need to be
interpreted in light of its age and development. Interviews with children should therefore only
be carried out by interviewers with particular expertise, experience and training so that an ad-
equate assessment can be made of which parts of the protocol to use.

It is presupposed that the interviewer has collected personal information about the person,
including age, gender etc. This information will assist in the assessment of whether the person
falls within one of the categories in relation to which solitary confinement should not be used
according to the Mandela Rules (see above and section 6 below) and which specific consider-
ations need to be taken into account during the interview.

The Protocol contains six sections:

Informed consent

Subjective experience

Conditions and circumstances of the solitary confinement

Assessing health and functioning prior to detention and to solitary confinement
Assessing medical and psychological consequences, and

Legal assessment of solitary confinement

AN
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Section 1. Informed consent
Informed consent involves making sure that when someone consents to an interview (and to
the subsequent use of the information that has been provided), the person is fully informed
of and has understood the potential benefits and risks of the proposed course of action. The
interviewer should obtain informed consent according to the guidelines mentioned in the Is-
tanbul Protocol (Chapter II).

Section 2. Subjective experience
This section includes questions to be asked during the interview in order to obtain the person’s
description of his/her experience of solitary confinement. The answers should be collected as
verbatim as possible. It presupposes that first, the interviewer asks the person to confirm that
s/he has been held in a cell or other place without contact with others for a certain length of
time (solitary confinement).

If this is the case, follow-up questions should be asked. The following questions may serve
as inspiration, but other topics of relevance may arise during the interview.

* Why do you think you were held in solitary confinement?

o What do you remember from the period you spent in solitary confinement? Include additional ques-
tions about what the person saw, heard, felt, smelled, or thoughts he/she had.

* How do you think the solitary confinement affected you when it happened and immediately afterwards?

» If some time has passed since the person was released from solitary confinement: Does it szl
affect you today? If yes, can you explain how?

Section 3. Circumstances and conditions of solitary confinement

With a view to supplement what has already been described in the previous section, this section
presents questions that can be asked during the interview to obtain an account of what hap-
pened as objectively and concretely as possible. Note that there may be some gaps in the infor-
mation, but the interview should aim at collecting the facts in as detailed a manner as possible.

a. The events leading up to the solitary confinement

* How were you moved into solitary confinement?

o What was the process leading up to the solitary confinement? (e.g., if solitary confinement was
a disciplinary sanction)

» What information were you grven and when? (e.g., about the reason for solitary confinement,
expected duration, regime, complaint options, reviews and medical visits)

* Do you have any pre-existing health conditions that might affect you during solitary confinement,
and if so, were the detaining authorities aware of those, and did they take them into account? (e.g.,
claustrophobia, anxiery, depression)

b. Duration
* How many days/weeks/months/years have you been in solitary confinement in total?



o Was this one consecutive period, did you have any breaks from the solitary confinement during this
time, or did you have multiple stays in solitary confinement? (i.e., a description of length of differ-
ent stays and breaks)

c. Contact with others during solitary confinement

o Who were you in contact with during your time in solitary confinement?

* How often were you in contact with these people, and for how long?

o What was the purpose of this contact? (e.g., bringing person to the bathroom, serving food, check-in
by staff, visits from outside)

* How were you in contact with these people? (e.g., by phone, through door, visit in the cell, access
to others outside of cell)

o What was the purpose of the different types of contact you had?

* Did you get a chance to speak with them, were they silent all the time, or were you expected to keep silent?

d. Conditions under which the solitary confinement took place
Try to collect as much information as possible about the room in which the solitary con-
finement took place and about the general conditions during solitary confinement. This may
include:

» Size and condition of the room

» Type and condition of bed and other furniture

» Access to outdoor air and light in the room (presence and size of windows, doors, ventilation open-

ings)
Artificial light and switches
o Temperature, dampness and air quality

» Sounds — noise — silence, incl. changes during the day

o Possibilities to indicate time, e.g., clock, watch, prayer calls

o Level of cleanliness including presence of dirt, mould, insects or other animals

o Access to clothes, footwear, covers/blankets

o Access to food, water, and toilet facilities (how often, time between, on demand?)

o Access to warning button/alarm or other means to notify staff in case of need

o Use of restraints (when, which types)

o Access to reading materials, radio, TV, or other activities in the room

o Access to work, open air exercise or other activities outside of the room (what, how often, for how long?)

e. Contact with health professionals during solitary confinement

» Did you recerve unsolicited visits by a health professional during solitary confinement?

o If ves, how often did these visits happen? How long did the visits take, and what did the health
professional do? Were you able to speak to the health professional in private?

* Did you yourself request to see a doctor or other health professional during the solitary confine-
ment, and was your request granted?

f.  Access to legal safeguards during solitary confinement

o Were you able to file a complaint about being placed in solitary confinement or the conditions of
the confinement?

* Did you have access to free legal aid or to see a lawyer?

» Did regular reviews of the decision to place you in solitary confinement take place, and did you
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Section 4. Assessing health and functioning prior to detention and solitary confinement
This section is intended to gain information about the person’s health status and functioning
prior to detention and to solitary confinement. This serves three main purposes:

» Identifying any pre-existing conditions may help when arguing that the person should not
have been placed in solitary confinement due to particular vulnerabilities.

» Comparing the person’s health status pre and post solitary confinement may assist in assess-
ing the impact that the isolation may have had.

* Determining in court proceedings whether the plaintiff has the burden of proof (see section 6).

Before asking the below questions, the interview should clarify whether previously, the person
has spent time in solitary confinement as well as reactions experienced. For each instance, in-
formation should be collected about when, where and under which conditions.

Please collect the answers as verbatim as possible.

1. Physical and mental health related problems prior to detention and prior to experiencing
solitary confinement (preferably to be asked by a health professional).

2. If the person has spent time in detention prior to solitary confinement, ask also about
physical and mental health related problems prior to solitary confinement (preferably to be
asked by a health professional).

3. General level of functioning prior to detention. Issues may include living conditions, edu-
cational background, work and other forms of daily activities, financial situation, family
situation, plans and aims.

4. If the person has spent time in detention prior to solitary confinement, ask also about the
level of functioning in detention prior to be placed in solitary confinement. Issues may include
relations to other detainees and staff, and work or other activities.

Section 5. Assessing physical and psychological consequences
This section of the Protocol should be used either by a medical or psychological expert. The
following questions serve as inspiration as to what would be relevant to ask to assess physical
and psychological consequences, bearing in mind that the specifics of the person and the situ-
ation in which the interview takes place should always be taken into account. Please provide a
detailed description of the person’s responses.

If an interviewer without medical or psychological expertise is not available, and taking into
account the experience of the interviewer, the first four questions below might still be asked,
but caution should be exercised to avoid intimidating the person interviewed.

» Did you experience any physical symptoms while being in solitary confinement (e.g., pain, sleeping
problems, nausea, dizziness, bodily tension)? Please describe in detail.

» Did you experience any mental health problems while being in solitary confinement? Please de-
scribe in detail.

* Have you ever required medical or psychological trearment for these problems?

* Do you currently experience any mental health or social problems that you artribute to having been
in solitary confinement?



Further details about the person’s reactions to solitary confinement can be collected using the
below two checklists and the additional questions related to the person’s interaction with others.
The elements of the checklists and the questions are designed to be used after solitary confine-
ment has been terminated. They may also serve as inspiration while interviewing someone who
is still in solitary confinement, but the precarious situation and the mental state of the person
needs to be taken into account when deciding on the level of detail of the questions asked.

1: Checklist of cognitive symptoms:

This checklist assesses the person’s cognitive symptoms during solitary confinement and af-
terwards. 28 When asking questions, please seek details of any of the below items (e.g., circum-
stances, symptoms, subjective experience or whatever can help to understand the item).

Table 1. Checklist of cognitive symptoms:

Did any of these
symptoms occur
while in solitary

What was the
situation after
solitary confine-

confinement, ment?

and how often?

1. Never 1. Not applicable
2. Sometimes 2. Improved

3. Often 3. Unchanged

4. All the time | 4. Worsened

1. Did you ever lose consciousness?

If yes: Reasons for losing consciousness:

(a) Beatings to the head or other head trauma
(b) Suffocation/asphyxia

(c) Emotional fainting due to anxiety or fear
(d) Other forms of pain

(e) Other

2. Orientation. Were you able to say more or less

how much time you had been detained in solitary
confinement?

3. Orientation. Did you usually know, approxi-
mately, the time of the day? (morning, afternoon,
evening or night)

4. Awareness. Did you feel sleepy most of the day?

28 Items selected and adapted from MOCA and Brief Neuropsychological Assessment questionnaires to a
context of detention and solitary confinement.
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5.

Concentration and Memory. Did you ever
notice that you could not remember basic
information about yourself (e.g., the name of
very close family members, details from your
childhood)?

6.

Concentration and Memory. Did it happen
that you were not able to understand even simple
questions from others?

7.

Concentration and Memory. Were you able to
recall, immediately after having been in solitary
confinement, how your cell was (do not use if the
person was blindfolded)?

8.

Concentration and Memory. Did you notice
any difficulties in concentrating on tasks or
activities you were engaged in?

9.

Perception. Did you perceive your surround-
ings altered (e.g., walls, ceiling as moving or as
falling upon you?)

10.

Perception. Did you hear voices or see figures
outside your head and later you realised that they
were unreal?

11.

Judgement. Did you experience any situation
where you tried to talk but found it difficult to
find the right words and/or you felt blocked?

12. Judgement. Were your legal rights explained to

you, but you were not able to understand the
contents of the conversation?

13. Judgement. Were you presented with docu-

ments (e.g., confession, statement, etc.) that you
were not able to understand?

14.

Subjective Self-Assessment. Do you think you
were fit to make decisions of any kind?




2: Checklist of emotional symptroms:
This checklist assesses the emotions during solitary confinement and afterwards. ?°
Questions related to the person’s interactions with others:

o After having been in solitary confinement, have you experienced any changes in your desire to be
with others? (e.g., wanting more or less contact, withdrawing from others or avoiding others
altogether)

* Do you experience any problems when being with others? (e.g., concentration problems, lack of
trust, disturbing thoughts, disturbing emotions (e.g., anger or disappointment), or psycho-
somatic reactions (e.g., sweating, dry mouth, shaking, or dizziness))

* Do you feel that being with others can help you?

Is there a difference in your reactions depending on who you are with? (e.g., family, friends, col-

leagues)

* Do you feel that your reactions to being with others make things difficult for you? (e.g., influences
how the person fulfils his/her role in the family or the ability to work or study)

29 Items selected and adapted from the Positive and Negative Affect Schedule (PANAS) and Profile of Mood
States (POMS) to a context of detention and solitary confinement.

Table 2. Checklist of emotional symptoms.

Did any of these | What was the
emotions occur situation after
while in solitary | solitary confine-
confinement, and | ment?

how often?

1. Never 1. Not

2. Sometimes applicable

3. Often 2. Improved

4. All the time 3. Unchanged
4. Worsened

Emotions, Feelings and Somatisation

1. Sadness

. Anger (at yourself or others)

2
3. Terror, Fear
4

. Anxiety including problems breathing, or panic
attacks
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Acting emotions

6. Self-Harm. Urge to harm yourself (e.g., cutting
or hitting)

7. Suicide ideation. Thoughts about taking your
own life

8. Suicide plans or actions. You had a defined
plan or even tried to kill yourself

9. Apathy. Feeling abandoned and without hope

Secondary Emotions — Emotions related to others

10. Shame. Intense humiliation or degradation

11. Guilt. Self-accusation or intense remorse

Detaching emotions

12. Dissociation. Feeling that everything was unreal.
Dazed, as if everything did not really happen to
you.

Positive Emotions

13. Control. Calm, feeling in charge

14. Happiness. Moments of joy despite everything

Further assessments:

Annex A includes a selection of clinical scales that may be used for the full assessment of the
person as per the Istanbul Protocol. These scales may be used also i relation to solitary confine-
ment. For instance, if the PCL-C-V is used to assess symptoms of post-traumatic stress disorder,
explain to the person that each item (flashbacks, avoidance behaviours, intruding thoughts)
should be considered in relation to solitary confinement (i.e., flashbacks or recurrent thoughts
on the time in solitary confinement, avoidance of being alone etc). When doing the assessment,
use the most recent and validated versions of the clinical scales available.

Conclusion:
You should end your assessment with summarizing the findings, if possible using the ICD or
DSM diagnostic systems.

Section 6. Legal assessment of solitary confinement

This section of the Protocol should be used by a legal professional. Try during the interview to

seek the below mentioned information that will be useful for the legal assessment of the case.
When assessing the measure in light of international law, there are different questions to

be considered:

* What type of solitary confinement was imposed in the specific case and why?
* Did the person belong to one of the vulnerable groups who should not be subjected to soli-
tary confinement according to the Mandela Rules?



* Did the measure violate other principles of the Mandela Rules?

* E.g., was the measure in violation of an absolute prohibition?

* Did the measure amount to torture or ill-treatment (Articles 1 or 16 UNCAT)?

* Did solitary confinement violate other human rights norms? This legal assessment would
relate to, inter alia, freedom from non-discrimination i.e., whether the instance was imposed
discriminatorily.

At a procedural level, it is worth remembering that the general rule across jurisdictions
is that the plaintiff has the obligation to prove his claims. However, if the plaintiff can docu-
ment good health when detained whereas this was no longer the case when released, then the
burden of proof may change to the defending state, as it happens in European jurisprudence
(ECtHR, Ribitsch v Austria). If you have managed to collect information about the person’s
health prior to detention and to solitary confinement (see above), this may prove of relevance
for procedural questions.

Interpreting and using medical and psychological assessment results
In light of the above legal discussion, it is likely that argumentation could be supported by as-
sessments undertaken by health professionals.

When assessing the outcomes of such assessments, guidance can be sought in the Istanbul
Protocol and the following questions should be raised:

* Do the findings suggest that solitary confinement has led to physical and/or mental health
problems?

* May pre-existing mental health problems have increased the risk of exacerbating mental health
problems while in solitary confinement?

* May pre-existing mental health problems have led to solitary confinement?
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Annex 1. Solitary Confinement. Quick Inter-
viewing Guide.

Quick interviewing guide.

1. Ask openly about the alleged victim’s subjective experience of solitary confinement.

Collect answers as verbatim as possible.

Why were you held in solitary confinement?

What do you remember from the time spent in solitary confinement?
How did it affect you when it happened and immediately afterwards?
Does it still affect you today? If yes, how?

2. Circumstances and conditions.

What were the events leading up to solitary confinement?

How much time did you spend in solitary confinement? One or several episodes?
Who were you in contact with during the time in solitary confinement, how; how often;
and for what purpose?

How were the conditions under which solitary confinement took place, e.g. conditions
of the cell and access to a toilet; use of restraints; access to work and activities?

Did you have access to a health professional?

Did you have access to a lawyer and was the decision of solitary confinement reviewed
regularly?

Were you able to file a complaint?

3. Health and functioning prior to detention and solitary confinement. This section

serves to:

- Identify pre-existing health-conditions that indicate particular vulnerabilities

- compare health status pre and post solitary confinement
- determine whether the plaintiff has the burden of proof
Collect information about:

Previous solitary confinement and re-

actions

Physical and mental health related problems prior to detention

Physical and mental health problems prior to solitary confinement

General level of functioning prior to detention, incl. living conditions; financial situa-
tion; family situation; plans and aims

Level of functioning while in detention but prior to solitary confinement, incl. relation
to other detainees and staff; work and other activities



4. Physical and psychological consequences of solitary confinement.

» Did you experience any physical symp-
toms while being in solitary confine-
ment?

» Did you experience any mental health problems while being in solitary confinement?

» Have you ever required medical or psychological treatment for these problems?

* Do you currently experience any mental health or social problems that you attribute to
having been in solitary confinement?

* In addition to these questions, checklists to explore in depth potential cognitive and
emotional reactions can be used by health professionals.

5. Legal assessment (not part of the interview):

» What type of solitary confinement was imposed?

* Did the person belong to a vulnerable group who should not be subjected to solitary
confinement?

» Did the measure violate other principles of the Mandela Rules?

* Did the measure amount to torture or ill-treatment?

* Were other human rights norms violated?

* How does the medical/psychological assessment contribute to conclusions?

Annex 2. Additional questionnaires

This Protocol can be complemented with the following assessment tools. Some of these are
referenced in the Protocol, others included for information.

Posttraumatic Stress Disorder (PTSD): The Posttraumatic Checklist Civilian Version 5
(PCL-C-5), a 20-item questionnaire that provides a diagnosis of PTSD according to DSM-V
Criteria. There are also short screening versions available. The International Trauma Question-
naire is a 12-item measure that provides diagnoses of PTSD and Complex PTSD according to
ICD-11.The Dissociative Experiences Scale (DES-II) provides a measure of states of dissocia-
tion. Can be tailored to reaction within detention periods.

Daily Functioning: Consider measures that assess the autonomy of the person after release
from detention (e.g., work, study, community and family life).

Montreal Cognitive Assessment (MOCA). 30 items assessing neurocognitive function-
ing. Administration takes around 15°. Ziad S. Nasreddine MD, et al, The Montreal Cognitive
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Assessment, MoCA: A Brief Screening Tool For Mild Cognitive Impairment, Journal of the
American Geriatric Society, 30 March 2005.

Brief Neuropsychological Assessment — Mini Mental State Examination. 30 items
measure that screen for cognitive impairment linked to medical conditions. Folstein MF, Fol-
stein SE, McHugh PR. “Mini-mental state”: a practical method for grading the cognitive state
of patients for the clinician. J Psychiatr Res. 1975;12:189-19.

Positive and Negative Affect Schedule (IPANAS). Short scale that consists of two 10-item
mood scales to measure emotional reactions to a given situation. D. Watson, L.A. Clark, and A.
Tellegen (1988). Development and Validation of Brief Measures of Positive and Negative Affect:
The PANAS Scales. Journal of Personality and Social Psychology, 54, 1063-1070.

Profile of Mood States (POMS). 65 items assessing 7 different mood domains. McNair, D.,
Lorr, M., & Droppleman, L. (1971). Manual for the Profile of Mood States. San Diego: Educa-
tional and Industrial Testing Service.

Intentionality Assessment Checklist (IAC). This is an aid to assess the alleged torture
perpetrator’s intent. It helps to systematically assess all potentially pertinent elements, without
aiming to provide a score but an overall perspective of elements relevant to intentionality. Pau
Pérez-Sales, Psychological Torture, Routledge. p. 375

MQPL+: Measuring the Quality of Prison Life (MQPL) and Staff Quality of Life
(SQL). Liebling, A., Hulley, S. and Crewe, B. (2011), ‘Conceptualising and Measuring the
Quality of Prison Life’, in Gadd, D., Karstedt, S. and Messner, S. (eds.) The Sage Handbook
of Criminological Research Methods. London: Sage

Beck Depression Inventory: Yuan-Pang Wang and Clarice Gorenstein (2013). Psychometric
properties of the Beck Depression Inventory-II: a comprehensive review. Brazilian Journal of
Psychiatry, vol.35 no.4, http://dx.doi.org/10.1590/1516-4446-2012-1048

The Mini-International Neuropsychiatric Interview. (M.I.N.L.) is a short structured di-
agnostic interview, developed jointly by psychiatrists and clinicians in the United States and
Europe, for DSM-IV and ICD-10 psychiatric disorders. (M.I.N.1.): the development and vali-
dation of a structured diagnostic psychiatric interview for DSM-IV and ICD-10

DV Sheehan, Y Lecrubier, K H Sheehan, P Amorim, ] Janavs, E Weiller, T Hergueta, R Baker,
G C Dunbar. J Clin Psychiatry 1998;59 Suppl 20:22-33; quiz 34-57.
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Remote evaluations for humanitarian
parole of asylum seekers to the United
States - The case of MA
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Introduction to the reader:

This case seeks to demonstrate the value
of remote evaluations conducted by health
professionals for the purpose of applying for
humanitarian parole. In this case, a survivor
of labor trafficking, kidnapping, and sexual
violence in her home country endures ad-
ditional physical and psychological suffering
after experiencing physical and sexual assaults
while awaiting entry into the United States to
seek asylum. As increasing numbers of mi-
grants seeking protection arrive at the United
States’ southern border, immigration enforce-
ment deterrence policies keep many asylum
seekers in limbo. Remote evaluations con-
ducted by health professionals to document
physical and psychological disorders for the
purpose of applying for humanitarian parole
can help to prioritize the most vulnerable
cases (Mishori et al, 2021).
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2) Departments of Pediatrics and Medicine, Johns
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Refugee Health and Asylum Collaborative;
Center for Public Health and Human Rights
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International Rehabilitation Council for Torture Victims.

Background

Patient MA is a female in her mid-30s seeking
asylum in the United States. As a child in her
home country in the Caribbean, her biologi-
cal mother offered her as payment for a debt
to a wealthy woman. Through her childhood,
she provided uncompensated household
labor to this woman until MA became an
adult and married a man with whom she had
a son. Later, MA and her son were kidnapped
and held for ransom. When her husband was
unable to pay the ransom, she was repeatedly
sexually assaulted in retaliation and her son
was deprived of food and water. When they
both were finally released, MA’s husband and
his family rejected her after she disclosed the
episodes of sexual violence. Fearing for her
life and safety, she flew with her son to South
America and travelled north to seek asylum
in the United States. During the journey, she
was exposed to significant secondary trauma.
At the US-Mexico border, MA was assaulted
by two men, both physically and sexually. She
received only limited care following the attack.
A medico-legal evaluation of MA was con-
ducted using remote communication technol-
ogy by a physician as part of her humanitarian
parole application while she remained in
Ciudad Juarez with her son. In contrast to
asylum evaluations, which may correlate past
trauma to physical and psychological signs
and symptoms, the purpose of humanitarian
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parole evaluations is to document ongoing
medical vulnerability as a compelling basis to
be allowed to temporarily enter the United
States on humanitarian grounds.

Ethical considerations
Verbal informed consent was obtained from the
patient for the publication of this case report.

Psychological signs and symptoms

As a child, MA had been told that she had
been orphaned and was not aware that her
mother had voluntarily relinquished her for
financial benefit. The arrangement of poor
children living with wealthy families and per-
forming unpaid housework was somewhat
normalized in her culture, despite meeting
international definitions of child slavery
(Blagbrough, 2008). As an adult, she enjoyed
a relatively stable and happy relationship with
her husband and son and endorsed no history
of depression or anxiety. However, she began
to exhibit active symptoms of severe PTSD
following the kidnapping and sexual assault
in her country of origin.

Her PTSD symptoms included (but were
not limited to) intrusive and unwanted mem-
ories from the episode; physical and emo-
tional reactions to these memories; avoidance
of trauma reminders (such as interaction with
men); diminished interest in activities; feel-
ings of detachment; irritability; hypervigilance;
problems with concentration; and sleep distur-
bances. She also developed various symptoms
of severe major depression, including impaired
sleep, loss of interest, guilt, low energy, diffi-
culty with concentration and decreased appe-
tite. Her symptoms initially started to improve
when she was able to leave her country of
origin with her son. However, they acutely
worsened when she witnessed numerous acts
of sexual violence while crossing through the
Darién Gap of Panama.

Once she reached the US-Mexico border
and became temporarily settled in Ciudad
Juarez while awaiting legal processing to cross
the border, she remained highly symptomatic
as she did not feel safe in her environment.
She experienced significant emotional vola-
tility and became increasingly depressed. Her
state of constant fear then became unbearable
after she was abducted and physically and sex-
ually assaulted by two men. She was thrown
into a car, bound, blindfolded, and taken to an
undisclosed location, where she was raped and
punched in the face. At the time of the med-
ico-legal evaluation, which was several weeks
after the assault, she scored a 58 on a version
of the PCL-C in her native language, indicat-
ing a high severity of PTSD. On a culturally
and linguistically appropriate validated depres-
sion inventory she scored within the severe
range for depression.

Physical signs and symptoms

By the time of the remote evaluation, MA’s
immediate wounds from the assault were no
longer visible, but she possessed contempo-
raneous time-stamped photos of her injuries
for review. She further endorsed intermittent
acute-onset episodes of shortness of breath
and pleuritic pain. These episodes were be-
coming more frequent and she expressed an
intense fear that she could be gravely ill or
dying when these pain episodes occurred.

Interpretation and conclusion

MA’s physical and psychological findings are
consistent with the traumatic experiences she
reported. MA suffered from serious and chronic
PTSD and major depression due to the com-
pound trauma she endured, made worse by
the persistent insecurity she felt while she re-
mained in Ciudad Juarez, where she had been
recently raped and assaulted. Additionally, her
report of intermittent transient pleuritic chest



pain and shortness of breath associated with
feelings of impending doom was suggestive of
panic disorder, though this would be a diagno-
sis of exclusion and was felt to merit additional
workup. Following the remote medical evalu-
ation, these findings were reported in a letter
documenting her physical and psychological
vulnerability and she was granted humanitar-
ian parole and allowed entry into the United
States, where she has now settled and is receiv-
ing appropriate care.

Discussion

Increasing numbers of humanitarian parole
evaluations are being conducted remotely by
clinicians in the United States. MA’s evalu-
ation began with a group discussion thread
with all those involved over a secure chat
platform (WhatsApp). The evaluator first
provided a clear overview of the logistics of
the evaluation (e.g., start time and expected
duration, participants present and their roles,
need for adequate signal/data, importance of
being in a private location, inability to provide
treatment). Once it started, the evaluation ini-
tially took place with video enabled, but it was
quickly converted to audio-only due to limi-

tations with the client’s data network speed.
The lack of a video stream for the majority
of the encounter was not felt to have com-
promised rapport-building and, based on the
client’s account, may have made sharing some
of the details of her past assaults less difficult.

MA’s case highlights the utility of using
remote evaluations to provide a prompt as-
sessment of the psychological and physi-
cal symptoms of trauma victims residing in
triggering and unsafe environments. Such an
assessment can support an application for hu-
manitarian parole, which has become an in-
creasingly important legal mechanism to allow
asylum seekers to enter the United States in
the setting of recent border policies of deter-
rence (including metering, Migrant Protection
Protocols, and Title 42). Remote psychiatric
evaluations using a telephonic format have
been shown to allow clinicians to obtain com-
plete histories and make equally satisfactory
diagnoses and recommendations (Bayne et al,
2019). While there are challenges to remote
evaluations (such as those cited pertaining
rapport building or technical difficulties), cli-
nicians surveyed have consistently noted that
they are able to achieve the goals of the eval-

Table 1. Advice in documenting physical and psychological trauma during remote evalua-
tion (Raker and Niyogi, 2022; Tertsakian, 2018)

Psychomedical/Legal Considerations

Technological Considerations

Allocate longer period for establishing trust

Clarify the relationship of the referring at-
torney to the client and the limitations of
their legal assistance

Be aware of the limitations that can ac-
company remote evaluations (e.g., not being
able to observe body language in audio en-
counters)

Identify follow up plans in case patient
demonstrates risk of danger to self or others

Ensure adequate connectivity and charge of
devices

Choose a secure platform and consider at-
taching to an evaluation-specific number
(e.g., Google Voice)

Establish alternative plan in case of technol-
ogy failure

Confirm client is a safe and private space
for the duration of the interview
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uation within the remote setting (Mishori et
al, 2021). Of course, there are important prac-
tical measures to consider when conducting
these evaluations. An overview of these best
practices can be found in the attached table.
MA'’s case, where her environment had
already put her at significant risk and was
continuing to trigger her PTSD and depres-
sion, exemplifies the benefits of a prompt
evaluation. At the same time, it also identi-
fies potential risks in conducting them in the
cross-border setting, particularly when inter-
viewing clients in a city where you have not
worked directly or are not connected to any
local partners. Indeed, it is important to con-
sider potential action plans in the case of a
client’s reporting active suicidal ideation, de-
veloping a panic attack during the encoun-
ter, or divulging medical issues requiring
exigent response. Furthermore, referrals for
these evaluations often come from attorneys
or legal service organizations that are not fully
or even partially representing the client, but
rather providing limited supportive services
such as preparation and filing of initial paper-
work. As such, there is often much less infor-
mation on the client provided up front than
in the case of forensic evaluations of clients
referred by their full legal representatives.
While these considerations must be weighed
carefully, the need for remote evaluations of
cross-border clients seeking entry through hu-
manitarian parole is great, highlighting the

need to identify best practices and provide a
pathway for formal training and mentorship
for interested providers.
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New appointed Special Rapporteur on
torture and other cruel, inhuman or
degrading treatment or punishment

On July 8™ of 2022, the UN Human Rights
Council announced the new assigned special
Rapporteur on torture and other cruel,
inhuman or degrading treatment or punish-
ment: Dr. Alice Jills Edwards, member of this
Journal’s Editorial Advisory Board. We cel-
ebrate and congratulate her!

As an qualified barrister, published author,
competent lawyer, scholar, diplomat and ne-
gotiator, Dr. Edwards has over two decades of
professional experience in human rights, inter-
national law, UN mechanisms and academia.
Throughout her career, Dr. Edwards worked
with different actors such as national and in-
ternational bodies, CSOs, and governments
to enhance mechanisms within police and
law enforcement, discrimination law, crimi-
nal justice, prison and correctional standards,
as well as immigration, asylum, statelessness
and human trafficking concerns.

Dr. Edwards holds a PhD in Public In-
ternational Law from the Australian National
University; a Master of Laws in Public Inter-
national Law awarded with Distinction from
the University of Nottingham; a Diploma in
International and Comparative Law from
the René Cassin International Institute for
Human Rights in France; and a Bachelor of
Laws (with Honours) and Arts from the Uni-
versity of Tasmania in Australia.

While having engaged with world-leading
universities, her academic path results in over
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50 publications and reports. Among these,
she authored and co-edited Human Security
and Non-Citizens: Law, Policy and International
Affairs (2010), Violence against Women under
International Human Rights Law (2011), Na-
tionality and Statelessness in International
Law (2014), and In Flight from Conflict and
Violence: UNHCR’s Consultations on Refugee
Status and Other Forms of International Pro-
tection (2017). She also published empirical
case studies on legal angles concerning the
application of the UN Optional Protocol to
the Convention against Torture (OPCAT) to
immigration and refugee detention centres.
These publications have been used by govern-
ments, courts, CSOs, UN bodies and interna-
tional organisations.

While Dr. Edwards has engaged in ad-
visory committees for the revision of the Is-
tanbul Protocol (OHCHR, 2022) and the
Méndez Principles, she has also contrib-
uted to drafting the underpinning CEDAW
General Recommendation N° 32 (CEDAW,
2014), the UNHCR’s detention guidelines
(UNHCR, 2012) and the first guidelines on
gender-related persecution (UNHCR, 2002).
Being the first woman in this role, she also
brings a significant focus on gender. Her ded-
icated work to ensure adequate compensa-
tion for female who suffered sexual violence
during the Bosnia and Herzegovina conflict,
was later adopted as State policies and UN
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operational practice, and informed her book,
Violence against Women under International
Human Rights Law (Cambridge University
Press, 2011). Her cutting-edge legal argu-
ment alleging that sexual violence and rape
are forms of torture and persecution is now
widely accepted, allowing hundreds of thou-
sands of survivors to claim protection under
the 1951 Convention relating to the Status
of Refugees.

In her early international relations career,
she worked for Amnesty International and a
development NGO in Mozambique. During
her tenure as Head of the Secretariat of the
Convention against Torture Initiative (CTI),
15 new States ratified the UNCAT and initi-
ated their implementation processes.

With such demonstrated commitment and
engagement to improve the lives of individu-
als who have been subjected to torture and
other human rights violations, her mandate
will put the rights of survivors and their fam-
ilies at centre, advocating for their right to re-
habilitation, restoration and engaging them in
decision-making. While adopting a clear com-
munity-led approach, she also brings a femi-
nist and egalitarian perspective to matters of
prevention, consequences and accountability
of ill-treatment and inhumane practices.

Again, we celebrate and congratulate Dr.
Edwards, and we are sure her rapporteurship
will bring solid and pragmatic advice on in-
ternational law and best practice and contrib-
ute to long-term and substantial change in the
fight against torture and ill-treatment world-
wide.

Congratulations, Alice!
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Thematic briefing: strengthening the
recognition and protection of relatives of

disappeared persons

On September 2274, the International Reha-
bilitation Council for Torture Victims (IRCT)
and the World Organisation Against Torture
(OMCT) held a briefing with the United
Nations Working Group on Enforced or
Involuntary Disappearances (WGEID) to
endorse effective recognition and protection
of relatives and secondary victims of those
who are forcibly disappeared around the
world.

As documented by the WGEID, enforced
disappearances is a global problem, with hun-
dreds of thousands of individuals disappeared
during conflicts or periods of repression.

The medico-legal community has recur-
rently acknowledged the need to recognise the
suffering inflicted on relatives of those forcibly
disappeared as a form of torture. Nonetheless,
family members continue to be systemati-
cally neglected, coerced and intimidated by
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their States and criminal justice systems in
the process of searching for their loved ones.

In this briefing, the main findings pub-
lished in the special sections on Enforced
Disappearances of the Torture Journal: Vol.
31 No. 2 (2021) and Vol. 31 No. 3 (2021)
were presented by Pau Pérez-Sales, Psychi-
atrist, Editor-in-Chief of the Torture Journal
and Clinical Director at SiRa, and Bernard
Duhaime, Professor of international law at the
Faculty of Law and Political Science of the
University of Quebec in Montreal and former
member and Chair of the WGEID. Followed
by the recommendations addressed to the
WGEID presented by Helena Sola Martin,
Senior Legal Advisor with OMCT. A brief-
ing note was drafted as a result of this the-
matic briefing presenting a summary of key
findings and recommendations shared with
the WGEID.
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World needs leadership and greater
political will to combat torture

Dr. Alice Edwards’

Nearly four decades on since the mandate of
UN Special Rapporteur on Torture was estab-
lished, we are still far from a world where all
persons can live freely and peacefully without
the risk of private or public forms of harass-
ment, abuse or torture.

1) New UN Special Rapporteur on Torture and
Other Cruel, Inhuman or Degrading Treatment
or Punishment*, outlines her vision, approach
and priorities

https://doi.org/10.7146/torture.v33i1.134417
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Despite the longstanding and universally
accepted prohibition of torture, and the obli-
gations on states to prevent such ill-treatment,
the practice persists. Inhuman or degrading
harm is carried out every day and at times
routinely.

That is why I will be making leadership a
central plank of my mandate as UN Special
Rapporteur on Torture, and am calling on
greater political will to better combat torture,
including everyday forms of inhuman treat-
ment and punishment. In order to bring about
sustained and long-term changes, leaders at all
level are required to be involved in identifying
the problem and being part of the solution.

Tackling root causes to prevent torture and
promote accountability are equally crucial,
and I will also take action to reinforce the in-
ternational legal framework and safeguard it
against attack.

The rights of victims and survivors and
their families must be put centre-stage. This
includes their right to speak and be heard,
the right to take part in decisions affecting
them, the right to rehabilitation and a remedy.
While avenues of justice for victims of torture
and similar crimes have become more avail-
able over the past thirty years, and the sophis-
tication of interviewing, evidence collection,
documentation and preservation, including
through implementing the Istanbul Proto-
col, remedies for hundreds of thousands of
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them remain remote and unattainable. For this
reason, too, my mandate will pay particular
attention to gathering and sharing national
practices of torture investigations and prose-
cutions, with the hope to expand the number
of survivors achieving a restorative and just
future for them as well as their children, fam-
ilies and communities.

It is imperative to focus on discrimina-
tory causes of torture and ill-treatment and
push for changes that include the rights of
the women and girls, and other marginal-
ised, under-represented and disadvantaged.
A number of studies carried out in different
countries have documented that vulnerable
people and communities are at greater risk
of being subjected to abuse and oppressive
practices and unfairly treated within criminal
justice systems.

Building safer, torture free and more just
societies cannot be done successfully without
engaging with governments through con-
structive dialogue and by providing pragmatic
advice. This is because perceived externally
imposed solutions rarely achieve the buy-in
necessary to activate necessary reforms.

Fact-finding country visits are an import-
ant part of the Special Rapporteur’s mandate,
as are responding to urgent actions and alle-
gations of torture and ill treatment. In all this
work, a victim- and survivor-centred approach
will be taken. Sharing good practices drawn
from diverse regions and country experiences
will aim to encourage positive cooperation from
states in addressing allegations of torture.

Small as well as bold actions are being
taken by a wide number of countries and their
officials - supported by civil society - to enforce
human rights-based societies. These examples
of progress are symbols of hope and ought to
be acknowledged. However, new global chal-
lenges highlight more than ever the need to
counter complacency or tolerance of torture
and ill treatment. Reports from human rights
groups suggest that among ordinary people
there have been at times misunderstandings
of what torture is and a growing tolerance
for it. Thus, raising awareness with relevant
stakeholders and the general public about their
right to be treated humanely in all interactions
with the state is essential.

The work ahead requires a collective drive.
We all have a role to play, from academics
and practitioners researching and putting into
practice groundbreaking new ways to rehabili-
tate and heal from torture, to national human
rights and preventive mechanisms keeping a
spotlight on misconduct, to police, judges,
lawyers, health and prison officials working
in at-risk systems and striving to do better,
through to parliamentarians, militaries and
governments with ultimate responsibility and
accountability. Let this be the start of a period
of renewed action.

END

*Dr. Alice Edwards was appointed by the Human
Rights Council in July 2022 and took office in
August. She is the first woman to hold office as the
UN’s torture expert. Dr. Edwards is a board member
of Torture Journal.
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Prof. Henrik Marcussen

(17 January 1938 - 22 February 2023)

Prof. Henrik Marcussen, former Editor-in-
Chief of the Torture Journal passed away on
the 22" of February 2022. We had the joy
to share with him the 30™ anniversary of the
Journal last November, where he addressed
some words to the readers and colleagues.
Prof. Marcussen lead the process of transfor-
mation of the Journal from an international
bulletin that aimed to denounce the situation
of torture in the world and the efforts in the
fight against it of the different centres world-
wide, into a modern academic medical Journal.
Furthermore, Prof. Marcussen was key, from
his role, in pushing for strengthening the devel-
opment of medical research and rehabilitation
programmes. He managed to give the Journal
a unique perspective and style where readers
where at the centre. The Journal was conceived
as a practical tool for practitioners that com-
bined science and activism in a unique way.

We want, in these pages, to honour his
memory through the words of those who knew,
worked with him and loved him.

https://doi.org/10.7146/torture.v33i1.136526
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Henrik Marcussen licensed from the Univer-
sity of Copenhagen in 1964, specialised in
internal medicine, and obtained his PhD in
1979 with the thesis »Ulcerative colitis and
colony antibodies«. He published many sci-
entific articles, especially on gastroenterologi-
cal topics. He was chief physician at Ringsted
Hospital from 1979 to 2004, and chief physi-
cian at Slagelse Hospital, Department of Gas-
troenterology, from 2004 to 2010.

Henrik held a number of positions of trust,
including chairman at Yngre Leegers Felles-
rad, Kbh./Frb. (1973-79), member of the
board of the Copenhagen Medical Association
(1973-79), chairman of the medical council at
Ringsted Hospital (1982-90) and chairman
of the County Medical Council, Vestsjaellands
County (1997-2001).

But most of all, Henrik Marcussen was one
of the pioneers of international work against
torture. His fight against torture began in the
1970s with his committed work at Amnesty
International’s medical group.

He was member of the boards of the Re-
habilitation and Research Centre for Torture
Victims (1991-96) and the International Reha-
bilitation Council for Torture Victims (IRCT)
(1988-2002). He also worked as a consultant
for the IRCT until 2011.

From 1991 to 2011, he was Editor-in-Chief
of the Torture Journal, the International Journal
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on Rehabilitation of Torture Victims and Preven-
tion of Torture, which is a great inspiration for
doctors and health professionals working with
the treatment of torture victims and documen-
tation of torture, as it seeks to produce state-
of-the-art knowledge on methodologies and
approaches on health-based rehabilitation and
educational and preventive aspects of torture.
Moreover, he was also member of the board of
the Inge Genefkes & Bent Serensen Anti-Tor-
ture Support Fund (ATSF) until 2019.
Henrik Marcussen also made his mark in a
field quite different from medicine and the fight
against torture: music. As a young man, he won
the main prize in ‘Double or nothing’ on the
basis of his extensive knowledge of the com-
poser Carl Nielsen. He was also a co-founder
of the Carl Nielsen Society (1991). His inter-
est in music continued throughout his life. He
was a member of the Society’s board for several
years and a member of the editorial board of
the opera magazine Ascolta, to which he con-
tributed numerous articles. Henrik Marcussen
was also revered as a doctor and was known for
his constructive and result-oriented approach
to the difficult challenges in the fight against
torture and for his humanly positive approach
to colleagues and patients.
Stine Amris!
Bente Danneskjold-Samsoe?
Morten Ekstrem’®
Anders Foldspang*
Marianne Kastrup®
Hans Draminsky Pedersen®

Ole Vedel Rasmussen’

Former Chief Medical Officer at the IRCT

2 Consultant, Bispebjerg and Frederiksberg
Hospital, The Parker Institute

3 Chief Psychiatric Consultant at Competence
Centre for Transcultural Psychiatry

4 Aarhus University. Former Consultant RCT

—

By the end of a lifelong friendship, it is dif-
ficult to sum up the essence of it in a few
words. However, there will always be episodes
you do not forget, and such an episode was
my first meeting with Henrik. I was in the
south of France with my French fiancé in the
summer of 1970.

Henrik was in France with his wife, Mar-
ianne, the daughter of close friends of my
parents. Marianne and I already knew each
other, and very soon the four of us discussed
Mstislav Rostropovich’s first performance
in Aix-en-Provence of the cello concerto of
Henri Dutilleux written for Rostropovich. So
it continued for many years to come. For a
long time, we were deeply fascinated by Maria
Callas and spoke few words apart from the ap-
praisal of her incredible interpretations. Later
on, Kathleen Ferrier and Dietrich Fisch-
er-Dieskau became the focus of our interest.
I was fascinated by Kathleen Ferrier’s inter-
pretation of Schubert’s “An die Musik” (Du
holde Kunst, in wieviel grauen Stunden, etc.)
and so was Henrik, indeed. Henrik was a man
of very few words when it came to expressing
the emotional impact of music. Perhaps the
modesty between friends which is not between
men and women. It leaves the expression of
emotions to poetry set to music and to word-
less music by great composers.

You might get the impression that Henrik
was not a man of strong emotions, but it
wasn’t so. Not many years ago I invited Henrik
and Marianne for dinner with my former pro-
fessor of literature, who was also a composer.

5 Former Head of the Department of Psychiatry
of Copenhagen University and Former Medical
Director of the Danish Rehabilitation and
Research Center for Torture Victims

6  Former member and vice-chair of the UN
Subcommittee on Prevention of Torture (SPT)

7  Former member of CAT & CPT, Senior Medical
Adpvisor to the IRCT
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He brought a CD with his latest composi-
tion, which we heard a part of. Since it was
a complex one, he tried to explain to Henrik
what it was about. Henrik listened but did
not say much, to which my professor said:
“Perhaps you do not understand it at all.” It
triggered a reaction on Henrik that I’ll never
forget. It showed a very characteristic trait of
him - an amazingly disciplined way of express-
ing strong emotions which was also the signa-
ture of his commitment to the rehabilitation
of torture victims.

Besides this, he was also a very hospita-
ble person who for many many years brought
together his friends for Christmas-dinners
with all pertaining to the flavour and essence
of Christmas. He was a loving husband to
Marianne and father of his sons, Anders and
Torben, and cared very much for the cats they
had for years, perhaps too much according
to modern veterinarians. At least they never
missed anything.

I feel confident of saying we will all miss
him very much.

Carl Kihler®

8 Lecturer Emeritus, MA

In his role as editor-in-chief of the Torture
Journal, Henrik managed to balance between
two competing concerns: he wanted to ensure
that the quality and recognition of the Torture
Journal was at the same level as other medical
journals, and at the same time it was impor-
tant for him that the main stakeholders — the
rehabilitation centers and programs — had a
place to publish their research, even if it was
undertaken under different circumstances
and showed signs of that. As we all know,
Henrik solved that task excellently, and he
managed to have the journal indexed with
Index Medicus — the basic quality mark of
medical journals. Henrik had noble motives
for his work with the journal, and this is likely
why his success was so evident.

Jens Modvig®

9  Medical Director at DIGNITY - Danish Institute
Against Torture. Former Member and Chair.
United Nations Committee Against Torture.



Call for papers. Special section of Torture
Journal: Journal on Rehabilitation of
Torture Victims and Prevention of Torture

Torture in prison

Pau Pérez-Sales, Editor-in-Chief, Torture Journal

About the call

Torture Journal encourages authors to submit papers with a psychological, medical or legal ori-
entation, particularly those that are interdisciplinary with other fields of knowledge. We welcome
contributions related (but not limited) to:

1. Conditions of detention as environments of torture: overcrowding, food, inhuman
treatment...

2. Carceral geographies: emotional cartographies in detention spaces.

3. Impacts of isolation and closed regime units. Alternatives.

4. Use of mechanical restraints, chemical restraints and other methods of control and coercion.
Intervention programs to abolish restraints.

5. Challenges of forensic documentation in prisons and other closed institutions.

6. Studies on reprisals against persons deprived of their liberty following monitoring visits to
investigate allegations of torture.

7. Violent institutional cultures. Generating and perpetrating factors, and intervention pro-
grammes on violent millieus.

8. Violence by other inmates and staff. Methods of detection and prevention.

9. Effectiveness of torture prevention measures: videotaping, civil-society monitoring, medical
documentation of injuries and others

10. Sexual torture and abuse in closed institutions.

11. Short or adapted forms of the Istanbul Protocol for documenting torture during monitoring
visits or short-time evaluations in closed institutions.

12. Self-harm and suicide. Self-inflicted violence in closed institutions.

13. Severe Mental Illness and Torture in closed institutions.

14.Legal contours of torture in detention centers: legal reviews with a special focus on the
intentionality and purpose criteria

Deadline for submissions
30th June 2023
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Submission guidelines and links

¢ Submit your paper here: https://tidsskrift.dk/torture-journal/about/submissions

* Author guidelines can be found here: https://irct.org/uploads/media/2eefc4b785{87c7c3028alc-
59ccd06ed.pdf

* Read more about the Torture Journal here: https://irct.org/global-resources/torture-journal

» For general submission guidelines, please see the Torture Journal website. Papers will be se-
lected on their relevance to the field, applicability, methodological rigor, and level of innovation.

For more information
Contact Editor-in-chief (pauperez@runbox.com) if you wish to explore the suitability of a paper
to the Special Section.

About the Torture Fournal
Please go to https://tidsskrift.dk/torture-journal - a site devoted to Torture Journal readers and
contributors — to access the latest and archived issues.

TORTURE Volume 33, Number 1, 2023
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Call for papers. Special section of Torture
Journal: Journal on Rehabilitation of
Torture Victims and Prevention of Torture

Integrating livelihoods in rehabilitation of
torture survivors

Pau Pérez-Sales, Editor-in-Chief, and Berta Soley, Associate Editor. Torture
Journal.

Background

There is an on-going discussion about the need for a holistic approach to torture rehabilita-
tion, claiming that psychosocial and medical services are not effective if basic needs remain
uncovered. Mental and physical health has been a primary focus of rehabilitation programmes,
but many found that progress was difficult to maintain without socio-economic support as well.
Survivors still have households to feed, battled unemployment and disabilities caused by the
atrocities committed against them.

Recognising the complexity and inter-connectivity of social, economic, medical and psycho-
logical sequelae of torture, where one aspect can negatively or positively affect the other, this
special edition of the Torture Journal seeks to explore how the integration of rebuild-
ing a life project and the livelihood’s component can influence rehabilitation processes.
Indeed, additional academic contributions are required to better understand how healing pro-
cesses can be enhanced by including socio-economic support in rehabilitation programme.

Call for papers

Torture Journal encourages authors to submit papers with a psychological, medical or legal ori-
entation, particularly those that are interdisciplinary with other fields of knowledge. We welcome
papers on the following:

a. Defining livelihoods and its relationship with the concept of development in the context of
the work with torture survivors. Going beyond a definition centered in material outcomes
and working with the idea of life projects and finding meaning as part of the work with
torture survivors.

Survivor participation in design and implementation of livelihoods programs

c. Innovative experiences in livelihoods programs: evolving from a business perspective to
livelihoods programmes for social change.

d. Transcending the individual or family perspective: from cooperatives to collective forms of
organisation in livelihoods programmes.

e. Beyond vulnerability: innovative approaches to resource allocation in precarious
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environments.

f. Ensuring sustainability of livelihoods programs. The role of the State and civil society.

g. Working in unstable contexts: livelihoods programs under conflict situations.

h. Barriers to livelihoods programmes: limitations to work and employment integration in
asylum seekers and refugees.

i. Transnational experiences connecting refugees, relatives and comrades in country of origin.

j. Effects on the overall well-being and quality of life resulting from the integration of a
socioeconomic component into the rehabilitation processes.

Deadline for submissions
30st June 2023

Submission guidelines and links

e Submit your paper here: https://tidsskrift.dk/torture-journal/about/submissions

* Author guidelines can be found here: https://irct.org/uploads/media/2eefc4b785{87c7c3028al c-
59ccd06ed.pdf

* Read more about the Torture Journal here: https://irct.org/global-resources/torture-journal

» For general submission guidelines, please see the Torture Journal website. Papers will be se-
lected on their relevance to the field, applicability, methodological rigor, and level of innovation.

For more information
Contact Editor-in-chief (pauperez@runbox.com) if you wish to explore the suitability of a paper
to the Special Section.

About the Torture Fournal
Please go to https://tidsskrift.dk/torture-journal - a site devoted to Torture Journal readers and
contributors — to access the latest and archived issues.
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Call for papers. Special section of Torture
Journal: Journal on Rehabilitation of
Torture Victims and Prevention of Torture

Perspectives on survivor engagement in
the work with torture survivors

Pau Pérez-Sales, Editor-in-Chief, Torture Journal

Background

Though the term ‘survivor engagement’ is itself contested, it generally entails processes or
activities through which people who have undergone traumatic experiences become actively
involved in efforts to address the causes or consequences of those experiences at a community
or societal level.

It is apparent that a considerable knowledge gap exists with relation to ‘survivor engage-
ment’ in torture rehabilitation and advocacy. In particular, there is a paucity of research and
documentation which examines the various approaches to and the effectiveness and ethical di-
lemmas of ‘survivor engagement’.

In an effort to address this knowledge gap, the Torture Journal is issuing a call for papers.

The objective is to gather and disseminate perspectives and experiences from re-
searchers and practitioners on survivor engagement within the anti-torture sector. These
are expected to help organisations engaged in the sector to understand what works and under
what conditions.

Call for papers
The Torture Journal encourages authors to submit papers with a rehabilitation and/or legal
orientation, particularly those that are interdisciplinary. We welcome papers on:

a. What is ‘survivor engagement in an anti-torture or torture rehabilitation context’ The
definition and the theoretical underpinnings of advocacy or health-based models

b. Psychosocial and quality of life impact on survivors after participating in survivor engagement

activities

Stigma and other barriers to survivor engagement

Re-traumatisation: risks and safeguards

Advocacy engagement of people seeking asylum

The role of healthcare workers and civil society organisation’s in supporting survivors to

engage — balancing empowerment and duty of care

Recommended practice in survivor engagement with mass media

™o oa e
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Mechanisms to support survivors to access decision-making roles in organisations addressing
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torture rehabilitation or legal reparation
i. The impact of survivor engagement groups in community networks
j.  Gender-specific needs and gaps in participation

Deadline for submissions
31th March 2023

Submission guidelines and links

e Submit your paper here: https://tidsskrift.dk/torture-journal/about/submissions

* Author guidelines can be found here: https://irct.org/uploads/media/2eefc4b785{87c7c3028alc-
59ccd06ed.pdf

* Read more about the Torture Journal here: https://irct.org/global-resources/torture-journal

» For general submission guidelines, please see the Torture Journal website. Papers will be se-
lected on their relevance to the field, applicability, methodological rigor, and level of innovation.

For more information
Contact Editor-in-chief (pauperez@runbox.com) if you wish to explore the suitability of a paper
to the Special Section.

About the Torture Fournal
Please go to https://tidsskrift.dk/torture-journal - a site devoted to Torture Journal readers and
contributors — to access the latest and archived issues.
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CTI Prize to the best
paper published in
the Torture Journal
in 2022

Pau Pérez-Sales' and Berta Soley?

The Convention Against Torture Initia-
tive (CTI) giving out the second year of the
annual prize for the best article published in
Torture Journal in 2022, with an economic
endowment of 1000 dollars.

CTI is an intergovernmental initiative to
strengthen institutions, policies and practices
and reduce the risks of torture and ill-treat-
ment by promoting universal ratification and
implementation of the UN Convention against
Torture by 2024. (https://cti2024.0rg/)

The selection process began with a short-
list by the Editorial Advisory Board of 2
papers from the 33 contributions published
during 2022, in Vol. 32 No. 1-2 (2022) and
Vol. 32 No. 3 (2022). The selection was based
on innovation, methodological and scientific
relevance, and the number of citations as in-
dicators of impact. The list was intended to
be a first selection effort to limit the papers
included for voting to a manageable volume.

These 2 papers are now to be voted by all
readers and members of the IRCT. Hence, we
kindly ask you place your vote to the paper you
think deserves to be awarded with the 2022
CTI Prize.

1 Editor-in-Chief, Torture Journal
2 Editorial Associate, Torture Journal

How to vote?

1. Enter this link to the Survey Monkey:
https://www.surveymonkey.com/r/
TTX2MPJ or scan this QR code

2. Place your vote!
3. Click ‘submit’

Thank you for participating.
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How to support
the Torture Journal

Help us to continue keeping the Torture
Journal open access and freely sharing
knowledge by donating to the IRCT and
subscribing. You can donate online at

https://irct.org/
Alternative methods are also detailed

below.

By credit card

Please visit www.irct.org to make a donation
using a credit card. All transactions are
guaranteed safe and secure using the latest
encryption to protect your personal
information.

By bank transfer

Danske Bank

Holmens Kanal Branch
Holmens Kanal 2

1090 Copenhagen K
Denmark

SWIFT code: DABADKKK

Danish Kroner (DKK) account
Registration No. 4183

Account No. 4310-821152
IBAN DKO90 3000 4310 8211 52

Euros (EUR) account
Registration No. 4183

Account No. 3001-957171
IBAN DK69 3000 3001 9571 71

U.S. Dollars (USD) account
Registration No. 4183

Account No. 4310-005029
IBAN DK18 3000 4310 0050 29


https://irct.org/

Subscription:
Write to publications@irct.org to receive an email
version (stipulating your profession and address).

when a new issue is published or for a printed

The Torture Journal is a scientific journal that
provides an interdisciplinary forum for the
exchange of original research and systematic
reviews by professionals concerned with the
biomedical, psychological and social interface
of torture and the rehabilitation of its survivors.
It is fully Open Access online, but donations are
encouraged to ensure the journal can reach
those who need it (www.irct.org). Expressions
of interest in the submission of manuscripts
or involvement as a peer reviewer are always
welcome.

The Torture Journal is published by the

International Rehabilitation Council for Torture
Victims which is an independent, international
organisation that promotes and supports
the rehabilitation of torture victims and the
prevention of torture through its over 150
member centres around the world. The objective
of the organisation is to support and promote
the provision of specialised treatment and
rehabilitation services for victims of torture.

With the generous support of

Individual donations
from readers
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