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“Pain is one of the most frequent complaints of torture survivors, and even though psychological complications are no doubt a major problem, most of the patients experience and present their symptoms as somatic diseases. Overemphasising the importance of the psychological aspects may result in insufficient somatic pain diagnoses and treatment” (Thomsen et al., 2000, p 156).

Torture is variously defined: the most widely used is that of the UN Conventional against Torture: “any act by which severe pain or suffering, whether physical or mental, is intentionally inflicted by or at the instigation of a public official on a person for such purposes as obtaining from his or a third person a confession, punishing him for an act that he has committed or is suspected of having committed, or intimidating him or other persons …”
Using that definition, torture takes place in more than half of the countries in the world, whether or not they have ratified the convention; the International Rehabilitation Council for Torture Victims (IRCT) provides a rough estimate of the prevalence of primary torture victims worldwide between 10 and 100 millions. It is now most often used as an “oppressive instrument … in the preservation of power” (Maio 2001), aiming to destroy people physically and psychologically. Many people die under torture, so those we see are literally survivors. Since the end of the cold war, victims are not predominantly political prisoners but poor people, minorities, immigrants, criminals and suspects, often women and children, and many torturers are military or paramilitary personnel or police. Torture occurs across the continents, not only in conflict zones or under clearly oppressive regimes. For instance, several first world democracies, including the USA, show an increase in the use of electrical devices, including so-called “sub-lethal” weapons to control prisoners (Wright 2001).

Recognition and prevalence

Many torture survivors go unrecognised in health systems in their country of residence. There are few medical or psychological studies of the health consequences of torture and other forms of organised violence. Both physical and psychological methods can leave physical and psychological effects. What is written about the long lasting physical and psychological after effects of torture is often descriptive, based on selected populations and closely connected to the particular context and setting of that population; clinical studies are limited by lack of descriptive or diagnostic criteria applicable across populations and settings; and the choice of comparison populations and assessment instruments is complex.

Underreporting and underdetection of the effects of torture make it hard to estimate prevalence. Prevalence estimates among refugees run from 5% to 35%; one estimate for the USA suggested 400K survivors living there (Piwowarczyk et al. 2000). A study in an urban US internal medicine outpatient clinic (Eisenman et al. 2000) of patients born elsewhere found 6.6% who reported torture, none of whom had previously disclosed it to medical staff. A Danish study of refugees from the middle East found that 55% of male and 12% of female refugees had been tortured (Thomsen et al. 2000), and in the UK in 1999, 8.4% of asylum claimants reported torture, certainly an underestimate (Burnett and Peel 2001). A large scale study of Bhutanese refugees in camps in Nepal (Van Ommeren et al 2001) found that those who had been tortured (compared with nontortured refugees) were more likely to meet ICD-10 criteria for persistent somatoform pain disorder (51% vs. 28%).

Signs and symptoms
The most important point to make is that very few methods of torture leave long-term signs which could not have arisen from injury without torture. All that the clinician can do is comment on the likelihood that any observable signs and symptoms are consistent with the effects of torture. However, this is complicated by a number of factors. In many countries, torturers aim to leave as little evidence as possible on the body of the victim to confound attempts to document torture. Further, we know very little about what some of these abuses, particularly when prolonged, do to the human body, as it is beyond any analog research, even with cadavers. In some cases the victim cannot bee clear what was done to him or her or to recall it, particularly when s/he was unconscious at the time or sustained head injuries. Most often, years have elapsed since torture was inflicted, although the survivor may have undergone other privations and health insults in the interim. The commonest complaints are headache, musculoskeletal pain, and abdominal pain (Eisenmann et al. 2000; Burnett and Peel 2001).

There are two major reasons for medical and psychological examination of the torture survivor: for documentation of torture and its effects, and for delivery of health care. It is therefore helpful for clinicians to be cognizant of torture methods, as listed in Table 1 and illustrated in figures 1 to 4. 

In a small but detailed study of 18 male torture survivors (Thomsen et al. 2000) with pain, neuropathic pain was associated with Palestinian hanging (which can cause partial or full brachial plexus injury), falanga/falaka, beating and kicking to the head, and positional torture generating back pain and injury including disc herniation. Amris and Prip (2000b) emphasised the likelihood of multiple pain mechanisms, including fibromyalgic type diffuse chronic pain, and noted (as do Burnett and Peel 2001) that poor conditions in prison complicate health problems and healing. Rape and sexual assault, which are often particularly difficult for the male or female victim to disclose, leave few signs (Peel et al. 2000; Burnett and Peel 2001; Lawson 1999), and Lawson concluded that “[o]ften physical stigmata of mistreatment understated the full extent of the pain and suffering inflicted upon the victims“ (p. 267).  

Studies of specific testing to detect skeletal lesions (such as from beating) include bone scintigraphy (Tunca and Lök 1998; Mirzaei et al. 1998); examination of plain X-ray for changes in periosteal membrane from falanga and palmatoria (beating on the shins) (Vogel cited in Bonner 2001); and use of MRI to show thickened plantar aponeurosis from falanga (Savnik et al. 2000) and axonal-myelin degeneration in the brachial plexus from Palestinian hanging (Stine to add reference). There is some debate about the utility of such special tests. They are of obvious benefit in documenting torture and supporting claims of survivors in whom they are found, but their absence does not disprove the claim although such suggestions have been made (Forrest 1999). But research in this area enables us to gain knowledge about the aetiology behind torture-induced lesions which is necessary for appropriate diagnosis and treatment. For instance, it is common for Palestinian hanging (figure 1) to cause pain in the shoulder region and shoulder dysfunction, but pain might originate from any or all of partial lesions of the brachial plexus, damage to cartilagenous joint structures, or overload injuries to soft tissue structures secondary to pain and joint abnormality.

Full discussion of psychological symptoms associated with torture is beyond the remit of this chapter, but it is necessary to raise several important issues. It is very common for torture survivors to present with predominantly physical or somatic symptoms: pain, fatigue, weakness, and sleep problems, and there is no consensus over the extent to which these are best addressed as medical/physical problems and extensively investigated, or to what extent assumed to be the presentation of psychological disturbance, often depression, chronic anxiety, and PTSD and trauma-related problems. Further, the applicability of these terms to people whose cultures do not divide the physical and psychological domains, for whom psychological disorder is seriously stigmatised, and/or for whom there is no "folk psychology" of normal disturbance after abnormal events (see Holtz 1998; Van Ommeren et al. 2001). The application of translated forms of western-developed diagnostic questionnaires falls far short of proper description of torture survivors’ experience and problems. There is a considerable risk of chronic pain being assigned the status of a symptom of PTSD but not addressed in its own right. 

There are particular differences over the utility of the diagnosis of PTSD and about the inevitability and specificity of longstanding psychological trauma from torture, for which evidence is lacking though the assumption is widespread (Turner and Gorst-Unsworth 1990; Mollica and Caspi-Yavin 1991; Basoglu et al 1994a,b; de Vries 1998; Summerfield 1998a,b). Studies across diverse populations have identified some protective factors for longer term mental health, such as commitment to the cause which occasioned the torture, good social support, and preparedness (lacking in those who are victimised randomly or for involuntary membership of a racial or religious group), and factors which appear to prolong depression and trauma-related symptoms in exile, such as poor emotional support, family separation, isolation from ethnic or religious community, racial attacks in exile, poverty, and poor health (Basoglu et al. 1994a,b; Hauff and Vaglum 1995; Holtz 1998; Gorst-Unsworth and Goldenberg 1998; Mollica et al. 1999).

Treatment of physical and psychological problems
There are no studies of treatment although there are some very useful accounts (Amris and Prip 2000a,b). That is not to say that we have no idea what treatment is effective, as the logical approach would be to diagnose or formulate problems and then to apply evidence-based treatments. We do know that it can be therapeutic to provide an account to a sympathetic health professional, who documents the testimony and normalises symptoms as a reaction to an extreme abnormal experience (Pope and Garcia-Peltoniemi 1991). Access to good treatment facilities and social support even in refugee settlements is associated with less psychological disturbance (Holtz 1998; Van Ommeren et al 2001). 

But it is not necessarily straightforward to direct torture survivors with pain into mainstream services, for several reasons. Because of their experiences of torture and imprisonment, many are uncomfortable, for instance, with figures of authority or with being physically handled by strangers. Some survivors do not speak the language of the host country sufficiently to communicate their needs and health care systems may be poorly provided with trained interpreters. Many clinicians feel daunted by treating torture survivors and prefer to refer them to specialist projects, most of which are outside mainstream health care systems and have limited resources and treatment options. In addition, many patients who are refugees present other significant welfare problems such as the lack of housing, of financial support, and of social support. Symptom relief may not be their priority.

So while there are risks of overemphasizing pain problems and treatment, pain treatment is arguably more often neglected through being interpreted in overpsychological terms by health workers unfamiliar with pain diagnosis and treatment. 

Survey of pain problems and their treatment in torture survivor organisations worldwide
In order to determine the extent to which pain was identified and treated in torture survivors, all relevant projects listed in the IRCT directory were e-mailed or mailed with the following questions: (1)In the survivors of torture whom you see, how common is pain as a problem? (2) What help can you offer for pain? and (3) If you would like to offer more help for pain than you do at present, what resources would you need?

In all, 154 projects were contacted, of which 41 (27%) replied, with the highest response rate from projects in India and SE Asia (5/11, 45%), and the lowest in Africa (3/16, 19%); excluding Central and South American projects which require recontacting. Although the response rate is somewhat disappointing, some projects are working under extremely difficult conditions and many are underresourced. All projects in North America, India and SE Asia, Africa, the Middle East and Australia and New Zealand described pain as common / very common / universal / or present in > 80% of survivors seen; one in the Middle East and two in Europe described it as uncommon or present in < 20% of survivors. Although not requested, the majority of projects in Europe, the Middle East and Africa distinguished in their replies between “physical” and “psychological” pain; few did so in North America. Worryingly, some centres, particularly in Europe, took an entirely psychogenic model of pain.

Few responding projects (two in Australia and New Zealand, three in Europe, and one in North America) offered access to a pain service, although the majority of projects in all continents had some access to medical services (often prescription of widely used analgesics such as NSAIDs and antidepressants). Physiotherapy was the commonest physical treatment mentioned. The majority of projects also had psychological, psychiatric or counselling provision, and fewer had complementary therapies with a few providing only complementary therapy. The wish list for extra resources ranged from peace in order to be able to work, to social welfare resources, translated materials, and money for uninsured patients to fill analgesic prescriptions. Several specifically identified the need for further pain education and for contact with other torture survivor treatment projects. 

What can pain clinicians do?
It is easy for those who work with pain to feel bewildered by the complex problems, in health and in welfare generally, which are presented by torture survivors, often without a common language. In addition, it is easy to slip into feeling that torture survivors "must have done something to deserve it" by political activity, or that they are making factitious claims in order to gain resident status in a first world country (Basoglu 1993; Nathanson 2001). This risks doing a grave injustice to those who have suffered dreadfully in the cause of freedoms and rights which most of us are fortunate to take for granted. A paper in 1991, by Pope and Garcia-Peltoniemi, describes the difficulties which working with torture survivors presents to health professionals, and notes the virtual silence on torture in mainstream medical, psychiatric and psychological journals and publications, something which has started to change in the intervening 10 years. 

Pain clinicians can usefully consider the following actions.
1	Recognise signs of torture in patients in their practice: be aware of prevalence, likely signs, and conditions which enable torture survivors to disclose their experiences.
2	Assess and document torture injuries and lasting effects, such as pain. There are some internationally agreed guidelines for assessment: the Istanbul Protocol (Iacopino et al. 1999 & website), to which health professionals made the major contribution, concerns effective investigation and documentation for torture and alleged torture and how to report it. Some projects have also produced useful guidelines. Assessment for clinical practice is rather different from assessment for documentation but does need special considerations.
3	Attempt to provide best possible evidence-based treatment for torture survivors, with attention to conditions which may be required to make this acceptable. IRCT is currently attempting to implement minimum standards in multidisciplinary rehabilitation of torture survivors provided at affiliated centres worldwide; input from pain specialists would be very welcome.
4	Offer clinical services, consultancy and/or training, paid or unpaid, to torture survivor organisations. 
5	Be aware of the social and political context of torture in survivors’ home countries, and the social and political system of the host country from the point of view of the refugee.
6	Raise awareness about the health effects of torture in professional bodies and promote lobbying of governments for humane treatment, particularly those which are signatories to the UN Convention Against Torture. There is an increasing tendency towards detention of refugees and asylum seekers in some countries while their status is resolved which can retraumatise refugees and often lacks adequate health care resources (see Nathanson 2001). Even in countries where torture is a routine act of an oppressive regime, international public awareness can have a surprisingly powerful influence (Basoglu 1993).
7	Be aware of the potential for the use of control methods in state custody, including the use of "nonlethal weapons", to meet the definition of torture (as did certain methods used in republican Irish prisoners by the British government in the 1980s). 
8	Be alert to the involvement of doctors and other health professionals, wittingly or unwittingly, voluntarily or coerced, in torture procedures, as detailed in the Declaration of Tokyo adopted by the World Medical Association in 1975, and Physicians for Human Rights (Bateman 2001; see also Maio 2001; Salinsky 1998).
9	Conduct and support local and international research and clinical case studies of the assessment and treatment of torture survivors, at the same time as being aware that there is a small risk that some research findings can be used to refine torture. 
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Table 1	Ten most common physical methods of torture reported by survivors in Denmark, 1996-7

Physical torture methods
frequency
Widespread beating
100%
Suspension by arms or legs, including Palestinian hanging (see figs. 1 & 2)
  80%
Falanga / falaka: beating soles of feet (see fig. 3)
  80%
Electric torture: electrodes applied to vulnerable areas (see fig. 1)
  44%
Tying arms, legs, and/or neck
  39%
Sexual torture including rape of males or females
  37%
Burning or mutilation
  29%
Telephono: direct blow to both ears
  27%
Restraint or forced positions for long times (see fig. 4)
  24%
Submersio: immersion of airways, drowning
  24%


