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Editor's pref ace 

The papers presented in this Supplementum include two 
examinations that owe their existence to the IRCT network 
- one as a fieldwork initiated by the IRCT, one as a statement 
of treatment capacity and other features of centres that the 
IRCT collaborates with. 

Important working areas for the IRCT include assistance 
to the formation of networks and the collaboration between 
centres, networks and donors. Another important IRCT ob
jective is to increase international understanding for the 
importance of the work against torture. It has been the in
tention to work closely with partners in the network in order 
to disseminate knowledge about torture through reports, 
analyses, and documentation. The questionnaire-based as
sessment study by Jens Modvig et al. is an example of the 
outcome of collaboration between network members and the 
IRCT. 

In many cases, the work in the network has to proceed in 
spite of limited resources and a shortage of health profes
sionals. Despite these restrictive conditions, the rehabilita
tion work is often carried out with admirable initiative and 
motivation. 
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The study by Klement Dymi et al. was initiated in a civil 
war situation. The Albanian Centre for Rehabilitation of 
Trauma and Torture Victims (ARCT) was set up in 1993 
mainly for the rehabilitation of people prosecuted for polit
ical involvement, but It became of national importance in 
the treatment of torture survivors. At the end of 1998, this 
centre was faced with a flow of refugees because of ethnic 
cleansing in Kosovo. From a small office and within a few 
months, the ARCT carried out about 5000 medic:il visits 
and coordinated humanitarian aid. 

The articles by Guus van der Veer and Ferdinand Haenel 
deal with two important aspects of the psychotherapeutic 
treatment of torture survivors: firstly, the importance of un
derstanding the background and culture of the client, and, 
secondly, the 'significance of giving due attention to the social 
and legal circumstances of the individual victim. 

H.M. 
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The international network of 
rehabilitation centres for torture victims 

A survey study of treatment capacity and 
development priorities 

Jens Modvig, MD, PhD, Secretary General 
Christian Krone J~rgemen, MSc (econ.), Financial coordinator 
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Introduction 
Torture is, according to the United Nation Convention 
against Torture, 1 the intentional infliction of severe pain or 
suffering for a specific purpose by a person acting in a pub
lic capacity. In spite of the fact that 132 states have ratified 
the convention, thereby agreeing to an absolute prohibition 
of torture, this human right violation is practised in more 
than 100 countries - widespread and systematically in an ap
proximately 65 countries.2 

Torture has severe impacts on the physical health, the 
mental health and the social functioning of the individual as 
well as the closest relatives. For this reason, close relatives of 
"primary" torture victims are considered "secondary" tor
ture victims. 3 

Current discussions in t~e international community on the 
right to reparation of victims of gross human rights violations 
include the right to restitution, compensation, rehabilitation, 
and satisfaction and the guarantees of non-repetition.4 While 
restitution and compensation address material losses, retiabi
litation and satisfaction seek to restore the health, function, 
dignity, and reputation of the victim as well as providing jus
tice. 

Since the early 1980s, the number of specialised rehabili
tation centres for torture victims has grown from a handful 
to close to 200 in up to 80 countries. Although these centres 
appear in directories of services for torture victims,5 an over
all description of features of these centres, including their 
treatment capacity, has not previously been provided. 

Since 1985, the International Rehabilitation Council for 
Torture Victims (IRCT) has supported the initiation of such 
centres and provided support to existing centres. 6 This in
cludes focused assistance to single centres in the initiation 
and consolidation phases, support for the operation of net
works of centres as well as international advocacy and fund
raising. 

The purpose of this study is to assess - through a global 
survey - the overall features, including the treatment capa
city, of the international network of rehabilitation centres for 
torture victims as well as assessing centres' priorities in the 
future collaboration with the IRCT. 

Material and methods 
A self-administered questionnaire was prepared, addressing 
basic features of the rehabilitation. centres (services provided, 
features and number of clients), assessment of support re
ceived from the IRCT and indication of priorities for future 
support. 

The questionnaire was submitted by e-mail (as well as be
ing made available on the Internet) in October 2001 to all 
centres registered with the IRCT, a total of 174 centres in 76 
countries. Non-respondents were reminded by phone and 
e-mail up to three times until June 2002, when the intake of 
data ended. 

Data on centres' treatment capacity comprised clients 
under treatment over a year and clients under treatment at 
a certain point of time (I st September 2001). These data 
allowed for a calculation of the treatment capacity of an aver
age centre and of the total number of centres worldwide. 
Using the relationship "Prevalence = Incidence x Mean Dur
ation", 7 and assuming balance between admittance and dis
charge, these figures also allow for a rough overall estimation 
of the number of new clients admitted during one year (cli
ents under treatment during a year - clients under treatment 
at a certain point) as well as the mean treatment time (clients 
under treatment at a certain point/new clients over a year). 

The data were processed using SAS software. 8 
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Results 
A total of 111 (63.8%) of the 174 centres provided data to 
the study. Respondents represented 65 different countries. 
Table 1 presents the regional distribution of centres and the 
response rates per region. Asia and Sub-Saharan Africa re
gions are over-represented while the Pacific region is under
represented in the material. 

Treatment modalities offered by centres 
Counselling, psychotherapy, medical treatment and psychi
atric treatment is provided by more than half of the centres, 
addressing the health dimensions ofrehabilitation, cf.Table 2. 
Sixty-two (56%) of the centres offer services that together 
address physical, mental and social aspects of health. 

Even if the treatment modalities addressing the victims' 
health are by far the most frequently offered, more than a 
third of the centres offer legal counselling and more than 2.0% 
offers job training. 

It is noteworthy that 36% of the centres offer emergency 
food and clothing. This indicates that basic survival needs 
remain uncovered for torture victims in many countries, and 
that meeting basic needs should be considered a core part of 
the rehabilitation provided. 

Treatment capacity of centres 
The data on number of clients under treatment were not 
complete, and around a third of the centres' data reporting 
were internally inconsistent. Since no data have previously 
been reported in this area, the average findings are presented 
below. 

The number of clients that received treatment during a 

Table 1. Distribution of cemres and response rate per region.* 

Number of 
countries Number 
represented of centres Number of Response 

Region by centres registered respondents rate(%) 

Europe ... ... .. 30 73 47 64.4 
North America .. 2 29 18 62.1 
Latin America ... 14 21 12 57.1 
Middle East and 

North Africa .. 8 10 5 50.0 
Sub-Saharan 

Africa .. ... .. 12 17 13 76.5 
Asia .......... 8 13 12 92.3 
Pacific . . . . .. . . 2 11 4 36.4 

Total 76 174 111 63.8 

*) Regions follow IRCT conventions, i.e. Europe includes Turkey and the 
Caucasus, Latin America includes M exico, Middle East and North Africa 
includes Sudan, and Pacific includes Australia and New Zeeland. 

Table 2. Treatmenc modalities provided by rehabilitation cencres for tor
ture v ictims. 

Treatment modality 

Number 
of centres 
providing 

Counselling ...................... 87 
Psychotherapy ... ... .. .... . .... . ... 81 
Medical treatment ........... . ...... 72 
Psychiatric treatment .. .... .. ... . .. .. 64 
Physiotherapy . . . . . . . . . . . . . . . . . . . . . 49 
Other .... . .... . ................. 47 
Emergency food and clothing . . . . . . . . . . 40 
Legal counselling .................. 39 
Job training ....... . ............. . . 24 

Per cent 
of centres 
providing 

78.4 
73 .0 
64.9 
57.7 
44.l 
42.3 
36.0 
35.1 
21.6 
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year by the 95 centres responding was 52, 788 in total, indi
cating that an average centre provides services to 556 clients 
during a year (Table 3). At a certain point of time (1 st Sep
tember 2001), the 84 centres responding reported a total of 
30,810 clients under treatment, i.e. 366 clients per centre. 

Approximately two thirds of the clients were primary tor
ture victims, while the remaining third was equally divided 
between secondary torture victims and other clients. De
scriptions of the type of other clients attended to by the cen
tres are provided in Fig. l. 

Due to the incompleteness and internal inconsistency 
of the data on client numbers, only cautious estimates can 
be made as to number of new clients. If the mean numbers 
reported above are valid, 190 new clients on average are re
ceived per centre per year. This figure, if applicable generally, 
implies that 33,060 new clients are attended to each year by 
the 174 centres in this study. This would imply that the aver
age treatment time of all clients (primary torture victims, 
secondary torture victims and other clients) would be 1,9 
years or 23,1 months. 

The range of average treatment times may be illustrated 
with a few examples, where data were complete and consi
stent. A centre in Asia treated 2,679 new clients a year, with 
18 under treatment, i.e. a treatment time of 0.0067 years 
= 0.08 month = 2.4 weeks, and a centre in Latin America 
treated 25 new clients a year, with 143 under treatment, i.e. 
a treatment time of 5. 7 years. A European centre close to the 
average treated 1, 184 new clients and had 2,295 under treat
ment, yielding an average treatment time of 1. 94 years = 23.3 
months. 

Centre support from the IRCT 
Forty-three per cent of the centres that responded reported 
having received assistance from the IRCT when establishing 
the centre, cf. Table 4. Most frequently, centres reported 
funding support or advice (33.3%) or having participated in 
IRCT training in treatment methods (28.8%). 

Forty-six centres (41.4%) reported that they had partici
pated in IRCT organised training. The evaluation of the use
fulness of the training according to training areas is presented 
in Table 5. The general impression is that the IRCT training 
has been useful to centres. In particular, the training in care 
for caregivers was positively evaluated, indicating that many 
staff members in the centres were under high pressure due to 
the work with torture and torture victims, and that the need 
to attend to the well-being of treatment staff was high. 

In terms of future training priorities, training in monito
ring and evaluation of treatment is clearly the most needed 
issue - approx. 60% of the centres find that such training 
would be helpful for their work (Table 6). Secondly, care for 
caregivers and medical documentation of torture are training 
areas of high priority. 

Ninety-three centres (83.8%) had received books from the 
IRCT. Of these, 97 .6% found them very relevant or relevant 
to their work. Eighty-eight centres (79.2%) receive the "Tor
ture Journal'', and 79 centres replied as to how many people 
read it. Summing up this figure, a total of 698 centre staff 
reported reading the 79 copies of the journal. 

The IRCT website (www.irct.org) had been vi~ited by 83 
centres (74.8%), most frequently looking for 26 June cam
paign material or news from the IRCT. 

The majority of centres (88 centres, or 79.3%) were in
terested in further collaboration with the IRCT, while six 
centres were not. Close to half of the centres were interested 
in collaboration regarding fundraising, and 45% wanted to 
collaborate on public relations (Table 7). 
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Victims of war among asylum seekers and refugees. 
Victims of psychotrauma due to other reasons. 
Traumatized survivors of internal displacement. 

• Victimas de violencia politica y familiar, despfazados, 
encarcelados, hijos de encarcelados,hijos e hijas de indul
tados, trabajadoras de ONGs, familiares de desaparecidos, 
requisitoriados, inocentes liberados, indultados, familiares 
de asesinados. 
Traumatised refugees and immigrants. 
Retornados de! exilio, dirigentes sociales, estudiantiles, sin
dicales, etc. que han sido victimas de la violencia politica. 

• Familiares de asesinados politicos, desaparecidos forzados, 
desplazamiento interno por causa de v.iolaciones a derechos 
humanos e infracciones al DIH, trabajadores de organiza
ciones sociales y no gubernamentales y defensores de de

rechos. humanos amenazados. 
Immigrant population - victims of torture (not exclusively). 
Personas que sufrieron exilio interno en condiciones de 
persecuci6n y amehaza permanente, durante la dictadura 

militar. 
Victims of State violence, rape and domestic violence. 
Comunidades. 
Bomb blast victims (incl. landmines, artillery shelling & 

aerial bombing), war widows and children affected by war. 

Victims of violence. 
Familiares detenidos desaparecidos. 
IDPs, refugees from Chechnya, PTS - Present Torture 
Survivors.(persons tortured in law-enforcement structures). 
Helpers. 
Survivors of war. 
Deported. 
Victims of child abuse and domestic violence. 

• Victims of human rights abuse in post-_war period. 
• Victims of ethnic conflicts and victims of maltreatment and 

degrading treatment by law-enforcement authorities. 
Survivors of war trauma. 
Refugees, integration programme. 
Indirectly refugees and asylum seekersdirectly working 
with health. 
Refugees and asylum seekers (most of them are victims 
of torture). 
Prisoners, ex-prisoners and persons (youth at risk). 
Families of torture survivors. 
Victims of other severe trauma from human rights abuses 
which may not constitute torture (grenades attacks, domestic 
violence, etc.). 
Families and refugees. 
Community. 
Foreign refugees. 
Refugees in Pakistan. 

• Victimes des viols, des traitements inhumains et degradents. 
• Refugees' and immigrants' children. 

We are a refugee service within a broader traumatic stress 

clinic. 
Main group is survivors of violence. 
Domestic violence social cases. 
Also victims of organized violence. 
In our statistics we make no difference between primary 
and secondary v.o.t. 

• Refugees (de-facto, asylum seekers, conventional) from 
different countries, who live in our house for a maximum 
two year-period. 
Personnes deplacees OU refugiees victimes de violences. 
Victims of severe human rights abuses and extremely 
traumatised refugees. 

Fig. 1. Examples of other clients, not torture victims (quotes from centres) . 
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Table 3. Number of clients ihat received 
treatment in rehabilitation centres. 

Victims type 

Primary torture victims 

Secondary torture victims 

Other clients 

Total 

Table 4. Support from the IRCT w'hen establishing the centre (N=l 11). 

Number Percent of 
Support received of centres all centres 

Preparation of project proposal . . . . . . . . . 23 
Organisational development .... . ... ... 21 
Training in treatment . . . . . . . . . . . . . . . . 32 
Funding support or advice ............ 37 
Other support . . . . . . . . . . . . . . . . . . . . . 11 

At least one of the above . . . . . . . . . . . . . 48 
None of the above . . . . . . . . . . . . . . . . . . 50 
Missn:ig . . . . . . . . . . . . . . . . . . . . . . . . . . 13 

20.7 
18.9 
28.8 
33.3 

9.9 

43.2 
45.0 
11. 7 

Table 5. Usefulness of pariicipaiion in IRCT organised iraining. 

Number Very Not 
of useful Useful useful 

Training in centres (%) (%) (%) 

Torture methods .......... 39 38.5 59.0 2.6 
Physical and psychological 

sequelae of torture .. .... . 41 48 .9 51.2 0.0 
Physical and psychological 

examination of torture 
victims ............ .... 29 55 .2 34.5 10.3 

Interview techniques .. .. ... 29 37.9 55.2 6.9 
Counselling ... .. .... ". . ... 25 48.0 44.0 8.0 
Medical documentation 

of torture .. .. . . .. .. . .. . 30 43.3 46.7 10.0 
Organisation of treatment 

services ..... ... ... .. .. 23 43.5 52.2 4.4 
Supervision ........ . .. ... 17 41.2 52.9 5.9 
Care for caregivers . .... .. .. 2 1 61.9 38. l 0.0 

Table 6. Centres' needs for training. 

Number Per cent 
of of all 

Area of training centres centres 

Monitoring and evaluation of treatment impact 66 59 .5 
Care for caregivers .......... .. ...... . . . 51 46.0 
Medical documentation of torture .. ... .... . 51 46.0 
Physical and psychological examination of 

torture victims . . . . . . . . . . ......... .. . 47 42.3 
Treatment of children ... ... .... ... .. .. . . 46 41.4 
Interview techniques .... . ............. . 46 41.4 
Counselling ....................... . . . 45 40.5 
Needs assessments .. ........ .... .... . . . 42 37.8 
Physical and psychological sequelae of torture . 41 36.9 
Supervision ... .. .... .. .............. . 39 35.1 
Organisation of treatment services ...... . .. . 32 28 .8 
Physiotherapy . . . . . . . . . . . . . . . . . . . . . . . . 31 27.9 
Physical and psychological torture methods .. . 30 27.0 
Other ............................. . 3 2.7 
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Mean 
Number of Number of clients number Mean 
clients treated under treatment of clients number of 
during 2000 1.9.2001 during clients on 
N=95 N=84 2000 1.9.2001 

34,678 (65.7%) 19, 733 (64.0%) 365 234 

8, 739 (16.6%) 5,519 (17.9%) 92 66 

9,371 (17 .8%) 5,558 (18.0%) 99 66 

52,788 30,810 556 366 

Table 7. Cenires' interest in further collaboration with the IRCT. 

Number Percent 
of of all 

Collaboration regarding centres centres 

Interested in further collaboration ... ..... . 88 79.3 
Fundraising ................ .... · . ... . 53 47.7 
Public relations ..... .. ........... . .. . 50 45.0 
Monitoring and evaluation .. .... .. . .... . 43 38.7 
Preparation of project proposal .......... . 36 32.4 
Project management .................. . 30 27.0 
Human resource management .......... . 27 24.3 
Local networking . . . . . . . . . . . . . . . . . . . . . 26 23 .4 
Budget and financial management ... . .. .. . 24 21.6 
Report writing .................. . ... . 23 20.7 
Development of security ..... .. ........ . 19 17.1 
Other . ...... ................ . .... . 17 15.3 
Not interested in further collaboration ..... . 6 5.4 

Discussion 
The response rate of the present survey may reflect centres' 
feeling of affiliation with the IRCT. A review of the non-re
sponding centres reveals a predominance of centres that his
torically have had only little collaboration with the IRCT and 
thus may have reservations in providing sensitive information 
to the IRCT. The overall approach and capacity of the non
responding centres does not seem to differ markedly from 
that of responding centres (see description at www.irct.org) 
and does not indicate a bias in the estimates of average treat
ment capacity. 

The 111 respondents out of the 174 centres approached 
are likely to be those that had received the most support from 
the IRCT. Thus, several centres that did not reply indicated 
that the questionnaire was not relevant since they did not re
ceive support from the IRCT. However, also centres, which 
have had only very extensive collaboration with the IRCT, 
decided to reply. 

Most of the specialised rehabilitation centres for torture 
victims are non-governmental organisations, operating out
side the public health care system in their countries. This is 
often a necessity to demonstrate trustworthiness to survivors 
of torture, who often distrust governmental institutions for 
good reasons. It is assumed, however, that a number of tor
ture victims are treated in general public or private health 
care systems worldwide. The capacity of this non-specialised 
treatment is unknown. 

The 174 centres registered with the IRCT at the time 
of the data collection most likely represent the majority of 
the specialised centres for the rehabilitation of torture vic
tims. However, there may be specialised treatment centres 
that have not registered with the IRCT - a cautious estimate 
may be 25 - which would add to the global specialised treat
ment capacity. Assuming that 200 centres each treat 500 vie-
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rims of torture (primary and secondary) a year, the global 
number of torture victims that receives treatment each year 
can roughly be estimated at 100,000. Depending on the aver
age treatment time, the yearly capacity might be less. 

At this point, available data only allow for a very rough 
estimation of the global need for specialised treatment. Ac
cording to UNHCR,9 more than 20 million refugees cur
rently fall under the UNHCR mandate, and half a million 
people flee their home each year. Different studies assess that 
20-30% of refugees are primary torture victims.lo. Thus, the 
point prevalence of refugee torture victims globally may con
servatively be estimated at 3-5 million. To this figure should 
be added the n~mber of torture victims that did not flee the 
torture. 

Even if the general experience from centres indicates a 
huge under-capacity, particularly in the developing countries, 
reliable estimates of the incidence and prevalence of torture 
victims globally and of the proportion of torture victims that 
need and request specialised treatment are lacking. This po
ses important challenges for future research on the national 
and the international level. 

It is remarkable that approximately half of the specialised 
rehabilitation centres globally was initiated with the support 
of the IRCT. This shows that one of the most important 
functions of the IRCT is to provide support to new centres. 
It is also noteworthy that such centres - in spite of difficult
ies relating to security and lack of funding - remain sustain
able over time. 

The evaluation of IRCT training support generally reveals 
that training has been useful to the work of centres. The need 
that is expressed for future training indicates that a system
atic evaluation of the impact of treatment is important. This 
may be seen as a process of maturation of the global move
ment of centres, where systematic methods and assessment 
of the quality of the treatment work is now on the agenda. 

The interest in further collaboration with the IRCT was 
encouraging, even considering the possible positive bias 
among responding centres. The vast majority of centres were 
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interested in expanding the collaboration. The most per
tinent issue is fundraising, which is a definite challenge to the 
whole movement of centres. Thus, the present efforts of the 
IRCT to create sustainability in the international network of 
centres by training in fundraising skills seem to match the 
needs of many centres. 
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Research in emergency sltuations 

Ole U!del Rasmussen, MD, DMSc 

During the civil war in the former Yugoslavia, the country was 
split. From the beginning of 1998, the Serbian police, military 
and paramilitary forces forced nearly one million inhabitants 
from Kosovo to flee and seek refuge in the neighbouring countries. 
A large proportion of these refugees, the so-called Kosovo-Al
banians, took refuge in Albania due to their close ethnic ~nd cul
tural relationship to the country. 

The refugees arriving in Albania were in a desperate situation, 
suffering from the consequences of torture, ill treatment, missing 
family members, and loss of their possessions. Therefore, in the 
Albanian capital, Tirana, a rehabilitation centre for torture vic
tims was set up, as a part of the IRCT network, in order to help 
the refugees. The rehabilitation centre also collaborated closely 
with the Rehabilitation and Research Centre for Torture Victims 
(RCT) in Copenhagen, Denmark. 

The Albanian Centre ·for Rehabilitation of Trauma and Tor
ture Victims (ARCT) began to provide health care services to 
the many refugees in Tirana. They created a team of 1 7 medical 
doctors and a psychosocial team of five nurses and a number of 
students of medicine and psychology, all of Kosovo origin and 
most of them refugees themselves. 

At the beginning of April 1999, the IRCT and RCT con
ducted a mission to Tirana to assess the needs and possibilities 
for providing psychological first aid training to the health team 
working in the refugee camps. The mission identified an obvious 
need for immediate psychological assistance to traumatised 
refugees and for training of health professional and psychosocial 
teams. 

As a result of these findings, one month later the IRCT con
ducted a new mission to Tirana in collaboration with two psy
chiatrists from the MRCT, the Medical Rehabilitation Centre for 
Torture Victims in Athens, Greece. 

A three-day workshop on psychological first aid to traumatised 
refugees was organised for 24 health professionals. The training 
included theoretical presentations, group work and interviews of 
refugees (one for demonstration carried out by a trainer, and one 
for training, carried out by a trainee) to illustrate the theoretical 
issues in practice. These interviews took place in the refugee 
camp, and they were videotaped for training purposes. 

The theoretical lectures comprised psychological reactions 
to trauma and disaster, diagnostic approaches, and crisis inter
vention. Emphasis 'Yas given to appropriate interview principles 
C'active listening"). The lectures were supported by a 14-page 
manual, which was translated into Albanian. 

A proposed session on documentation of trauma and mental 
health problems was accepted with enthusfasm, and a small re
search group was founded to pilot-test and implement the draft 
data collection form. 

The motivation for this work was that the world should know 
about what happened. However, the form was also useful for 
screening refugees to identify their medical and psychosocial 
needs as a part of the daily contact with the refugees. 

The medical team did not, however, include a pilot study in 
order to finalise the data collection form. The draft questionnaire 
was translated into Albanian, and the four medical students 
began implementing the interviews. 

The randomisation process of the study was planned to be car
ried out by putting the given number oftents in the refugee camp 
into a hat. Each interviewer should then pick up a number and 
continue until 50 interviews had been performed. However, 
when we received all the questionnaires, it was clear that some 
of the interviews had not been randomised. This deviation from 
a well:planned study was due to the students not appreciating in 
full the importance of a random sampling and to the lack of an 
adequate medical supervision of the project. 

The written informed consent allowed for future contact to 
the interviewees in order to ask about health problems. The ob
jective was to contact the study population at a later stage, after 
they had returned to Kosovo. It was anticipated that the process 
of repatriation would require psychosocial aid in order to reduce 
the associated trauma. 

In July 1999, the IRCT visited Tirana in Albania and Pristina 
in Kosovo. The repatriation had already begun. 

In September 1999, with support from the European Com
mission Humanitarian Aid Office (ECHO), the Kosovo Rehabil
itation Centre for Torture Victims (KRCT) was established. The 
medical team mainly consists of the health professionals who had 
worked in Tirana. 

Today, the centre does not have the resources to make the 
needed contact and follow-up interviews as intended from the 
beginning of the study. 

Concluding remarks 
Research in emergency situations is a very difficult task and is 
best done if there is a detailed plan before the emergency arises. 
Ethical problems have first priority. The present study shows 
that, in spite of the methodological shortages, research .can be 
done in extreme and acute circumstances. In other words, the 
study shows what can be done in situations where well-planned 
study conditions are non-existent and the resources are reduced 
to what can be identified on an ad hoe basis. 

However, the study also demonstrated that these problems 
were solved by the highly motivated interviewing team. Research 
of this kind can give us more knowledge on sequelae of torture 
and traumatisation and thereby help us to ictentify the best treat
ment approaches. 
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Introduction 
-In February 1998, the conflict in Kosovo reached its peak as 
Serbian police forces, army and paramilitary Serbian groups 
started a large scale operation against ethnic Albanians, 
shelling Albanian villages, burning homes ~nd killing hun
dreds of ethnic Albanians, and forcing thousands to leave 
their homes in Kosovo, and move to where they could find 
shelter with relatives. Thousands of others were compelled to 
hide in the hills and forests. NATO operations began against 
Serbia on March 24, 1999. Many thousands of people had 
already been displaced within Kosovo and to other countries. 
It is estimated that more than 800,000 people became 
refugees in neighbouring countries (mainly Albania), as well 
as secondary countries of asylum in Europe, the United 
States, and elsewhere. The war ended on June 10, 1999, and 
Kosovo Albanian refugees began to return to Kosovo. 
On their return, they had to face the desperate situation 
of destruction of their homes and property, and the fresh 
memories of trauma and Joss. The effects of missing family 
members, the traumatic experiences of violence, rape, and 
persecution of an entire population, have since been an im
portant psychological impact that the refugees have also to 
cope with and need assistance with. 

There are many studies on types of trauma and Post Trau
matic Stress Disorder (PTSD) in post-conflict situations. In 
the case of the Kosova war, there have been several publi
cations l-5 which have focused on issues related to mortality, 
types of human rights abuses, PTSD levels, feelings of re
venge, mental health issues, etc. PTSD levels in postwar 
traumatised refugee groups range, in general, from 10% to 
92 %, and in particular in the case of the recent ethnic cleans
ing Balkan wars the PTSD levels ranged from 46% to 6S% · 
among Bosnian refugees .6 The International Rehabilitation 
Council for Torture Victims (IRCT) in May 1999 undertook 
a programme of acute intervention to assist the Kosovo 
Albanian refugees. 

A training programme for health professionals from 
Kosovo was implemented in Tirana in Albania. In addition 
a questionnaire survey was implemented, aimed to assess 
the magnitude of the large scale trauma and human rights 
abuses caused by the mass violence on Kosovo Albanians 
forced to leave homes and flee to neighbouring countries, 
and the impact on their psychological condition afterwards, 
assessed by interviewing refugees living in refugee camps in 
Albania (in May-June 1999). This effort also aimed to assess 
the need of aid provision, and to contribute to the prevention 
of the major problems related to recovery and mental health 
by examining the consequences of massive traumatic ex
periences. 

Methods 
The study was designed as a cross sectional study, and was 
Carried out by interviewing a sample of the Kosovo refugees 
in Albania, filling in questiortnaires containing 130 specific 
questions, and categorized in 5 sections: 1) the part for the 
family, 2) the part for the individual, 3) the objective exam
ination, 4) PTSD assessment, and 5) data on children under 
15 years. The interviews and the filling in of the question
naires were conducted by Kosovo-Albanian students of medi
cine and psychology. Informed consent of all the participants 
in the survey was obtained. Those who did not want to parti
cipate were equally offered the medical services provided by 
the medical team. In certain cases, the very difficult situation 
in the field has affected the procedure of implementing the 
random sampling selection of participants. Randomisation 
was done by writing the tent numbers on pieces of paper, 
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pooling them together, and then picking out those that would 
be selected. For various reasons, however, a number of other 
tents were included. The survey was conducted in Albania in 
the refugee camps in Tirana and other well guarded loca
tions; and there were no security problems or obstacles to the 
realization of the survey. The questions included in the ques
tionnaire aimed at assessing the trauma suffered before the 
arriva,l to Albania, and the present health complaints at the 
time of the interview. Respondents were asked about: miss
ing family members, trauma history before and during es
cape, physical and mental health problems at the time of the 
interview, the needs for medical care, the medical care/treat
ment eventually received after arrival to Albania, and an as
sessment of the mental state, including evaluation of PTSD. 
PTSD symptomatology was evaluated using the Harvard 
trauma questionnaire symptoms checklist, and was consid
ered positive over a threshold that was set at 2.5 points per 
question or a total of 37 .5 points. During analysis, the ques
tionnaire data were entered using EpiData 1.13 and were an
alyzed using the Statistical Analysis System (SAS) . 

Material 
The survey included refugees that had come from Kosovo 
and were located in 182 tents and 26 other temporary facil
ities in refugee camps in the Tirana area, in Albania. The data 
was collected from 7~ Kosovo-Albanian refugee families 
(with a total of 480 members) by interviewing 158 individu
als; over 14 years old (one or more from each of the 72 fam
ilies). Out of those selected for inclusion into the survey, 20 
persons refused to participate. The reasons for refusing to 
participate were not recorded, but in a few cases the inter
viewers have recorded comments that the person refusing to 
be interviewed "was too upset emotionally to talk about 
his/her traumatic experiences" . The questionnaires were de
signed so that a distinction between individuals and families 
was made, in view of the pattern of events, as known at that 
time, where a part of the traumatic experiences was per
ceived and lived through by the family as a whole, and an
other part was related only to individuals. The data collected 
on children under 15 years was incomplete and was excluded 
from the analysis. 

Results 
Exposure w traumatic violence 
ON THE FAMILY LEVEL 

An outline of exposures to traumatic violence, on the family, 
and the individual level, is presented in Table l . Most fam
ilies had been compelled to leave their homes. 27 (38 %) 
families left their homes because their villages were being 
grenaded and fired at. 16 (22%) families left their homes be
cause Serb police or military and paramilitary groups threat
ened to kill them if they didn't leave within minutes. 
12 (17%) families left their homes because Serb police or 
military and paramilitary groups evicted them bodily from 
their houses. 14 (19%) families left their homes because of 
the fear and insecurity of their lives. Three (4%) families left 
their homes because their villages were surrounded by tanks 
and Serb military, and they were afraid of being shot. 

41 (57%) families had their property destroyed and in 
most cases were robbed of all their valuables, their money 
and jewelry. 36 (50%) families saw the burning of their own 
houses; 14 (19 % ) families had witnessed the sacking of their 
own house. 28 (39%) families were assaulted (fired at, beaten, 
robbed) by Serb soldiers, even during leaving their homes 
and while on the road, walking in the column of refugees. 
38 (53%) families had already experienced organized vio-
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Table 1. Frequency of types of trauma reported by respondents of KRS. 

Families (n = 72) 

Families that had members/relatives missing ..... . 
Number of missing persons ................. . 
Number of murdered persons ............... . 
Organised violence before the bombings began ... . 
Organised violence after the bombings ......... . 
Insults ................................ . 
Physical assaults ......................... . 
Murders of family members ................ . 
Threats ............................... . 
Violation of property (including burning of the 

house, material damage/loss, etc.) ........... . 
Families that were forcibly expelled from their homes 
Families that left their homes because of fear 

for their lives .......................... . 
Families assaulted when leaving their house .. : .. . 
Families witnessing murders ................ . 
Families that had been (and/or witnessed) 

sacked/looted ......................... . 

Family members individually (of age 15 and over) 
(n=l58) 

Previous traumaric experiences (before the 
bombings): Insults .................... . . . 

After the beginning of bombings: Eye witness of 
organised violence . . . . . . . . . . . _ . . . _ ... . .. . 

Physical assaults ......................... . 
Mental pressure ......................... . 
Individual traumatic experiences during the interval: 

Expulsion from homes until reaching safe refuge .. 
Individuals reporting missing members of 

close family ........................... . 

No. % 

61 84.7 
79 

5 
38 52.8 
50 69.4 
40 55.5 
29 40.3 

2 
34 47.2 

41 56.9 
55 76.4 

17 23.6 
28 38.9 
13 18.1 

44 61.1 

45 28.5 

79 50.0 
30 18.9 
58 36.7 

44 27.8 

111 70.3 

Jenee before leaving their homes the last time (before the 
bombings began). 

38 (53%) families reported missing members, and four 
(6%) families reported having members murdered by Serbs. 
On average, families had been travelling for five days, or out 
on the roads, after being forced to leave their homes, and 
until arriving to the refugee camp. 40 (56%) families had 
experienced insults, and 29 (40%) families had experienced 
assaults. 34 (47%) families had experienced various threats 
from state officials (police, soldiers) and paramilitary groups. 
32 (44%) families were threatened to be killed. 68 (94%) 
families reported who their aggressors were. 23 (32%) fam
ilies reported that their aggressors were the Serb police, the 
Serb army and the Serb paramilitary groups, acting together. 
15 (21 %) families reported that their aggressors were the Serb 
police and the Serb paramilitary groups, acting together. The 
remaining families reported that their aggressors were dif
ferent combinations of the above mentioned. 

ON THE INDIVIDUAL LEVEL 

26 (16%) respondents repo.rted that they had had previous 
traumatic experiences (before the beginning of bombings). 
These experiences included: their village being attacked by 
grenades, the burning of the houses, having had to run away 
several times from their village because of grenade shelling 
attacks, murders of family members, being beaten by the po
lice or witnessing beatings of family members, arrests, mal
treatment and being robbed of personal documents by the 
police, searching of the house by police, being compelled to 
leave their house, separated from the families and moved 
to other parts of Kosovo, being compelled to stay inside the 
house from fear of being shot by snipers, and being forced 
to live in a state of continuous fear. 22 (14%) respondents 
reported they had been directly threatened they would be 
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killed. 19 (12 % ) respondents reported the Serb police had 
searched their houses for arms, insulting and threatening 
them during the search. Seven (4%) respondents reported 
they had been beaten. 

• Missing family members 
12 (23%) of the married female respondents reported that 
their husbands were missing, and six (14%) of the married 
male respondents reported missing wives. Missing of the 
father or mother was reported by 41 (26%) respondents; the 
missing of children, and sons and daughters by 25 respon
dents (57% of the 44 respondents who were parents); the 
missing of brothers and sisters by 68 (43%) respondents. 
Also 90 (57%) respondents reported missing other relatives 
(uncles, cousins etc.). 

• Witnessing organized violence 
39 (25%) respondents reported direct exposure to armed 
military attacks - they saw the houses of their village put to 
flames, attacks by grenades, shellings by tanks, the shootings 
of snipers. Ten (6%) saw attacks of soldiers on targets burned 
or killed, saw family members being killed in front of their 
eyes, saw the killing of neighbours, or other persons, being 
taken and executed, then burned, or people killed by shell
ings, or shot. 11 (7%) respondents reported they saw people 
being killed or shot. Seven (4%) saw family member(s) being 
beaten, threatened to be killed, robbed of documents, etc. 29 
( 18 % ) respondents had witnessed the beating of neighbours 
or other people with gun butts, by the police. 34 (22%) re
spondents reported they saw soldiers pull out of the walking 
column whomever they pleased and beat them. One (0.6%) 
respondent reported she saw the police take apart three fe
males to rape them. Ten (6%) respondents reported witness
ing the burning of their own house. 14 (9%) respondents 
reported sacking. 

• Mental pressure 
20 (13%) respondents had been told that they would be 
killed. One (0.6%) respondent had been told that they would 
dress him in Kosovo Liberation Army (KLA) uniform and 
then kill him. Three (2%) respondents were threatened they 
would be killed if they wouldn't give information to the sol
diers. Six ( 4%) respondents were threatened with killing of 
their family members. One (0.6%) respondent reported she 
had been threatened to be forced to cut the throats of her 
own children with a sword. Ten (6%) respondents reported 
they dared not go out of the house (even to buy cigarettes) 
because the soldiers would fire at them. Three (2%) respon
dents were humiliated by political chauvinistic remarks. 

Ten (6%) respondents reported they had been living inter
ror, every minute afraid of a knock on the door. One (0.6%) 
respondent reported his family had been forced by soldiers to 
leave their house, but then when out were ordered to return 
inside, then later in the same day were ordered to leave again. 
One (0.6%) respondent reported that when her husband and 
other men were taken away, a Serb woman had threatened 
that the soldiers would also take the women. Six (4%) re
spondents reported they had been made to listen to terrible 
and saddening voices/sounds from synchronized recording 
devices. 

• Various traumatic experiences 
Various individual traumatic experiences during the interval 
between the moment they were forced to leave their homes 
and until they crossed the border to Albania included a wide 
range - from personally escaping death by providence, even 
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after being shot and burned - to seeing fellow refugees dying 
from exhaustion on the road or going insane, etc. One re
spondent (0.6%) referred to rapes. Three (2%) respondents 
reported they had been in fear of being raped, all the way, be
cause of being escorted by Serb soldiers. 39 (25%) respon
dents reported witnessing acts of violence that constitute tor
ture. Three (2%) respondents had seen soldiers beating an 
old woman to death. Two (1 %) respondents had seen Serb 
soldiers scratching the forehead of Kos.ovo refugees with a 
knife: "U(:K" (KlA). One (0.6%) respondent reported that 
a man was beaten in front of many people, to frighten them. 
One (0.6%) respondent saw her son beaten by the police. 
One (0.6%) respondent saw village men shot in front of him, 
and others beaten to the ground and stepped over by cavalry. 
12 (8%) respondents had seen neighbours or others being 
beaten with gun butts by the police. 11 (7%) respondents 
had seen the beating of young men. One (0.6%) respondent 
had seen an old woman being beaten. 

• Torture 
Torture has been used in various forms, and respondents 
have referred to it when relating their experiences before and 
after the beginning of the Kosovo war or during the exodus 
days of Spring 1999. Some of the respondents have reported 
the torture inflicted on them while being detained in police 
stations or in Serbian prisons. By the United Nations' defin
ition 7 of torture, 39 (25%) respondents had had traumatic 
experiences that constitute torture . 17 (11 %) respondents 
reported traumatic experiences that constitute physical tor
ture. 32 (20%) respondents reported traumatic experiences 
that constitute mental torture, and ten (6%) respondents 
reported both physical and mental torture (Table 2) . 

Health complaints, symptoms and signs 
76 (48%) respondents reported various health problems 
and conditions, and only nine (6%) respondents S;lid that 
they had mental problems. The most frequent somatic health 
problems were related to cardiopulmonary, neurologic, muscle
skeletal, and otorhinolaryngologic and urogenital diseases. 
At the objective examination five (3%) respondents had 
physical signs. Three (2%) had scars after injuries, one (0.6%) 
had an amputated foot after a grenade wound, and one 

Table 2. Respondents who had been tor
tured - by rype and description of rorrure, 
andgender (n=158). 

(0.6%) had a distortion of the ankle. 38 (24%) respondents 
were evaluated to be in need of physical treatment/ cures of 
various kinds (Table 3). According to the objective examin
ation 25 (16%) respondents were in need of mental treat
ment, of which 23 (16%), 15 females and eight males, were 
in need of psychotherapy. 

78 (50%) respondents had a positive PTSD symptoma
tology score (Table 4). Of those with a positive PTSD score, 
59 (76%) were females and 19 (24%) males. 

63% of the female respondents and 30% of the male re
spondents had a positive PTSD score. The highest percent
age of respondents with positive PTSD scores were among 
the females of the age group 21-30 years (74%) and 15-20 
years (60%). 15 of the respondents (seven males and eight 
females) with positive PTSD scores were among those that 
had been tortured. No association between PTSD sympto
matology and torture was found (Table 5.). 

Besides the PTSD, to assess the mental state of the re
spondents during the objective examination, a set of signs 
were used as a referring frame. 96 (61 %) respondents had 
manifested at least one of the signs (Table 6) . In answering 
the question whether the respondent had had hallucinations, 
there were 16 (10%) "yes" answers. 46 (29%) respondents 
reported that they had received medical treatment of some 
kind, after arrival in Albania. 16 (10%) received care related 
to cardiopulmonary problems, four (3%) for neurologic, and 
21 (13%) for various other problems. Five (3%) received 
mental.treatments (psychotherapy, sedative medicine etc.) 

Discussion 
Randomisation was not done under ideal conditions and 
may have affected the validity of the findings in this study. 
The selection of refugee families to be included in the survey 
was done by writing all the tent numbers of the refugee camp 
(as a rule one tent was occupied by one family) on pieces' of 
paper and pooling them together, and then randomly picking 
out those that would be selected. For various reasons, how
ever, a number of other tents were included. 

A possibie source of bias could be the fact that the inter
viewers were themselves Kosova Albanians and this may have 
influenced the choice of words when filling in the answers 
given by the respondents, the latter used synonyms or several 

Number of respondents 
who had been tortured 

males females total % 
Type of torture Description of torture N=24 N=lS N=39 24.7 

16 

Physical torture Beating on the head and body with fists, 
truncheons, gun-butts, sticks . ........ . 

Suffocation ....................... . 
Beaten in prison 

Total 

14 
1 
1 

14 

Mental torture Personally threatened to be killed . . . . . . . . 15 
Personally threatened to be killed and 

then burned . . . . . . . . . . . . . . . . . . . . . . 1 
Sham executions . . . . . . . . . . . . . . . . . . . . 5 
Made to listen to recorded terrible voices/ 

noises and lights . . . . . . . . . . . . . . . . . . . 2 
Threatened to be forced to kill her own 

children . . . . . . . . . . . . . . . . . . . . . . . . . 0 

Total 19 

Both physical and mental torture 9 

3 
0 
0 

3 

7 

1 
0 

4 

· 1 

13 

17 
1 
1 

17 

22 

2 
5 

6 

32 

10 

10.7 
0.6 
0.6 

10.7 

13.9 

1.3 
3.2 

3 .8 

0.6 

20.3 

6.3 

TORTURE Supplementum No. 2, 2003 



Table 3. Respondents who were in need of physical treatment/cures 
(n=l58). 

In need of physical treatlllent/cures Males Females Total % 

Cardiopulmonary ..... . ........ 3 4 2.5 
Neurologic . ... ............... 3 4 2 .5 
Muscle-skeletal . . . . . . . . . . . . . . . l 0 l 0.6 
Gynaecological ... . ............ 0 l 1 0.6 
Need examination by a specialist ... 2 4 6 3.8 
Need check-up by a physician ..... 4 8 12 7.6 
Need to cure various conditions 

or to continue/m aintain 
the therapy started previously 5 5 10 6.3 

Total 14 24 38 24.0 

Table 4. Respondents with positive PTSD scores - by age-group and 
gender (n =158). 

Male Female Total 

0/o to %to %to 
males females total 
in age- in age- in age-

Age-group no. group no. group no. group 

15-20 ....... 2 20.0 13 59.l 15 46.9 
21-30 .... . .. 6 40.0 17 73.9 23 60.5 
31-40 .... .. . 4 57 . l 9 56.2 13 56.5 
41-50 . ... .. . 1 6.7 11 64.7 12 37.5 
51-60 ....... 4 36.4 8 72.7 12 54.5 
61-70 ....... 2 33.3 1 50.0 3 37.5 

Total 19 29.7 59 62.8 78 49.4 

Table 5. Respondents who had been tortured, and with PTSD sympto-
matology (n=158). 

Respondents who had been tortured 

Respondents who had been tortured and with 
PTSD positive score 

24 (15.19%) 

15 (9.5%) 

Two by two table 

PTSD positive 
score 

no yes Total 

Respondents who no 56 63 119 
had been tortured frequency (%) 35 .44 39.24 75.32 

yes 24 15 39 
frequency(%) 15.19 9.49 24.68 

total 80 78 158 
frequency(%) 50 .63 49.37 100.00 

Statistic OF Value Pro b. 

Chi-square 2.464 0.116 
Sample size= 158 

additional remarks or clarifications to answer the open
ended questions; or the fact that interviews were made in the 
tents where no privacy was possible and respondents might 
have. been influenced by answers given by other family mem
bers interviewed in the same tent. 

The respondents had been subject to various types of vio
lence. The majority had been exposed to police and military 
attacks, and almost all had been forcefully compelled to leave 

TORTURE Supplementum N o. 2, 2003 

Table 6. Description of the mental star.e of respondents (n = 158). 

Signs used to describe the mental 
state of respondents Males Females Total % 

Worried/upset . . . . . . . . . . . . . . . . 26 38 64 40 
Tending to weep .... . . .. . .. ... . 28 36 64 40 
Tensioned ............. . ..... 23 30 53 34 
Aggressive ....... . .... . ...... 13 20 33 21 
Sensitive . . . .. ... ... . . . . ... .. 10 17 27 17 
Impaired memory .. .. .... . ... . 10 17 27 17 
Depression .. .. .. .... ... ... . .. 9 11 20 13 
Interrupted thoughts .. . . . .. .... 10 7 17 11 
Hallucinations ................ 7 9 16 10 
Impaired concentration . . . . . ..... 8 7 15 9 
Passive . .. ... . .... . .......... 9 4 13 8 
Calm/prudent .......... . ... .. 4 8 12 8 
Aggravation . .. . . ... ... . . .... . 2 5 7 4 
D emanding ............... . . . 3 3 6 4 
Dramatical .... .. ...... .. ... . . 0 4 4 3 
Phobias or compulsive behaviour . .. 1 1 2 l 
Dissimulation . ................ 1 0 1 0.6 
Paranoia .. ... . ; ... .. . . .. .. .. 0 0 0 0 

their homes, in many cases under threats of murder at gun
point, or brutally ordered by Serb state-representing officials, 
to abandon their houses within minutes. Many refugees had 
been exposed to the loss of relatives, a number of them had 
witnessed mutders of family members, relatives or of other 
persons; many had been beaten, threatened and insulted. 
Some had suffered direct injury and loss of a limb during 
shelling attacks by the Serb military, and many had their 
health impaired. One of the major forms of exposure to or
ganized violence was the witnessing of the burning of their 
house and destruction of all their material property, as well 
as sackings and robbery of their money, personal jewelry and 
their cars. This was done systematically, in a massive way and 
affected almost all the respondents. The data obtained 
from this survey are similar with those of other studies on the 
matter.1,2 

The reported missing of close relatives, except for those 
livirig in the same household and who were supposed to 
be together at the time of the interview, may rather be con
sidered as an indication of interrupted contacts - depending 
on how the term of "missing" is defined. 

The almost complete silence of the respondents on the 
rapes or other sexual abuse (only one respondent referred to 
rapes) may be explained by the cultural taboo of not to 

disclose what is perceived as shameful disgraces, especially 
when the disclosure may not happen in total privacy. Similar 
data are found in other studies. I 

The health problems indicated by the interviewed refugees 
comprised both previously existing, as well as, present health 
problems. It should be noted that when answering the ques
tionnaire items which required the interviewer to make an 
assessment of the mental state of the respondent 96 of the 
respondents had been noted by the interviewers to have one 
or more of the reference signs. The interviewers might have 
encountered some difficulty in the assessment of the respon
dent's mental status by using the set of signs mentioned 
above, as some of the figures seem to be rather high, (like for 
instance, there were 16 (I 0%) "yes" answers to "hallucina
tions?", most of which (12) were diagnosed by one of the in
terviewers) which may reflect the insufficient professional 
knowledge of the interviewers on the subject. The difficulties 
related to this part are reflected also by the fact that the 
whole section on the objective examination was left blank in 
15 of the questionnaires. 
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In view of the long standing conflict in Kosovo even before 
the last crisis and war, and the continuous pressure reflected 
in many ways on children's health, there is a great need to 
assess the trauma and psychosocial recovery problems for the 
Kosovo refugee children, which is more difficult and requires 
qualified resources with proper knowledge in child psych
ology etc. This survey has lacked such means but this element 
could be jntroduced and strengthened in eventual further in
terventions which might follow up aiming to prevent mental 
stress and damage. 

In cases of such large scale humanitarian crises, attention 
should be paid to the prevalence of torture and extreme 
trauma, and to the rehabilitation needs of victims. Having the 
opportunity to process the mental consequences of traumatic 
experiences, and to perceive their history in a balanced way, 
may help survivors to realize social reconstruction. Previous 
studies on patients with PTSD have found a doubling of 
the average time needed to achieve significant remission of 
symptoms if treatment is not provided early in the emergency 
phase of a post-conflict situation. 8 The data obtained by this 
survey show that half (49.4%) of the respondents above 14 
years of age had PTSD symptomatology, and one in every 
four (24.7%) had suffered at least one form of torture. The · 
forms of torture used, as well as the physical evidence ob
served during the physical examination of the respective re
spondents, were similar to those described in other studies. 9 

Among those tortured, a high proportion (82.l %) reported 
mental torture. This figure is similar to those found by other 
authors. 10 While most of the tortured respondents were 
males, most of the respondents with PTSD symptomatology 
were females (more than half of all the female respondents 
between 15 and 40 years old). 

The finding that female respondents of the age group 
15-30 years had the highest positive PTSD scores, might 
be related to the additional fear of rape they had had to go 
through. 

The fact that no association between PTSD symptomato
logy and torture was found (p>O.l), might be explained by 
a tendency of the male respondents (who constituted the ma
jority of those who had undergone torture), not to talk about 
their emotional problems. 
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The word "symptomatology" has been added to the term 
PTSD in recognition of the fact that its diagnosis, under the 
circumstances, has not been made in accordance with all the 
criteria of the DSM-IV, 1994. One of the criteria, point E, 
being that: "the duration of the disturbance (symptoms in criteria 
B, C and D) is more than one month". 

Conclusions 
The information obtained by the survey strongly reveals ex
tensive and deep consequences suffered by the refugees and 
contributes to confirm the pressing need for initiating as 
soon as possible further assessment of the present and future 
public health needs in Kosovo, and planning and imple
menting treatment/rehabilitation programmes. 
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Introduction 
The Treatment Centre for Torture Victims Berlin (BZFO) 
was founded in 1992. The BZFO provides outpatient med
ical and psychotherapeutic treatment and psychosocial aid 
for people who have been persecuted and tortured in their 
countries of origin and suffer from the physical and mental 
sequels of torture and civil war. The Centre is organized as 
an outpatient centre in which the different disciplines - gen
eral practitioners and psychiatrists psychotherapists, ocial 
worker and physiotherapists - work together. The services 
provided include psychosocial supporr, medjcal and psychia
tric/psychological diagnosis and therapy, and psychological 
or medico-legal asse sment reports. These reports are mainly 
for submission ro the Administrative Couns in support of 
clients' appeals against the rejection of their asylum applica
tions, or for appeals under the "SED - Unrechtsbereini
gungsgesetz" (2) lodged at social courts by persons having 
suffered political persecution in the former German Democ
ratic Republic (GDR) .1,2 

The patients come from different countries and cultures. 
One main patients group are the Kurds, most of whom came 
from Turkey, and the Bosnians followed by refugees from the 
countries in the Near and ·Middle Ea t . Politically persecuted 
persons from the former GDR constitute an ther large group. 

As a rule our patients have experienced traumatization in 
some cases even multiple traumatic events, over a prolonged 
period that is, the effect has b~come cumulative. The range 
of pathological mental sequels of torture experienced by our 
patients i thus by no means limited to the diagnostic cat
egories of Post-Traumatic Stress D isorder (F43. l ) and En
during Personality Change after Catastrophic Experience 
(F62.0) listed in the lCD-10. We also observe severe depres
sion, somatization and dissociative ilisorders and also, in a 
few isolated cases, paranoid (hallucinatory) schizophrenia 
following torture and experiences of civil war. While the ad
ministration of neuroleptic drugs is necessary for the treat
ment of the latter disorders and some patients with pro
nounced depressive symptoms require antidepressant medi
cation, the therapeutic services offered by the Centre focus 
mainly on individual and group psychotherapy, usually with 
the aid of interpreters.3 The range of psychotherapeutic 
methods employed at the Centre includes breathmg therapy, 
Gestalt therapy, psych c:b:ama, systemic family therapy and 
psychodynamic psychotherapy, and also Concentrative Move
ment Therapy (CMT) and arr and creative therapy, mu ic 
therapy, child and adolescent psychotherapy.4 

The theory of psychotherapeutic treatinent 
of victims of torture 
Viewed from the standpoint of object relations theory, psycho

. reactive post-traumatic symptoms can be seen as resulting 
from the instillation of a traumatic introjection5 which, since 
it is incompatible with previous subject and object represen
tations, acts like a psychic foreign body6 in ego conscious
ness. The traumatic introjection consists of situations, in
volved persons and, above all, the experience of powerless
ness, being at the mercy of a tormentor, massive assaults on 
self-esteem and humiliations, and is cathected with a large 
amount of psychic energy, so that all previously internalized 
object and subject representations pale in comparison and 
are invalidated. 

Part of psychotherapy with victims of torture consists in 
re-discovering old resources or developing new resources to 
bolster the patient' ego strength, thu supporting him or her 
in the struggle again ' t the dominance of the traumatic intro
jection. It also includes providing patients with an oppor-

20 

tunity to express in the therapeutic setting in words, feelings, 
body posture, movement, sensations and also with creative 
media what they have experienced and suffered and not yet 
been able to communicate to others. If the therapist is able 
to understand and empathize sufficiently, he or she then re
flects this back with reduced intensity and to an extent that 
the client is able co tolerate . This is the core or basic process 
and is repeated many times over the course of the therapy. 
At the end of the therapy, the old, dominating traumatic 
introjection is replaced by a modified introjection of which 
the psychodynamic, symptom-generating grip and restricting 
effect on the survivor's daily life is attenuated. This new in
trojection can be integrated into the internal representations 
of world and self in the patient's ego consciousness and thus 
becomes controllable. The wish that many patients express at 
their intake interviews that their memories of the trauma and 
the associated symptoms could be simply erased like files 

n a computer, can, of course, nor be fulfilled. The realistic 
goal of psych therapy with a torture urvivor is to reduce the 
dominance of the traumatic introjection and its associated 
symptom-generating psycbodynamics during the course of 
therapy to a point where patients are able to control their 
memories of their traumas in their daily lives, and are once 
more able co experience joy in living and turn their attention 
to planning their futures. 

The practice of psychotherapeutic treatment 
of victims of torture 
PhysicaJ and psychological traumatizarion arising from polit
ical, ethnic or religious persecution is usually not attributable 
to a single, discrete event such as, for example, a road ac
cident or criminal attack but a a rule results from several 
events or episodes in the survivor's history which were spread 
over several years. These can have sequels that cast a shadow 
over the survivor's entire later life. 

Survivors of persecution and war atrocities not only suffer 
from reactive, post-traumatic phenomena of varying degrees 
of severity, but are also exposed to the effects of the changes 
in their external environments resulting from uprooting and 
migration. They may also have been separated from their 
families and lost the social roles, property and possessions 
they had in their countries of origin. They are therefore in the 
position of having to adapt to the norms, values and language 
of a different culture in their host countries . An enormous 
adjustment is thus required of them, in addition to having to 
cope with post-traumatic symptom . Events that occur in this 
context can be experienced as further traumatic situations 
with a cumulative effect, similar to the "sequential traumati
zation" that Hans Keilson observed in the Jewish children 
who survived the German National Socialist occupation and 
persecution in Holland during the Second World War. 7 

The rule of abstinence, which requires that substitute 
needs· that arise during the therapeutic process should not be 
gratified by the therapist, is one of the important corner
stones of psychotherapy. It is intended to enable patients to 
become conscious of their real needs and wishes, to accept 
them and satisfy them independently, maturely and respon
sibly in accordance with their actual means . 

However, refugees who consult the BZFO usually come 
with a host of social and legal problems, ar least some of 
which need co be solved before we can even begin to think of 
attempting trauma-focused psychotherapy. They include: 

a. having no residence permit 
b. restricted freedom of movement 
c. reduced rate of the monthly social security payments 
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d. restricted access to medical treatment 
e. being forced to live in a hostel 
f. not being permitted to take up gainful employment or 

undergo training. 

a. Residence permits 
In accordance with the legislation on the asylum procedure, 
persons applying for asylum in the Federal Republic of 
Germany are issued a so-called "Aufenthaltsgestattung'', i.e. 
leave to stay for the asylum procedu.re. As a rule asylum 
application procedures and any subsequent appeals that 
become necessary are very lengthy processes. Many patients 
and their families thus have to wait several years for the Ad
ministrative Court to pass a decision on their case. In add
ition to uncertainty about whether they will be able to remain 
in Germany and continue to enjoy the political protection of 
the German state, refugees are also subject to substantial 
restrictions on social rights and civil liberties. 

The legal bases for obtaining other types of residence per
mit, such as a "Duldung" (a statutory temporary suspension 
of deportation), or an "Aufenthaltsbefugnis" (a residence 
title for exceptional purposes) on the grounds of political or 
health-related impediments to deportation political are laid 
down in the "Ausli:indergesetz" (Aliens Act) . 

When they begin their treatment at our Centre most pa
tients have not yet been granted asylum or any other form of 
secure leave· to remain. When a diagnosis has been made they 
are therefore given a medical or psychological clinical report 
for their appeal procedures at the Administrative Court, in 
which their physical and psychological sequels of torture 
and/or the potential health risks involved if they were to re
turn to their home countries are assessed. 

In addition to this, as mentioned above, some of the staff 
of the BZFO work as independent experts for the Admin
istrative Courts. The question as to for how long therapy is 
likely to be required before the psychic traumatized patient 
can return to his home country without endangering his or 
her health is nonsensical and should not be accepted, since if 
the success of the treatment is linked to return from the start 
it is unlikely that a patient will establish the trust and open
ness with his or her therapist that is required for psychiatric 
and/or psychotherapeutic treatment. 

b. Restriction of the freedom of movement 
After submitting their application for asylum, all asylum 
seekers are "assigned" to a town or rural district. While their 
asylum applications are being processed at the local branch 
offices of the "Bundesamt fiir die Anerkennung ausli:indi
scher Fliichtlinge" (3), asylum seekers are subject to a so
called "residence obligation". This means that asylum seek
ers and their families are not permitted to leave the district 
to which they have been assigned until a legally enforceable 
decision on their asylum application has been passed. 

CASE REPORT 1 

Mr. C. is a Kurdish farmer from Turkey. He comes from 
south-east Anatolia and has been living in Berlin as an asy
lum seeker for five years. Three months ago his 18-year-old 
son arrived, and his wife/the boy's mother has now been here 
for one month. After submitting his application for asylum 
the son was dispersed to the. region of Chemnitz, while his 
mother/Mr. C 's wife, a simple farmer's wife who is unable to 
read or write, to Halberstadt. Thus the father is in Berlin, the 
son in Chemnitz and the wife and mother in Halberstadt, 
although the German authorities are in possession of their 
birth and marriage certificates. 
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c. Social security benefits 
Social security benefits for asylum seekers are governed 
by the "Asylbewerberleistungsgesetz" (4). Since this law was 
amended in 1997, the monthly social security payments for 
asylum seekers are reduced for the first three years after they 
arrive in this country. Most of the benefit is paid in the form 
of goods vouchers. In 1997 in Berlin these vouchers could 
originally only be exchanged at two supermarkets specially 
set up for the purpose, which meant that refugees were 
forced to travel long distances and wait in queues in front of 
the two shops for long periods of time, after which they were 
often confronted with empty shelves when they were finally 
able to enter the shop. 

CASE REPORT 2 

Mr. A., an asylum seeker from Romania who had already 
been waiting for six years, together with his wife and their 
two-year-old son, for his court case to be heard by the Berlin 
Administrative Court, had been arrested and tortured by 
members of the security police in Romania in connection 
with the December demonstrations in Timisoara. As a result 
of a craniocerebral trauma he sustained during torture he 
now suffers from severe depression with a low drive, post
concussional syndrome, post-traumatic stress syndrome, and 
incomplete, right-sided motor hemiparesis. Despite repeated 
requests by our Centre with reference to his disorders and 
the resulting substantial restrictions he suffered in his daily 
life, the "zentrale Leistungsstelle fur Asylbewerber im Landes
einwohneramt Berlin" (5) is not w:illing to make an exception 
to this rule for Mr. A. and his family. 

CASE REPORT 3 
Mr. K., a 45-year-old Kurd from south-east Anatolia, was 
suffering from atrophy of the liver with chronic hepatitis, 
which he had, like many others in the same situation, prob
ably contracted while he was imprisoned for several years in 
Turkish prisons. After his last stay in hospital his doctors had 
estimated that he had only a few more months to live. De
spite this poor prognosis, the Berlin local authority continued 
to refuse to jncrease his benefits to allow him to pay for a spe~ 
cial diet. However, six weeks later the same office did consent 
to pay his widow, who was in the advanced stages of preg
nancy, and her five children their monthly social security 
benefit in cash rather than in vouchers. 

d. Resrricred medical care 
Since the Law on Benefits for Asylum Seekers was amended 
in 1997 many asylum seekers no longer receive so-called 
"U vouchers" for payment in accordance with the German 
Federal Law on Social Welfare, but "A vouchers" for medical 
treatment, on which the following restrictions are printed: 
"Benefits paid on the basis of Section 4, Para. 1 of the Law 
on Benefits for Asylum Seekers are issued solely for the treat
ment of acute illnesses and pain conditions. In accordance 
with Section 6 of this law other benefits can be paid particu
larly when they are essential for safeguarding health in the 
individual case." 

CASE REPORT 4 

Two brothers from Nusaybin in south-east Anatolia pre
sented at our Centre. Both of them had below-knee prostheses 
as a result of injuries sustained during a grenade attack on 
their family home during the riots on the Kurdish New Year 
celebrations in 1992. They presented newspaper reports and 
a documentary book published by a Turkish human rights 
organiz3:tion in which they and their family were mentioned 
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by name several times in support of their claims. They were 
living in a refugee hostel in an isolated wood in the German 
"Land" of Brandenburg outside of Berlin. They had to walk 
several kilometers through this wood to go shopping and to 

local authorities. Owing to the many old and new pressure 
points, calluses and blisters on the stumps of their legs this 
was a highly painful undertaking. However, their application 
to the local social welfare office for new prostheses was not 
accepted until our social work department had intervened 
repeatedly and insistently. 

e. Accommodation in hostels 
The obligatory accommodation in hostels for asylum seekers 
during the first three years of their stay in the Federal Re
public of Germany can constitute a substantial additional 
burden for people with reactive trauma sequels, as the asso
ciated cramped living quarters and increased level of noise 
aggravate their generally raised level of arousal, increased 
irritability and susceptibility to startle and anxiety. 

CASE REPORT 5 
A Kurdish patient living in Brandenburg who had come for 
treatment at the request of the local health office and was 
obviously, together with her family, suffering from the ex
ceptionally bad and unhygienic living conditions in a hostel 
for asylum seekers, was refused permission to move into an 
apartment of her own with her family. This was justified by 
the remark that she was receiving treatment from myself, 
was unable to travel to and from her appointments without 
Someone to accompany her - which ·had actually only been 
the case in the first four weeks of her treatment - and was 
thus not in a position to live in an apartment on her own 
without supervision or to take care of her daily needs with
out aid. 

This is a particularly good example of how strongly exter
nal influences can affect the therapeutic context. In this case, 
the intervention of our social work department was neces
sary, although it must be added that the local authority could 
not be persuaded to change its opinion until the Commission 
for Foreigf.lers of the region had also intervened. 

f Prohibition of work and training 
Asylum seekers in Germany are not permitted to take up 
gainful employment or undergo training. This rule is also not 
restricted to asylum seekers, but may also apply to refugees 
with other forms of residence permit such as a "Duldung" 
(temporary suspension of deportation) or "Aufenthaltsbe
fugnis" (permission to stay for exceptional reasons). 

CASE REPORT 6 

Mr. Z., a Palestinian who comes from Damascus, where he 
spent several years in prison, had been receiving outpatient 
psychiatric treatment for his reactive paranoid psychosis and 
post-traumatic stress syndrome for one year when the com
petent Administrative Court decided to award him perman
ent leave to remain in the Federal Republic of Germany 
under the provisions of§ 53.6 of the Aliens Act on account 
of his impaired health. However, a work permit which was 
issued in connection with his "Aufenthaltsbefugnis" was re
stricted to a rural district where he had no prospects of find
ing employment, in either the near or distant future. The per
mit was not valid for Berlin, where Mr. Z. had received an 
offer of regular employment in the construction branch with 
the help of fellow Palestinians. The Berlin Labour Office con
tinued to refuse to issue Mr. Z. a work permit, despite the 
submission of several reports from our social work depart-
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ment confirming his mental disorder and his need for a task 
to structure his time. It was not until an appeal lodged at 
the Social Court was held by the court to be justified that 
the Labour Office could be persuaded to change its mind. In 
the meantime Mr. Z. had been forced to spend day after day 
without structure to his life, leaving him prey to pronounced 
depressed moods and thoughts, feeling that he was "a useless 
parasite in Germany" who was still not capable of earning 
his own living, let alone able to actively plan his life and put 
his plans into action, so that he could at least send a small 
monthly contribution back to his parents in a Palestinian 
camp in Damascus. 

Conclusions 
It is evident from these case stories that it is not possible 
to adhere to the rule of abstinence in psychotherapy with 
survivors of torture and to ban urgent social and legal prob
lems from the therap'eutic space as is usual in psychotherapy 
with patients with other kinds of presenting problems. If we 
do, the patient may interpret this as lack of understanding, 
compassion and empathy. This, in turn, may lead patients to 
drop out of therapy as a result of their tendency to be mis
trustful, withdraw and become resigned. s 

An efficient social work department is thus indispensable 
for all treatment centres for survivors of torture. However, on 
the other hand care must also be taken to limit social support 
interventions to those that are strictly necessary. If this rule · 
is not adhered to or if these interventions start to play a 
inajor role in the patient-therapist relationship, the therapeu
tic process comes to a standstill. In such cases the patientwill 
have little motivation to contribute much to reducing his or 
her symptoms owing to the resulting secondary gain. On the 
therapist's part, frequent social support interventions may 
arise from unconscious feelings of guilt or inadequacy and be 
an indication of a resulting enmeshment with the. patient, in 
which the psychotherapeutic endeavour degenerates into a 
joint struggle against the agencies of the state in a world that 
is experienced as generally "bad" and hostile. Issues that can 
be stressful or frustrating to the patient can thus be conveni
ently avoided by both parties. 

However, the dynamics of reactive post-traumatic symp
toms are influenced not only by social and legal conditions, 
but also by political events. 

These include not only political events in the host country, 
e.g. changes in the legislation or racist motivated attacks, but 
also those in the clients' countries of origin, for example, the 
destruction of Kurdish villages, the burning of the harvest 
by Turkish soldiers in eastern Anatolia, the invasi.on of the 
Turkish army into northern Iraq, the abduction of Ocalan 
from Nairobi, Serbian attacks against Bosnian returnees, the 
NATO action in Kosovo, the memorial ceremonies held to 
mark the anniversary of the taking of Srebrenica or Egon 
Krenz's release from Plotzensee prison on parole. Our patients 
have reacted to such events with sometimes even marked in
creases in their post-traumatic symptoms, which in some 
cases were even dramatic.9 

Thus, the environmentally induced reactive disorders of 
survivors of war and torture can be triggered by external 
events for the rest of their lives. This problem must be ad
dressed by all psychotherapeutic approaches. Physicians and 
psychotherapists need to deal with the difficult social and 
legal situations their patients face in their host countries by 
carefully dosing social support interventions for their deal
ings with state authorities that are helpful to the therapeutic 
process. They must react to changes in the dynamics of pa
tients' symptomatologies induced by external political events 
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with support, not in a political sense, but as humane support 
for the integrity and inviolability of their patients' dignity, as 
of that of all other people. 

Let us take care not to assume a similar attitude towards 
torture survivors to that of a well-known Berlin training 
psychoanalyst in the last weeks of the Second-World War, 
who is said to have replied to his analysand's complaint that 
she had been bombed out the night before with the remark, 
"Your dream first, please". 

Notes 
1. Translation by Deirdre Winter. Expanded version of an essay 

published in German in the journal Psychotherapeut 2002, 47/3. 
2. Act on the Abrogation of Injustice Committed by the Socialist 

Unity Party (SED). 
3. Federal Office for the Recognition of Foreign Refugees. 
4. Law on Benefits for Asylum Seekers. 
5. Central Benefits Office for Asylum Seekers at the Berlin Regional 

Registration Office. 
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§(hen therapists in §Testern countries work with victims of
torture and oüer refugees, they often meet people from a dif-
ferent cultural background then their own. Therefore, they
have to become t¡anscultural therapists. In this article, the
focus is on transcultural psychotherapy wiü adolescents.

A practical example: three transcultural elements
Marc, an African adolescent, was 16 when he was referred to
a therapist by his (guardian) social worker. Marc suffered
from occasional outbursts of violent rage, in which, admit-
tedly, he didn't hurt a fly, but he did manage to territr those
around him. Added to that, he slept badly. The reason was,
he said, that he was visited at night by ghosts. According
to Marc, these ghosts were those of children whom he had
murdered when he was a soldier. Marc felt guilty about what
he had done after his mother and sister had been killed and
he himself had been forced to become a child soldier. His
mother hád impressed on him that you weren't allowed to kill
other people. And if you did, their ghosts would come and
haunt you. In the first session Marc said, "I don't like my§elf
anymore".

It didn't take much to see that Marc needed a bit of parental
support and encouragementJ contact with someone who
would give him time and try to understand him. His stories
were occasionally gory when üey concerned the past, but no
more shocking than what we're sometimes confronted wiü
on the TV news. The anecdote which aroused the therapist
most strongly was about a recent event.

Marc had had no education at all in his homeland. He was
glad to be able to attend school in the Netherlands. Soon the
summer holidays would be starting. Marc really dreaded
them. §lhat would he do with himself for the two months
that school was closed? He didn't have enough money to go

on holiday. He liked sport, and he often stood watching the
boys playing football in the park. Sometimes he ioined in, but
that wasn't much of a success as he didn't have any football
boots. It so happened that he had saved some money which
he wanted to spend to buy some. He couldn't face doing that
on his own, so he'd asked one of the supervisors of the hos-
tel where he lived to go with him. The supervisor had said
that he would discuss it in the weekly supervisors' meeting.
A week later Marcwas given the verdict: the supervisors were
extremely busy, but in four weeks from now one of them
would have time to go with Marc. By that time Marc's holi-
day would be nearly over.

The therapist's first thought was: right, after five o'clock I'll
go to the high street with Marc myself. Marc's story made
him angry and sad. The supervisor's way of doing things,
however well meant, was experienced by Marc as cold and
impersonal, and aroused, a mixture of rage and sadness in
Marc. The rage and sadness Marc did not allow to enter his
consciousness, it was transferred to the therapist.

Marc's story illustrates what a not inconsiderable number
ofhelping professionals considers to be professional conduct.
The most important transcultural element in Marc's therapy
was that it forced the therapist to take a fresh critical look
at his own proféssional code. If Marc had been Dutch, the
therapist would probably have encouraged him to repeat his
request to his supervisor in an assertive way. In Marc's case

that seemed too cold and distant.This led to a second trans-
cultural element in the treatment: the therapist intervened in
order to build a bridge between Marc and his Dutch men-
tors. He telephoned the institution in question, and explained
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why he found the course of events less than satisfactory. That
had the desired effect: one week later Marc had his football
boots.

Another transcultural element in the treatment of Marc
was that his complaints initially sounded a trifle bizarre. For
they were about ghosts.

In the first session Marc made a sad and anxious impression,
but he didn't seem to be psychotic.The therapist decided to
regard his talk of ghosts and spirits as his way of talking about
nightmares and flashbacks. He treated his complaints as if
they were about nightmares and flashbacks. Sometimes he
slipped up and used the word nightmare or dream, and then
Marc would say: noJ it wasn't a dream, it really was a ghost,

a spirit. And then the üerapist would say: yes, I made a mis-
take, I meant ghost.

Marc's somewhat bizarre complaints about ghosts were not
automatically seen by the therapist as delusions. The ther-
apist tried to find out t}re significance of these complaints
within Marc's cultural background, and based his treatment
on this presumed significance.

A developmental psychological üew
of adolescent refugees
Initially the therapist talked to Marc a lot about his symp-
toms. Bút the subjects of discussion became broader and
broader: practical próblems which the üerapist generally
couldn't solve, existential questions, loneliness. Once Marc
was given a fine of 50 guilders because the rear lamp of his
bicycle wasn't working. This meant that he had hardly any
money for food for the rest of the week, On üat occasion the
therapist gave him 25 guilders.

Many psychotherapists at first sight will consider that un-
professional. But one could also say that it was professional
intervention to support üe conditions for psychological de-
velopment, because it is one of the preconditions of normal
development,l see Fig. l, üat an individual receives a gift or
a stroke of luck now and then.

In üe case of Marc at least it did not lead to the develop-
ment of an unhealthily dependent relationship.

The actual living situation of adolescent refugees is un-
favourable in many cases because a number of the precondi-
tions for normal psychological development are insufficiently
met. The psychotherapist can try to supply some of ihe lack-
ing preconditions. But there's more to it üan üat. For mány
adolescent refugees, being uprooted atd traumatised t,ave gíven

an important twist to their development. This uprooting and
traumatisation has to do with painful events in the past, but
that's not the end of it. These events in the past form only the
beginning of lifelong processes: processes which produce
their own particular developmental tasks at every stage of
life. These developmental tasks for adolescents can be sum-
marised as shown in Fig. 2.

In the treatment of adolesceht refugees actual develop-
mental tasks are at least as important as their cultural bag-
gage, the horrors which they have experienced in the past, or
the problems which confront them as unwelcome foreigners.

Psychotherapy with adolescent refugees:
a few important ingredients
Besides three transcultural elements, the story about Marc's
therapy also illustrates oüer important ingredients of psy-
chotherapy with adolescent refugees which are separated
from their cultural origin. It concerns ingredients which are

connected with the particular previous history of these

ToRTURE Supplementum No. 2,2003



youngsters and with their marginal position in the country of
exile. The therapist gave Marc the opportunity of enteriag
into a relationship with him. The therapist conducted this
relationship in at least five ways.

1. He saw the relationship in the first place as an opportun-
ity for Marc to undergo corrective emotional experiences.
He offered Marc the opportunity to experience being
treated as a person, not as a disposable child soldier, nor
as a úoublesome dossier. The therapist tried to make it a
personal, meaningful relationship for Marc.

2. Tt,e therapist deliberately used the relationship as a
means of fulfiIling an important, in Marc,s case absent
precondition for favourable psychological development.
I refer here to precondition number 5 of Fig.l: securiry
support and understanding from at least one adult.

3. The therapist used the relationship in order to gain more
insight into Marc's way of living and thinking. On üe
basis of that insight he was able to offer Marc a wider
r.ange of options as regards coping with his post-rraumatic
complaints.2 This gave Marc support with development
task number 10 (Fig. 2). Other problems of everyday life
in the Netherlands also became visible in this way, enab-
ling the therapist ro support Marc with most of the other
developmental tasks.

4. The therapist's consulting room became the ..holding en-
vironment", the safe place where Marc could stop and
think about his fears, his aggressive impulses and his feel-
ings of guilt. His internal conflicts concerning war crimes
which he had committed under compulsion were clar-
ified, making them easier to deal with. And a whole com-
plex of impediments to Marc's psychological develop-
ment was thereby dismantled.

5. The long-term and predictably limited availability of the
therapist gave Marc the opportunity to become attached
to another person, after a traumatic separation from his
mother. And subsequently rhe opportunity to direct his
energies towards oüers and to detach himself once more.

Transcultural methodolo gy
Transcultural psychotherapy is psychotherapy in which clienr
and therapist at'e from different cultures. But that difference
in cultural background does not lead to a particular method-
ology. A survey among transcultural psychotherapists in the
Netherlands3 shows üat they don't see transcultural psycho-
therapy as a particular set of techniques which demands par-
ticular skills to be acquired by special training. There are no
data which indicate that one particular form of therapy is
more suitable than another for a particular ethnic or cultural
group. On five points there are perhaps differences in em-
phasis.

l. Transcultural psychotl¡erapists try as far as possible to
connect with the world as perceived by the patients in
question. This may result i¡ their being less prepared to
stick to ñxed protocols.

2. There are certain prior conditions attached to transcul-
tural psychotherapy: the therapist sometimes needs more
time to establish contacr with the client and to get an in-
sight into particular backgrounds. An interpreter is some-
times needed, which also takes extra time.

3. The therapeutic relationship appears to have a directive
nature more often than with\üTestern clients.

4. On the continuum between closeness and professional
distance, the therapist sometimes chooses a different pos-
ition than might be the case with a§Testern client.
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General developmental tasks which demand
new skills of adolescent refugees
1. Looking after oneself mo¡e
2. Becoming more independent in social intercourse
3. Becoming more independent in giving shape and

direction to one's own life

General developmental tasks which are more
complicated for adolescent refugees
4. Independently making friends with one's own age

group
5. Integration of increasing sexual impulses which

result from becoming physically adult
6. Coping with one's own aggressive impulses and

aggression in one's environment
7. Giving renewed form ro the relationship wiü

the parents
8. Mapping out a plan for the futu¡e

Extra developmental tasks
9. Breaking through social isolation

10. Coping with post-traumatic problems
I 1. Relationship with family left behind
12. Finding one's niche in a strange, sometimes experi-

enced as hostile, society
13. Coping with norms and values from two different

cultures
14. Coping with exile in the long term

Fig DeDelopmental tasks.

5. As regards the aim of the therapy, rhe emphasis is less on
increasing the client's autonomyJ and more on the im-
provement of relationships within the community.

It is all about differences in e¡nphasis, a bit more of rhis and
a bit less of that. There is no clear dividing line between
transcultural psychotherapy and psychotherapy with a client
from one's own culture. To put it more radically: t¡anscul-
turál psychotherapy as a separate kit oftherapeutic tools does
not exist. Organisations which claim to provide training for
social workers in transcultural skills should therefore be
regarded with polite scepticism. §Torking with an interprerer
may be a skill, or communicating by means of a limited vo-
cabulary, but specific therapeutic skill cannot be identified.

l.
2.
).

4.
5.

6.

Continuity and stability in liüng situation
An informal social network
Good contact with important people and institutions
in the young person's everyday life
Attention and interest from an adult
Security, support and understanding from at least
one adult
A supportive, flexible structure, tailored to the
young pefson

7. Safety
8. Adequate role models: peers and adults
9. Education, training and opportunity to develop talents

10. Companionship of peers in varied situations
11. Knowledge of and contact with one's own past
I 2. Treats, gifts and pleasant surprises

Fig. 1. Conditions for the optimal deztelopment of adolescent refugees.
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Transcultural knowledge 
If transcultural psychotherapy is not a methodology, it might 
be defined as the application of knowledge of exotic cultures 
during psychotherapy. But that is also debatable. 

Jim, who was 19 years old, came from the same country as 
Marc. He had been referred by his supervisor on a work op
portunity project. He slept very badly at night, which made 
it impossible for him to concentrate at school during the day. 
According to Jim, his sleeping badly was caused by ghosts: he 
saw the ghosts at night when he lay in bed trying to get to 
sleep. The ghosts spoke, but he could not hear what they were 
saying. 

The therapist asked Jim what the ghosts looked like. Marc 
had told about that in great detail, it had been a relief to 

him, and that's why the therapist asked Jim the same thing. 
But that had the wrong effect: anyone who knew anything 
about ghosts would never ask such a thing, said Jim. The the
rapist said to Jim that he was right: as a Dutch person he 
knew nothing of African ghosts. Had Jim ever put his prob
lem to a traditional African healer? Jim had done that on 
various occasions, but without success. He had been told that 
it had to do with spirits which had helped his father to obtain 
diamonds. In exchange his father was supposed to sacrifice a 
cow every year. His father had been dead now for seven years 
and his debt to the spirits had been transferred to Jim. If Jim 
sacrificed seven cows, the problem would be solved. Various 
things would have to be done according to a particular ritual, 
a ritual which could only be learned in Africa from a quali
fied medium. 

On the basis of what Jim told the therapist arrived at the 
hypothesis that Jim interpreted his sleeping problems in a 
way that fitted with his specific cultural background, but that 
he could not completely rule out the existence of a psychotic 
disorder. The way in which he spoke of his problems could 
be interpreted as a metaphor for his feelings of alienation, 
loneliness, powerlessness and sorrow. In short, a depressive 
episode with a possible corresponding delusion, based on 
identity problems. The description of his suffering in terms of 
ghosts could, from an other point of view, be regarded not as 
a delusion, but as what would be regarded within his culture 
as an adequate form of coping with almost unendurable feel
ings. These thoughts became the basis of the treatment plan. 

Jim agreed with the following interpretation of his prob
lem: when he sees ghosts he becomes afraid. The fear makes 
his head hot and his body stiff. The therapist would help him 
to get more control over his body, by means of medicine and 
advice, so that he would have a chance of hearing what the 
ghosts wanted to tell him. If that worked, the therapist would 
then try to help him to interpret what they said. 

The anti-depressive drugs and the complaint-oriented and 
supporting structuring interventions did not have the desired 
effect. That led to a new formulation of the aim of the therapy. 
In the twelfth session, therefore, Jim agreed with the therapist 
that they would continue to talk with the aim of gaining 
access to the wisdom which his father had passed on to him, 
but which he could not yet put into words, and to make use 
of it in his everyday life. The therapist tried to focus more on 
the identity problems which he suspected. After this there 
was more discussion during therapy of his life history and his 
feelings of powerlessness. 

This also was a not a big success. In the seventeenth ses
sion Jim said that he was still troubled by ghosts. Since they 
were more troublesome at night, he slept during the day. 
He had a night job, and was now saving money to travel to 
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Africa. So the outlook was promising in some respects. After 
this, Jim no longer reacted to invitations. 

Would Jim's psychotherapy have been more successful if 
the therapist had known more about the different types of 
ghosts and their significance in West African culture? Perhaps 
an anthropologist could have told the therapist that you 
should never ask an African to describe the ghosts who haunt 
him. Perhaps the treatment of Jim would then have taken 
another turn. But Marc's treatment succeeded precisely be
cause, unhampered by this anthropological information, the 
therapist asked him directly what the ghosts who besieged 
him looked like. Exotic knowledge might well be useful, but 
it can also hamper you or give you the wrong impression. The 
transcultural psychotherapist has to realise that he's dealing 
every time with unique individuals, who .now and then be
have not quite according to the anthropological handbooks. 
Their behaviour and ideas can be ascribed to their cultural 
background only to a limited degree. For example, Marc and 
Jim, though born with a distance of 50 kilometres, were very 
different people, and that had consequences for the course of 
their therapy. 

Of course, it can be useful to know certain things. For ex
ample, in their own country Tamils often do not have the 
custom of shaking hands when meeting. That means that the 
odd Tamil adolescent may give a weak handshake, and a 
weak handshake has a negative significance for Westerners. 
So you can teach the youngster in question how to shake 
hands in a way that will make a good impression. Iranian 
boys hold onto your hand rather longer than is customary in 
western countries. For one of my clients this resulted in his 
classmates calling him a queer. 

This sort of practical thing one learns in practice, and from 
leisure contacts with foreign neighbours and friends: not 
from books by anthropologists. Even. after years of trans
cultural work, awkward situations or misunderstandings may 
still occur between the therapist and a client. That does not 
always lead to a break in contact: the therapist still had 16 
sessions with Jim after his mistaken question about ghosts. 

Many refugees realise perfectly well that the therapist grew 
up in another culture and therefore reacts occasionally in a 
way which seems blunt in their culture. In general they react 
in a tolerant and helpful way. They are generally not narrow
minded and rigid, but prepared to rise above the limitations 
which accompany their culture's prevailing concept of man 
and his place in the world: They are transcultural clients. 

The transcultural psychotherapist 
The characteristic mark of transcultural psychotherapists is 
their special frame of mind. They are continually reflecting 
in a special way. The transcultural psychotherapist always has 
in mind that his own experience and that of his client may 
differ sharply. Acting on that assumption, he tries to make 
contact and to communicate. The transcultural psychother
apist and his client seek an interpretation of the complaints 
which is acceptable to both of them, in spite of their widely 
differing experience of life. In this way both parties try to
gether to surmount the limitations which each has incurred 
through his cultural background. Further, the transcultural 
psychotherapist keeps a sharp look-out for any automatic as
sumptions in his own dealings; in that sense he has a constant 
thirst for knowledge. 

The transcultural psychotherapist is in principle prepared 
to depart from apparently obvious ways of dealing and 
proceeding, when that is useful or necessary. He is deliber
ately experimenting with extending traditional professional 
boundaries. He is prepared to answer for that at all times. He 
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is open to the values, norms and attributions of the client. 
Moreover, the therapist realises on the one hand that the 
client has a non-western cultural background which he 
shares with others, and which determines his view of his own 
problems: but on the other hand he realises that the same 
client may experience his non-western cultural background 
in a highly individual way. 

From this position it is natural to ask the client questions 
now and then, so that the therapist gains more insight into 
how this individual client looks at life in the country of exile 
from his own cultural background. From this position the 
therapist will above all be cautious in making a diagnosis: be
haviour which he may regard as strange or bizarre might be 
adequate coping within the cultural background of the client. 
From this position the therapist will sometimes adapt his be
haviour, in order to meet the client half-way. 

From this position the therapist can also draw the client's 
attention to prevailing Western values, norms and rules which 
he would do well to take into consideration. An appeal is thus 
made to the client's flexibility. He has already displayed this 
flexibility by entering into discussion with the therapist. 
Transcultural clients such as Marc and Jim did not see the 
therapist in the fir~t place as not-an-African, but as someone 
who was trying to understand them, to comfort and help 
them, someone who made them feel welcome. 

The other side of the picture is that the transcultural client 
apparently receives insufficient support from his own cultural 
background. One possible cause is that the client is isolated 
from those who share his culture. The second possible cause 
is that, although he is surrounded by members of his culture, 
he has no part in the supporting processes usual in his culture, 
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because these cannot take place. That can happen for ex
ample when particular rituals cannot be carried out in the 
country of exile. 

Transcultural psychotherapy 
is scientific research in practice 
A psychotherapist is someone who applies science. A trans
cultural psychotherapist is therefore not just messing around 
by casually throwing overboard all sorts of evidence based 
professional norms and customs. If anything is thrown over
board, it is after due consideration; what has been done can 
be justified afterwards. Transcultural psychotherapy is there
fore, intentionally or reluctantly, a form of scientific research 
in clinical practice. Every treatment is an N= 1 study, every 
session is a hermeneutic voyage of discovery, every interven
tion is an experiment and thus also intended to test a hypo
thesis and so gain information. 

Perhaps for that reason a transcultural psychotherapist 
could do with a bit of skill training after all. Not specific 
psychotherapeutic skills, but the methodological skills which 
are necessary for scientific research in everyday practice. For 
these skills are little taught in the academic education of to
day. 
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The IRCT is a private non-profit foundation, that was cre
ated in 1985 by The Rehabilitation and Research Centre for 
Torture Victims (RCT), Co.penhagen. 

The objectives of the foundation is on an international 
basis to promote the provision of specialized treatment and 
rehabilitation services for victims of torture and to contribute 
to the prevention of torture globally. 

To further these goals the IRCT seeks on an international 
basis 

• to develop and maintain an advocacy programme that 
accumulates, processes, and disseminates information 
about torture as well as the consequences and the reha
bilitation of torture 

• to operate a documentation centre about torture and re
lated topics 

• to establish international funding for rehabilitation services 
and programmes for the prevention of torture 

• to promote education and training of relevant professions 
in the medical as well as social, legal, and ethical aspects 
of torture 

• to encourage the establishment and maintenance of re
habilitation services 

• to establish and expand institutional relations in the inter
national effort to abolish the practice of torture, and 

• to support all other activities that may contribute to the 
prevention of torture. 


