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Abstract
Patients with a history of extremely traumatic ex-
periences show a complex pattern of psychological 
and physical disorders which represents a special 
challenge for psychiatric care. This problem is 
described using the example of the psychiat-
ric/psychotherapeutic treatment of 13 civil war 
refugees with a history of traumatic experiences 
from former Yugoslavia in psychiatric treatment 
at the Psychiatric Clinic of the University of Ulm. 
One substantial problem encountered by these 
patients is that, in addition to the original trau-
matization in their country of origin, the unstable 
psychosocial conditions of their legal exile condi-
tion can lead to re-traumatization which must be 
responded to with psychiatric treatment.

Key words: post traumatic stress disorder, Bosnia-
Herzegovina, refugee, psychiatric treatment, re-
traumatization

Introduction
Posttraumatic stress disorder (PTSD) is one 
of many possible psychological reactions to 
traumatic experiences. It is a diagnosis, only 
having been included in the major interna-

tional diagnostic classification systems since 
1980 (DSM-III) and in 1992 (ICD 10). A 
criterion for diagnosis, apart from the symp-
toms, is that the person must have suffered 
an actual traumatic event, such as armed 
combat or a violent attack. Similarly, having 
observed or somehow shared a life threaten-
ing event to another person may also repre-
sent such a trauma. Characteristic symptoms 
are recurrent memories or flashbacks of the 
traumatic event, a constant avoidance of 
stimuli which are associated with the trauma 
and a flattening of general activity level as 
well as constant symptoms of heightened 
arousal. In addition to these specific charac-
teristics, an extreme trauma experience also 
involves intentionally inflicted bodily harm, 
which is often connected with strong pain. 
Beating, violent shaking or pulling body 
parts may over-stretch joints and connective 
tissue, and may lead to cerebral oedema or 
damage nerves to such an extent that the 
patients are faced with long lasting body 
symptoms. It is potentially misleading when 
in DSM-IV the physical consequences of 
extreme and man-made trauma are merely 
described by somatization, as it gives the im-
pression that it is a mental phenomenon, i.e. 
that psychological damage is expressed on a 
somatic level.1,2

An extremely traumatic experience nor-
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mally strikes a person outside the realm of 
their previous experience and completely 
or partly overstretches the person’s ability 
to cope with stress, which has developed 
throughout the person’s life. The later con-
sequences of the trauma are formed from 
several characteristics of the acute traumatic 
situation:

1.  It can not be fully processed cognitively 
and behaviorally,

2. it is unavoidable, and
3. it disturbs all normal social bonds.

The lifetime prevalence of PTSD for both 
sexes is 7.8%-12.3%. Depending on the 
kind of trauma, the development of PTSD 
is thought to occur in 22.3-38.8% of men 
and 48.5% of women.3-5 The occurrence of 
PTSD in risk populations has mainly been 
studied in refugees from South East Asia, 
where prevalence rates of between 10% and 
86% were found.6 An American study found 
that 13 of 20 Bosnian refugees suffered from 
PTSD.7 In a Norwegian study8 the preva-
lence of PTSD in 150 Bosnian refugees var-
ied over the course of 12 months from 45% 
to 82%. Thulesius and Hakansson found a 
prevalence of between 18% and 33% in a 
cohort of 206 Bosnian refugees who sought 
asylum in Sweden in 1993, depending on 
which diagnosis proced ure of the Posttrau-
matic-Symptom-Scale is used.9 The disorder 
normally occurs within the first few months 
following the trauma. The time directly after 
the trauma is often characterized by a state of 
shock or acute stress.10 Spontaneous recovery 
of PTSD has been reported in 30% of suffer-
ers within the first 12 months, in 50% after 
about 4 years, and 30% showed symptoms of 
the disorder after 10 years.3 An intensification 
of the symptoms can occur after critical life 
events or role change in the biographical con-
text. A delayed onset of PTSD after a symp-

tom-free period of months or years is rare. 
A chronic irreversible course is described in 
ICD 10 as personality change after extreme 
traumatization, e.g. concentration camp de-
tention, torture, catastrophe, prolonged life-
threatening situations.11

Controlled studies demonstrate the 
importance of the following psychoactive 
medication: Antidepressants of the SSRI 
type are indicated, also when no depressive 
symptoms are shown.12 Tricyclic antidepres-
sants seem to bring about improvement in 
depression and anxiety symptoms and in 
avoidant behavior but not in intrusive symp-
toms.13 Benzodiazepines may be prescribed 
with the necessary caution and briefing in 
addition to an antidepressant if anxiety oc-
curring spontaneously persists. Buspirone 
has been applied with the favorable result 
of significant reduction in all symptom cat-
egories.14 Anticonvulsives (carbamazepine 
and valproate) and lithium have so far only 
been tested in uncontrolled studies.15 The 
use of neuroleptics is treated with serious 
caution. They are indicated when psychotic 
symptoms (e.g. paranoia, visual or acoustic 
hallucinations of the traumatic experiences) 
or aggressive behaviors are present.16,17

Various psychotherapeutic interventions 
have proved their effectiveness: Confronta-
tion with the traumatic memory images is 
the main constituent of the behavior therapy 
for PTSD. The goal is habituation, i.e. the 
decline of the PTSD symptoms through re-
petitive cognitive activation of the scene of 
the trauma. Special attention is paid to the 
patient imagining the traumatic event in all of 
its sensory and emotional qualities, i.e. with 
the accompanying visual, acoustic, olfactory 
and tactile properties as well as all forms of 
aversive feelings and altered bodily sensations. 
Only in this way can a comprehensive back-
formation of the fear structure be achieved. 
Exposure treatments show positive effects in T
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the reduction of avoidant behavior, intrusions 
and over-arousal.18 Cognitive techniques 
utilize a comprehensive anxiety manage-
ment procedure, self assertiveness and stress 
inoculation training, as well as a cognitive 
therapy especially developed for PTSD and a 
cognitive technique directed at the intrusions. 
Techniques such as thought stopping for 
haunting memories, recognition of irrational 
thoughts, model learning, and cognitive re-
structuring are applied to identify and correct 
distorted perceptions and beliefs. Both thera-
peutic methods are often combined with each 
other and with relaxation training or breath-
ing exercises. The integrative psychodynamic-
cognitive therapy of Horowitz is based on an 
information processing theory, the focus of 
which is the processing of cognitive conflicts 
and ambivalent feelings related to changes in 
personal schemata. The aim of the treatment 
is the integration of (old and new) schemata 
and consequent reduction of the state of 
stress. The general techniques are fine-tuned 
depending on the personality dispositions 
(histrionic, obsessive-compulsive, narcissistic) 
of the patients.19 Finally, self-help groups and 
group therapy can also be helpful in the re-

duction of the existential feelings of alienation 
towards others.20

All of the examined psychotherapeu-
tic treatments cause sustained reduction 
in PTSD symptoms (as long as follow-up 
studies have been carried out). The most 
influenced symptoms were intrusions and 
nightmares, chronic hyperarousal and shock 
reactions as well as impulsiveness and anger.  
Less able to be mastered were the symp-
toms of emotional numbness, the feeling of 
alienation and restricted emotional scope. 
Generally, several treatments and techniques 
are combined in a patient-oriented, flexible 
procedure consisting of several phases.21,22

Examined and treated patients
Among other patients, a group of 13 severely 
and continually traumatized civil war refugees 
from former Yugoslavia were examined and 
treated at the Psychiatric Ambulatory Clinic 
of the University of Ulm in close cooperation 
with the Rehabilitation Center for Torture 
Victims Ulm. Among these patients were 
eight women aged between 26 and 50 and 
5 men between 33 and 50, who fled to Ger-
many between 1992 and 1995 (see Table 1).
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Table 1. Sociodemographic data of the patients with age, gender, marital status, level of education, social 
background and language.
 

    Level of   Interpreter 
Patient Age Gender  Marital status education  Social background necessary: yes/no
 

M.S. 26 f divorced M Bosn. Moslem, RS no
B.S. 28 f not married. L Moslem Federation no
C.A. 32 f married. L Moslem RS yes
D.N. 33 f widowed. M Moslem RS no
S.S. 33 f married. M Moslem RS  no
S.A. 35 f married. M Bosn. Croat Federation no
K.S. 36 m married. M Moslem RS no
S.N. 37 f not married. M Moslem RS yes
S.Z. 38 m married. H Bosn. Croat RS yes
J.M. 39 m married. M Bosn. Croat RS yes
B.R. 42 f widowed. L Moslem RS yes
H.K. 50 f widowed. M Moslem RS yes
K.M. 50 m married. M Moslem RS yes
 

Level of education: L (low) = secondary school without professional training, M (middle) = completed 
professional training and H (high) = tertiary education; RS = Republic of Srpska: Serbian part of Bosnia; 
Federation: non-Serbian Bosnia).
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The diagnosis of these patients is diffi-
cult, as they have what is referred to in DSM 
IV as a particular cultural characteristic, 
but is more appropriately described as a 
particular behavior difficulty in the immigra-
tion situation: Individuals who have recently 
emigrated from areas of considerable social 
unrest and civil conflict may have elevated 
rates of Posttraumatic Stress Disorder. Such 
individuals may be especially reluctant to 
divulge experiences of torture and trauma 
due to their vulnerable political immigrant 
status. Specific assessments of traumatic 
experiences and concomitant symptoms are 
needed for such individuals.

All patients suffered from prolonged and 
repeated traumatic experiences (see Table 
2). Two female patients did not experience 
violence directed specifically at them but 
were witnesses of abuse of close relatives and 
of the deaths of countless compatriots. One 
female patient had been held in a Croatian 
camp and was repeatedly raped; another 
was the victim of violent attacks by Bosnian 
Moslems; four patients survived Serbian 
extermination camps with the month-long 
abuse for which they are known; one patient 
was held prisoner in his own house by Ser-
bian militia and his Serbian neighbors; one 
patient was witness to the abuse and abduc-
tion of her husband and victim of sexual 
violence; one patient was brutally raped in 
her house by two Serbians; one patient ex-
perienced the abuse and detention of her 
husband and soon after the life-threatening 
firearm injury of her eight-year-old son as 
well as the refusal of Serbian physicians to 
treat this Moslem child; and one female pa-
tient was repeatedly raped in Serbian camps.

Patients also showed high comorbidity 
with other mental disorders: According to 
DSM IV and ICD 10, as well as PSTD, the 
symptoms of a major depression episode 
and/or somatization disorder, an anxiety 

disorder and/or an acute psychotic disorder 
were diagnosed. They all showed a history of 
illness extending over several years with pre-
dominant somatic complaints such as head-
ache, stomachache, back pain or heart com-
plaints as well as persistent sleep disorders.

To examine the trauma-related symp-
tomatology, we used the Serbo-Croation ver-
sion of the Harvard Trauma Questionnaire 
(HTQ), which was developed specifically 
as a culturally universal instrument for use 
with victims of extreme traumatization, such 
as torture, and political persecution. It is a 
self-rating questionnaire which covers vari-
ous traumatic experiences and symptoms, 
which were compiled by evaluation of clin-
ical experiences and studies of the treatment 
results in various groups in the Indonesian 
Psychiatric Clinic23 and is applied in various 
institutions for the treatment of traumatized 
people.  Thirty trauma symptoms are evalu-
ated according to their severity (total score), 
of these 16 correspond to the DSM-III-R 
criteria (PTSD score). Scores > 2.5 (with 
a maximum of 4) support the presence of 
PTSD (see Table 2). 

General characteristics of patients 
and history of treatment
Most patients were admitted for psychiatric 
treatment via the Rehabilitation Center for 
Torture Victims Ulm.  Three patients were 
admitted via the practice of a psychiatrist 
and three women on the initiative of social 
welfare services. At that time one patient 
had been treated with medication for pain 
by general practitioners and specialists.  Two 
patients had been referred to a psychiatrist 
and treated there with antidepressants with 
the diagnosis of a reactive depression. In two 
cases a secondary benzodiazepine abuse was 
reported. Only six patients had alluded to 
the traumas in discussions with their general 
practitioner. Since their traumatization, all 
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patients had experienced intrusive symp-
toms, avoidance behavior and hyperarousal 
to varying degrees. Apart from five patients, 
all had found work and were determined to 
build a new future in their country of exile. 
The patients who were not working were 
counting on permanent residency status.

A pattern of symptom worsening 
emerged in all the patient histories between 

1996 and 1998, a time at which the legal 
residence status of refugees in Germany 
changed. A law that made it compulsory 
for the patients to return to their country 
of origin was introduced and the residency 
status was changed to residency toleration. 
Renewal deadlines of 1 to 3 months lead to 
a clear increase in anxiety symptoms (Ger-
many is a country with the possibility of 

Table 2. Severity and type of traumatization in terms of PTSD symptomatology.
 

 HTQ HTQ
Patients (PTSD) (TS) Trauma exposure Retraumatization
 

B.S. 3.3 3.6 Camp detention, rape, life-threatening  Questioning by police as a witness for the
   event, physical violence, witness to  War Crimes Tribunal in The Hague, legal
   violence complications with residency status

H.K. 3.25 3.26 Physical violence, sexual violence,  Ordered to leave the country, problems
   sexual abuse, witness to violence with residency status

S.A. na na Life-threatening event, physical  Ordered to leave the country, problems
   violence, witness to violence with residency status

D.N. 3.31 2.76 Camp detention, life-threatening  Ordered to leave the country, problems
   event with residency status

S.S. 3.43 3.10 Camp detention, life-threatening  Ordered to leave the country, problems
   event, physical violence, witness to  with residency status
   violence 

C.A. na na Rape, life-threatening event, physical  Asylum court hearing, repeated conflicts
   violence in the community lodgings, ordered to 
    leave the country, problems with residency
    status

K.S. 3.18 2.6 Camp detention, life-threatening  1998 ordered to leave the country, 
   event, physical violence, witness to  problems with residency status
   violence  

S.N. 3.9 3.6 Camp detention, rape, life-threatening  1996 sexual abuse by official, problems
   event, physical violence, witness to  with residency status
   violence  

S.Z. 3.18 2.88 Camp detention, life-threatening event, Problems with residency status
   physical violence, witness to violence

J.M. 3.37 3.2 Camp detention, life-threatening event, Ordered to leave the country
   witness to violence

B.R. 3.45 3.37 Life-threatening event, witness to  Death of husband
   violence ordered to leave the country

M.S. 3.25 2.76 Life-threatening event, physical  Repeated physical violence by husband,
   violence, witness to violence  divorce, ordered to leave the country

K.M. 2.56 2.93 Camp detention, life-threatening event, Problems with residency status, Asylum
   physical violence court hearing
 

HTQ/TS = total score from 30 items, HTQ/PTSD-score of the 16 DSM IV items, na = not available.
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forced expulsion). The longer the uncertain 
situation of residency toleration persisted 
and the fear increased that they would be 
sent back to the place or to the vicinity of 
trauma with the danger of encountering 
those who abused them, the more the symp-
toms of the illness increased. In addition 
there are mental health effects of mandatory 
detention and subsequent temporary protec-
tion on refugees. An Australian study re-
vealed the risk of ongoing PTSD, depression 
and mental health-related disability where 
longer detention was associated with more 
severe mental disturbance, an effect that per-
sisted for an average of three years.24 

Treatment concept
In abstract terms, the treatment proceeded 
in phases, which should not, however, be 
considered linear, but rather as a spiral-like 
process. Of special importance in the first 
phase of treatment is the conveyance of 
security and trust and the development of 
meaningful personal contact between the 
refugee and the therapist as well as develop-
ing a safe therapeutic environment.25,26 In 
the second phase, the treatment of psycho-

somatic problems is central. In this phase, it 
is favorable to use interdisciplinary forms of 
treatment in which the patients learn relax-
ation and are also treated with physical ther-
apy. The third and most difficult phase of 
therapy involves the supported confrontation 
with the experienced trauma. The fourth 
phase is designed to enable a reinterpret-
ation of the experience (normalization of the 
abnormal) and attention is directed at social 
integration.21,27

Quantitative information on the various 
phases of the psychotherapeutic treatment 
(numbers represent total estimated time 
invested in hours, whereby there may be 
overlap between the categories of therapy) 
are given (see Table 3). In addition to the 
actual therapeutic work, a substantial part of 
the workload comprised the legal safeguard-
ing and counseling of the patients, which 
involved at least 10 hours per patient.

Security: This phase involves recovery of 
control over the body, feelings, and thoughts. 
Therapeutic strategies must satisfy the pa-
tient’s need for a feeling of security in all 
of these areas: physical means, medication, 
relaxation training and strategies for cop-

Table 3. Quantitative information on the various phases of the psychotherapeutic treatment.

 Treatment  Total  Feeling of   Remembering
Patient since hours  security Self control and grief Reintegration

S.A. 5/98 35 18 10 5 2
B.R. 5/98 17 11 3 3 0
B.S. 5/98 23 10 4 6 3
D.N. 7/98 15 10 3 2 0
C.A. 7/98 12 12 0 0 0
M.S. 8/98 18 12 2 plus 12  4 0
    physical therapy
K.S. 6/98 17 10 5 2 0
S.N. 10/98 12 12 0 0 0
S.Z. 10/98 10 8 2 plus 12  0 0
    physical therapy
K.M. 1/99 6 6 0 0 0
J.M. 1/99 6 6 0 0 0
H.K. 3/99 3 3 0 0 0
S.S. 10/98 8 6 2 0 0
 

Numbers represent total estimated hours, whereby there may be overlap between the categories of therapy. 
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ing with stress, cognitive methods for the 
recognition and naming of the symptoms, 
making concrete plans for obtaining a feeling 
of security, developing a trusting therapeu-
tic relationship, social strategies in cases of 
social alienation, self help organization, mo-
bilization of the social environment, creating 
a secure environment, and utilizing pre-trau-
matic resources.25,28

Self control: In this phase of the treat-
ment the focus is on coping with pain and 
lowering the hyperactive level of arousal. 
The modern cognitive behavioral methods 
for coping with pain involve deep relaxation 
which can be learned well regardless of the 
cultural background of the torture victims 
and which represents a ‘first aid’ in coping 
with the physical pain.29 In addition, the 
high level of arousal of the patients may be 
reduced, and in combination with physio-
therapy, the patients begin once again to 
experience their body in a positive way. The 
introduction of relaxation techniques also 
offers the opportunity to develop a model 
of the reciprocity between physical stressors 
and bodily reactions together with the pa-
tient. Finally, these therapeutic experiences 
are important for the patients because they 
learn to become active rather than stay as a 
passive victim. Self control, active participa-
tion, and trust are the goals of this phase of 
treatment. 

Remembering and Grief: Here too, the 
general principle of personality strengthen-
ing and special attention to the need for a 
sense of security is applied. Exploration of 
the life situation before the trauma and the 
circumstances which caused the trauma 
is carried out at this point. After that, the 
reconstruction of the trauma is essential. 
The trauma is not transformed during this 
stressful reconstruction work but rather it 
becomes more present and real. The trans-
formation with the highly developed behav-

ior therapy techniques of stimulus confron-
tation or the creation of witness accounts 
aims at taking the horror out of the events 
through repetitive and controlled reliving of 
one memory after the other. The process of 
grieving is accompanied by the processing 
of revenge fantasies, and reparation wishes, 
deep feelings of guilt and shame, but also 
the search for positive experiences and the 
strengthening of the bonding and relation-
ship-forming capacity. This phase is of vari-
able duration, and mostly takes longer than 
the patient (and the therapist) would wish.

The reconstruction of the trauma can 
not be fully completed in the therapy. Each 
new stage of life brings with it new conflicts 
and challenges, which unavoidably reawaken 
the trauma and expose a new aspect of the 
traumatic experience. The main body of 
work is completed when the trauma can be 
considered to be past in a time continuum 
and the patient participates in life with re-
gained hope and energy.

Reintegration: Creating a future, develop-
ment of a new “self”, starting new relation-
ships, searching for meaning and activities, 
and adaptation to a new situation are inte-
gral parts of this phase. In this phase, prob-
lems of the first phase are often approached 
anew, not defensively, but actively. The pa-
tient should be prepared for the fact that in 
new stages of life, and in times of high stress, 
posttraumatic stress symptoms can reoccur. 

The psychotherapeutic treatment was 
complemented by medication or the pre-
condition for psychotherapeutic intervention 
was established by the medication (see Table 
4). Detailed information about the necessity 
for medication, about the type and effect 
spectrum of each of the substances allowed 
for good compliance. The initially strong and 
partly culturally rooted reservations about 
psychiatric and especially pharmaceutical 
treatment were overcome in this way. We 
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treated the patients with antidepressants of 
the SSRI (citalopram) or NaSSA (mirtaza-
pine) types, partly in combination with an 
atypical neuroleptic (olanzapine) drug.

Treatment evaluation
The evaluation of the treatment was con-
ducted in two ways. The therapy protocols 
were examined for signs of change. This was 
done with the use of an evaluation schema 
in which the reduction of PTSD symptoms, 
sleep disorders, pain and pain reducing 
medication, and improvement in self esteem, 
trust of other people, and general life satis-
faction (feeling of security) were noted. This 
examination was complemented by post hoc 

interviews in the context of the psychiatric 
treatment. A quantification of the thera-
peutic evaluation was not attempted as no 
corresponding evaluation instruments in the 
patients’ language is available and for this 
purpose the employment of an interpreter 
would only have produced a pseudo exact-
ness. 

All patients showed an improvement in 
sleep behavior with a shortened time to fall 
asleep and lessening of nightmares.  Most 
patients also showed a reduction in intru-
sive symptoms and hyperarousal. Avoidance 
behavior was interpreted by us in this first 
phase of treatment as an active protec-
tion mechanism against intrusions and was 

Table 4. Pharmaceutical treatment with various substance classes.

    Benzodiazepines Atyp.  Typ. 
Patient SSRI Buspirone NaSSA and Hypnotics  Neuroleptics Neuroleptics

S.A. Sertraline 50 mg     

B.R.   Mirtazapine
   30 mg

B.S. Citalopram 40 mg    Olanzapine 
     5 mg

D.N. Sertraline 50 mg  30 mg  Zopiclone  

C.A. Sertraline 100 mg   Lorazepam w.n. Olanzapine 
     15 mg 

M.S. Citalopram 40 mg  30 mg  Lorazepam w.n. Olanzapine
     5 mg 

K.S. Fluvoxamine     Olanzapine
 150 mg    5 mg 

S.N. Citalopram 40 mg   Lorazepam 2 mg Olanzapine  Flupentixol
     20 mg 10 mg

S.Z. Sertraline 50 mg    Olanzapine 
     2,5 mg

K.M. Fluvoxamine    Lorazepam w.n.
 200 mg    

H.K. Fluvoxamine     Olanzapine
 150 mg    5 mg

J.M. Citalopram 40 mg    Olanzapine 
     5 mg

S.S. Sertraline 50 mg   Zopiclone  

Numbers are daily doses, w.n. = when needed, i.e. after consultation with the patients with flashbacks or 
overwhelming anxiety.
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supported. The positive effect observed by 
patients of the antidepressant treatment 
normally started after several weeks and was 
described in terms of more liveliness, cour-
age, and interest, which lead to a reduction 
in avoidance behavior (see Table 5). 

Discussion 
We offered the patients an examination and 
treatment atmosphere which unified a high 
degree of empathy with the necessary profes-
sional distance. The cooperation with the 
Rehabilitation Center for Torture Victims 
Ulm and our specialized trauma consultation 
session showed that an experienced trauma 
can be encountered and does not have to be 
made taboo. At the same time, the institu-
tion of a university psychiatric clinic allowed 
for the necessary competent diagnostic and 
differential diagnostic examination of the 
symptoms.

Professional, or at least experienced na-
tive speaking, interpreters (corresponding 
to the ethnic background of the patient) are 
necessary for the treatment if the patients 
and therapists cannot communicate in one 
language. However, interpreters without 

specials training are very often not able to 
function within a meaningful therapeutic 
relationship. Instead of translating they tend 
to speak with the patient. Summarizing to 
the therapist is also a problem. Another 
problem is that traumatic experiences and 
emotional responses are often difficult to put 
into words even in the mother tongue for the 
patients.30 In such cases an interpreter is left 
alone with constructing the meaning to the 
therapist. Occasionally patients are accom-
panied by a relative for translation and they 
will not disclose some traumatic experiences 
because of emotional responses like shame 
or guilt. However the quality of the personal 
relationship between the refugee and the 
therapist is more important than correct 
translations. 

The connection between the symptoms 
and the traumatic experiences was, if not 
spontaneously reported by patients, actively 
examined, e.g. “How long have the symp-
toms been there and in what context did 
they first occur? Have you got your own 
explanation for why you have suffered from 
them since then? Have there been events 
since then which have especially stressed 

Table 5. Evaluation information from the therapy protocols and post hoc interviews.

     Reduction
 Reduction Reduction pain and  Reduction  
 PTSD criteria sleep visits to  pain Improvement Increase Increase
Patient 2 3 4 disorders physician medication sefl esteem trust satisfaction

S.A. Y Y Y Y 0 0 Y Y Y
B.R. Y Y 0 Y Y Y Y Y Y
B.S. Y Y Y Y Y Y Y Y Y
D.N. Y 0 Y Y Y Y Y Y Y
C.A. 0 Y Y Y Y Y Y Y Y
M.S. 0 Y Y Y 0 0 Y Y Y
K.S. Y Y Y Y Y Y Y Y Y
S.N. 0 0 Y Y Y Y 0 Y 0
S.Z. Y Y Y Y Y Y Y Y Y
K.M. Y 0 Y Y Y Y 0 Y Y
H.K. 0 0 Y Y Y 0 0 0 Y
J.M. Y 0 0 Y 0 0 Y Y 0
S.S. 0 Y 0 Y 0 0 0 0 Y

No therapeutic success is indicated by 0, therapeutic success is indicated by Y.
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you and which you often think about?” We 
always asked why the patients emigrated 
from their homeland to Germany and under 
what conditions. Of particular importance 
is that the interviewer must be sure that he 
or she can withstand the reports of the pa-
tients without being secondarily traumatized. 
The danger exists that the descriptions in 
their full horrible and gruesome nature with 
the accompanying emotional exasperation 
or petrification and the rage and helpless-
ness which they cause, can lead to a kind of 
helpless therapeutic activity or a distancing 
defense mechanism manifesting itself in sec-
ondary traumatization, compassion fatigue 
or burn-out of the therapeutic personnel.31 

Speaking about the events can only re-
lieve the patient when the clinician directs 
attention to the fact that being emotionally 
overwhelmed can be avoided by encounter-
ing the traumatic memories. In this way the 
patients were asked to report only as much 
as they felt comfortable with, since this dis-
tinguishes the examination and treatment 
situation from the traumatic event (during 
the latter control and termination were not 
possible). Only then will the patient real-
ize that another approach to the traumatic 
memories and to the combination of defense 
(avoidance = constriction) and uncontrol-
lable emotional overload (flashbacks = intru-
sions) can be possible.

It is also important to look into the cur-
rent social situation of the patient, includ-
ing the legal and residency status related 
conditions, since this can be the source of 
intensive worry and the background to op-
pressive anxiety. Knowledge of the particular 
situation of foreign patients and their culture 
is helpful and should be present. 

All patients profited in this setting from 
a pharmaceutical treatment embedded in 
an educative procedure, conducted with 
great care, informing the patients about the 

mechanisms of their suffering. The know-
ledge about the psychobiological nature 
of the connections between the symptoms 
and the traumatization lead to substantial 
relief. Mostly patients were very afraid 
of being or becoming crazy or of having 
obtained permanent organic damage from 
their abuse. 

Limitations of the therapy
The uncertain external life circumstances 
of the patients did however set limits to our 
therapeutic efforts. For example, it could be 
observed that all symptoms of PTSD, which 
were receding during therapy, increased with 
respect to frequency of occurrence and se-
verity when the residency toleration deadline 
was reached, even with constant or increased 
medication. The constant uncertainty as to 
whether the residency toleration would be 
extended or not represented subjectively for 
the patients a repetition of their trauma, and 
of their exclusion experience, their expul-
sion, and their self perception of worthless-
ness. It re-traumatized them and hindered 
the therapeutic process. Only when the im-
migration authority could be convinced that 
the above described special circumstances 
existed, thereby establishing secure life cir-
cumstances for the patients, was it possible 
to continue the therapeutic process unim-
peded by this re-traumatization. 

The creation of life circumstances which 
offer external security is a sine qua non for 
being able to conduct successful psychiatric 
treatment and offering a safe therapeutic en-
vironment for traumatized refugees, thereby 
substantially reducing suffering and prevent-
ing the development of chronic disorders. 
Returning to the patients’ homeland, in 
which they were abused by neighbors, teach-
ers and former friends, and where the risk of 
extreme stressful situations is high, should 
only occur voluntarily and can only be safe 
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for health if the patients are sure of their re-
action to meetings with former perpetrators. 

Under current German immigration 
policy it is often necessary that the treating 
phys ician takes active steps for the protec-
tion of his or her patient from mandatory 
expulsion or even worse, deportation. Un-
fortunately usual clinical medical certificates 
with etiology and diagnosis are not enough, 
and in addition to the diagnosis of PTSD, 
the causality between the disorder and the 
traumatization experienced in the patients’ 
homeland must be included. This is possibly 
even a reason why the medical treatment is 
being carried out now and not on an earlier 
occasion. It is also advisable to point out 
that a treatment of this kind with a chronic 
course of illness could be a slow process and 
requires several years in order to prevent 
chron icity or re-traumatization. Such thera-
peutic complexities and extensions carry 
the risk of intra-role conflicts, particularly if 
exploiting or even deceiving (in rare cases) 
of helpers occur. Recently Pross32 argued 
in this journal that among other means like 
supervision, solids professional training, 
and self-awareness, a proper professional 
distance must be maintained in order to pre-
vent burnout and vicarious traumatization. 

In summary, the examined group of 
extremely traumatized refugees with PSTD 
can profit from a specific psychiatric treat-
ment in their country of exile which com-
bines pharmaceutical and psychotherapeutic 
treatment. 
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Should discrepant accounts 
given by asylum seekers 
be taken as proof of deceit?*

Jane Herlihy, DClinPsych** Stuart Turner, MD, BChir, MA***

Abstract
Background: In order to recognise a refugee in a 
receiving state, decision makers have to make a 
judgment based on background information and 
the account given by the individual asylum seeker.  
Whilst recognising that this is a very difficult deci-
sion, we examine one of the assumptions made in 
this process: that an account which is inconsistent 
is probably fabricated for the purposes of deceit-
fully gaining asylum status.  

We review some of the psychological processes 
at work when a person applies for asylum, and 
report a study offering empirical evidence of some 
of the reasons why accounts of traumatic experi-
ences may be inconsistent.  

Methods: In the study reported, 39 Kosovan 
and Bosnian (UNHCR) program refugees in the 
UK were interviewed on two occasions about a 

traumatic and a non-traumatic event in their past.  
They were asked specific questions about the 
events on each occasion.  

Findings: All participants changed some re-
sponses between the first and second interview.  
There were more changes between interviews in 
peripheral detail than in the central gist of the 
account.  Changes in peripheral detail were es-
pecially likely for memories of traumatic events.  
Participants with higher levels of Post Traumatic 
Stress Disorder (PTSD) were also more incon-
sistent when there was a longer delay between 
interviews.

Interpretations: We consider this and similar 
studies in the light of asylum decision making, 
proposing that these decisions, often a matter of 
life and death to the applicant, must be based not 
on lay assumptions, but on established empirical 
knowledge.

Keywords: memory, post-traumatic stress disor-
ders, refugees, adult, depressive disorder, law

1. Introduction – claiming asylum
Each year hundreds of thousands of people 
come to Western countries to ask for protec-
tion from persecution in their own country.  
They ask to be recognised as refugees, as 
defined by the 1951 Geneva Convention, 
which states that a refugee is a person who,

“owing to well-founded fear of being perse-
cuted for reasons of race, religion, national-
ity, membership of a particular social group 

*) 
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Turner S. Discrepancies in autobiographical memories: 
implications for the assessment of asylum seekers: re-
peated interviews study. BMJ. 2002;324:324-7.
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or political opinion, is outside the country 
of his nationality and is unable or, owing to 
such fear, is unwilling to avail himself of the 
protection of that country.“1

Although this definition is internationally 
agreed, by the signatories to the convention, 
each individual state has the freedom to 
implement its own structures for assessing 
the validity of requests made for recognition 
– that is, for the assessment of claims for 
asylum.

In the UK, the process of claiming asy-
lum consists of attending an interview with 
a Home Office case worker and, for some, 
filling out a Statement of Evidence Form.  
On the basis of the information gathered, 
the Home Office will then make a decision 
about the success or failure of the claim. 
If the decision is negative, the claimant 
may appeal, in the first instance to the 
Home Office, and subsequently, through 
the Courts.  

From the point of view of the decision 
maker the judgment is a very difficult one 
to make.  In other jurisdictions where an 
individual is presenting a case there can be 
corroborating evidence, character witnesses, 
eye witnesses to events, documentary evi-
dence, to name but a few of the sources that 
may inform a decision. In an asylum claim 
there is often none of this. Consequently, 
apart from background information about 
the claimant’s home country, decisions very 
often turn on the “credibility” of the claim-
ant themselves.  

Unfortunately, there are strong reasons 
to believe that the decision making process 
may be flawed. UK government statistics 
show that in 2004, the Immigration Appeals 
Authority (IAA) overturned 10,845 nega-
tive decisions by the Home Office (19% of 
those heard).2 Many of these people would 
have been given up to possible human rights 

atrocities had they not questioned the origi-
nal decision and taken it through the legal 
process.

One of the ways in which credibility is 
judged by decision makers is the assessment 
of the account given by the claimant of his 
or her experiences of persecution. This paper 
will address one area of decision making 
regarding judgments of credibility which 
seems not to be based on the best scientific 
knowledge, but on incorrect lay assumptions 
about how memory works. We will review 
the assumption that inconsistency in the 
claimant’s account suggests that the account 
is false and explore some of the reasons that 
this may not be the case. We will then re-
port an empirical study which explores one 
of these areas, traumatic memory, in more 
detail. 

We will be referring to procedures in the 
United Kingdom for the purposes of illus-
tration.  In most of the practices described, 
the UK is not unusual. Our comments are 
probably most applicable in the context of 
first world regions, European countries in 
particular, whereas in other regions, different 
rules may apply.3

2. Inconsistency in the asylum process
If an applicant gives different (discrepant) 
accounts of their experiences in the various 
forms and interviews involved in applying 
for asylum and appealing a negative deci-
sion, it is easy to assume that they have 
fabricated a story to try and obtain permis-
sion to stay here. Indeed this is one of the 
planks of evidence often cited by the Home 
Office in individual refusals and is included 
in the official guidance to Immigration staff 
making these decisions, under the section 
entitled Credibility.4 Thus the consistency 
of an asylum seeker’s account has become 
a central question in determining asylum 
status. In a report on Home Office decision 
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making, Amnesty International UK5 cite a 
“reasons for refusal letter” which states 

“there are significant differences between your 
various accounts, and … these cast doubts on 
the credibility of your claim. For instance, in 
your Statement of Evidence Form (SEF) you 
stated that you were in hiding at your friend’s 
house for 4 days but in your Asylum inter-
view this was reduced to 3.” (p. 21)

A study in Sweden has shown that, there 
too, discrepancies and inconsistency are 
seen as cues to a belief that a person is ly-
ing.6 Granhag and his colleagues approached 
members of the Swedish Migration Board, 
on the assumption that they, like police and 
judges, are “expert lie detectors”. They were 
asked about how they made judgments of 
whether someone is lying or telling the truth, 
and then the researchers compared their 
answers to the findings of the psychological 
literature on cues to detecting deception.    
Although some of the heuristics these deci-
sion makers made did concur with research 
findings (e.g. “there is no difference in gaze 
behaviour between liars and truth-tellers”), 
in both open and closed questions, the belief 
that inconsistency was an indication of lying 
was endorsed as “a rule of thumb” by 21% 
and “the most important factor” by 18% of 
the group.

However, research evidence increasingly 
suggests that this underlying assumption 
is incorrect and inconsistency between ac-
counts in the asylum process cannot be re-
lied on in this way.  

There are broadly two reasons why there 
may be inconsistency. The event may be re-
called accurately but there is some barrier to 
disclosure. Alternatively it may arise from a 
failure to recall a traumatic event in the same 
way on successive occasions. Both are rel-
evant to this discussion.

3. Barriers to disclosure
3.1 The interview
Even if the applicant does generally recall 
the experience consistently, inconsistencies 
may be introduced in the interview proc-
esses. In order to arrive at information that 
is both accurate and complete, it is impor-
tant to understand and implement the prin-
ciples of interviewing. In the medical field, 
as one example, an initial open question will 
be followed up by focused and then closed 
(not leading) questions to go into more de-
tails. However, the clinician will then return 
to another open question to ask if there is 
any other problem. We see examples of im-
migration interviews where details have been 
elicited about one period of detention, but 
the individual was not then asked if there 
were any other detentions. Consequently 
later interviews would appear to be un-
covering further material – thus producing 
apparent discrepancies or new disclosures 
– whereas the interviewee may be giving de-
tails of a different period of detention to the 
one first described. This effect may be exac-
erbated by unprofessional or insufficiently 
trained interpreters.  

In a recent study of disclosure in asylum 
interviews in the UK, the attitude of the 
Home Office interviewer was cited by the 
majority of participants as a factor facilitat-
ing disclosure. Indeed, many of the partici-
pants interviewed did express a willingness 
to talk about their experiences, but said that 
they had not been given the opportunity to 
do so or had been prevented by the inter-
viewer from discussing their experiences.7

There may also be insensitivity to gen-
der and cultural issues. Despite UNHCR 
guidelines, female claimants continue to be 
interviewed by male case workers, with male 
interpreters. In some cases the presence 
of a female claimant’s husband can inhibit 
disclosure of rape, due to the cultural im-
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peratives placed on the family in such a situ-
ation. Men also have to disclose being raped, 
a matter which also requires a high level of 
sensitivity.

Amnesty International UK’s report states 
“Many Home Office caseworkers appear 
to lack basic interviewing techniques”, and 
recommends “long term and continuing 
training”, monitoring and assessment of 
caseworkers.5

3.2 Trust
Refugees, by definition, have a well-founded 
fear of persecution, persecution that has 
been allowed, if not sanctioned by the state 
in which they lived. Whether such tolerance 
is by weakness or intent on the part of the 
state, a degree of mistrust of, or at least a 
marked ambivalence of feeling towards, state 
officials of whatever origin would be entirely 
understandable. Guidelines for immigration 
interviews in the UK recommend that as-
surance is given that all material disclosed is 
confidential. Nonetheless, for many people, 
and understandably given their experience, 
this is hard to believe completely. This would 
lead to reluctance to give a complete disclos-
ure and may lead some people to gloss over 
parts of their story. It is often the experience 
of clinicians that one meeting is insufficient 
time for an individual to be able to consider 
whether s/he can take the risk of trusting 
his/her interviewer. Where an individual has 
been submitted to torture, which directly 
or indirectly targets the breaking down of 
trust in others, this effect can be significantly 
stronger.

3.3 Cognitive and emotional difficulties
Refugees have typically had complex experi-
ences including those to do with persecution 
and trauma. As a consequence, although 
many escape psychological injury, as a group 
they are at increased risk of emotional diffi-

culties.8 Four common psychological themes 
have been identified describing these reac-
tions:9

• Symptoms of Post Traumatic Stress Dis-
order (PTSD), related to direct exposure 
to (often malicious) violence.

• Symptoms of depression, related to be-
reavement and loss.

• Somatisation, for example where physical 
violence has been used to force psycho-
logical change.

• the “existential dilemma” of the refugee 
whose core beliefs about the world have 
been seriously challenged.

Pre- and post-traumatic events are impor-
tant in this context. For example, the risk 
of PTSD is affected by the quality of social 
support and by concurrent life stresses.10 
Similarly, in a group of refugees from Iraq, 
poor social support was a stronger predictor 
of depression than past trauma factors.11

What is important to note is that, al-
though categorical diagnoses may apply to 
some individuals, it is also possible to see 
a constellation of symptoms which do not 
meet the diagnostic criteria. One may be 
experiencing nightmares and having dif-
ficulty sleeping, without necessarily having 
sufficient other symptoms to be diagnosed 
with PTSD or depression. The absence of a 
categorical diagnosis should not prevent us 
from being aware of the impact of the dif-
ficulties which people may be having. The 
following sections should be read in this 
context.

Avoidance 
People have often learned over time to avoid 
thinking about traumatic events in order 
to minimise the fear and other emotional 
responses to what happened to them. Many 
people report managing to escape their situ-
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ations, taking care of children and navigating 
their migration in to a new country, by de-
liberately avoiding “thinking about the past”. 
Avoidance is a central part of the PTSD re-
sponse (for example, consider the avoidance 
response of the survivor of a railway crash, 
now avoiding train travel). The individual 
has not forgotten the event but because of 
overwhelming emotions when it is recalled, 
or when similar triggers are encountered, 
tries to avoid mentioning it. A study of 
people diagnosed with PTSD following a 
history of torture, found that where there 
is a history of sexual torture, the avoid-
ance symptoms of PTSD12 (e.g. trying not 
to think about the event, avoiding triggers, 
emotional numbing, psychogenic amnesia) 
are much more prominent than is the case 
after other forms of torture. This survival 
strategy has to be suppressed in order to 
tell all in an asylum interview and this may 
be very hard, very distressing, and possibly 
detrimental.

Dissociation
A common correlate of traumatic experi-
ences is the experience of episodes of dis-
sociation. Dissociation is defined as “a 
disruption in the usually integrated functions 
of consciousness, identity, memory and 
perception”.13 This is a psychological condi-
tion that may be evident during severe stress 
(perhaps as a psychological protection 
mechanism) and later there may be a psy-
chogenic amnesia for some, or all, of the 
trauma. However, it may also recur with 
memories of the incident, especially at times 
of high arousal, such as during the retelling 
of an account. There may be a large impact 
on performance in spite of the fact that often 
these phenomena are relatively subtle (unlike 
the very obvious disturbances of conscious-
ness associated with post-traumatic epi-
lepsy).

Shame
The person being interviewed by the 
Home Office or appearing in court might 
be ashamed to disclose some of the worst 
events in their lives. Typically, experiences of 
forced betrayal and sexual assault (including 
rape) are often associated with the dominant 
emotion of shame rather than fear. There 
are some experiences that sometimes simply 
cannot easily be shared with anyone. Bog-
ner’s study on disclosure, as well as replicat-
ing the finding that people with a history 
of sexual violence scored higher on PTSD 
avoidance symptoms, also found higher 
levels of shame. Not surprisingly, this group 
also reported finding it more difficult to dis-
close sensitive personal information during 
asylum interviews.7

This consideration of barriers that may 
lie in the way of disclosure to state officials 
when applying for asylum is not comprehen-
sive. The contexts of asylum interviews are 
considered in Proof, Evidentiary Assessment 
and Credibility in Asylum Procedures14 
and other issues including head injury and 
chronic pain are discussed by Cohen15 and 
by Herlihy.16

4. Memory for trauma
It seems that there a number of barriers to 
making disclosures in asylum interviews. In 
addition to these, there may also be general 
and specific problems of memory itself.

4.1 PTSD and depression symptoms
Both in PTSD and Depression, impairment 
of concentration is a common symptom. The 
DSM-IV13 diagnostic manual lists “inability 
to recall an important aspect of the trauma” 
and “difficulty concentrating” as two of the 
characteristic elements of PTSD. Similarly, 
it identifies a “diminished ability to think 
or concentrate, or indecisiveness” as a char-
acteristic of depression (Major Depressive 
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Disorder). There is an established literature 
on the effect of depression on memory – the 
bias towards recalling events with negative 
meaning for the self and a difficulty remem-
bering specific events, preferring instead 
general descriptions of past periods.17

As noted above, many of these difficul-
ties may be experienced without necessarily 
reaching the full criteria necessary to receive 
a psychiatric diagnosis.

4.2 Autobiographical memories – normal and 
“traumatic” memory
Autobiographical memory, as the name sug-
gests, is the recall of events in one’s personal 
history. We know that the recall of normal 
memory involves the relatively easy and elec-
tive construction of a verbal narrative – we 
can, if and when we choose, produce a story 
of what happened to us yesterday, or last 
year on holiday; a story with a beginning, 
a middle and an end. The memory might 
also be updated by, perhaps, looking at the 
photos of the holiday. A critical feature of a 
normal memory is that when we think of it 
we are aware that it happened in the past. 

There is now a substantial body of evi-
dence showing that when we experience 
something traumatic (threatening to our life 
or our physical integrity, or that of someone 
close to us), although there may be some 
memories of this normal type, there may 
also be traumatic memories which have a 
very different nature.18 The characteristic 
of traumatic memories is that they are frag-
ments, usually sensory impressions; they may 
be images, sensations, smells or emotional 
states.19 Importantly, probably because of 
the nature of the memory store in which 
they are held, they do not seem to carry a 
“time-stamp” so they are often experi enced 
as if they were not memories of the past at 
all, but current experiences.20 These types of 
memories are usually not evoked at will, as 

a normal memory can be searched for and 
produced, but they are provoked by trig-
gers, or reminders of the event. This means 
that when someone is interviewed and asked 
about an experience that was traumatic, and 
has only, or largely, memories of this frag-
mentary type, they are unlikely to be able to 
produce a coherent verbal narrative, quite 
simply because no complete verbal narrative 
of their experience exists.21 Because these 
memories are triggered, and are not subject 
to simple conscious control, it is likely that 
different aspects will be recalled depending 
on the triggering events in the interview. The 
interviewee will report only fragments and 
impressions, which are likely, incidentally, to 
evoke the feelings that were felt at the time 
of the original experience – which may be 
fear, distress, shame, humiliation, guilt or 
anger. 

4.3 Central and peripheral details 
Generally, the more detail a memory has, 
the more believable and convincing the 
account is. The gist of an autobiograph-
ical memory (central information) can be 
reconstructed from general (historical or 
schematic) knowledge, whereas details of a 
specific event (peripheral details) cannot. 
Recall of peripheral details is thus often seen 
as a good way of distinguishing between “ac-
curate recollection and plausible reconstruc-
tion”.22 This is presumably the principle 
that, in part, guides state authorities’ reli-
ance on consistent details as an indication of 
credibility.

However, another aspect of memories 
for traumatic or distressing events is the 
automatic focus on the “centrality” of the 
details recalled. A classic experiment dem-
onstrated how the type of details recalled of 
an event can depend on how distressing the 
event is to the witness. Loftus and Burns23 
asked participants in their study to watch 
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one of two video recordings of a simulated 
armed bank robbery, at the end of which the 
robbers run away past a young boy with a 
rugby shirt with a number on the back. The 
recordings were identical except that in one 
version one of the robbers turns and shoots 
the boy in the face. In the other the robbers 
merely run away. The experimenters found 
that the participants who watched the video 
with the shooting were less likely to be able 
to recall the number on the boy’s back, com-
pared to those who had watched the “non-
traumatic” video. This was not a study of 
people with PTSD and the traumatic event, 
on the scale of the experiences of many 
people who have been tortured, was rela-
tively mild. Yet the simulated shooting was 
sufficient to lead to an automatic focus away 
from peripheral detail. This effect has been 
replicated and a distinction is now made 
when talking about disturbing or distress-
ing memories, between “central” details of a 
story – that is, what is important to the gist 
of the narrative or the emotional content of 
the account – and “peripheral” details, such 
as the number on a boy’s rugby shirt.

5. An Empirical Investigation24

In the light of all of the different possible explan-
ations for discrepancies in an asylum seeker’s ac-
counts of their experiences, and in particular the 
suggestions from the psychological literature on 
memory, the following study24 was conducted to 
demonstrate what specifically might be happen-
ing in repeated interviews focusing on traumatic 
memories.

Method
We invited 27 Kosovan Albanians and 16 Bos-
nians to take part in research about memory. 
We had contacted them through community 
groups and reception centres.  Twenty-three 
were men and twenty were women, all aged be-
tween 18 and 64 (mean 39.5 (SD 14.5)). All 

participants had been granted leave to remain 
in the United Kingdom under the United Na-
tions High Commissioner for Refugees group 
programmes – that is, none of the participants 
had given accounts of their experiences in order 
to gain their asylum status. We obtained written 
(translated) informed consent from all partici-
pants, explaining that the research had no con-
nection at all with any decision-making state 
authorities. The research was approved by the 
Research and Ethics Committee of Camden and 
Islington Mental Health and Social Care NHS 
Trust. 

We interviewed all participants twice, with 
the help of interpreters. The time between inter-
views ranged from three to 32 weeks. At the first 
interview we used a translated form of the Post-
traumatic Diagnostic Scale to assess the level of 
symptoms of PTSD.25

Participants were asked to recall a traumatic 
event from their experiences (“I’d like you to 
think about an event in [your country] when 
you thought that your life was in danger – pref-
erably a time that you haven’t talked about too 
much, but that wouldn’t upset you too much 
to talk about now.”). Fifteen predefined ques-
tions were asked about the chosen event – for 
example, “what was the date?”; “what were you 
wearing?” Similar questions were asked about 
a non traumatic event. After answering each 
question, participants were asked to rate that 
particular detail as central or peripheral to their 
experience. At the second interview participants 
were prompted about the event reported in the 
first interview (“do you remember the events 
you told me about last time”; if they didn’t, they 
were reminded), and asked to recall the same 
two events. The same 15 questions were repeated. 
At this second interview we assessed symptoms 
of depression by using a translated form of the 
Beck Depression Inventory.26 

Both measures in Bosnian and Kosovan Al-
banian had been translated and back-translated 
and used in previous studies.
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Calculation of discrepancy rates and analysis
Discrepancy rates were calculated by dividing the 
number of discrepant details between answers at 
the two interviews (including new information) 
by the total number of units of information in the 
first interview. Four separate rates were calculated 
per participant: central details of traumatic mem-
ories, peripheral details of traumatic memories, 
central details of non traumatic mem ories, and 
peripheral details of non traumatic memories.

A second rater coded 70% of the tran-
scripts according to written coding procedures. 
Intraclass correlation estimates for the four 
rates ranged from 0.65 to 0.81.  General linear 
model univariate analyses and bivariate cor-
relations were used to compare the discrepancy 
rates of participants who scored high on the Post-
traumatic Diagnostic Scale with those of par-
ticipants who scored low on the scale. General 
linear model repeated measures tests were used 
to analyse the interactions between the types of 
detail (central versus peripheral) and the type of 
event recalled (traumatic versus non traumatic). 
SPSS software was used for all analyses.

Results
All participants reported traumatic experiences. 
Scores of symptom severity on the Post traumatic 
Diagnostic Scale (maximum 51) ranged from 
5 to 50 (mean 27.3 (s.d. 10.9)). Participants 
were divided into high and low PTSD scorers: 
scores of >26 were categorised as high (n = 19); 
scores of <25 were categorised as low (n = 21).  
The depression scores (maximum 63) ranged 
from 7 to 52 (mean 24.2 (s.d. 11.6)). Of the 
39 scores, 31 indicated probable clinical depres-
sion (score > 14); 21 indicated moderate or 
severe depression (score > 20).  

No significant differences in psychopathology 
between the two groups were found.

Differences between the groups
Four of the Bosnian participants left the study 
after the first interview.

The mean age of the Bosnian group was 
greater than that of the Kosovan group (46.2 
v 35.5 years; p < 0.05) and the average time 
between interviews was significantly longer for 
Bosnian refugees than for Kosovan refugees 
(159 v 29 days; p < 0.0001). To reduce the 
limitations of these differences on interpreting 
the results, and to take account of the loss of 
four subjects from the Bosnian group, each of the 
hypotheses was tested on the whole sample and 
then on the larger of the two subsets – the 27 
Kosovan participants – alone. Only significant 
findings are reported.

Discrepancies
Discrepancies between the two accounts were found 
for all participants. The mean (overall) discrep-
ancy rate was 0.32 (s.d. 0.14; range 0.01 0.65).

Significantly more discrepancies were ob-
served in peripheral details than in the central 
gist of the account (p < 0.05). The type of infor-
mation (central or peripheral) had a significant 
effect on the discrepancy rate when memories 
were traumatic (F1,32 = 4.42, p < 0.05), but 
not when they were non traumatic (F1,32 = 
1.25, p = 0.27). See Figure 1. 

In the Kosovan subsample, more discrep-
ancies were found in peripheral details than in 
central information. The main effect of type of 
detail (central or peripheral) was in the same 

Non-traumatic Traumatic

Discrepancies

0.45
0.40
0.35
0.30
0.25
0.20
0.15
0.10
0.05

0

Peripheral Central

Figure 1. Central and peripheral discrepancies.
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direction as the whole sample and marginally 
significant (F1,24 = 4.25, p = 0.05). 

The length of time between interviews had 
a significant effect on discrepancy rates. Testing 
for homogeneity of regression in the two groups 
(high or low levels of post traumatic stress symp-
toms) showed an interaction (p < 0.05) between 
the levels of post traumatic stress symptoms and 
length of time between interviews. In the group 
with high levels of post traumatic stress there was 
a positive association between the number of 
discrepancies and the length of delay (r = 0.70, 
p < 0.01), but this difference was not seen in 
the group with low levels of post traumatic stress 
symptoms (r = - 0.122) See Figure 2. Delay 
and discrepancies. 

Discussion of the empirical study and its findings
This was a research investigation in people who 
had come to the United Kingdom under a UN 
sponsored programme. There was no obvious 
motivation to deceive. Nonetheless discrepancies 
(including the provision of new information) 
were shown to occur between autobiographical 
accounts given by the same individual on two 
occasions up to seven months apart. For refugees 
with high PTSD, more discrepancies were found 
with longer times between interviews. In the UK 
asylum process, there may be months or years 
between the original interview and an appeal 

hearing. In addition, more discrepancies are 
found in details rated by participants as periph-
eral, compared with recollection of the central 
gist of the event. Discrepancies therefore cannot 
be taken as automatically implying fabrication.  

These findings demonstrate that the assump-
tion that discrepancies necessarily indicate a 
fabricated story is incorrect. This research cannot 
provide any causal explanation as to why they 
do occur, but it can point to some possibilities. A 
common difficulty reported was related to the ex-
perience of repeated events that are similar. This 
may have led to the recall of an event similar in 
type but different in detail at the second inter-
view, or to the mixing up of two or more events. 

The emotional state of the refugee at the 
time of the interview may also have affected his 
or her responses. For example, one participant 
changed his description of his treatment by mili-
tary police from “we were slapped around” to 
“we were badly beaten.” In states of depressed 
mood, recall is biased towards negative mem-
ories.17 This participant may simply have been 
in a different mood state in each interview, thus 
giving different evaluations of his experience. 
Further studies should consider measuring the 
person’s state of mood at each interview.  

Reminiscence
Reminiscence is the phenomenon of new infor-
mation about an event becoming available over 
repeated recall. It has been shown clearly in the 
laboratory but has received little interest in ap-
plied areas. One explanation for reminiscence 
is that, once a person has initiated a search in 
memory, the search continues. Indeed, one par-
ticipant reported asking her mother about the 
answers she had given in her first interview. This 
may lead to the checking of memories with 
others who were present at the time, or the grad-
ual remembering of more detail. Or this process 
may happen less consciously. Both of these fac-
tors would be associated with discrepancies and 
may increase in importance over time.

Short delay Long delay

Discrepancies
0.5

0.4

0.3

0.2

0.1

0

High PTSD Low PTSD

Figure 2. Delay and discrepancies.
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Length of time between interviews
Although it was not hypothesised initially, and 
we must consider the possibility of type I er-
ror, the effect of the interaction of post traumatic 
stress and length of time between interviews on 
discrepancies is probably the most important 
finding in relation to asylum policy. If discre-
pancies continue to be used as a criterion for 
regarding a case as lacking credibility, then asy-
lum seekers who have symptoms post traumatic 
stress at the time of their interviews are system-
atically more likely to be rejected the longer their 
application takes. 

As has been discussed above, theory suggests 
that memories are different when they are “trau-
matic memories” – particularly seen but possibly 
not exclusively – with a diagnosis of PTSD21 
and these certainly merit further exploration in 
the context of asylum applicants and refugees.

Summary
This study shows the danger of concluding that 
asylum seekers are fabricating their histories 
solely on the basis of discrepancies between inter-
views, even when the interviews are only weeks 
apart. Discrepancies are common, especially 
(although not exclusively) when the person has 
PTSD and has to wait a long time between in-
terviews. Discrepancies are more likely to arise 
when the details required are peripheral to the 
interviewee’s experience and when the content is 
traumatic to the interviewee. 

All of these factors are present in many asy-
lum applications, and they may be increasing 
the risk of incorrect judgments. 

6. Other research
This empirical study is supported by some 
recent experimental work from the USA in 
which Morgan III and colleagues27 studied 
over 500 military personnel going through 
so-called “survival schools” (described as 
mock prisoner of war (POW) camps run by 
the US military). These were fit volunteers. 

They knew that ultimately they would be 
safe. They were exposed to a simulation of 
wilderness evasion, followed by mock cap-
tivity in the POW camp. The details of the 
training are described as “classified” but 
included interrogations and stressors “mod-
elled from the experience of actual military 
personnel who have been prisoners of war”. 
There were high and low stress interrogations 
starting after 12 hours of captivity.  These 
interrogations involved either one or two 
people in a well-lit room (different people for 
the high and low stress conditions). All par-
ticipants had been exposed to the stress of 
uniform sleep and food deprivation for about 
48 hours prior to being subjected to inter-
rogation stress. Upon release, they were given 
access to food and rest. Twenty-four hours 
after release, they were tested for recognition 
of their interrogator. The best result for rec-
ognition of the high stress interrogator (using 
photographs of interrogators in the identical 
clothes to improve performance) was a 66% 
correct positive identification.  

If fit young military personnel exposed 
to much less trauma than many refugees 
and tested only 24 hours afterwards make 
mistakes like this, it is certain that very many 
asylum seekers asked questions months or 
years later about their traumas will have un -
reliable memories. The authors of the US 
study conclude that “all professionals would 
do well to remember that a large number of 
healthy individuals may not be able to cor-
rectly identify suspects associated with highly 
stressful, compared to moderately stressful, 
events. Furthermore, these data raise the 
possibility that other types of stress-induced 
memory deficits (such as narrative memory) 
may also exist in healthy individ uals.”

7. Conclusions
We have presented substantial empirically-
based reasons for concern in the application 
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of the naïve assumption that inconsistent 
accounts of torture or other traumatic ex-
periences should be taken as indicating fab-
rication or lying. Yet inconsistent accounts 
have been demonstrated in a Swedish study 
to be the most important factor in evaluating 
fabricated stories, used by about 1 in 5 of 
decision-makers.6 

We strongly believe that decision making 
should be informed by empirical scientific 
evidence (whichever way this appears to 
point). In this area, studies now exist that 
have important implications for national 
and international policy in the assessment of 
asylum seekers. If the process of recognising 
refugees is to be a just one, then decisions 
must be based on sound scientific knowledge. 
This will go some way to providing consist-
ent and high quality decisions for some of the 
most crucial (and difficult) judgments that 
states are called upon to make.
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Mental states of adolescents exposed 
to war in Uganda: finding appropriate 
methods of rehabilitation

Kennedy Amone-P’Olak, MSc*

Abstract
Background: Reintegration after war brings with 
it enormous challenges. One such challenge is to 
find appropriate methods of rehabilitation during 
the reintegration process. This article describes 
the rehabilitation, using traditional therapy, of for-
merly abducted adolescents exposed to war events 
who have experienced psychological distress. 

Methodology: In a cross-sectional design, 294 
adolescents aged 12 to19 at three rehabilitation 
centres participated in the study. Two checklists 
specifically designed for the study were adminis-
tered to the adolescents and social workers: the 
War Experiences Checklist and Psychological 
State Checklist. The War Experiences Checklist in-
cludes 54 different war events broadly categorised 
under nine themes: separation, role in combat, 
deprivations, rituals in captivity, injury and be-
ing a victim of violence, witness to traumatic war 
events, laying landmines and staging ambushes, 
participation in violence, and sexual abuse. The 
Psychological State Checklist consists of 22 items.  
Structured interviews were used with centre coor-
dinators and traditional leaders to elicit informa-
tion on strategies of rehabilitation and traditional 
therapies of rehabilitation respectively. Descrip-
tive statistics were used to analyse data from the 
checklists while data from the interviews were tri-

angulated and subjected to thematic examination 
in a multistage analyses.

Results: Adolescents were exposed to disqui-
eting war events and participated in dreadful 
atro cities. Consequently, many were psychologi-
cally distressed with unhealthy mental states that 
needed cleansing according to the native Acholi 
traditional practices of reconciliation and reinte-
gration.  Four rituals used in the rehabilitation 
and reintegration are critically examined in this 
paper.  

Conclusion: Although mired in controversy over 
legitimacy, scope, and disagreement over proce-
dures, the traditional structures for reconciliation 
and reintegration, such as the cleansing rituals, are 
still widely recognised and can play an important 
role in the process of reintegration at the local 
level. 

Key words: mental states, adolescents, war experi-
ences, rehabilitation, Uganda.

Introduction
This section sets the background to the 
conflict in Northern Uganda involving the 
Uganda government army, the Uganda 
People’s Defence Force (UPDF), the Lord’s 
Resistance Movement/Army (LRM/A) and 
the Sudanese People’s Liberation Move-
ment/Army (SPLM/A). 

Background to the conflict in Northern Uganda
The conflict in Northern Uganda is an 
intricate one. Two rebel groups have been 

*)
Rijksuniversiteit Groningen
Hanzeplein 1 
9700 RB Groningen
The Netherlands
k.p.amone@med.umcg.nl

C L I N I C A L  K N O W L E D G E  



T
O

R
T

U
R

E
 V

o
lu

m
e

 1
6

, 
N

u
m

b
e

r 
2

, 
2

0
0

6
94

fighting since 1983: the LRA has been fight-
ing against the UPDF in Northern Uganda 
and Southern Sudan since 1986 and the 
SPLA fought against the government of 
the Sudan in Southern Sudan from 1983 
to 2005 when they signed a peace accord.  
Northern Uganda shares a border with 
Southern Sudan. The LRA has had bases in 
Southern Sudan and the SPLA had safe ha-
vens in Northern Uganda. The government 
of Uganda has supported the SPLA for a 
long time and used it to fight the LRA. Until 
recently, the LRA has had the support of the 
government of Sudan and has used the LRA 
in turn to fight the SPLA. Both countries, 
in effect, were involved in a proxy war with 
each other.  Subsequently, on both sides 
of the border, two civilian populations are 
trapped between the fighting forces.1,2 

The LRA is a rebel group fighting in 
Northern Uganda where the Acholi ethnic 
group traditionally live and where more than 
90% of the population are internally dis-
placed and are unable to return home due 
to the war. Led by Joseph Kony who claims 
to be a spirit medium, the LRA claims it is 
fighting to establish a government based on 
the biblical Ten Commandments. The rebel 
group professes to fight a spiritual war but 
has committed many atrocities, like abduc-
tion of young boys and girls, rapes, killing of 
unarmed people, mutilation, sexual enslave-
ment, etc. against the people whom they 
purport to fight for.3,4

The SPLA operates from across the 
border with Uganda in Southern Sudan. 
They purport to represent the interest of the 
Southern Sudanese who are subjugated and 
oppressed by the Islamic and Arab regime 
in the north of the country. Just like the 
LRA, the SPLA is known to have forcibly 
recruited adolescents and children into its 
ranks and have committed human rights 
abuses against the civilian population.1

The people in Northern Uganda loathe 
the LRA for its cruelty against them and 
they do not like the UPDF either for hu-
man rights violation against them and for 
failure to protect them from the marauding 
LRA fighters who have internally displaced 
an estimated 1.7 million people, especially 
women and children. The local people also 
accuse the government of lack of political 
will to end the rebellion.3,5 Although the 
civilian population in Northern Uganda 
loathes the LRA for their pernicious activ-
ities against them, 85% of the LRA fighters 
are made up of their own children whom the 
LRA has forcibly abducted and conscripted 
into their ranks.2,3,6

Abductions of children and adolescents
The most notorious aspect of the conflict 
in Northern Uganda is the forced recruit-
ment and abduction of young boys and girls 
and the torture, physical and sexual abuse, 
and enslavement of those abducted by rebel 
commanders. To date, it is estimated that the 
LRA has abducted over 25,000 children.4 
Subsequently, Jan Egeland, the United Na-
tions Undersecretary for Humanitarian 
Affairs, has described the conflict as “the 
world’s biggest neglected humanitarian cri-
sis”. In captivity, the abductees live in con-
stant terror of sudden attacks from UPDF 
soldiers, sexual abuse by rebel command-
ers, threat of death, diseases, and extreme 
deprivations and hardships such as lack of 
water, food, and clothing, among others.  
The children and adolescents are forced to 
kill, mutilate, torture, raid, burn villages, loot 
and commit other hideous atrocities against 
each other and against their communities in 
the region.1,2,5

However, since 2000, there have been 
drastic changes in the conflict. Four ma-
jor factors have accounted for this change. 
Firstly, in 2001, the United States govern-
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ment blacklisted the LRA as a terrorist or-
ganization.7 This subsequently led to the sec-
ond major reason for the change: an increase 
in cooperation between the governments of 
the Sudan and Uganda to rout out the rebels 
and the cessation of support to the rebels by 
the government of the Sudan which did not 
want to be seen by the West as supporting a 
terrorist organisation. Consequently, many 
rebel commanders have been killed and large 
caches of their weapons and ammunitions 
captured in Southern Sudan and Northern 
Uganda. This cooperation has enabled the 
government of Uganda to send troops into 
southern Sudan to destroy rebel bases there.  
Thus, coupled with lack of support from the 
Sudanese government, the rebels have been 
tremendously weakened. The third reason 
for a major change in the conflict has been 
the peace pact between the SPLA and the 
government of the Sudan that has enabled 
the SPLM to participate in the government 
in Sudan leaving little room for the LRA to 
maintain bases in Southern Sudan. Finally, 
the International Criminal Court (ICC) has 
indicted five top commanders of the LRA 
and has issued an international warrant of 
arrest for the indicted rebel leaders.8 This 
has led to renewed international interest in 
the war and thus pressure has mounted on 
the UPDF and LRA from all sides leaving 
the rebels in disarray.

Literature review
Adolescence is usually recognised as a stress-
ful period of development in which, physical, 
social and intellectual transform ation and 
adjustments have to be dealt with concur-
rently. Exposure to war disrupts this transi-
tion further and makes adjustment even 
more complicated.9-14 This disruption is 
linked to difficulties with social, psychologi-
cal, health, and physiological functioning 
such as depression, withdrawal, alienation, 

somatic complaints, behavioural problems, 
attachment disorder, Posttraumatic Stress 
Disorder (PTSD) symptoms and crucial 
etiological factors in the development of 
psychopathology in adulthood.9,15 War ex-
periences like sexual abuse, killings, beating, 
fighting in battles and exposure to dead 
bodies and body parts, smelling burning 
bodies, hearing screams for help, violent 
death of a parent, witnessing the killing of 
close family members, separation, displace-
ment, terror attacks, and bombardments are 
associated with acute posttraumatic stress 
symptoms and behavioural and emotional 
problems.11 

Past studies have shown that trauma due 
to conflict and violence may have serious 
consequences for future adult development 
of adolescents13,16. However, other studies 
have also indicated that it is not always true 
that all adolescents in difficult circumstances 
become troubled adults or develop emo-
tional problems; in fact, recovery from emo-
tional and behavioural problems before 
reaching adulthood is fairly common.16,17 
Cultural differences in registering trauma 
and methods of rehabilitation may be impor-
tant in explaining the difference in the stud-
ies. Subsequently, it is imperative that the 
methods of rehabilitation are studied. The 
use of western therapeutic methods of reha-
bilitation in non-western settings have been 
invariably criticised for its medical and indi-
vidual leaning and labelling of survivors.18 
Yet few studies have explored traditional 
methods of psychotherapy within the local 
cosmology in a non-western setting espe-
cially in Africa. This article is an assessment 
of war experiences and mental states and is 
a critical examination of traditional methods 
of rehabilitation used by three rehabilitation 
centres in the districts of Gulu and Kitgum 
in Northern Uganda where formerly ab-
ducted children are being rehabilitated be-
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fore reintegration with their parents/guardi-
ans or relatives in the community.19 For 
example, cleansing rituals are one way that 
rehabilitation draws on what happened to 
the children in the past as a means of com-
ing to terms with and making sense of the 
present.

Methodology
Participants and rehabilitation centres
The study was conducted in three rehabilita-
tion centres in the districts of Gulu and Kit-
gum in Northern Uganda from August to 
October 2004. Participants were adolescents 
who were abducted, lived in rebel captivity, 
and experienced war situations ranging from 
one month to ten years (M = 7.8 months, 
SD = 2.01) and were rescued or escaped 
within the six months previous to the study: 
166 (56.5%) less than a month before, 98 
(33.3%) between one and three months be-
fore and 30 (10.2%) between three and six 
months before carrying out the study. A total 
of 294 out of 852 adolescents resident in 
three rehabilitation centres: Gulu Support 
the Children’s Organisation (GUSCO) with 
249 residents, World Vision Children of War 
Rehabilitation Centre (WVC) with 438 resi-
dents, and Kitgum Concerned Women’s As-
sociation rehabilitation centre (KICWA) 
with 165 residents were invited to partici-
pate in the study. GUSCO and WVC are lo-
cated in Gulu District and KICWA is lo-
cated in Kitgum District. A simple random 
sampling using random table numbers was 
performed to select the required number of 
adolescents from the three centres. Those 
who were randomly selected were then asked 
to participate in the study. A total of 294 ad-
olescents aged 12-19 participated (M = 
14.6), of which 216 (73.5%) were boys and 
78 (26.5%) were girls.  Of these, 57  
(19.4%) adolescents were from KICWA, 86 
(29.3%) from GUSCO, and 151 (51.4%) 

from WVC.  The adolescents identified 
themselves as Catholics (68.4 %), Anglicans 
(26.9%), Muslim (1.7%) and others (2%).  

Procedures
Permission was obtained from the Uganda 
National Council for Science and Technol-
ogy, local district authorities, centre coordi-
nators, social workers and individual ado-
lescents to conduct the study. The Research 
Committee of Gulu University approved 
the study. Informed consent was obtained 
from all adolescents aged 18 years and 
above.  Those below 18 year of age assented 
to participating in the study prior to the 
investigators obtaining consent from their 
parents, guardians, or centre coordinators in 
situations where their parents or guardians 
could not be traced. The centre coordinators 
and social workers at the three rehabilita-
tion centres also agreed to participate in the 
interviews. The centre coordinators invited 
the adolescents who accepted to participate 
in the study. The items in the checklist about 
their war experiences were read out aloud 
to them individually and the research assist-
ants filled the checklist for them. Reading 
the items aloud was considered appropriate 
because some of the adolescents were il-
literate. The questionnaire took between 30 
and 45 minutes to fill. The interview with 
the centre coordinators and social work-
ers took about 30 minutes while that of the 
elders/traditional leaders who performed the 
ceremonies took between 45 and 60 min-
utes.  The social workers at the centres filled 
in the Psychological State Checklist to rate 
the mental states of the adolescents. It is im-
portant to note here that some adolescents 
and their parents did not agree to participate 
in the traditional rituals and instead opted 
to attend Pentecostal Churches and pray for 
their children instead. It was not possible to 
establish the number and characteristics of 
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adolescents or their parents/guardians who 
did not agree to participate in the rituals.

Measurements
There were two checklists used in the study: 
one was to measure mental states and the 
other war experiences. Mental states were 
measured using a 22-item Psychological 
State Checklist specifically designed for this 
study to collect information from the centre 
about the mental states of the adolescents 
based on records available. This was filled 
out by the social workers well versed with 
the mental states and psychological distress 
of the adolescents invited to participate in 
the study. The War Experiences Checklist 
consists of 54 items structured around the 
themes of: “separation from parents and 
relatives”, “exposure and role in combat”, 
“deprivations and other hardships”, “par-
ticipation in rituals while in captivity”, 
“injured and was victim of violence and 
intimidation”, “witness to beatings, mutila-
tion, abduction, killings, and village raids”, 
“laying landmines and staging ambushes”, 
and “sexual abuse”.  Both checklists consist 
of “yes” and “no” items.  

There were two structured interview 
schedules: one was for the centre coordina-
tors to document the strategies of rehabilita-
tion being used at particular centres. The 
principle investigator and research assistants 
visited each centre for at least two weeks to 
observe the methods of rehabilitation used 
to corroborate the information given by the 
centre coordinators and social workers at the 
centres about the strategies for rehabilita-
tion. The second structured interview was 
for elders (traditional leaders) to document 
why and when the rituals were performed, 
the requirements for the rituals, who per-
forms them and why, the procedure of per-
forming the rituals and their meanings. The 
protocols were developed for the purpose of 

this study and were all translated and back-
translated from English to Luo, the native 
language of the Acholi ethnic group and the 
participants. Both the checklists and inter-
view schedules were developed in collabora-
tion with the centre coordinators and social 
workers on the basis of assessment tools 
used by Non-governmental organisations 
(NGOs) in the field of rehabilitation such 
as World Vision, UNICEF, GUSCO, and 
KICWA, among others.

Demographic characteristics
Demographic characteristics (age, religious 
affiliation, school attendance, whether both 
parents are living or not, length of stay in 
captivity, time of rescue, etc.) were included 
as items in the participants’ questionnaires 
and interview schedules.  

Data analyses
Descriptive statistics were used to analyse 
the adolescents’ war experiences and mental 
states. Frequency counts of the endorse-
ments were taken and percentages of the 
total endorsement by participants tabulated 
and presented. Data from records of re-
sponses from the structured interviews with 
the social workers, centre coordinators and 
the traditional leaders or elders who per-
formed the rituals were carefully analysed 
and transformed into meaningful broader 
content categories by the research assistants 
and the principle investigator, to arrive at the 
methods of rehabilitation used at the centres 
through group discussions and analysis.

Data from the records about the rituals 
were examined and triangulated by inter-
viewing other traditional leaders and elders 
to ascertain whether the reasons for carrying 
out the ritual, when the ritual is normally 
performed, requirements, who carried out 
the rituals, procedure for carrying it out 
and the meanings were the same. In analys-
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ing the themes about the rituals, records of 
interviews by the different Research Assist-
ants were compared, discussed, and carefully 
analysed and transformed into meaningful 
content categories covering why, when, how, 
and by whom the rituals were performed. 
Data from the interview were again cross-
examined, triangulated, and validated by the 
research assistants and principal investigator 
and later all the recordings were compared, 
discussed, and consensus reached.

Results
War experiences
The adolescents were exposed to a wide 
range of war events while in rebel captivity.  
These experiences were grouped into eight 
categories based on thematic analyses and 
similarity. The categories included: “separ-
ation from parents and relatives”, “exposure 
to and role in combat”, “deprivations and 
other hardships”, “participation in rituals 
while in captivity”, “injured and was victim 
of violence and intimidation”, “witness to 
beatings, mutilation, abduction, killings, and 
village raids”, “laying landmines and staging 
ambushes”, and “sexual abuse” (Table 1). 
Experiences highly endorsed by participants 
were: thinking that they would be killed, 
long distance treks, death threats, seeing 
dead bodies and body parts. About 75% of 
the adolescents participated in beating or 
killing captured escapees, often their village 
mates, relatives or friends, while 22% burnt 
houses with people inside and another 5% 
reported that they mutilated captives. Over 
4% witnessed their parents being killed and 
slightly above 6% killed their relatives. About 
18% were forced to lie on dead bodies or 
carry dismembered body parts, which was 
believed to imbue courage and make them 
hard hearted. More than 75% saw people 
dying of hunger and 16% drank urine in-
stead of water to quench thirst. Sixty-five of 

the 78 girls in the sample reported that they 
were sexually abused and none of the male 
adolescents reported being sexually abused. 
The war experiences were therefore the basis 
upon which the rituals were performed. The 
adolescents who agreed to participate in the 
rituals attended the general rituals such as 
traditional African dances and drama, step-
ping on an egg, burning clothes that the par-
ticipants returned with from rebel captivity.  
Girls who were sexually violated and those 
who participated in killing either intention-
ally or were forced to kill had to elaborate 
rituals to cleanse them from the activities 
they participated in or were subjected to. 

Mental states of the adolescents 
while at the rehabilitation centres
In addition to the war experiences the ado-
lescents were exposed to, a catalogue of 
signs were used to assess the mental state of 
the adolescents at the centres (Table 2). In 
all the centres, at least 94% reported some 
form of mental state associated with their 
war experiences. The following mental states 
were dominant: “hopelessness” (89.8%), 
“sensitive” (65.3), “suspicious” (63.9), “in-
terrupted thoughts” (57.1) and “depressed” 
(55.8).  Alternately, the following mental 
states were less reported: “Crying, screaming 
and groaning” (18.3%), “Aggressive” (16.3), 
“The social workers found the adolescent 
difficult to deal with” (14.9%), “Self-de-
structive” (12.9%), “Paranoia” (12.2%), and 
“Compulsive behaviour” (11.2%).  However, 
there were gender differences in report-
ing the following mental states: depres-
sion (Boys: 47.7%; Girls: 78.2%), crying, 
screaming and groaning (Boys: 8.3%; Girls: 
46.2%), aggression (Boys: 22.7%; Girls: 
7.7%), and “Self-destructive” (Boys: 13.4%; 
Girls: 6.4%). According to the Acholi trad-
itional culture, these symptoms of severe 
emotional and psychological distress in the 
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Table 1. Categories of war events experienced by 294 adolescents in rebel captivity.

 n % (yes)

Separation from parents and relatives 
 1. I thought I would be killed while in rebel captivity 291 99
 2. I thought I would never see any of my relatives or friends again  288 98
 3. I was told that my parents were already dead  254 86.4
 4. I dropped out of school  55 18.7
 5. I am the only survivor in the family  13  4.4
  
Exposure to and role in combat   
 6. I witnessed people being abducted during a village raid  290 98.6
 7. I carried heavy loads over long distances 289 98.3
 8. I saw dead bodies or body parts after battles 283 96.3
 9. I saw seriously wounded people during battles 279 94.9
10. I narrowly escaped death during a battle 252 85.7
11. I participated in battles with government soldiers 131 44.6
12. I participated in killing a person (people) during battle(s) apart from relatives 116 39.5
13. I was injured or wounded in battle  71 24.1
  
Deprivations and other hardships   
14. I walked long distances without rest 292 99.3
15. I slept in the bushes  290 98.6
16. I ate grass, leaves, and other wild plants previously unknown to me  238 80.9
17. I was imprisoned in rebel captivity  237 80.6
18. I saw people dying of hunger  223 75.9
19. I was so hungry and nearly starved to death  204 69.4
20. I survived death after a serious beating with wire locks and slapped with hot machetes   159 
54.1
21. I ate one meal a day and sometimes a few times a week  111 37.8
22. I drank urine instead of water  48 16
23. I participated in nursing seriously wounded rebel fighters 47 16
  
Participated in rituals while in captivity  
24. I was anointed with oil and ochre (sign of cross put on my forehead, 
    back, chest, and back of hands) 290 98.6
25. I was forced to lick human blood to give me courage and keep away ghosts 63 21.4
26. I was forced to smear myself with the blood of a dead person 62 21
27. I was told to lie on dead bodies or carry dead body parts to give me courage  53 18
28. I smeared myself with human blood in order to be brave  47 16
29. I participated in eating cooked human flesh to give me courage  1 0.3
  
Injured and was victim of violence and intimidation   
30. I was threatened with death if I failed to obey orders 292 99.3
31. I was injured in a Helicopter Gunship attack by government troops 101 34.3
32. I was beaten up and sustained serious injuries in rebel captivity  89 30.2
33. I was injured in battle with government soldiers  76 25.8

Witnessed beatings, death and mutilations
34. I witnessed people being flogged or beaten  291 99
35. I witnessed people being killed with machetes, or knives  200 68
36. I witnessed people being mutilated  118 40.1
37. I witnessed the family home being burnt  55 18.7
38. I was forced to carry a dead person for a long distance 53 18
39. I witnessed a sibling being killed  15  5.1
40 I witnessed my parent being killed  13  4.4
41. I witnessed children being exchanged for guns and ammunitions 7  2.4

The table continues on next page 



T
O

R
T

U
R

E
 V

o
lu

m
e

 1
6

, 
N

u
m

b
e

r 
2

, 
2

0
0

6
100

 C L I N I C A L  K N O W L E D G E

 n % (yes)

Participation in beatings, mutilation, abductions, killings, village raids   
42. I participated in abduction of other people and village raids 230 78.2
43. I participated in beating and killing captured escapees 219 74.5
44. I participated in burning houses without people inside  90 30.6
45. I participated in burning houses with people inside  66 22.4
46. I participated in killing my own relatives 18  6.1
47. I participated in mutilating body parts of people captured  14  4.8
  
Laying landmines and staging ambushes  
48. I participated in ambushing a vehicle 65 22.1
49. I saw a vehicle with passengers blown up in a land mine blast  50 17
50. I witnessed people being blown up in a land mine blast  49 16.7
51. I participated in laying land mines 16  5.5
  
Sexual abuse (only girl participants reported sexual abuse) 
52. I was sexually abused by rebels or fellow abductees  65 83.3
53. I have child (ren) with rebel fighters 38 48.7
54. I was sexually abused by fellow abductees 13  4.4

Table 2. The mental states of the adolescents as recorded in their files (N = 294).

Signs used to describe the mental state Males (n=216) Females (n = 78) Total %

 1. Worried and upset 198 72 270 91.8
 2. Hopelessness 201 63 264 89.8
 3. Sensitive  140 52 192 65.3
 4. Suspicious 128 60 188 63.9
 5. Interrupted thoughts 139 29 168 57.1
 6. Depressed 103 61 164 55.8
 7. Absentmindedness 133 28 161 54.8
 8. Lack of concentration 129 28 157 53.4
 9. Irritation 109 28 137 46.6
10. Memory problems 113 23 136 46.3
11. Tense 116 18 134 45.6
12. Calm 101 28 129 43.9
13. Passive  83 38 121 41.2
14. Hallucinations  67 21 88 29.9
15. Phobic   53 21 74 25.2
16. Incoherent speech pattern  48 20 68 23.2
17. Aggressive  49  6 55 18.7
18. Crying, screaming and groaning  18 36 54 18.3
19. Difficult to deal with  31 13 44 14.9
20. Paranoia  28  8 36 12.2
21. Compulsive behaviour  21 11 33 11.2
22. Self-destructive  29  5 24  8.2

adolescents are taken to be a sign of con-
tamination, that the gods were unhappy, and 
of being possessed by “cen” (bad spirits), the 
spirits of those they have killed or harmed.  
They are therefore thought of as “contam-

inated” where this can come out anytime 
to cause unpredictable conduct that might 
harm others.20,21 Consequently, there was 
need to cleanse them of these “bad spirits” 
and reconcile them with the community.  
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That the adolescents were forcibly recruited 
into rebel ranks gives a strong motivation to 
forgive, reintegrate and reconcile them with 
the community they committed so many 
crimes against.

Strategies for rehabilitation 
at different centres
For the purpose of this study, the follow-
ing general rituals were performed to most 
of those who returned from rebel captivity 
and agreed with the practice: traditional 
music, dances, and drama. Besides these 
general rituals, this study will focus on four 
major rituals: stepping on an egg, burning 
of clothes, ritual for sexually violated girls, 
and ritual for those who killed deliberately 
or were forced to kill while in rebel captiv-
ity. Traditional leaders and elders from the 
Acholi Council of Elders (Rwodi Moo), 
under the tutelage of the Paramount Chief 
of the Acholi, were the ones who normally 
conducted these rituals using traditional 
leaders and elders from the communities.

Traditional music and dances
Native Acholi traditional music and dances 
were performed in all three centres. The 
music and dances performed are the com-
mon ones normally performed in communi-
ties in the Acholi area where the adolescents 
originate. The adolescents at the centre sing 
songs of forgiveness, reconciliation, and 
perseverance. All Acholi traditional dances 
are normally accompanied by songs, ulula-
tions, drumming, and an array of traditional 
instruments. The traditional dances include 
Laraka raka (a native courtship dance), 
Bwolla (a native royal dance), and Dingid-
ingi (a native dance for young girls). These 
dances are usually performed with elegance, 
pride, joy, and gusto intended to promote 
positive self-image, rejuvenate the sense of 
pride, make them happy, and boost their 

self-esteem apparently dampened by the 
traumatic experiences they underwent while 
in rebel captivity. The adolescents also learnt 
to be together and cooperate for the purpose 
of being happy and making other people 
happy, contrary to what they experienced 
while in rebel captivity. This is therefore a 
general therapy where most adolescents at 
the centres participate irrespective of what 
they went through while in rebel captivity.  

Drama
The adolescents at the centres performed 
several plays and role-plays. Again, the 
themes in these plays are on reconciliation, 
forgiveness, and perseverance just like in 
the songs and traditional dances. The drama 
is intended to change the attitudes of the 
adolescents and to heal the social dislocation 
and personal vendettas associated with the 
war and eventually enable them to live in 
harmony with each other and the commu-
nity to which they are to be integrated. The 
plays are coloured with humour to make 
the adolescents not only laugh but also be 
happy again after years of unhappiness and 
suffering in rebel captivity.  Although this is 
a western therapy, it has been adapted to the 
local reality and culture.  

Traditional cleansing rituals
In this article, four traditional cleansing 
practices are reported.  Many other trad-
itional practices besides these are performed 
in communities. Stepping on an egg and 
burning old clothes are general practices 
for all who were abducted, missing, or who 
have stayed in an unknown place or in the 
wilderness for long, and who are believed 
to be contaminated with some alien spirit. 
However, there were specific rituals for those 
sexually violated and those who killed in-
tentionally or inadvertently. These four trad-
itional practices are described below.
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Stepping on an egg
In ancient Acholi tradition (native tradi-
tion of the participants), any member of a 
community who stays away from home as 
in having been lost, abducted, missing, or 
simply stayed away for long, is believed to 
be contaminated with alien spirits. There-
fore, upon return, at the entrance to the 
courtyard, the individual is made to step 
on a freshly laid egg of a hen put between 
a plant (locally known as “pobo” – a slip-
pery and smooth plant used as ropes in 
local construction) split into two. The egg 
is subsequently broken by the footstep and 
the person enters the compound. At the 
entrance of the parents’ house, water is 
poured on the roof so that it drips on the 
returnee as he or she enters the house. The 
following day, a goat is slaughtered, local 
beer is brewed, and villagers are invited 
to celebrate and welcome the individual 
back into the community. This ritual is 
performed by the elders in the home and is 
meant to decontaminate and purify the in-
dividual. The egg symbolises a fresh start, a 
new beginning, and the beginning of life. It 
also symbolises purity and innocence.  The 
slippery local plant symbolises a smooth re-
turn and the water washes away the impur-
ities and cleanses the individual. 

Burning clothes
In all the three centres, the clothes that the 
adolescent returned with from rebel captiv-
ity are burnt. Just like in stepping on the egg 
and breaking it, burning clothes believed to 
be “contaminated” or “tainted” represent a 
break with the past and thus, the individual 
has a fresh start in life. The rebels usually 
loot clothes from the villages or remove 
clothes from those whom they have killed.  
They distribute the clothes to the combat-
ants or those in captivity. Burning these 
clothes therefore accentuates a break with 

the past life while embracing a new identity 
and viewing themselves using new “spec-
tacles”. 

Traditional cleansing ritual 
for a sexually violated girl
Any act of rape or forceful carnal knowledge 
of a girl or woman was treated with disdain 
and perpetrators were severely punished 
and reprimanded in the Acholi tradition. 
Such acts were associated with bad luck and 
misfortune on the part of the girl or woman 
violated and therefore the girl or woman 
needed cleansing. Usually a girl directly, or 
through the mother, confesses that she has 
been violated. A meeting of traditional lead-
ers and elders is convened to establish the 
truth and decide on what to do. Once the 
elders or traditional leaders establish the 
truth and the perpetrator is known, a ritual 
was performed to cleanse both the girl and 
boy of the shameful act. The elders on both 
sides would gather in the village, usually in 
the home of the village elder, and the perpe-
trator was required to produce a goat. 

The boy or man who violated the girl 
was required to hold the head of the goat, 
admit his guilt, and say that the goat will die 
for his own fault and that the goat will wash 
away his sins. He then spits in the mouth 
of the goat. At the same time, the girl or 
woman who was violated also spits in the 
mouth of the goat and holds the hind legs of 
the goat. The goat is then slaughtered and 
the waste matter from the stomach of the 
goat is smeared on the back of their hands 
and legs and on the chest to cleanse them of 
the act both were involved in. The elders eat 
the carcass and bless the girl, wish her good 
health, and assure her that nothing bad will 
happen to her now that the ritual has been 
performed. The bones from the carcass and 
the water used for washing hands are poured 
on their legs. Compensation in the form of 
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cows or goats, as decided by the elders, is 
given to the girl’s parents, or husband in the 
case of a married woman. Thereafter, the 
boy is strongly reprimanded and warned 
never to indulge in such acts again. The 
parents of the boy or man are asked to teach 
their child to behave well. However, if the 
girl was related to the boy (incest), the same 
ritual was employed but no compensation 
was involved. In former days, if the girl was 
of the age of marriage, the boy or man was 
forced to marry her if there was no blood 
relationship. However, in circumstances 
where the perpetrators were unknown or 
were known but unable to appear before 
the elders or traditional leaders such as in 
the case of the adolescent girls, a goat was 
slaughtered to cleanse the girl of the “bad 
spirit” associated with the sexual violation. 
The Acholi people considered any sexual 
act in the bush as a bad omen, especially on 
the part of the girl. The goat is slaughtered, 
waste matter from the goat is smeared on 
the girls’ hands, feet, and chest and the girl 
is blessed and reassured by the elders of a 
normal life without the torment of the “bad 
spirits” associated with her past ordeal. 

Cleansing ritual after deliberate killing 
and manslaughter 
In the traditions of the Acholi, the taking of 
human life is abhorred. An elaborate cleans-
ing ritual therefore followed deliberate or 
inadvertent killing. Normally, the following 
four steps are involved in the process after 
seeking neutral third party mediation accept-
able to both sides.  

a) Acceptance of responsibility by establish-
ing the precise truth about the incident, 
that is, exactly how the incident hap-
pened and asking for forgiveness. 

b) The guilty repenting and asking for for-
giveness

c) Payment of compensation in the form of 
animals (or daughter in ancient times) 
as is the practice and agreed upon by 
the council of elders (locally known as 
“Rwodi Moo” in Acholi). This compen-
sation is usually used to marry another 
girl whose first child will be named after 
the person who was killed so that the de-
ceased rests in peace.

d) Reconciliation (locally known as “Mato 
Oput”). Mato in the native Language of 
the Acholi means to drink, and Oput is a 
plant commonly found in the Acholi re-
gion.  Wherever the plant is found, many 
others are found in the same place. It is 
this togetherness that is cherished by the 
Acholi to symbolise coming together. The 
root of the plant is also bitter symbolising 
the bitterness, pain, suffering, and death 
that occurred between the two parties.

After all these steps have been followed – ac-
ceptance of third party mediation, accept-
ance of responsibility, knowing the precise 
details of how the incident happened, and 
acceptance to pay compensation – a day is 
appointed to perform the reconciliation cer-
emony (“Mato Oput”). The mediator then 
invites both parties to the ceremony usually 
held by the roadside away from homesteads.  
Each party approaches the venue from their 
side of the road. The elders come with the 
roots of an Oput plant that they have dug 
from the wild. The outer cover of the roots 
of the Oput plant is pounded by a virgin girl 
and mixed with water and local brew and 
put in calabash. The elders and the medi-
ators stay by the roadside waiting for both 
parties. 

When all is ready, the elders dispatch 
messengers to call each side to approach 
the venue. The aggrieved side approaches in 
an aggressive manner while hurling insults 
and swearing at the party that killed their 
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child. The side of the perpetrator accepts 
responsibility, asks for forgiveness, and agree 
to compensate. However, the perpetrators 
will also say they are ready to fight should 
the other party fail to accept their terms. 
At this point, the elders come in and hold a 
long stick (locally known as layibi) between 
the two parties and ask them to restrain 
themselves, stop, put down their spears, and 
accept reconciliation. They then point their 
spears downwards to pay heed to the council 
of elders.  Both parties bow their heads and 
pass the long sticks to the other side. Each 
side will have come with a sheep. The sheep 
will be put side-by-side (touching each 
other) facing the opposite direction. 

Both sheep will then be cut completely 
in half while the blood from both sheep will 
drop in the concoction (the outer cover of 
the root of Oput plant pounded and mixed 
with water and local brew made from sor-
ghum) already in the calabash. Each group 
will select an agreed number of members 
who will bend with both hands behind their 
backs to drink from the concoction in the 
calabash. If the deceased were male, they 
would drink three times each and if the de-
ceased was a female, they would drink four 
times each according to tradition. The sheep 
will be shared between the two parties. The 
head from one sheep and the bottom from 
the other will be given to either party who 
will go ahead to cook it. After each party has 
cooked, they share the food and eat together, 
thus the broken relationship has now been 
normalised and restored. They can now 
greet, shake hands, eat together, intermarry, 
visit, etc. 

Since both parties have now drank 
from the same calabash, the elders’ curse 
whoever will use the spear against each 
other by bending the blade of their spears 
symbolising an end to hostilities. The party 
whose son or daughter is killed receives the 

compensation and that marks the end of the 
ritual. However, if the compensation were 
to be used for any other future activity such 
as in payment of dowry, etc., it must be 
cleansed. In case of the adolescents return-
ing from rebel captivity, the ritual was per-
formed reconciling them with the commu-
nity who have borne the brunt of the war: 
mutilation, deaths, rapes, and destruction to 
property, among others. Symbolic compen-
sations are used instead of what used to be.  
Elders are used to represent the community, 
thus the adolescents are reconciled with the 
community.

Discussion and concluxion
This study set out to assess exposure to war 
experiences, mental states, and methods 
using traditional therapies for rehabilitat-
ing adolescents exposed to war. Traditional 
music and dances, drama, and traditional 
cleansing rituals are used in a programme of 
rehabilitation before the adolescents are re-
united with their parents or guardians in the 
communities. The adolescents are reconciled 
and accepted by their communities after 
the traditional cleansing ceremonies and 
are subsequently reintegrated into the com-
munity. This comes in the wake of criticism 
against the use of western psychotherapies in 
non-western settings.18,22

Mental states
War impacts on the mental health of ado-
lescents in many ways. In the case of the 
participants in this study, worries, hope-
lessness, sensitivity, suspicion, interrupted 
thoughts, among others, were reported. Also 
commonly reported were gender differ-
ences in the manifestation of mental states. 
Girls surpassed boys in showing depressive 
symptoms; crying, screaming and groaning 
while boys manifested more aggression and 
self-destructive behaviours. This is consist-
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ent with past studies in Palestine, Sierra 
Leone, and Bosnia Herzegovina.11,13,19,23-25 
Among the girls in this study were those 
who returned with children fathered by 
rebel commanders. These child mothers will 
face the added burden of looking after the 
children, discrimination against them and 
their children, and their children being living 
reminders of their ordeal in captivity. This is 
probably the reason why girls surpassed boys 
in reporting distress symptoms. Adding fur-
ther strain, formerly abducted children may 
find themselves in a discriminatory and inse-
cure environment because of the uncertainty 
about when the war will end. 

Rehabilitation methods
The successes of western therapeutic 
methods have come under scrutiny in several 
non-western theatres of war recently. Evi-
dence emerging from a study on the impact 
of the traditional methods of rehabilitation 
and reintegration at the rehabilitation cen-
tres in Northern Uganda suggests that the 
children who spent time in the centres, in-
cluding those who participated in the rit uals, 
might have better mental health and psy-
chosocial well-being compared to those who 
have not gone through the centres.26,27 Many 
of the formerly abducted children and some 
of their parents and guardians besides the 
community believe in the traditional rituals. 
This is consistent with studies carried out in 
Zimbabwe and Mozambique where adoles-
cents exposed to similar violence were sub-
jected to similar traditional healing resources 
of rehabilitation and reconciliation.22,28,29 
If the traditional methods of rehabilitation 
prove to be successful, it will be very useful 
in the healing process of not only individuals 
but also members of a community trauma-
tised by violence within the local cosmology. 
The traditional methods such as compensa-
tion may perhaps settle the indebtedness of 

one lineage or community to another.  Thus 
the transgenerational nature of such vio-
lence, personal vendettas, and societal dis-
location resulting from the conflict can then 
be settled.30-33

Limitations of the cleansing rituals
Although traditional structures have a big 
role to play in reconciliation and reintegra-
tion at the community level, there are many 
inherent weaknesses. Forced migration has 
led to scattered settlements in displaced 
people’s camps, leaving the traditional lead-
ers with no homogenous communities to 
culturally supervise. Poverty and material 
deprivation consequent upon the unend-
ing war have left the traditional structures 
fragmented and weak. Both the traditional 
leaders and the community are too poor to 
provide the material requirements for the 
rituals. Often the NGOs have come in to 
support the traditional structures, but this 
is not sustainable. Another weakness is the 
disagreement over who the real traditional 
leaders are. Some people in the communities 
regard the current traditional leaders as 
people who are interested in material gains 
from NGOs and government.  

There is belief in some parts of the com-
munity that the scales of the atrocities and 
war events spanning over two decades are 
unprecedented, overwhelming and beyond 
the scope of traditional structures. For in-
stance, the international dimension of the 
conflict is beyond the reach of traditional 
structures. Another factor is that, it is simply 
not easy to establish who killed who in the 
circumstances, as it is enormously difficult 
to establish the truth due to the scale of the 
war, spiritual nature of the conflict. A lot 
remains to be known about the war. In ad-
dition, the majority of the perpetrators were 
children forced to commit gross and horren-
dous crimes against their own communities, 
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thus making it difficult to distinguish perpet-
rators from victims.  

Another complexity is that, while in rebel 
captivity, many hideous rituals were also per-
formed on the children and many have bad 
recollections of such rituals.  It is therefore 
difficult to determine whether the rituals 
currently performed represent the belief sys-
tems of the adolescents or reinforce what 
they have gone through already. Also, al-
though the fundamentals and interpret ations 
are alike, there are minor procedural disa-
greements regarding the rituals, as the elders 
do not completely agree on the pro cedures. 
There are minor variations from one com-
munity to another.  

In spite of these inherent weaknesses 
and some disagreements, many people still 
believe in cleansing rituals as methods of 
reconciliation, and reintegration after dec-
ades of psychological trauma. Because the 
society to which the adolescents are to be re-
integrated are still very communal in nature, 
the communal approach and nature of the 
traditional rituals are more meaningful and 
important for repairing damage caused by 
decades of war and maintaining social cohe-
sion. Subsequently, at the local community 
level, traditional structures offer the possibil-
ity for reconciliation and reintegration.

Limitations of the study
The present study is based on cross-sec-
tional data. It is important to recognise that 
no conclusions can be drawn about causality 
or directions of influence. Another limitation 
of the design was that the detection of men-
tal states as well as the methods of rehabili-
tation was made on the basis of self-reported 
evaluations and observations, which may 
have caused some bias. In addition, our sam-
ple comprised a specific sample of Ugandan 
adolescents who have been exposed to vio-
lence. Generalizing the findings beyond the 

sample would only be possible after several 
replications with similar samples and popu-
lations, while including longitudinal studies.  
However, if these results can be established, 
they carry important implications for the 
focus and content of intervention for, and 
prevention of, mental health problems of 
adolescents after the experience of traumatic 
events.

Suggestion for further research
This study is a precursor to longitudinal 
studies that are required to address the ef-
fectiveness of the traditional therapies for re-
habilitating adolescents exposed to violence 
and cultural coping mechanisms and how 
these can inform interventions. Also impor-
tant to study are other rituals not included 
in this study. 
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Macroscopic changes
The significance of skin lesions is mostly 
related to the documentation of the history 
of torture. Acute lesions may give health 
problems, for example pain and secondary 
infections, including problems with healing, 
especially when located in an area with ven-
ous or arterial insufficiency. Scars located 
close to a joint may induce contracture, 
decreased mobility of the joint and pain dur-
ing activity. Apart from this, scars seldom 
inconvenience the patient, although they can 
sometimes be of cosmetic importance since 
they may be a reminder of the torture and 
add to the changed sense of identity induced 
by torture. 

A detailed history of the alleged torture 
and of the symptoms it induced is important 
in order to evaluate the significance of the 
observed lesions on the skin. Information 
about the position of the victim and of the 
torturer during the torture is particularly 
important, as well as information about the 
shape of instruments in contact with the 
skin. In cases with no or uncharacteristic 
lesions, a characteristic history may be the 

only support to the allegation of torture, as 
for example in some cases of electrical tor-
ture. Also a history of skin diseases and non-
torture-related lesions are of importance.

The examination should include the en-
tire body surface to detect signs of: 

1) Skin diseases
2) Non-torture-related lesions
3) Torture-related lesions

Torture sequelae related to the skin may be: 

1) Lesions resulting from direct physical in-
juries

2) The occurrence of new, or aggravation of 
existing, skin diseases, provoked by phys-
ical or psychological trauma

When a doctor writes a certificate after 
conducting a medical examination of a per-
son who alleges having been tortured, it is 
extremely important that the doctor states 
the degree of consistency with the history of 
torture1. A conclusion indicating the degree 
of support to the alleged history of torture 
should be based on a discussion of possible 
differential diagnoses (non-torture-related 
injuries, self-inflicted injuries included, and 
skin diseases). The degree of support should 
be indicated as follows: 

Dermatological findings 
after alleged torture

Lis Danielsen, MD, DMSc* and Ole Vedel Rasmussen, MD, DMSC*

*)
IRCT, Borgergade 13 
P.O.Box 9049 
DK-1022 Copenhagen K 
Denmark 
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1) A high degree of support
2) Consistent with the alleged torture, mod-

erate degree of support
3) Consistent with the alleged torture, slight 

degree of support
4) The changes cannot support the history 

of torture

Acute lesions are often characteristic since 
they show a pattern of inflicted injury that 
differs from non-inflicted injuries, for exam-
ple by their shape and distribution on the 
body. Since most lesions heal within a short 
period of time, leaving no or non-specific 
scars, a characteristic history of the acute 
lesions is important. Also a history of the de-
velopment until healing is of importance.

Description of skin lesions
Description of skin lesions should include 
the following points:

1) Localisation (use body diagram) sym-
metrical, asymmetrical

2) Shape: round, oval, linear, etc.
3) Size: use ruler
4) Colour
5) Surface: scaly, crusty, ulcerative, bullous, 

necrotic
6) Periphery: regular or irregular, zone in 

the periphery
7) Demarcation: sharply, poorly
8) Level in relation to surrounding skin: 

atrophic, hypertrophic, plane

The following findings are supportive of ex-
ternal infliction:

1) Lack of symmetry (may also be the case 
for some skin diseases)

2) Linear lesions in irregular or criss-cross 
arrangements

3) A linear zone extending circularly around 
an extremity

4) A regular, narrow, hyperpigmented or 
hypertrophic zone surrounding a scar 
(sequels to an inflammatory zone around 
a necrotic area); this may also be the case 
with skin diseases with necrotic areas, for 
example necrotic vasculitis

Blunt trauma
Blunt trauma may leave ecchymoses, contu-
sions or lacerations with extravasation of 
blood in the skin and subcutaneous tissue, in 
some cases reflecting the shape of the instru-
ment used, for example from beating with 
a stick (Figure 1).2 Two parallel linear le-

Figure 1. 1) Alleged torture involving beating 
with a stick on several areas of the skin, including 
the back of the thighs and the buttocks, five days 
previously. 2) Massive haematomas are seen in the 
gluteal regions and on the upper part of the back 
of the thighs, containing areas with parallel, linear, 
a few cm broad, haemorrhagic lesions circulating 
obliquely around the gluteal region and the up-
per part of the thigh. 3) The lesions show signs of 
recent external inflictions from beating with a stick. 
No dermatological condition can explain the ob-
lique, linear pattern. 4) Conclusion: A high degree 
of support to the history of torture because of the 
pattern of the lesions.2
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sions (“tramline bruises”) result from a blow 
with a rod or stick (figures 2, 3, 3a).3 The 
haemorrhagic areas often move down the 
body during the following days. Deep tissue 

bruises might not be seen on the surface. 
The lesions change colour from dark red, 
to dusky purple, to brown, to green, to yel-
low and to hyperpigmented brown, or they 
disappear. Severe beating on the soles of the 
feet, “Falanga”, may leave contusions in the 
arch of the feet and swelling of the feet ex-
tending from the arch to the medial aspects 
of the feet and ankles (Figures 4, 5).4 Blunt 
trauma often leaves no or uncharacteristic 

Figure 2. The formation of ”tramline” bruising 
from the application of a rectangular or cylindrical 
object.3

Figure 3. 1) Alleged torture involving beating with 
a broom handle. 2) Approximate parallel bruises 
are seen, and several of them, especially the lower-
most, have a double ”tramline” appearance, typical 
of the impact of a round or square-section rod. 3) 
The lesions show signs of recent external infliction. 
The pressure in the centre may have compressed 
the vessels, so that they do not bleed. No derma-
tological condition can explain the oblique, linear 
pattern. 4) Conclusion: A high degree of support 
to the history of torture, because of the pattern of 
the lesions.3

Figure 3a. 1) Unknown history of injuries. The inju-
ries were observed on a detainee. 2) Several paral-
lel bruises are seen on the back of the detainee 
in criss-cross arrangements; some of them with 
a double “tramline” appearance. 3) The lesions 
show signs of external infliction. 4) Conclusion: The 
lesions might be caused by a round or square-sec-
tion rod. Published with permission from Red-Cross 
(ICRC) 
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scars (Figure 6).5 Flogging or beating with 
canes or truncheons may, however, leave 
characteristic scars, for example asymmetric, 
linear, straight or curved or “tramline”-
shaped scars, showing a pattern of external 
infliction.6-8 The scars may be hypertrophic 
with a narrow, regular, hyperpigmented area 
in the periphery, representing “arrowline” 
bruises or an inflammatory zone appearing 
around necrotic tissue in the acute phase 
(Figures 7-9).6 A differential diagnosis could 
be plant dermatitis, usually dominated, 
however, by shorter scars, with a narrow 
zone of hyperpigmentation in the periphery 
(Figure 10). In one case, the alleged tor-
ture was beating and scalding on the back. 
Symmetrical, atrophic, depigmented, linear 
changes typical for striae distensae were 
observed on the back and in both axillary 
regions (Figures 11, 12).6 The skin changes 
could not support the history of torture. The 
patient, however, may have been unaware 
of the changes on the back before the tor-
ture. Prolonged application of tight ligatures 

Figure 4. 1) Alleged torture involving ”Falanga”, 
i.e. severe beating on the soles of the feet. 2) Ery-
thema with a slightly haemorrhagic appearance 
of the skin in the arch of the feet and a swelling 
of the feet extending from the arch to the medial 
aspects of the feet and ankles. 3) Typical for ”Fa-
langa”, since it is unlikely that other types of blunt 
injuries could give such changes in that part of the 
foot, with oedema extending to the rest of the 
foot and ankle. 4) Conclusion: A high degree of 
support to the history of torture.4
Reprintet with permission from the Danish Medical 
Association.

Figure 5. 1) Alleged torture involving ”Falanga”. 2) 
Haemorhagic areas are seen on the distal part of 
the sole of the foot, as well as dermatitis around 
the toes. 3) In this case, the patient had been walk-
ing in the mountains without shoes, which could 
be a differential diagnosis. 4) Conclusion: Consist-
ent with the alleged torture, but only slight degree 
of support because of the location of the injury to 
the distal part of the sole.

Figure 6. 1) Alleged torture involving blunt vio-
lence from a blow five years previously. 2) Hyper-
pigmented area with an irregular and indistinct 
limitation. 3) The lesion might be secondary to 
haemorrhage from ruptured blood vessels, but 
it lacks indication of the shape of the instrument 
used. 4) Conclusion: The lesion is consistent with 
the alleged torture, its support being of a slight 
degree.5
Reprinted with permission from the Danish Medical 
Association.
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Figure 7. 1) Alleged torture involving flogging six 
months previously. 2) Long, straight or curved, 
linear scars in an asymmetric pattern on the back. 
They are curved particularly corresponding to the 
outlines of the body, where they have a broader, 
irregular end, and vertically directed in the centre. 
One straight scar is located vertically on the lower 
part of the trunk. The centres of the scars are 
depigmented, hypertrophic and surrounded by 
thin, hyperpigmented stripes. 3) The scars show 
signs of an external infliction with a pattern 
underlining the history of flogging. The torturer 
could have been standing behind the patient. 
The vertical direction of the scars in the centre 
of the trunk can, however, not exclude self-inflic-
tion. A differential diagnosis could be plant 
dermatitis, but this shows shorter, linear scars 
with hyperpigmented stripes in the periphery. 
4) Conclusion: The scars are consistent with 
the alleged torture, their support to the history 
being of a moderate degree, since self-infliction 
cannot be totally ruled out.6

Figure 8. Same patient as Figure 7.

Figure 9. Same patient as Figure 7.

Figure 10. Plant dermatitis with short, linear scars 
with a narrow zone of hyperpigmentation in the 
periphery. Differential diagnosis to Figure 7.6
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may leave a linear zone extending circularly 
around the arm or leg, in one case with lack 
of hair indicating cicatricial alopecia (Figure 
13).9 No differential diagnosis in the form of 
a spontaneous skin disease exists because of 
the location of the scar.

Sharp trauma
Sharp trauma, for example caused by the 
use of a razor blade, knife or bayonet, gives 
characteristic ulcers and usually leaves rec-
ognisable scars. In some cases, self-infliction 
should be considered, particularly when 

Figure 11. 1) Alleged torture involving beating and 
scalding on the back two years previously. 2) Sym-
metrical, atrophic, finely wrinkled, depigmented, 
irregularly linear changes on the back. 3) The skin 
changes are typical for striae distensae, a skin con-
dition primarily induced by hormonal changes. 4) 
Conclusion: The skin changes cannot support the 
history of torture. The patient may, however, has 
been unaware of the changes on the back before 
the torture.6

Figure 13. 1) Alleged torture involving an hour-
long application of tight cords around the leg six 
years previously. 2) A linear zone with loss of hair 
(cicatricial alopecia), extending circularly around 
the leg. 3) The lesion shows signs of an external 
infliction. No spontaneously occurring skin-disease 
could explain such a shape. 4) Conclusion: A high 
degree of support to the history of torture because 
of the shape of the lesion.9
Reprinted with permission from Taylor & Francis.

Figure 14. 1) Alleged 
torture involving the use 
of a razor blade. 2) Lin-
ear scars are seen on the 
wrist three years later. 3) 
The scars are characteris-
tic for razor blade injur-
ies because of their 
shape, but self-infliction 
in that location should be 
considered as a differen-
tial diagnosis. 4) Conclu-
sion: Consistent with the 
history of torture, slight 
degree of support.6

Figure 12. Same patient as Figure 11. The patient 
had striae distensae in both axillary regions.
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located on a wrist (Figure 14).6,7 If pepper 
is applied to the open wounds, the scars 
may become hypertrophic (Figures 15-17).6 
A differential diagnosis could be traditional 
healers, African ritual scar-tattoos or art on 
the body (Figures 18, 19).10 In one case, 
where the deepness of a scar, allegedly fol-
lowing the use of a sword, was doubted, the 
use of a high-frequency ultrasound could 
demonstrate a considerable, deep scar.11 
Afterwards, the patient was granted refugee 
status.

Thermal injuries
Burning with cigarettes, hot instruments or 
hot fluids leaves acute burns of varying de-
grees. Burning is the form of torture that 
most frequently leaves scars, often of diag-
nostic value. Cigarette burns often leave 5-
10 mm large, circular and macular scars 
with a depigmented centre and a hyperpig-
mented, relatively indistinct periphery (Fig-
ure 20).12 Dermatological conditions, for ex-
ample sequels to pustules, might be a 
differential diagnosis. Burning via the trans-
fer of larger amounts of energy to the skin 
than that transferred when stubbing a ciga-
rette on the skin often produces markedly 

Figure 15. 1) Alleged torture involving the use 
of razor blades and the application of pepper to 
the open wounds two years previously, in Africa. 
2) Numerous 5-15 mm long, 1-3 mm wide, linear 
or irregular scars on the side of the neck. (Similar 
scars on the other side of the neck). The scars 
are asymmetrically located and often irregular in 
shape. 3) A possible differential diagnosis is ritual 
tattooing with scars performed with razor blades 
and subsequent application of ashes, particularly 
on the neck. 4) Conclusion: The lesions are consist-
ent with the history of torture, their support being 
of a slight degree, since a ritual tattooing cannot 
be excluded in Africa.6

Figure 16. Same 
patient as figure 15.

Figure 17. Same patient as patient 15.

Figure 18. Ritual scar 
tattoos. Differential 
diagnosis to patient 
15.

Figure 19. The art on 
the body. Differential 
diagnosis to patient 
15.10

Reprinted with per-
mission from Søren 
Nancke-Krogh.
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atrophic scars. They present a narrow, regu-
lar, hyperpigmented or hypertrophic periph-
ery, originating from the inflammatory zone, 
which surrounds the necrotic tissue in the 
acute phase (Figure 21).13 While their shape 
reflects the shape of the instrument used, 
their size relates to the amount of energy 
transferred to the skin. Following alleged 
torture from burning on several areas of the 
skin with a heated, circular metal rod, the 
size of a cigarette, mostly circular scars with 
an atrophic centre and a regular, narrow, hy-
perpigmented or hypertrophic zone in the 
periphery were observed. Their diameter 
varied from below 1 cm to around 2 cm, and 
the patient had 35 scars distributed on sev-
eral areas of the skin (Figures 22-24).9 
A differential diagnosis could be sequels to 
abscesses, but such scars usually do not 
show the typical, narrow zone in the periph-
ery.7 Burning material from a rubber tyre, 
placed above the head of a woman, running 
down on her head and body, left keloid 
changes on the central area of her chest (the 
medial areas of her breasts not included). 
The periphery of the scar was irregular and 
demarcated via a narrow, well-defined zone 
of hyperpigmentation, and its shape corre-
sponded to damage caused by material run-
ning down the body.2 A scar following al-
leged torture from burning with a glowing 
metal rod placed across the broad area of 
the calf was primarily suggested to represent 
changes induced by venous insufficiency. 
The scar was shaped like a boat, and was 
placed across the broad part of the calf; it 
had an atrophic centre and a regular, narrow 
zone of hyperpigmentation in the periphery 
(Figure 25).14 The shape of the scar thus 
corresponds to a lesion induced by a rod 
pressed against the soft calf, and the appear-
ance of the scar to a third degree burn be-
cause of its atrophic centre and the narrow 
hyperpigmented zone in its periphery. In 

Figure 20. 1) Alleged torture involving burning 
with a cigarette four weeks previously. 2) Five to 
10 mm large, circular and macular scars with a de-
pigmented centre and a hyperpigmented, relatively 
indistinct periphery are seen on the back of the 
hand. 3) The lesions are typical sequels to burn-
ing with cigarettes, where the hyperpigmented 
periphery often is indistinct, since the burn was 
too superficial and slight to leave more than a 
minimal amount of necrotic tissue. Dermatological 
conditions, for example sequels to pustules, might 
be a differential diagnosis, as well as self-infliction 
in that location. 4) Conclusion: The changes are 
consistent with the history of torture, their support 
being of a moderate degree, since other causes 
cannot be totally excluded.12

Reprinted with permission from the Danish Medical 
Association.

Figure 21. Transfer of thermal energy to the skin 
of a fully anaesthetised pig via two circular metal 
bodies with a diameter of 12 mm, 24 hours previ-
ously. Two circular lesions with a central necrotic 
area and a narrow, regular zone of inflammation 
in the periphery are seen. The size of the lesions is 
related to the amount of energy transferred to the 
skin, while their shape is related to the shape of 
the instrument used.13

Reprinted with permission from Månedsskrift for 
Praktisk Lægegerning.
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Figure 22. 1) Alleged torture involving burning 
on several areas of the skin with a heated, circular 
metal rod, the size of a cigarette, one year previ-
ously. 2) Circular scars with an atrophic centre and 
a regular, narrow, hyperpigmented zone in the 
periphery are seen. (The patient had 35, mostly 
circular, scars distributed on several areas of the 
skin, some of them with a hypertrophic zone in 
the periphery. Their diameter varied from below 1 
cm to around 2 cm). 3) Dermatological conditions, 
such as abscesses, could result in similar scars, 
but would lack the regular, narrow zone in the 
periphery, corresponding to the inflammatory zone 
appearing around the necrotic tissue in the acute 
phase, in particular at a third degree burn. Electri-
cally injured lesions appear in segments within the 
influenced area. 4) Conclusion: A high degree of 
support to the history of torture because of the 
narrow, regular zone in the periphery.9
Reprinted with permission from Taylor & Francis.

Figure 23. Same 
patient as figure 22.9
Reprinted with permis-
sion from Taylor & 
Francis.

Figure 24. Same patient as Figure 22.9
Reprinted with permission from Taylor & Francis.

Figure 25. 1) Alleged torture involving burning 
with a glowing metal rod placed across the broad 
area of the calf four years previously. 2) A scar 
shaped like a boat, placed across the calf, with an 
atrophic centre and a narrow zone of hyperpig-
mentation in the periphery. 3) The scar has a shape 
corresponding to a lesion induced by a rod pressed 
against the soft calf. The scar is typical for a third 
degree burn because of the regular, narrow zone 
in the periphery. The scar was primarily suggested 
to represent changes induced by venous insuf-
ficiency, but such skin changes show an indistinctly 
limited hyperpigmentation distally on the lower 
leg. 4) Conclusion: A high degree of support to the 
history of torture because of the location, shape 
and zone in the periphery.14

Reprinted with permission from Sår.
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contrast, venous insufficiency leaves indis-
tinctly limited hyperpigmentation and scars 
from ulcers located distally on the lower leg 
(Figure 26).14 Afterwards, the patient was 
granted refugee status. When the nail matrix 
is burnt, subsequent growth produces 
strip ed, thin, deformed nails, sometimes 
broken up in longitudinal segments. If the 
nail is also pulled off, an overgrowth of tis-
sue may occur from the proximal nail fold 
(Figure 27).6 Changes caused by lichen pla-
nus may be a relevant differential diagnosis, 
while fungus infection is characterised by 
thickened, yellowish, crumbling nails, differ-
ent from those mentioned above (Figure 28).

Corrosive injuries
Corrosive injuries, caused by acid thrown 
against a victim, caused linear scars, a few 
cm wide, with a depigmented centre and 
a regular, narrow, hyperpigmented zone in 
the periphery, located on the thighs and 
buttocks (Figure 29).15 They were arranged 
in an asymmetric pattern, mostly obliquely 
directed down the legs. They showed signs of 
external infliction in agreement with a liquid 
running down the legs, and they indicated 
sequels to necrotic areas as expected follow-
ing a corrosive injury.

Electrical injuries
Electric current follows the shortest route 
between the two electrodes through tissue 
with the lowest resistance, i.e. blood vessels, 
nerves and muscles.16 When using high-volt-
age stun weapons, the current flow cannot, 
however, be limited to the pathway between 
the electrodes.17 The possibility of find-
ing signs of electrical influence in the skin, 
particularly histological signs, is related to 
the type of electricity transferred, since the 
electrolytic action will be most pronounced 
by transfer of direct current and will not be 
present following transfer of high-frequency 

Figure 26. Venous 
insufficiency with 
indistinctly limited 
hyperpigmentation 
distally on the lower 
leg. Differential diag-
nosis to Figure 25.14

Reprinted with permis-
sion from Sår.

Figure 27. 1) Alleged torture involving injury to the 
nail matrix caused by the pulling off of the toenails 
and burning with charcoal embers two years previ-
ously. 2) Striped, deformed toenails, the left big 
toenail divided into three slightly curved longitu-
dinal segments with an overgrowth of tissue from 
the proximal nail fold resulting in the formation of 
a pterygium. 3) When the nail matrix is injured as 
explained above, the nail may show such changes. 
A differential diagnosis could be lichen planus, but 
in that case, widespread skin affection would usu-
ally be present. Fungus infection of toenails show 
thickened, yellowish nails, different from those 
mentioned above. 4) Conclusion: The changes are 
consistent with the history of torture, their support 
being of a slight degree, since the alterations can 
be caused by several injuries.6

Figure 28. 
Thickened, 
yellowish, 
crumbling 
toenail 
caused by 
fungus 
infection. 
Differential 
diagnosis to 
figure 27.6
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Figure 29. 1) Alleged torture involving acid thrown 
against the victim. 2) Linear scars, a few cm wide, 
with a depigmented centre and a regular, narrow, 
hyperpigmented zone in the periphery are seen 
on the thighs and buttocks. The scars appear in 
an asymmetric pattern, mostly obliquely directed 
down the legs. 3) The scars show signs of external 
infliction in agreement with a liquid running down 
the legs. They show sequels to necrotic areas with 
a narrow hyperpigmented zone in the periphery. 4) 
Conclusion: A high degree of support to the his-
tory of torture because of the location, the shape 
and the narrow zone in the periphery.15

Reprinted with permission from Elsevier. 

Figure 30. Battery-driven shock baton, used for 
electrical torture.18

Reprinted with permission from the Danish Medical 
Association.

Figure 31. Sections of the shock baton showing 
slightly convex, circular electrodes with a diameter 
of 12 mm.19, 27

Reprinted with permission from the Danish Medical 
Association and Elsevier.

Figure 32. Transfer of 50 Hz alternating current 
to the skin of a fully anaesthetised pig via two 
circular electrodes measuring 12 mm in diameter, 
24 hours previously. One to two mm large, red-
brown, crusty segments are seen within the influ-
enced areas, the current selecting tissues with low 
resistance.19,27

Reprinted with permission from the Danish Medical 
Association and Elsevier.
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alternating current, where the concomi-
tant heat generation dominates.16 Also, the 
amount of energy used plays a role for a 
domination of burn injuries in the lesions, 
particularly concerning low frequency alter-
nating current. In some of the cases, electric 
torture leaves acute lesions on the skin. Un-
like burn lesions, these lesions usually do not 
reflect the shape of the instrument used, but 
appear in segments within the influenced 
areas, since the current selects areas with 
low resistance (Figures 30-33).18,19 Electrical 
torture via electrodes shaped like a knitting 
needle, “Picana”, leaves clusters and linear 
arrangements of 1-5 mm wide lesions, cov-
ered by red-brown crusts, sometimes sur-
rounded by a 1-2 mm broad, erythematous 
zone with irregular and indistinct edges 
(Figure 34).2 Lesions in lines following a lin-
ear application of the electrodes may also be 
seen. The crusts probably correspond to an 
electrical injury and may contain deposits of 
metal from the electrodes.20, 21 The concomi-
tant heat development has not been suf-
ficient to induce a regular inflammation in 
the periphery. Differential diagnosis may be 
insect bites or scratching. Many red lesions, 

a few mm large, have been seen following 
the use of a battery-driven electrical instru-
ment (Figure 35).22 A contact dermatitis 
may be a differential diagnosis. Well-demar-
cated, serpiginous lesions, measuring 1-2 cm 
across, with an irregular, narrow, elevated, 
peripheral zone and a central area contain-
ing several black spots, each measuring 1-2 

Figure 33. Transfer of direct current to the skin of 
a fully anaesthetised pig via two circular electrodes 
measuring 12 mm in diameter, 24 hours previously. 
A few mm large, brown, crusty segments are seen 
within the anode area, while segments of a similar 
size with a necrotic centre and an inflammatory 
zone in the periphery are seen in the cathode area. 

Figure 34. 1) Alleged torture involving ”Picana”, 
i.e. electrical torture via electrodes shaped like 
a knitting needle, 72 hours previously. 2) The 
skin of the frontal area of the trunk shows many 
erythematous lines, some 2-5 mm wide, mostly 
vertically arranged. Scattered among them are 
dark red, crusty spots. 3) The linear shape of the 
lesions indicates external infliction corresponding 
to a pointed electrode moved across the skin, the 
red crusty spots correspond to the entrance of the 
electrical current. The crusts probably correspond 
to an electrical injury. The concomitant heat devel-
opment has not been sufficient enough to induce 
a regular inflammation in the periphery. An impor-
tant differential diagnosis is scratching. 4) Conclu-
sion: The lesions are consistent with the history 
of torture, their support being of a slight degree, 
since scratching cannot be excluded.2
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mm, have been observed shortly after elec-
trical injuries on the left side of the chest 
and on the left arm (Figures 36, 37).23 The 
lesions show indication of electrical injury 
because of their appearance in 1-2 mm large 
segments and because of the involvement 
of blood vessels. Vasculitis or haemorrhagic 
herpes zoster might constitute a differential 
diagnosis. The location might be helpful 
since vasculitis is chiefly located at the lower 
extremities, is symmetrical and is sometimes 
more diffusely located, while herpes zoster 
is located in an area innervated by a single 
ganglion and is unilateral. Clusters of round, 
red macular scars, about 1 mm in diameter, 
have been observed four weeks after “Pi-
cana” (Figure 38).12 Eight weeks later, many 
of the scars had disappeared. The remaining 
scars were small, white or red-brown spots. 
Among the skin diseases leaving pigmented 
scars is lichen planus leaving about 2 mm 
large scars. 

Electrical torture has been reported to 
induce 6-8 mm large, irregular, red-brown, 
keloid scars on the helix of both ears.24 Dif-
ferential diagnosis might be a chondroder-
matitis helicis, but this is usually covered by 
a scale, and is pale and painful. Six months 
after the use of a 45 cm long stun gun, de-
livering 150,000 V, with a screw 4 mm in 

Figure 35. 1) Alleged torture involving a battery-
driven electrical instrument, probably inducing 
high-frequency alternating current. 2) Many red 
lesions, a few mm large, are seen on the side of 
the trunk. 3) The appearance in segments and the 
red colour support the influence of electric current. 
A dermatitis might be a differential diagnosis. 4) 
Conclusion: Consistent with the history of torture, 
but only to a slight degree since contact dermatitis 
cannot be excluded.22

Reprinted with permission from TAT.

Figure 36. 1) Alleged torture involving electrical wires. 
2) Shortly afterwards, well-demarcated, serpiginous 
lesions, measuring 1-2 cm across, with an irregular, 
narrow, elevated, peripheral zone and a central area 
containing several black spots, each measuring 1-2 
mm, are seen. The lesions are seen on the left side of 
the chest and on the left arm. 3)  The lesions show 
indications of electrical injury because of their irregular 
periphery and the 1-2 mm large, black segments at 
their centre, probably involving blood vessels. Electrical 
current follows the shortest route between the two 
electrodes through tissue with the lowest resistance, 
i.e. blood vessels, nerves and muscles. Vasculitis or 
haemorrhagic herpes zoster might be a differential 
diagnosis. However, vasculitis is chiefly located at the 
lower extremities and is symmetrical, while herpes 
zoster is located to an area innervated by a single 
ganglion. 4) Conclusion: A high degree of support to 
the history of torture because of its appearance in 1-2 
mm black segments.

Figure 37. Same patient as Figure 36.23

Reprinted with permission from Lippincott, Wil-
liams and Wilkins.
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diameter at its end and 12 small places from 
which electricity is also emitted from the 
lower part of its side, a sharply demarcated 
bluish line 1 mm across, forming a complete 
circle 5 mm in diameter and a second mark 
of similar characteristics completing only 
two-thirds of a circle, were observed25. Simi-
lar fractions of a narrow red ring appearing 
in segments have been seen in the days after 
defibrillation using 2736 V along the periph-
ery of the pad (Figures 39-41).26 They have 
been found to be due to a high current den-
sity under the perimeter of the electrodes. 

Skin diseases
An example of a skin disease being psycho-
logically provoked by torture may be the 
concomitant occurrence of an urticarial 
eruption. Physically provoked skin diseases 
may be the development of psoriasis or li-
chen planus in the traumatised area, as a 

Figure 38. 1) Alleged torture by ”Picana” four 
weeks previously. 2) One mm wide, macular, pig-
mented scars in a group on the medial aspect of 
the right thigh. 3) The size of the scars is in agree-
ment with damage caused by electric current via a 
needle-shaped electrode. Among the skin diseases 
leaving pigmented scars is lichen planus, leaving 
about 2 mm large scars, but these are often quad-
ratic. 4) Conclusion: The scars are consistent with 
the history of torture, the support being of a slight 
degree because of their lack of specificity.12

Reprinted with permission from the Danish Medical 
Association.

Figure 39. Skin changes following high voltage 
defibrillation. At day 0, fractions of a red ring are 
seen corresponding to the periphery of the tinfoil 
electrode. The rings are a few mm broad and con-
sist of a few mm long segments.26

Reprinted with permission from Elsevier.

Figure 40. Skin changes following high voltage 
defibrillation at day 7. Fractions of two red rings 
running into each other are seen26. 
Reprinted with permission from Elsevier.

Figure 41. Skin changes following high voltage 
defibrillation at day 7. Fractions of a red ring corre-
sponding to the periphery of the ECG-electrode are 
seen. When using high-voltage electrical energy, 
the current flow cannot be limited to the pathway 
between the electrodes.26

Reprinted with permission from Elsevier.
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“Koebner reaction” (Figure 42).6 However, 
such skin changes have little diagnostic sig-
nificance in relation to torture.

Microscopic changes
If a victim agrees, a 3-4 mm punch biopsy, 
under local anaesthesia, might be helpful in 
supporting an allegation of electrical torture 
(Figures 43-58).20,26-31 Previously, only a few 
cases of electrical torture have been studied 
histologically (Figures 59-64).22,23,32,33 In 
only one case, in which lesions were excised 
seven days after the injury, were alterations 
in the skin diagnostic of electrical injuries 
observed (deposition of calcium salts on 
dermal fibres in viable tissue located around 
necrotic tissue at the surface and on collagen 
fibres deep in the dermis). Lesions excised 
a few days after the alleged electric torture 
showed segmental changes and deposits of 
calcium salts on cellular structures, consist-
ent with the influence of an electric current, 
but with only a moderate degree of support. 
A biopsy taken one month after the alleged 
electrical torture showed a conical scar, 1-2 
mm broad, with an increased number of fi-

broblasts and tightly packed, thin collagen fi-
bres arranged in parallel to the surface, con-
sistent with electrical injury, but with only a 
slight degree of support. A biopsy taken five 
days after alleged electrical torture via the 
use of a battery-driven electrical instrument, 
probably delivering high-frequency alternat-
ing current, where the concomitant heat de-
velopment dominates, showed non-specific 
alterations with subepidermal bullae con-
sistent with thermal injuries. Toxic contact 
dermatitis could be a differential diagnosis, 
the support to the history of torture being of 
a slight degree. 

Even if an examination does not reveal 
any abnormal findings, the possible use of 
electrical torture cannot be excluded. The 
use of high-frequency ultrasound may be 
helpful in discovering the location of cal-
cium deposits in order to select an area for 
biopsy.16

Figure 42. 1) Alleged torture via kicks on the leg 
12 years previously. 2) Lichen planus element on 
the leg. 3) Lichen planus (like psoriasis) can be initi-
ated by a trauma, known as a ”Koebner reaction”. 
4) Conclusion: The plaque is consistent with the 
history of torture, the support is only of a slight 
degree because of its secondary nature.6

Figure 43 Epidermis, 24 hours after the transfer of 
thermal energy to the skin of a fully anaesthetised 
pig. The cytoplasm of the epidermal cells is granu-
lar and fibrillar, the cells stretched with elongated, 
parallel nuclei. The changes have been found to be 
typical for thermal injuries in the first 3-4 days. In 
addition, a subepidermal bulla was seen in second 
degree burn lesions, and, following the highest 
temperatures, small areas with slightly pale, homo-
geneous cytoplasm were seen.  
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Figure 44. Epidermis, 24 hours after the transfer 
of electrical energy via direct current to the skin 
of a fully anaesthetised pig, the cathode area. 
”Vesicular nuclei”, i.e. irregular and enlarged nuclei 
with clear nucleaplasm sometimes containing large, 
irregular clumps of chromatin, are seen. The cyto-
plasm is pale and homogeneous. The changes have 
been found to be typical for electrical influence at 
the cathode in the first 3-4 days.27

Reprinted with permission from Elsevier.

Figure 45. Epidermis, 24 hours after the transfer 
of electrical energy via direct current to the skin of 
a fully anaesthetised pig, the anode area. In the 
stratum corneum, yellow iron containing clumps 
of keratin are seen. In the epidermis, small, round, 
”empty nuclei” surrounded by a pale and homo-
geneous cytoplasm are seen. These alterations are 
found to be typical of electrical influence at the 
anode in the first 3-4 days.

Figure 46. Epidermis, 24 hours after the transfer 
of high voltage direct current to the skin of a pa-
tient during defibrillation, the anode area. The nu-
clei are small, round and ”empty” and surrounded 
by pale homogeneous cytoplasm. The rise in tem-
perature around the electrode foil edge was found 
to be between two and four degrees Celsius. Ther-
mal influence via 50 degrees Celsius for 40 seconds 
did not leave epidermal changes in pig skin.26

Reprinted with permission from Elsevier.

Figure 47. The skin, 24 hours after transfer of 
electrical energy via direct current to the skin of a 
fully anaesthetised pig, the cathode area. The epi-
dermis shows a pale and homogeneous cytoplasm 
and small, dark nuclei, ”white necrosis”. These 
changes have also been found to be typical for 
electrical influence at the cathode.19, 27

Reprinted with permission from the Danish Medical 
Association and Elsevier.
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Figure 48. The skin, 24 hours after the transfer 
of electrical energy via 50 Hz alternating current 
to the skin of a fully anaesthetised pig. A conical 
segment with ”white necrosis” in the epidermis 
and necrosis in the dermis is seen. Yellow, iron-
containing clumps of keratin are seen in stratum 
corneum. Low frequency alternating current pro-
duces a mixture of cathode and anode changes. A 
slight thermal influence may also occasionally be 
observed because of the concomitant heat genera-
tion, particularly when large amounts of energy 
are used.19, 27

Reprinted with permission from the Danish Medical 
Association and Elsevier.

Figure 49. Dermis, 24 hours after the transfer of 
electrical energy via direct current to the skin of a 
fully anaesthetised pig, the cathode area. ”Vesicu-
lar nuclei” are seen in a sweat duct, surrounded by 
unaffected connective tissue, the current selecting 
areas with low resistance.27

Reprinted with permission from Elsevier.

Figure 50. Dermis, 24 hours after the transfer of 
electrical energy via direct current to the skin of a 
fully anaesthetised pig, the cathode area. ”White 
necrosis” is seen in sweat glands.19, 27

Reprinted with permission from the Danish Medical 
Association and Elsevier.

Figure 51. The skin, four days after the transfer 
of electrical energy via direct current to the skin 
of a fully anaesthetised pig, the cathode area. 
Part of a conical segment of necrotic tissue is 
seen in the upper part of the skin. A narrow zone 
containing small, dark areas of calcified collagene-
ous tissue is seen to surround the necrotic area 
at some distance. This is a typical finding at the 
cathode area.
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Figure 52. The skin, 
five days after the trans-
fer of electrical energy 
via direct current to the 
skin of a fully anaesthe-
tised pig, the cathode 
area. The dark, calci-
fied area in the dermis 
is seen surrounded by 
normal connective tis-
sue. A necrotic area is 
seen in the upper part 
of the skin.

Figure 53. The skin, two days after the transfer of 
electrical energy via direct current to the skin of a 
fully anaesthetised pig, the cathode area. A narrow 
zone of calcified collageneous tissue is seen to sur-
round the necrotic area at the surface, separated 
from it by a zone of viable tissue. Alizarin red S 
stained section (a positive reaction for calcium salts).30

Reprinted with permission from Elsevier.

Figure 58. The dermis, seven days after the 
transfer of thermal energy to the skin of a fully 
anaesthetised pig. Deposits of calcium salts on cel-
lular structures are seen. Can been seen after both 
electrical and thermal injury. 

Figure 57. The skin, seven days after the transfer of 
electrical energy via 50 Hz alternating current to the 
skin of a fully anaesthetised pig. An area of calcified 
collageneous tissue is seen below the newly formed 
epidermis. Deposits of calcium salts on collagn fibres 
have only been seen in a few cases following 50 Hz 
alternating current. Alizarin red S stained section.29 
Reprinted with permission from Lippincott, Wil-
liams and Wilkins

Figure 59. 1) Alleged torture via electrical wires 
seven days previously (same patient as Figure 36). 
2) Biopsy of the skin. Dark, calcified collageneous 
areas are seen below the newly-formed epidermis in 
the periphery of the lesion in both sides. 3) Diagnos-
tic for electrical injury. Calcinosis cutis is a rare obser-
vation, the calcium deposits usually not restricted to 
the collagen and elastic fibres. 4) Conclusion: A high 
degree of support to the history of torture.23

Reprinted with permission from Lippincott, 
Williams and Wilkins.

Figure 60. Same 
patient as Figure 59. 
Calcified collagen 
fibres are seen in 
an area deep in the 
dermis.23

Reprinted with permis-
sion from Lippincott, 
Williams and Wilkins.
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Figure 61. Same section as Figure 60, in magnifi-
cation.

Figure 62. Same patient as Figure 59. The current 
passed through the nerves to the heart. Tissue 
from the thoraxic cavity. Calcified collageneous tis-
sure is seen close to a neuron.23

Reprinted with permission from Lippincott, Wil-
liams and Wilkins.

Figure 63. Same patient as Figure 59. The thoraxic 
cavity. An area with calcified collageneous tissue 
is seen.

Figure 64. 1) Alleged electrical torture one month 
previously. 2) Skin biopsy showing a conical scar 
at the surface, 1-2 mm broad, with an increased 
number of fibroblasts and tightly-packed, thin col-
lagen fibres arranged in parallel to the surface. 3) 
Other injuries may have caused a similar scar. 4) 
Consistent with the alleged torture because of the 
presence of a conical scar with signs of recent de-
velopment, a slight degree of support.
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 O P I N I O N

Psychology and U.S. psychologists 
in torture and war in the Middle East

Gerald Gray, LCSW*, & Alessandra Zielinski, researcher

Abstract
The involvement of U.S. psychologists and their 
influence on torture in Cuba, Afghanistan and 
Iraq provides previously unrevealed evidence 
of U.S. torture and military tactical policy, and 
points to probable military goals the U.S. Ad-
ministration has denied.  What is revealed is that 
current torture has been designed and used, not 
so much for interrogation as the Administration 
and the media insist, but for control by terror. 
Further, Iraqi civilian deaths may be deliberate 
and for the same purpose.  That is, discovery of 
involvement of the U.S. psychological professions 
is a clue to torture, and perhaps killing, as policy, 
not accident.  

Keywords: torture, U.S. psychologists, Abu Ghraib, 
Guantanamo, Stanford Prison Experiment

Introduction
To understand the current contribution of 
the psychological professions to U.S. torture, 
it is important to know some of their history 
in the military because particular facts in 
that presence reveal a current influence and 
a use previously hidden. The U.S. govern-
ment denies it has a policy of torture; U.S. 

psychologists have been major contributors 
to developing it, to hiding it, and to hiding 
its purpose in Iraq and Cuba. 

First, U.S. psychologists and other pro-
fessionals in the psychological fields have 
been involved in designing torture since at 
least the Vietnam War. The CIA’s KUBARK 
manual, ostensibly written for interroga-
tion purposes in the 1970s, contains such 
ideas and wording as the following, which is 
clearly not written by laypersons:

“All coercive techniques are designed to 
induce regression … The result of external 
pressures of sufficient intensity is the loss 
of those defenses most recently acquired by 
civilized man … ‘Relatively small degrees 
of homeostatic derangement, fatigue, pain, 
sleep, loss, or anxiety may impair these func-
tions’.”1 And at another iteration, about 
dread: “If the debility-dependency-dread 
state is unduly prolonged, the subject may 
sink into a defensive apathy from which it is 
hard to arouse him. It is advisable to have a 
psychologist available whenever regression is 
induced”.2,3

Second, the U.S. has also had an official 
(but nonpublic) military policy of tortur-
ing at least since Vietnam. At that time for 
instance, Interrogation Translation Teams 
visited military field hospitals and touched 
the wounds of enemy prisoners who were 
patients there in order to induce pain.4 The 
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torture seemed to be for interrogation at 
times (though tortured bodies were left out 
as lessons) but torture was policy in any 
case, even if hidden from the U.S. public.

Just as the present U.S. government de-
nies torture has been policy, it also attempts 
to deny that present treatment of Iraqi and 
other prisoners is torture. It is either called 
“abuse”, or torture is redefined so as not to 
include methods now publicly acknowledged 
to be in use. It should be pointed out that 
in addition to knowing its own past policy 
of torture, the U.S. government knows the 
presently reported behavior at Abu Ghraib 
and Guantanamo is torture. In legislation 
passed by the U.S. Congress and signed by 
President Bush before the Abu Ghraib scan-
dal broke, there is a description of acts later 
reported by the media and by the military 
itself to have occurred at Abu Ghraib:

“Some specific examples of physical 
and psychological torture (are) systematic 
beating, sexual torture, electrical torture, 
suffocation, burning, bodily suspension, 
pharmacological torture, mutilations, dental 
assaults, deprivation and exhaustion, threats 
about the use of torture, witnessing the tor-
ture of others, humiliation and isolation”.5

Moreover, these and other behaviors re-
ported from Abu Ghraib, Guantanamo, and 
elsewhere have been accepted of years as ex-
amples of torture in political asylum appeals 
in U.S. immigration courts. The Bush Ad-
ministration only began to try to change the 
definition later, apparently as it anticipated 
public opposition to its public use of torture.

Torture in Guantanamo
Torture methods in Guantanamo have been 
widely reported and include methods of 
isolation, sensory deprivation, sleep depriv-
ation, confinement in space, beatings, ex-
treme temperature, painful forced positions, 
rape disguised as body searches, and nudity.

Equally important, however, are the 
conditions of prisoners at Guantanamo and 
some of their reactions to these conditions, 
notably self-destructive behavior in suicide 
attempts, which have long been predictable 
to psychologists.  We know government psy-
chologists read the torture treatment litera-
ture (e.g., see the bibliography on the Iraq 
War Clinicians Website,6). Thus they can be 
assumed to know that experiments with rats 
in similar conditions to Guantanamo have 
produced, for instance, self-destructive be-
havior.7 Knowledge of this clinical literature 
implies that Guantanamo is an experiment, 
but one with involuntary human subjects, 
not rats, and that the suicides were predict-
able and thus variously a form of murder, or 
extra-judicial killing, or criminal negligence.  
The further implication is that all this is 
policy involving the use of psychology. 

Moreover, the Guantanamo prisoners 
were first interrogated at length in Afghani-
stan and apparently drained of most infor-
mation there before any “interrogation” of 
them took place in Cuba.8,9 This, coupled 
with reports in the media that various mili-
tary revealed the prisoners were low-ranking 
and knew little, again points to torture that 
is not for interrogation. The names, ranks, 
and service branches of psychologists and 
psychiatrists at Guantanamo have appeared 
in the press, revealing their knowledge of this 
experiment.10 That this is an experiment in 
torture methods makes sense of the fact that 
prisoners in Cuba know little, yet few are re-
leased. They are apparently not tortured for 
what they know, but for what they can teach.

Torture in Iraq
Media reports and photos of torture at Abu 
Ghraib show even more clearly that torture 
at Abu Ghraib and similar Iraqi prisons is 
not for information. Clinicians worldwide 
whose patients are torture survivors can 
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recognize this type of torture as being for 
political control. Masses of people who 
know nothing are tortured. They are not 
even questioned and are shown or released 
into the rest of the populace dead or alive to 
terrify others into submission. We have seen 
such torture closer to hand in the wars in 
Central America and elsewhere. This type of 
torture is also evidence of policy. 

Moreover, the methods of torture used 
in Cuba and Iraq also indicate planning, and 
thus policy. Modern torture uses methods 
that leave little or no physical evidence (and 
no psychological evidence the public could 
be expected to recognize): rape, forced 
watching of torture, beating of soft tissue, 
suffocation, sensory deprivation, electric 
shock. These methods are used for the pur-
pose of leaving little evidence for human 
rights groups, doctors, the Red Cross and 
others to easily see. Revelation of this sort of 
torture and its purpose comes of course 
from survivors as well as clinicians, but also 
from torturers who have been captured, 
from captured, leaked, or released docu-
ments, from writings, and from torturers in 
the U.S. and other countries who turn up at 
homeless shelters, drug treatment centers, 
veterans’ hospitals, and elsewhere (torturers 
too, can be ruined).

There is other evidence from the field 
of psychology that torture in Iraq is a policy 
of  control; military psychologists are again 
implicated.  Psychologists have long known 
of the 1973 Stanford Prison Experiment, 
in which student volunteers, screened for 
pathology, were at random divided evenly 
into guards and prisoners in a secret mock 
prison. No instructions were given to either 
group as to how to behave. In a few days 
the experiment had to be stopped by the 
psychologists as the guards had become 
controlling and brutal, with the most brutal 
always establishing the norm for treatment.  

Now we do not even have to deduce Admin-
istration knowledge of the Stanford experi-
ment as a summary of it is contained in the 
report on Abu Ghraib produced by former 
U.S. Defense Secretary Schlesinger.11,12 The 
publication of information about this experi-
ment in an official document, linking it to 
conditions in U.S. military prisons, further 
reveals chain of command responsibility for 
policy. The two experiment excerpts from 
the Schlesinger report make the point:

“The negative, anti-social reactions ob-
served were not the product of an environ-
ment created by combining a collection of 
deviant personalities, but rather, the result of 
an intrinsically pathological situation which 
could distort and rechannel the behavior 
of essentially normal individuals. The ab-
normality here resided in the psychological 
nature of the situation and not in those who 
passed through it.” 

And again:
“The use of power was self-aggrandiz-

ing and self-perpetuating.  The guard power 
… was intensified whenever there was any 
perceived threat by the prisoners and this 
new level subsequently became the baseline 
from which further hostility and harass-
ment would begin. The most hostile guards 
on each shift moved spontaneously into the 
leadership roles … Not to be tough and ar-
rogant was to be seen as a sign of weakness 
by the guards and even those ‘good’ guards 
who did not get as drawn into the power 
syndrome as the others respected the im-
plicit norm of never contradicting or even 
interfering with the action of a more hostile 
guard on their shift.”13

This appears to be the experiment that 
informs torture in Iraq and one of the origi-
nal authors of this study may understand 
this.14,15 A situation is created – made worse 
by understaffing, danger, and no outside 
independent controls – and with a little 
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encouragement (never specific instructions 
to torture) guards do torture. This situation 
and this torture are now widely reported in 
U.S. prisons in Iraq (more than 50,000 went 
through these prisons as long ago as 2005;16 
currently the U.S. has 10 known prisons 
and plans at least 7 more17). The U.S. ad-
ministration’s advantage in the Stanford 
experiment “situation” is that it provides 
deniability – there are no orders to torture, 
but the situation can be predicted to cause 
it. It is consistent with this process that only 
low-ranking staff are punished, and only a 
few and then lightly. To remove impunity 
from higher ranks would destroy the struc-
ture because they could protect themselves 
by preventing torture.  

Note the Stanford experiment is an ex-
periment with guards as well as prisoners.  
Since doctors and psychologists are now 
involved in carrying out torture at various 
sites, they too are subjects of this experi-
ment.  There is now evidence that clinicians 
at Guantanamo act as the guards do,10,18 
and most recently doctors there have kept 
hunger strikers alive with the result they 
will be available for more torture.19 With 
the Stanford experiment in place, someone 
is monitoring conditions under which clin-
icians can be made to torture or accept tor-
ture, what they will do, how to silence those 
who may talk, etc.

The construction of this “situation” 
finally makes sense of the fact that Geof-
frey Miller, the general in charge in Guan-
tanamo, was put in command of the prisons 
in Iraq. Using torture mainly to ruin people, 
rather than to interrogate them, is an at-
tempt to control politically through torture.

It is this experience of seeing types of 
torture (for interrogation or for control) 
over recent years that should keep us from 
another mistaken impression. That is, if in 
Cuba and Iraq we are not looking primarily 

at interrogation and if current torture in Iraq 
really is for control, then it is a mistake for 
Schlesinger, the media, and human rights 
groups to use Abu Ghraib to argue for in-
ternal prison reform or clearer definitions of 
permissible interrogation methods.  Only the 
intrusion of the outside world into prisons 
in the form of unannounced, frequent, com-
plete inspections with penalties may guard 
against deterioration into the conditions of 
the Stanford experiment.

Civilian deaths in Iraq
Torturing large numbers of people in a 
country of 25 million is not sufficient for 
control even in a small area like Central 
America. Killing civilians in targeted areas 
was added.20 In Iraq, U.S. soldiers are put 
into combat under the conditions of the 
Stanford experiment: young, inexperienced, 
fearful, undermanned, heavily armed troops 
are given a role and thrown into house-to-
house fighting in a strange country with 
another language. The enemy looks like 
civilians. Without being ordered to kill ci-
vilians, soldiers predictably must do so in 
large numbers. Letting such killing occur in 
targeted cities and regions (e.g., the city of 
Fallujah) may be another tool for political 
control by terror; many militaries have used 
it elsewhere. This makes sense of a report 
in the BMJ, The Lancet, of 100,000 civilian 
deaths from all causes since the start of war 
into 2004. 

The 2005 U.S. Department of Defense 
report is different and has its estimation of 
insurgent-caused deaths at about 6,475 in 
a later 20 month period.21,22 The estimate 
of deaths in U.S. Department of Defense 
figures is a necessary interpolation by Iraq 
Body Count; the DOD counted only insur-
gent-caused deaths and injuries and did not 
sort one from the other. It would be impos-
sible to run a battlefield experiment like the 

O P I N I O N  
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Stanford prison experiment, so the battle-
field doubles as the experiment. Psychology 
can be used here as it is in torture for con-
trol.  This would reveal some of the policy. 
Or are we to believe that the government of 
a military that massively tortures a populace 
will not also kill it? 

What can be the intent of a policy of 
torture and killing, beyond the discovery 
that it is for control of Iraq? This part is not 
answered by psychology, but discovering the 
use of psychology leaves the question open.  
Political torture is always to support military 
power, and the U.S. is building its own large 
bases in Iraq which, like the prisons, suggest 
a long occupation and more torture. If in the 
case of Iraq we discard the Administration’s 
successive claims about weapons of mass 
destruction, overthrowing a formerly sup-
ported tyrant, interest in democracy (under 
torture), then all other motives must be 
considered.

With this much evidence, we can now 
see the notorious “ticking bomb” argument 
that has been used for U.S. torture (that 
torture is justified to interrogate someone 
who knows of a death threat) must in fact be 
deliberately misleading. It is so because it is 
an argument for the use of torture for inter-
rogation, and so leads the public away from 
discovery of the subtle use of a psychological 
experiment for the overriding real purpose of 
torture by the U.S. The real question is not, 
“What justifies torture?”, but “What justifies 
the military occupation revealed by torture 
for control?” 

Finally, the leaking in 2005 of a paper 
calling for invasion of Iraq well before evi-
dence for invasion was alleged, written by 
policymakers now in the Administration, 
along with the torture and killing, suggests 
one specific reason why the U.S. opposed 
the International Criminal Court. That is, 
not fear of frivolous lawsuits as was said,23 

but the intent to torture, perhaps to kill, 
with impunity wherever it chooses.

Impunity for clinicians?
While change in U.S. policy requires a shift 
in the center of power, aided hopefully in 
part by education from the torture treat-
ment movement, members of this movement 
are faced with their very own, immediate, 
polit ical challenge. Is there to be no pen-
alty for U.S. clinicians who participate in 
torture, whose names, rank, and branch of 
service are published, or whose job resumes 
or memberships reveal their history in tor-
ture?  Will they be accepted at international 
symposia, will their papers be published, will 
they be given university posts, fellowships, or 
other jobs? Sorting this out will take work, 
particularly with American clinicians so 
ubiquitous. But so once were German troops 
in Norway, yet ordinary citizens refused to 
sit next to them in public transport, while 
other resistance grew. How to act against 
torture, not whether, is our only issue.
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I am writing in response to a scien-
tific art icle by Christian Pross (Torture 
2006;16(1):1-9.) on “Burn out, vicarious 
traumatization and its prevention”.

I wonder wether a case history should 
be consistent, and the conclusion drawn 
from the paradigmatic case should base on 
real observations and experience. A com-
bined profile of a constructed person with 
elements from different biographies cannot 
lead to the conclusions Pross made in his 
article. In other words: the person in his sec-
ond case does not exist. She is fictitious. Fic-
tions can produce myths but are far away of 
scientific explanations. Pross admits (Fn 14) 
that he had changed facts and details but 
questions are raising: If the author changes 
the sex of a case person from male to fe-
male, he leaves the consistency of his exam-
ple. Women work and suffer different from 
men, at least in a microsocial way of experi-
ence and communication. If one attributes 
male features to a female psychologist there 
is something wrong, and it is impossible to 
create consistency between case and conclu-
sions. Scientific integrity demands conclu-
siveness. Otherwise, nothing remains but 
science fiction.

Of course, I accept that case persons are 
presented in an anonymous way. Construct-
ing a fictitious person to prove the evidence 
of so called scientific conclusions is dishon-

est and has nothing to do with making a 
case person unidentifiable.

If the author speaks about collegues as 
cases who have not agreed to publish their 
painful developments into burn-out (what 
ever that is) and disease, this seems, in my 
opinion, near to mobbing. The author takes 
a position of an evaluator of collegues in the 
public which is a kind of violation, if he has 
not asked for permission to publish. 

In the article I am missing an analysis of 
the effects of team dynamics. In my view of 
the problem of “escaping into disease” the 
main factor for exhaustion and developping 
symptoms in the work with traumatized pa-
tients is hierarchy of teams, rivalry, getting to 
the top (in subgroups), image neuroses etc., 
what Pierre Bourdieu called the permanent 
fight in the field, where e.g. the author takes 
up a position to find his position in the so-
cial field.. This has, according to my experi-
ence, more influence on the personal health 
than the stories of persecuted and tortured 
refugees. 

We find so called burn-out persons in 
many professions, not only in trauma ther-
apists. Regarding this fact there must be a 
connection in the causality, an analytical 
problem which is not solved by avoidance.

Sepp Graessner, MD*

Sir,

 L E T T E R  T O  T H E  A U T H O R
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The author’s answer
The case history (case 2 in my article) Sepp 
Graessner refers to is a construct, an exem-
plification of typical phenomena of burnout 
and secondary trauma in caregivers working 
with vicimts of violence. I have frequently 
observed these in colleagues and in myself 
during the 16 years I have been working in 
this field. Certain phenomena may ring a 
bell in one reader of my article, certain 
others in another reader. I welcome this 
because by publishing this article I intended 
to initiate a process of self-reflection about 
the risks and pitfalls in this difficult work. It 
is what happens in every professional super-
vision and intervision. 

I agree with the commentator’s point, 
that team dynamics play a key role in this 
issue. I am in the process of publishing 
an extensive study on team dynamics and 
structural deficiencies in trauma centers as 
a source of burnout and secondary trauma-
tization.

Christian Pross**

*) 
Glogauer Str. 23 
10999 Berlin 
seppgraessner@t-online.de

**) 
Behandlungszentrum für Folteropfer 
GSZ Moabit 
Turmstr. 21 
D-10559 Berlin 
c.pross@bzfo.de
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Sir,

Children and Torture 
We really appreciate the articles of this jour-
nal and have with interest read the three sec-
tions on “Medical physical examination in 
connection with torture” by Dr. Rasmussen 
and coworkers (Torture 2006;16(1):48-55). 
We are, however, afraid, that the audience is 
missing some substantial and essential infor-
mation in relation to the paragraph on “Ex-
amination of children” (p. 52-3)– perhaps 
because of uncertainty among the authors. 

The first group (Amnesty International) 
in the world on “Children and torture” was 
established in Copenhagen, Denmark in 
1976 by Jørgen Cohn and coworkers. We 
will give a short outline on our experience 
throughout the last thirty years 1-4:

1. The majority of children in the world are 
inhabitants in areas of war and armed 
conflicts, thus being the most exposed 
group of human beings. In addition, chil-
dren are considered as “adults” from the 
age of six to eight in many geographical 
territories. The rather small children are 
obliged to taking care of their siblings, 
work as street children, in the industries 
or as prostitutes. These “children” are 
– very often – subjected to violence and 
torture, especially if they are enforced to 
act as child soldiers, religious martyrs or 
given other extremely dangerous tasks.1

2. There is – in our opinion – almost no dif-
ference between the number of boys and 
girls respectively in relation to exposure 
to violence and torture.2

3. The methods of torture used on children 
are similar to those of adults – the most 
common is sexual humiliation, harassment 
and, of course, oral, anal and va ginal rape, 
besides multiple – more or less – per-
verted methods of sexual torture.3

4. The consequences and repercussions 
of torture on children are also similar 
to adults: Injuries causing fractures, 
amputation, castration, blindness, brain 
and spinal damage, burning and severe 
cosmetic trauma – infectious diseases 
as hepatitis, AIDS and other sexually 
transmitted disorders, tuberculosis, gas-
troenteritis – malnutrition and starvation 
– and pregnancy. The psychological com-
plaints are legion: almost all these chil-
dren suffer from the “posttraumatic stress 
syndrome”. All children are, of course, 
sad, depressed and anxious with night-
mares. Many of them commit suicide. 
The children become disillusioned and 
mistrustful without confidence or faith in 
other human beings.4

In conclusion 
Children, girls as well as boys, are exposed 
to the same methods of torture as adults, 
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especially sexual torture. The physical con-
sequences are similar to those for adults – 
longstanding and probably lifelong sequelae, 
thus impairing the development of the child, 
physically as well as socially and psychologi-
cally, resulting in disabled children. There 
are no typical symptoms/consequences/re-
percussions for children. The term “The 
child torture syndrome” does not exist. Per-
haps “The battered child syndrome” may be 
a useful description.

Let us at last quote F.M. Dostojevskij: 
The greatest crime is to rape a child.

Jørgen Cohn, Professor, MD*

References
1. Cohn J. Medical education on violations of hu-

man rights: the responsibility of health personnel. 
Med Educ 1996;30:161-2.

2. Cohn J. Violations of human rights in children 
and adolescents. How can we safeguard rights for 
young human beings? International Journal of 
Adolescent Medicine and Health 1998;10:185-
92.

3. Cohn J. Adolescent victims of violence: an inter-
national review. International Journal of Adoles-
cent Medicine and Health 1999;11:345-9.

4. Cohn J. Strøm M. Tortur og helseskade [A text-
book of torture and its consequences on health]. 
Norway, Oslo: Gyldendal Akademisk, 2003.

The author’s answer 
We welcome the additional attention Pro-
fessor Cohn puts on the important issue of 
children and torture. The authors do not 
promote nor use the term: “Child torture 
syndrome”.

However we would like to stress that 
there is little research available on the long-
term sequels among people who were tor-
tured as a child; and on how torture affects 
the development of the child. 

For an article on “Children and sexual 
torture” we would like to refer to Torture 
2002;12(1):3, »Sexual torture of children: an 
ignored and concealed crime«.

Margriet Blaauw**

*) 
Degnevej 
5970 
Denmark.

*)
International Rehabilitation Council for Torture Victims 
Borgergade 13 
P.O.Box 9049 
DK-1022 Copenhagen K 
Denmark 
irct@irct.org 
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Guidelines for authors

Preparation of manuscripts
For detailed and updated information on the 
requirements for submission of manuscripts for 
biomedical articles, please visit the website of 
the International Committee of Medical Jour-
nal Editors at www.icmje.org.

Based on these guidelines, the following is 
specific to TORTURE:

The paper should be typed on one side only 
with double spacing on A4 (297 × 210 mm) 
paper or the nearest equivalent. Pages must 
be in numbered sequence. A short abstract or 
summary should be included (see below).

A statement giving the author’s name, title  
and present position, as well as an address 
where he or she may be contacted by readers, 
should be provided on a separate sheet.

We prefer articles, reviews and other mate-
rial to be sent as a formatted text file, for ex-
ample MS Word or WordPerfect, and that they 
be sent either by email or on a disc.

Footnotes and references
Footnotes and references should be numbered 
consecutively and typed on separate sheets. 
Literature references should be typed in the 
Vancouver Standard and consist of the author's 
name and initials, title of the book (followed 
by the place of publication, name of publisher, 
year, and page or chapter numbers) or of the 
paper (followed by the title of the journal, year, 
volume number, and page numbers).

Abstracts
A short abstract or summary of between 200 
and 300 words outlining the paper and in-
dicating its principal conclusion should accom-
pany the typescript on a separate sheet. Use 
a semi-structure if possible, mentioning back-
ground, methods, findings and interpretation.

Keywords
In addition to the abstracts, three to six key 
words should be provided that will assist index-

ers in cross-indexing the article. Terms from 
the Medical Subject Headings list of Index Me-
dicus should be used. If these are not avai lable, 
other terms may be used.

Authors’ contributions and signature
We ask authors of articles, clinical trials and 
research papers to specify their individual con-
tributions. We suggest the following format: 
“I declare that I participated in the … [here list 
the contributions made to the study/examina-
tion/trial/article] ... and I have seen and ap-
proved the final version”.

Ethics
Do not use patients’ names, initials or hospital 
numbers, especially not in illustrative material. 
Indicate whether the procedures followed were 
in accordance with the ethical standards of the 
responsible institutional or regional committee 
on human experimentation and with the Hel-
sinki Declaration of 1975, as revised in 1983.

Covering letter
The manuscript should be accompanied by a 
covering letter with the name, address, tele-
phone and/or fax number, as well as e-mail ad-
dress, if available, of the corresponding author. 
The letter should give any ad ditional informa-
tion that may be helpful to the editor.

Copyright
Authors will be asked to sign a transfer of copy-
right agreement, which recognises the common 
interest that both journal and author(s) have in 
the protection of copyright. We accept that some 
authors (e.g. government employees in some 
countries) are unable to transfer copyright.

The Editorial Board assumes that the ma-
terial submitted for publication in TORTURE has 
not been presented anywhere else for consid-
eration with a view to publication at the same 
time as an evaluation is being made by the 
Board of TORTURE.
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The publisher will not put any limitation 
on the personal freedom of the author to use 
material contained in the paper in other works 
which may be published, provided that ac-
knowledgement is made of the original place 
of publication.

The corresponding author should state that 
he or she had full access to all the data in the 
study and has had final responsibility for the 
decision to submit for publication.

Aims
TORTURE is an international journal intended  
to provide a multidisciplin ary forum for the 
exchange  of original research and systematic 
reviews among pro fes sionals concerned with 
the biomedical, psychol ogi cal and social in-
terface of torture. The journal is dedicated to 
studying the effects of torture. There is a grow-
ing awareness of the need for exploring optimal 
remedies to restore phy s ical, psychological 
and social harm as well as various in teractions 
against torture. The journal seeks to enhance 
the understanding and cooperation in this field 
through the varied approaches re presented. 
There will be focus not only on me di cine and 
psychology, but also on epidem iology, social 
sciences and related disciplines. The editors 
wish to encourage dialogue among experts 
whose diverse  cultures and ex perien ces  provide 
innovative and challenging knowledge to exist-
ing practice and theorie s.

Priority will be given to articles that give 
new knowledge and information with compara-
tive and interesting perspectives.

Scope
Torture is divided into sections of which the 
first part fulfils international standards as a 
scien tific journal and is dedicated to 2-4 in-
depth original analyses with focus on torture, 
using a biomedical, health and human rights 
framework. Articles cat e gor ised as clinical tri-
als, research method ology papers, data based 
population examinations, critical or explaining 
case descriptions may be preferred.

Editorial policy
Reviewing of articles
The selection process may involve that papers 
are rejected on the basis of an in-house as-
sessment. Such a decision will be announced 
quickly. The articles are reviewed by an inter-
national board of reviewers who read the sub-
mitted manuscripts on the basis of an o nymity. 
This implies that manuscripts, thus recom-
mended for publication, will be published in 
the first section of the journal.

 The editors of TORTURE identify re viewers   
based on bibliometric data, i.e. the selection is 
based on registered publication activity  within 
the torture field in general and in the area ad-
dressed specifically by the manuscript.

The journal also contains contributions from 
other sources, mostly by health professionals or 
correspondents on development in the field of 
human  rights.

When submitting a paper, the author should 
make a statement to the editor about all sub-
missions and previous reports that might be 
regarded as redundant or duplicate publication 
of the same or very similar work.

What to do before submission
• Covering letter
• Manuscript – see above
• Figures
• Authors’ contribution – see above
• If conflict of interest – give a description
• Patients’ consent and permission to publish
• Copies of correspondence from other jour-

nals and reviewers, if previously submitted.


