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APPALLING PRISON CONDITIONS 
Anyone who is engaged in combatting torture witnesses the 
continuous piling up of two sets of reports: one about the 
widespread use of torture in many countries (and unfortunate
ly new countries are still being added), the other on the 
conferences and new centres that are dedicated to the 
rehabilitation of torture victims. 

It is as if the evil and the good forces are in perpetual 
competition. If someone should feel inclined to connect our 
century with humanitarianism (because international Human 
Rights were born in about 1950), it is more than evident that 
a multitude of conflicts will be solved without respect for 
humanity, none whatsoever. 

But the degree to which the message of Human Rights is 
disregarded is depressing. Doctors are in the forefront, but 
their limited power can be witnessed every day in thousands 
of prisons all over the world, where they are forced to falsify 
medical documents, and where inmates, whether they are 
there for criminal or other offences, suffer appalling prison 
conditions without justification, including lack of visits by a 
medical doctor, lack of medicine, if indeed they are not 
exposed to torture. 

Human Rights Watch is one of the many private aid or
ganizations, not actually in action, but collecting invaluable 
information on Human Rights abuses from some 60 countries 
of the world. Based on the Helsinki Final Act of 1975 -when 
East and West agreed to improve Human Rights on the 
condition that the borders of Europe should be left unchanged 
- Human Rights Watch has grown and is today widely 
appreciated for its many reports. 

A recent report dealt with prison conditions in 20 countries. 
Maybe few of the readers of this magazine doubt that millions 
who spend at least part of their lives behind bars are confined 
in conditions of filth and corruption, and in circumstances 
where violence is frequent. It is told in plain words in the 
Global Report on Prisons*. 

When Human Rights Watch launched its prison project six 
years ago, some Human Rights groups had not extended their 
concern to suspects in cases of common crime. United Na
tions bodies also focused almost exclusively on political 
dissenters among the prisoners. Likewise, many activities 
against torture have the political dissenters in mind. 

The report confirmed earlier ones in stating that over
crowding and inadequate conditions cause a great deal of 
suffering among the world's prison population. Conditions 
are often so severe that inmates, especially in pre-trial 
facilities, have almost no place to sit or room to move. Even 
turning over while asleep, or stretching, is impossible in some 
prison cells. In Jamaica, 19 men were confined in an eight
by-seven foot room; three of them died Of asphyxia. Prisoners 
in Russia, the United States, Egypt, Britain, Kenya, Brazil, 
Peru, and Poland also suffer from overcrowding. 

The repression is so strong in some countries, such as 
China, Syria, and Malawi, that Human Rights groups are not 
allowed to operate openly. It is worth mentioning that the UN 
Human Rights Covenant (the one on Civil and Political 
Rights) of 1966 (in its art. 10) stipuliltes that "all persons 
deprived of their liberty shall be treated with humanity and 
respect for the inherent dignity of the human person". That 
goes for any kind of prisoner! 

The UN Committee against Torture [CAT], in an account 
on Turkey, recently expressed its concern at the number and 
substance of torture allegations that were still received. It 
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considers that torture is used systematically when it is seen 
to be habitual. It is not used just here and there in Turkey - it 
is widespread and deliberate. The Committee's viewpoint is 
important: "It is of a systematic character, even if it is not 
resulting from the direct intention of the Government". 

About a year ago, the European Torture Prevention Com
mittee [the Council of Europe's committee, called CPT] said 
almost the same thing, but with other words and in more 
detail, especially with respect to the torture instruments that 
were found at police headquarters in Ankara and Dyarbakir. 
Turkey, among other countries, also has disgusting prisons: 
cells infested with rats, mice, and insects, lack of water, 
horrible food, even collective beatings. Despite a legal reform 
in 1992, according to-·which ordinary suspects in pre-trial 

· detention, in contrast to political detainees, should have 
immediate access to attorneys, detainees are routinely barred 
from such access. 

The UN Committee took note, with satisfaction, that the 
Turkish authorities cooperated during the Committee's visit 
to Turkey and congratulated them on having acted on many 
of its recommendations, which were intended to reinforce the 
implementation of the UN Convention against Torture. 

In countries where torture is no longer used, there is almost 
always a very long road just to have the torture perpetrators 
barred from work - let alone punished. The VI International 
Symposium on Torture as a Challenge to the Medical and 
other Health Professions, held in Buenos Aires in October 
1993, dealt thoroughly with that aspect. 

Even if torture has now been abandoned in Argentina -
where the navy in particular was feared for many years 
because of its systematic and brutal torture - thousands of 
people are still frustrated because none of the responsible 
people has been put on trial. It is good that Argentina was 
able and willing to arrange an international symposium deal
ing with torture victims, but it is depressing for the population 
to be forced to accept no justice with respect to past crimes. 

As a counterweight to all these depressing accounts, here 
is some more encouraging news. Two new centres dealing 
with torture victims have opened during 1993, in Tirana 
(Albania) and Cairo. Torture in Egypt is unfortunately still 
used by the authorities, but there have been no recent ac
counts of torture from Albania. 

Argentina is now enjoying her longest period of democracy 
- since 1983. It is even being developed through the appoint
ment of an ombudsman, and a new constitution is to be 
written in 1994, giving the opposition more rights. 

Finally, Chile has witnessed the conviction of the former 
chief of the political police (DINA), General Manuel Con
treras, recently sentenced to seven years' imprisonment for 
having ordered the murder of the former Chilean Foreign 
Minister, Orlando Letelier. He was killed in the explosion of 
his car in Washington in 1976. Justice came - however late 
-thanks to the efforts of the sister and son of the late Letelier. 
That this crime could be exempted from the amnesty granted 
to the torturers and murderers from the time of General 
Pinochet may encourage a few others. 

Small glimpses of hope for a world that is still charac
terized mostly by violence and disrespect for the individual. 

*The Human Rights Watch Global Report on Prisons, New York 1993 (303 
pages). 
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The Buenos Aires Symposium 
on Torture 

A Challenge to the Medical and other Health Professions 

By 
Else Thorsig* 
Henrik Marcussen* 
Henrik Dr/Jcker* 

The VI International Symposium on 
Torture as a Challenge to the Medical 
and other Health Professions, or
ganized by the IRCT [International 
Rehabilitation Council for Torture Vic
tims , Copenhagen] in collaboration 
with the EATIP [Equipo Argentino de 
Trabajo e Investigaci6n Psicosocial, 
Buenos Aires], took place at the Centro 
Cultural General San Martin in Buenos 
Aires, Argentina, 20-22 October 1993. 

About 250 medical doctors and 
others connected with the health 
profession took part. There were 150 
participants from Argentina, 10 from 
Chile, 11 from Uruguay, and 16 from 
12 other Latin American countries . 
With the exception of Honduras and 
Guatemala, with which communication 
went wrong, participants came from all 
the Latin American countries with 
which IRCT and/or EA TIP had contact. 
In all, 49 countries were represented. 
500-600 participants attended the open
ing session and some 250-300 the 
parallel sessions. The host country saw 
to it that her major provinces were rep-
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resented. These naturally left their mark 
on the discussions. 

The symposium was divided into 
three parallel sessions, held in three dif
ferent halls plus two individual 
workshops. More than 130 papers were 
presented by participants from 49 dif
ferent countries with various political 
and cultural backgrounds from all parts 
of the world. 

The participants exchanged views 
and experiences on the rehabilitation of 
torture survivors and agreed that, 
through their presence at the 'sym
posium, they were taking another step 
forward in the worldwide fight for 
Human Rights. Simultaneously, the 
symposium reflected the continuous 
search for a broader commitment to the 
fight against torture. 

Aspects of IMPUNIDAD/IMPUN!TY were 
high on the symposium's agenda. They 
were brought forward not only through 
various presentations of the subject. In 
addition, concrete case stories, with 
evidence of torture being carried out by 
health professionals, were handed over 
for further action. The symposium 
stated and reconfirmed that CMP UNITY, 

unfortunately, was still common prac
tice in many countries . 

Endeavours should be continued to 

The programme in English and in Spanish. 

strengthen and broaden the ethical com
mitment made in 1987, when the Ar
gentine Health Ethics Tribunal was set 
up. 

Intercontinental reports played an es
sential role in the contributions, which 
gave a good picture of how rehabilita
tion work stands today : the progress 
made by those who started early , and 
the way in which new centres define 
and handle the work. The contributions 
described the variations caused by cul
tural differences, economy, and special 
local problems. In Latin America, as 
mentioned, IMP UN ITY played an essen
tial role in the new social order - in the 
new Eastern European democracies the 
focus was put on helping the victims of 
the Soviet suppression, especially the 
Gulag victims and maltreated soldiers. 
But for these nations it was also essen
tial to get to know how one could help 
the torture victims among the refugee 

The opening plenary session. From left to 
right: Adolfo Perez Esquivel, Nobel Peace 
Prize Laureate 1981, Buenos Aires; Profes
sor Diana Kordon, EATlP, Buenos Aires; 
Inge Genefke, Medical Director, 
RCT/IRCT, Copenhagen; Professor Erik 
Holst, Executive Vice President. !RCT, 
Copenhagen;, Darfo Manu el Lago, 
Psychiatrist, EATlP, Buenos Aires; Lucila 
Edelman, Psychiatrist, EA TIP. Buenos 
Aires; DanielKersner, Psych iatris1. EA TIP, 
Buenos Aires. 
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contingents which these countries must 
prepare themselves to receive in the 
future. 

Indirectly, this sixth international 
congress also showed that the re
habilitation idea is firmly established. 
The idea was not questioned and there 
were no expressions of not under
standing the problems involved, as 
there were a few years back, when a lot 
of time was used at international meet
ings to explain the importance of 
rehabilitation work, not least as a 
stabilizing process for a democratic 
development of society. 

The participants at the symposium 
were urged to work for more awareness 
of the consequences of IMPUNlTY on the 
torture victims and their families. They 
should try to break the silence of the 
press on this important issue. A silence 
which is first and foremost a local prob
lem. Some countries, however, are 
more aware of this than others. The 
international community should see to 
it that the responsibility for torture is 
never forgotten. 

Diana Kordon expressed this suc
cinctly in her speech at the closing ses
sion: "We would like to propose that 
this seminar will publicly express its 
opposition to any kind of IMPUNITY and 
express the demand for the govern
ments to make sanctions against tor
turers, considering that democracy is 
unattainable as long as torture con
tinues to be an unpunished crime." 

This issue of TORTURE carries some 
contributions from the VI International 
Symposium. They include the opening 
address by Professor Erik Holst, 
IRCT' s executive vice president, and 
the speech, at the closing plenary ses
sion, by Professor Diana Kordon, 
psychiatrist, EA TIP, the rehabilitation 
centre in Buenos Aires , which, together 
with IRCT, is thanked for a successful 
and constructive congress. 

* 
IRCT 
Copenhagen 

Nobel Peace Prize Laureate Adolfo Perez 
Esquivel, Buenos Aires (left), together with 
Darfo Manuel Lagos and Diana Kordon, 
psychiatrists, both from EATIP. 

Erik Holst: Opening address 

Healing the wounds - correcting the injustice 

The practice of torture as part of politi
cal repression is unfortunately an old 
and widespread phenomenon, whereas 
the existence of services for victims of 
torture is a rather recent phenomenon. 

Such services are, however, now 
available in a large number of in
dustrialized as well as Third World 
countries. 

The IRCT supports a network of 
rehabilitation centres and programmes 
for victims of torture and promotes both , 
training and research to improve such 
services and make them available to the 
rapidly increasing number of victims of 
torture, who can be identified whenever 
a repressive political system is giving 
way to democratically elected govern
ments and respect for human rights . 

So we are facing the paradox that the 
number of victims seeking treatment 
and rehabilitation increases with each 
new country that moves from autocratic 
government to democracy. 

This is a process that we have wit
nessed in Latin America and most 
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recently in Central and Eastern Europe. 
And a process that is under way in 
Central and Southern Africa. 

So the challenge to the health profes
sions is clearly one of developing and 
providing relevant somatic and 
psychosocial services to this new group 
of patients: survivors of torture. 

But torture is also a challenge to the 
health professions in that individual 
members of these professions run a risk 
of becoming involved directly or in
directly in the practice of torture. The 
health professions therefore have a duty 
to protect their colleagues against pres
sure to become involved in torture and 
to condemn those colleagues who vio
late their ethical obligations by using 
their medical knowledge against the in
terests of their patients or fellow human 
beings. 

The health professions finally have 
an obligation to denounce the practice 
of torture whenever they meet cases 
that must be classified as victims of 
torture, and as professional organiza-

tions speak up against such violations 
of human rights. 

Torture is a cancer on society which 
should be prevented at all costs and 
through continued social action for a 
civilized society. 

Where prevention has failed it be
comes the duty of a democratic society 
to do its utmost to help heal the wounds 
and correct the injustice as far as pos
sible. 

People from all over the world have 
come here to share the collective 
knowledge accumulated in this field 
over the ten years of its existence. 

It is our hope that the conference will 
contribute to the spread of awareness of 
the problem and the possibility of 
somatic and psychosocial intervention 
- both in Argentina and around the 
world. 

Erik Holst is Chairman of RCT and Executive 
Vice President, IRCT. 
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The awareness of the scourge of torture 
Speech at the Closing Plenary - 22 October 1993 

By 
Diana Kordon * 

More than 130 abstracts from 43 
countries, from all latitudes, from very 
different cultures and social and politi
cal backgrounds , have been presented 
at the seminar. Representatives from 
almost every country in Latin America 
participated as well as colleagues and 
students from 14 Argentine provinces 
and from the capital, Buenos Aires. 

Today, torture and political repres
sion are used systematically in 
numerous countries in the world. Not 
only psychotherapists but also a variety 
of specialized medical doctors have 
participated in this VI International 
Symposium on Torture as a Challenge 
to the Medical and Other Health 
Professions. 

The great attendance at the seminar 
of health professionals from Argentina 
also showed how the care for validity 
of human rights and the worry about 
torture continue to be of current interest 
in our community and in the world in 
spite of the impunity and the mantle of 
silence and oblivion which seem to be 
returning to society. 

Invitation to this seminar was open to 
the professional community as a whole, 
to the formal institutions in the health 
system, and to all those who are making 
developments within the health system 
and within human rights. In this con
nection , support and wide public com
mitment of the professional community 
is of great interest in the fight against 
torture and for validity of human rights 
and justice. 

Regrettably, during many years, the 
professional institutions which , 
through concrete mea'sures, pro
nounced against medical doctors who 
had been involved in the complicities 
with the repression, were few. Never
theless , we hope that this seminar will 
help us to assume this ethical com
promise, conveyed in concrete 
decisions which have an affect on the 
possibility of these medical doctors to 
continue to use their profession in prac
tice. 

In the same way that the "Tribunal 
Etico de la Salud contra la Impunidad" 
[Argentine Health Ethics Tribunal 
against Impunity] , of which we were 

118 

coorganizers in 1987, was a most im
portant reference instrument to 
promote the ethical compromise of the 
professionals within this subject, this 
seminar can open a new era to 
strengthen and amplify this ethical 
compromise. 

During the sessions of the seminar, 
the multidisciplinary character of our 
work became evident, and so did the 
efforts to understand the plurality of 
cultures and the consequences of these 
differences in the modalities assumed 
by torture, as well as the way of con
ceiving the task to assist human beings 
who have been suffering from torture. 

The character of the subject wt:- deal 
with has had the result that, simul
taneously with the process of d!scus
sion and reflection, we all had moments 
when we, with more or less intensity, 
went through painful experiences, 
through irruption of memories of 
traumatic situations, i.e. moments in 
which emotions affected us. 

During the whole seminar, we have 
seen a great, active attendance both in 
the numbers of people present and in 
the numbers participating in the discus
sions. 

It is also interesting to mark the great 
participation of young people because, 
in the same way that the trauma can be 
transmitted to them, it is also possible 
to transmit the experiences for the pos
sibilities of mending the trauma and to 
stimulate the motivation in order to 
continue with the compromise of ar
ticulating the professional experience 
with the demand for justice and the 
abolition of torture. 

Thus we think that this seminar has 
brought us a step forward as regards the 
health professionals ' search for an ethi
cal compromise to the problems of 
human rights, and particularly as 
regards the awareness of the scourge of 
torture. The seminar also constituted a 
sphere of reflection and interchange in 
the search for ways to make us able to 
contribute, on the basis of our specific 
professional roles, to diminish the pain 
of those who are suffering from viola
tions of human 1ights all over the world. 
From this point of view, we have got to 
know very different experiences cor
responding with conceptual models and 
different cultures. We have also been 

able to talk about the nee iry of not 
splitting the phenomenon ·1onure" 
from the social, economic. and poli tical 
reasons which determine the use of tor
ture and the psychosocial derivations 
affecting the whole population. 

The problem of impunit:)• ha been 
dealt with, not on! through the 
abstracts but also through te timonies . 
Regarding the professional amp in Ar
gentina, we have received the report 
from our colleagues in the province of 
Neuquen where a group of medical doc
tors now find themseh·e prosecuted 
for having reported on a hospital 
manager participating in violation of 
human rights; again ,.iYid testimonies 
from colleagues . 

As in many other ountries, it has 
become evident how the owners of the 
Argentine press keep quiet about this 
seminar, while hundreds of reporters 
are scared and threatened . Anyway, we 
intend to fight to obtain publication of 
the realization of the seminar and its 
characteristics in order to break the 
silence. 

We would like to propose 

1) that this seminar reaffirms the Dec
laration of I tanbul which led to a 
very strong appeal to the United Na
tions in order to motivate them to 
take action for the protection of tor
ture victims as well as to induce legal 
sanctions against the torturers. 

2) that all of us participants commit 
ourselves to fight to obtain the pos
sibility of making pronouncements 
in the professional institutions to 
which we belong. 

3) that the Organizing Committee 
elaborates a report on this seminar to 
be distributed in each of the countries 
participating in this seminar. 

4) that this seminar, by adopting the 
spirit of the "Argentine Health Ethics 
Tribunal against Impunity" of 1987, 
will make the professional com
munity begin to make sanctions 
against medical doctors and other 
health profess ionals who might have 
been involved in any kind of torture 
in Argentina or elsewhere in the 
world. 
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5) that this seminar will publicly ex
press its opposition to any kind of 
impunity and express the demand for 
the governments to make sanctions 
against torturers, considering that 
democracy is unattainable as long as 
torture continues to be an un
punished crime. 

Psychiatrist, MD 
EATIP 
Buenos Aires 
Argentine 
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The role 
of the medical 

profession 
Doctors responsible for prisoners' 

medical care in South Africa 

By . 
Leslie London, MB ChB, DOH, 
BSc (hons)* 
and 
Terence L. Dowdall, MA 
(Clin Psych)# 

What has been the role of the medical 
profession in the face of the' human 
rights abuses involving political pri
soners under South Africa's security 
laws? 

While there is some evidence for the 
active collaboration of medical person
nel in security police torture in the ban
tustans1, it has generally been through 
acts of omission that doctors have been 
implicated in torture in South Africa2

• 

The medical care, and, by implica
tion, the psychological needs of politi
cal prisoners have been the respon
sibilities of South Africa's district sur
geons' . District surgeons are appointed 
by the State and charged with certain 
statutory duties, such as the perfor
mance of postmortem examinations, 
disability grant assessments and 
medico-legal documentation•. As part 
of their statutory duties, they provide 
services to South African prisons. 

The majority of district surgeons 
have little specific training for their 
positions, and in rural areas are often 
private practitioners who perform dis
trict surgeon duties on a sessional basis. 
Full-time prison doctors are thus not 
available in South Africa3, and most 
district surgeons are poorly equipped to 
deal with psychological sequelae of 
physical or mental torture. 

District surgeons are often the only 
access prisoners will have to anyone 
other than their interrogator under the 
arduous conditions of section 29. 
Despite the great potential for preven
tive and promotive interventions'·•, dis
trict surgeons have generally shown lit-

fie enthusiasm for this role. This reluc
tance, coupled with the fact that district 
surgeons are almost always white and 
usually Afrikaans-speaking, has meant 
that they are often seen by detainees and 
political prisoners as part of the "sys
tem" and viewed as closely associated 
with the security police. 

Rep01ts obtained from prisoners 
released recently from longterm deten
tion and imprisonment tell routinely of 
assaults at the hands of security forces 
at the time of their initial arrest and 
interrogation5

• It is disturbing to note 
the consistency of their perceptions of 
district surgeons "working with the 
security police" who were therefore not 
to be trusted, and who could not be 
asked to intervene on the prisoner's be
half to prevent further assaults or tor
ture5. One released prisoner recounted 
how, when he had informed the district 
surgeon of his torture, information he 
had revealed to the doctor was sub
sequently used against him by his inter
rogators. 

While district surgeons in South 
Africa are accountable to the structures 
of the Department of Health, they are 
also required to submit a report on the 
detainee' s health to the Director of 
Security Legislation and to the Police 
CommissioneiP. This places them in an 
invidious position in terms of their ethi
cal responsibilities to their prisoner
patients 7'

8
• 

However, it is clear that ethical 
responsibilities should not be allowed 
to be subordinated to legal require
ments when such actions will lead to 
human rights abuses8

·
10

• Unfortunately, 
as the case of Steve Biko illustrated, 
what happens in practice behind the 
closed doors of the interrogation 
centres is that district surgeons all too 
frequently allow themselves to be con
trolled by the security forces2

•
11

• 

In reviewing examples of deaths in 
detention, Veriawa has identified nine 
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areas of omission in the medical care of 
detainees that imply complicity with 
torture (Table I)' . Some examples of 
these are contained in Appendix IV. 

Legalistic approach 
Neither the exposure of the unethical 
behaviour of the district surgeons in
volved in the care of Steve Biko, nor the 
many calls for support and guidance 
from the profession7

•
8 seem to have 

resulted in a fundamental change in ap
proach by South Africa's district sur
geons. Rather, where they have 
responded, they have tended to become 
legalistic in their approach, asking 
questions of detainees under their care 
in order to protect themselves from pos
sible legal and ethical consequences 
without acting on evidence of physical 
or psychological trauma. Nor has this 
response had any impact on the safety 
of South Africa's detainee and prisoner 
population, of which three detainees 
and six people held in custody have 
already died in 1991 12

• 

The organised medical 
profession 
The South African Medical and Dental 
Council (SAMDC) is the statutory 
body responsible for the maintenance 
of ethical and academic standards in the 
medical and allied professions and is 
comprised mainly of State appointees. 
The council' s ham-handed failure in 
1977 to take action against the doctors 
involved in the care of Steve Biko , 
despite widespread public outrage and 
prima facie evidence of misconduct by 
the doctors concerned, earned it un
precedented condemnation both from 
within the medical profession and from 
the public. 

A closer examination of the nature of 
voting on the Council' s decision 
showed that the vast majority of ,ap
pointed members of the Council op
posed any further action on the Biko 
issue, supporting claims that the 
SAMDC was assisting the cover up of 
Steve Biko' s torture at the hands of the 
security police11

• The continuing failure 
of the Council to take action against 
doctors associated with human rights 
abuses involving political prisoners"" 
has made it futile to direct complaints 
to the SAMDC about the actions of 
doctors involved in the care of political 
prisoners. 

At the same time, the Medical As-
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Table I. Medical complicity in torture in South Africa 

Failure to elicit adequate history of injuries. 
Failure to detect important physical signs of clinical abuse. 
Conducting examinations under sub-optimal conditions. 
Accounting for signs of physical abuse in a manner as not to 
implicate the police. 
Lack of clinical independence in deciding on the care of detainees. 
Subordinating the interests of the patients to those of "security". 
Absent of inaccurate clinical records. 
Apparent disregard for the welfare and dignity of the patient. 
Issuing of false medical or autopsy reports. 

sociation of South Africa (MASA), the 
voluntary professional body for doctors 
in South Africa, sought to distance it
self from the need to take action on the 
Biko doctors 14

•
1
'. As a result of disil

lusionment with both SAMDC and 
MASA, many progressive-minded 
medical personnel began to direct their 
energies into other health organisarons 
with a vision of a non-racial democratic 
South Africa where human rights 
would be guaranteed16

• 

Progressive health 
professionals 
These included NAMDA (the National 
Medical and Dental Association) and, 
later, OASSSA (the Organisation for 
Appropriate Social Services in South 
Africa) and SAHWCO (the South 
African Health Workers Congress). 
Progressive health professionals have 
worked consistently to expose the 
abuses being perpetrated under South 
Africa's security laws, as well as direct
ly providing medical and counselling 
services to released detainees, political 
prisoners and their families 14

·
11

·
18

• 

In contrast, the bulk of the South 
African medical profession has re
mained aloof from the question of tor
ture of political detainees. Throughout 
1985 and 1986, during the height of the 
State of Emergency, the columns of the 
South African Medical Journal, the 
mouthpiece of MASA, remained 
astonishingly silent on the widespread 
terror inflicted on thousands of ordi
nary South Africans. 

In 1985, however, Dr Wendy Orr 
brought a court interdict to restrain the 
police from assaulting prisoners in the 
Port Elizabeth jails; she was trans
ferred from her position soon after by 
her seniors. MASA, while acknowl
edging their concern for the allegations 
of torture of political detainees , 

declined to assist Dr Orr in what was 
'dearly an action of victimisation by the 
State, because she was not a member of 
MASA1 9

• 

During the period of mass detentions, 
MASA negotiated an agreement with 
the government to establish panels of 
MASA doctors who would be available 
to prisoners who wished to see a prac
titioner other than the district surgeon'°. 
The purpose of these panels was to 
prevent a repeat of the circumstances 
surrounding Steve Biko' s death. In an
nouncing this agreement in 1985, 
MASA made it clear that it saw this 
move as demonstrating the value of 
"negotiation in a responsible and dig
nified and determined manner instead 
of resorting to confrontation and media 
publicity"2 1

• 

MASA's commitment to Human 
Rights at that time was clearly one to be 
negotiated behind closed doors. The 
sad reality was that political prisoners 
were never informed of their rights to 
consult the panels , or, if they were, 
chose not to use them because of 
MASA's lack of credibility, since, by 
1987, MASA itself acknowledged the 
dismal failure of its panel system1

·
22

• 

Since the autumn of 1991, there has 
been a significant change in the rhetoric 
and, to some extent, the practice of the 
MASA, with bold shifts in policy 
toward clear exposition of human rights 
issues23 and concerns for the safety of 
hunger strikerS24

• In many ways this 
reflects a broad political phenomenon 
that is taking place in South Africa 
today as the prospect of a new govern
ment looms. For progressives in the 
health sector, this poses significant 
dilemmas in terms of how to respond. 

Whilst the leadership of MASA ap
pears genuinely committed to pursuing 
a course that is reasonably different 
from its previous history, it is abundant
ly clear that the bulk of the membership 
is essentially conservative" or indif
ferent to human rights issues' and 
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happy to tread the middle ground in the 
present delicate transition period in 
South Africa. 

This article is the last one in a series of three 
articles from South Africa. The first one was 
printed in TORTURE 2193, pp. 39-41. The second 
one was printed in TORTURE 3193 pp. 80- 82. 
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Torture in Israel and the 
Occupied Territories 

By 
Jonathan E Fine 

Evidence of Israeli physician com
plicity in the torture of Palestinian 
detainees was described at the two-day 
international conference N.eld last 
month in Tel Aviv and sponsored by th'e 
Association of Israeli and Palestinian 
Physicians for Human Rights 
[AIPPHR] and the Public Committee 
Against Torture in Israel. According to 
Dr Ruchama Marton, founder of 
AIPPHR, a "Form of Medical Fitness", 
obtained by an Israeli attorney, Tamar 
Peleg, and first revealed in the 
newspaper Davar (May 16, 1993), re
quires that the physician examining 
detainees before interrogation indicate 
whether there are any limitations to use 
of an isolation cell , binding the 
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prisoner, covering his head and eyes, 
and subjecting him to prolonged stand
ing. The form also requires that the 
physician note evidence of physical in
juries "before entering interrogation". 
Amnesty International and B'Tselem, 
an Israeli human rights organisation, 
deem that the procedures for which 
detainees have to be certified fit, and 
other associated practices constitute 
torture because of their severity and 
duration. 

Studies by international human 
rights organisations have revealed that 
detainees under interrogation may have 
their heads covered with foulsmelling 
hoods, be deprived of sleep, be 
threatened with physical injury (includ
ing rape and death) or with torture of 
members of their families, and, in many 
cases, be severely beaten. In some 

cases, documented by international 
forensic specialists, these practices 
have resulted in death or have probably 
contributed to suicide of detainees. 
Routinely, detainees are forced to sign 
confessions which are used in military 
courts to incriminate them. Human 
rights specialists in Israel estimate that 
since 1988 Israeli intelligence and 
military personnel have subjected at 
least 5000 Palestinians a year to these 
practices. 

Several case-histories were de
scribed. One was that of Dr Mamdouh 
Al-Aker, a Palestinian urologist, who 
appealed to the Medical Association of 
Israel to investigate and discipline 
physicians guilty of complicity in the 
torture of detainees and to condemn 
these practices. He had been detained in 
1991 by the General Security Services 
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(Shabak) for 40 days , during most of 
which he had been held incom
municado in a tiny cell and subjected to 
many of the physical discomforts listed 
above. His appeal to the medical 
profession was echoed by others at the 
conference. 

The conference also reviewed the 
1990 Landau Commission guidelines 
under which "moderate physical pres
sure" is allowed in the interrogation of 
detainees. These guidelines are accom
panied by a secret appendix that details 
the psychological and physical mea
sures permitted. Various speakers 
called on the government to publish this 
appendix. 

According to press reports, on June 
21 (a week after the conference) Dr 
Miriam Zan gen, president of the Israeli 
Medical Association, info1med the 
Prime Minister,Yitzhak Rabin , that the 
association has told its members not to 
fill in the fitness form because the act 
would represent complicity with tor
ture. Israeli military sources have 
denied that the form in question is cur
rently in use. 

This article was first published in The Lancet, Val 

342, Number 8864, Saturday 17 July 1993. 
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Photocopy of the "Form of Medical Fitness". Some of the quesrions read: 

a. Are there any limitations to the prisoner's stay in an isolated eel. 
b. Are there any limitations to the prisoner's chaining. 
c. Are there any limitations to weanng head/eyes cover. 
d. Are there any limitations to prolonged standing. 
e. Does the prisoner have physical injuries (before entering interrogation) 

Yes/No 
Yes/No 
Yes/No 
Yes/No 
Yes/No 

Reacting to torture in Israel 
Talk given at the conference "The International Struggle against 

Torture and the Case of Israel", Tel Aviv, 13 June 1993 

By 
Stanley Cohen* 

Two assumptions 
Torture and ill-treatment of Palestinian 
detainees under interrogation by 
various Israeli authorities has been 
routine, systematic, and institutional
ized for at least the last fi ve years. In 
each of these years, 6,000 detainees at 
the very least have experienced some 
form of treatment which I would call 
" low intensity torture" and which is 
forbidden by international human 
rights law. This is my first assumption. 

The second is that this fact is known 
by the vast bulk of the politically in
fluential sections of the Israeli popula
tion. They do not know all the details; 
they do not know all the laws; they do 
not know all the jurisprudential argu
ments. But they do know the general 
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picture. There are, as we shall see, some 
ambiguities about using the concept 
"know" in this context - but for this 
informed, newspaper-reading public, it 
will simply not be possible in years to 
come, when historians research our 
times, to use those ten-ible words: "We 
didn't know", "No one told us", "It 
couldn't have happened without us 
knowing", (or "It could have happened 
without us knowing") . 

What happens to this knowledge? I 
shall concentrate on the reactions of the 
two sections of the Israeli population 
which are actively called on to react: 
first, those in power, official govern
ment circles, decision-makers, spokes
men, and supporters (and here there are 
no real differences between the two 
major parties, Likud and Labour), and, 
second, the group that I will call 
"Meretz liberals" - those who see them-

selves as the Israeli representatives of 
enlightened, democratic, "Western", 
and liberal values. 

The rest of the population is non
reacti ve. They are not called upon to 
take a position, nobody ever asks them 
what they think, and we must assume 
that their silence means passive ac
quiescence. They are exercising their 
basic human right: what Daniel 
Ellsberg calls "the right not to know." 

The authorities 
The official government response. 
Here, there is no real difference from 
what appeared in the text of the original 
Landau Commission Report in 1987. 
There is very little difference from what 
appears all over the world when 
governments (especially more or less 
accountable governments) have to 
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respond to allegations of torture or 
other gross human rights violations. 
Whether it is today - the Turkish 
government against the Kurds, the In
dian government against the Kashmiris 
- or a decade ago - the Argentinian 
government against their internal op
ponents - or the French in Algeria forty 
years ago, the response is much the 
same. It is almost as if there is a deep 
structure, a common vocabulary which 
governments could be borrowing from 
each other. There are three fixed com
ponents to the response. 

- The first component is that "Nothing 
is happening." That is, a complete 
and literal denial of the facts. All 
allegations and evidence are dis
missed as lies, fabrications, fan
tasies, deliberate disinformation. So 
journalists who have been interview
ing government officials in the last 
few days about the subject of this 
conference have been routinely told: 
"It's all lies. You have been 
deceived. Only gullible foreign jour
nalists believe these stories from 
over-imaginative Arabs or from the 
Israeli left. There is no torture in 
Israel: how could there be if we have 
ratified the Convention Against Tor
ture? It's not happening; nothing is 
happening." 

- The second component is: "What is 
happening is really something else." 
That is, the facts are admitted (some
thing is indeed happening), but their 
meaning is denied, re-interpreted, or 
re-allocated. What is happening is 
not torture - not at all - but really 
something else: what the Landau 
Commission called "moderate phy
sical pressure" or what the French in 
Algeria termed "special proce
dures." There are many other ex
amples of such administrative eu
phemism or legal jargon. 

- The third component is: "What is 
happening is completely justified." 
That is, these procedures are ab
solutely necessary - to fight the :var 
against terrorism (or communism or 
crime or fundamentalism or what
ever); to preserve national security; 
in intelligence gathering, extracting 
confessions, cracking Hamas cells ... 
and so on. The defence of necessity 
as a moral and legal justification for 
torture is , of course, as old as the 
phenomenon itself. No government 
in history has ever justified torture by 
saying that they "like" doing it; tor
ture always has to be justified in in
strumental, utilitarian terms ("neces
sity"). 
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How was it possible that the same 
government official, the same judicial 
commission, the same editorial could, 
at the same time, say things that ap
peared to be so patently contradictory? 
But this puzzle only exists if these ele
ments are seen as separate and logically 
contradictory. In fact , they are political
ly dependent on each other. There is a 
fixed official discourse of torture (and 
other gross human rights violations); 
these three elements always comple
ment each other. 

This, of course, is what torture vic
tims themselves know very well. They 
have to struggle on two levels: first, 
against the official response which says 
that what they claim to have happened 
to them never in fact happened, and 
second, against the official claim that 
they had done such terrible things that 
they only got what they deserved. This 
struggle starts from the moment the in
terrogator says those terrible words: 
"Scream as much as you like, n0 one 
will believe you when you come put." 
And afterwards you are indeed not fully 
believed - and you are also seen as 
guilty ("They must have done some
thing"). In the classic response to al
legations about an atrocity during the 
Vietnam war: "They are all lying and 
anyway the bastards got what they de
served." 

In addition to this fixed three-stage 
sequence, there are a number of other 
common official deflections which are 
shared by a wider circle, even the liberal 
community. These include: 
- "It's worse elsewhere (e.g. Syria, 

Iraq ... )" 
- "Why does the world just pay atten

tion to us?" 
- "They use a double standard against 

us." 
- "Look at the violence they inflict on 

each other." 
- "We always strictly follow the law." 

"Yes, there used to be abuses in the 
past, but the situation is now com
pletely changed." 

- "The abuses are extreme and deviant 
cases - and the offenders are strictly 
dealt with." 

Appropriate variations on these deflec
tion techniques are virtually universal 
and not specific to Israel. 

The liberals 
The second source of response - the 
"Meretz liberals". There are, of course, 
some honourable exceptions and many 
in this group have been firm, consistent, 
and vocal on human rights issues. But 
on the whole, some qualifying prefix is 

needed to understand the peculiarly 
compromised nature of Israeli libe
ralism. Liberals here are not quite what 
they are elsewhere. 

Torture, in most places in the 
democratic world, is a quintessentially 
mainstream liberal issue. There is noth
ing "radical" or "extremist" in the inter
national struggle against torture as
sociated with organizations such as 
Amnesty International. But in Israel, 
the identifiably liberal sectors of the 
community play no active part in the 
campaign against torture. The Israeli 
Bar Association, for example, has been 
totally silent. The only serious opposi-

.. don comes from more "radical" and 
marginal groups. The liberal discourse 
here is much more similar to the official 
government position than it should be. 

There are, of course, some important 
differences. First, these liberals cannot 
and do not say that "nothing is happen
ing". They admit the facts readily 
enough; they write about them in their 
newspapers, plays, and poems; they 
make films and TV documentaries 
about them. A large culture is in fact 
devoted to talking about human rights 
violations. Second, these groups are 
genuinely, if only privately, uncomfort
able with their knowledge. Unlike the 
fake "regrets" of government apol
ogists, there is a real sense of moral and 
psychological unease. 

But what do people do when they 
know something but feel that they real
ly do not want to have this knowledge 
or do not know what to do about it? Or 
cannot face its full implications? They 
do what we all do: we decide - some
times more, sometimes less conscious
ly - that there are certain subjects that 
it would be better not to know too much 
about. How often do we all say "I don't 
really want to know about that"? 

This process is nicely conveyed in a 
recent reinterpretation of the Oedipus 
legend by the British psychiatrist John 
Steiner. The conventional version of 
the story is that this is a quest for truth. 
At first, Oedipus does not know the 
facts - that he has killed his father, that 
he has had sexual relations with his 
mother - but then gradually throughout 
the drama, the awful truth is revealed. 
This is taken as a parable for 
psychotherapy itself: the patient, 
together with his or her analyst, comes 
to self knowledge through the painful 
process of uncovering the truth. 

But, suggests Steiner, quite another 
interpretation of the legend is possible. 
Sophocles leaves us enough clues to 
show that Oedipus, as well as the other 
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main characters in the story - the cour
tiers (or "government officials", as we 
would call them today) - must have 
known the truth all along. They would 
have been real schmucks not to have 
known or at least guessed something of 
what had happened. But everyone had 
his or her own interest not to know, to 
evade the truth. The Oedipus legend 
then is not about the revelation of truth, 
but the suppression of truth. The story 
is a cover-up story - like Watergate, 
like Iran-Contra. Therefore the ques
tion: how much did Nixon or Reagan or 
Bush really "know"? The ambiguous 
way we avoid knowing too much about 
what we know is conveyed nicely in the 
everyday phrase which is the title of 
Steiner' s paper: "Turning a Blind Eye". 

And when called upon to react, when 
someone insistently focuses the eye, 
these liberals can draw on some univer
sal techniques of deflection. "It's worse 
elsewhere", and, in the case of torture, 
this is true; the Israeli methods are in
deed "moderate". "Everyone is picking 
on us", which is also sometimes true. 
Then there are some special techniques , 
notably the liberal version of the line 
taken by official government "doves": 
"Regrettably, these things will happen 
as long as there is no political solution. 
Therefore we have to support the 
security services (and policies such as 
the mass deportation and the closure of 
the Occupied Territories) as an unfor
tunate price to pay for some future 
peace. In fact, the tougher we are now, 
the easier it will be to make concessions 
in Washington" . 

There is yet another special twist in 
the rhetoric of Israeli liberals. After 
giving all their reasons for their lack of 
active engagement, they will then as
sure you: "We are so pleased that there 
are organizations like B'tselem, doing 
such a wonderful job. This shows how 
healthy Israeli democracy is". 

Variations of these reactions are, of 
course, found elsewhere in the world. 
But again I want to stress the particular
ly Israeli context. Most important here 
is the absence of any real fear of speak
ing out. Israeli democracy, compared 
certainly with most regimes under 
which human rights violations take 
place, offers its citizens, Jewish citizens 
especially, enormous protection. The 
contours of civil liberties are more or 
less intact: freedom of speech and as
sembly, academic freedom, no gross 
censorship. The major inhibition that 
exists to speaking out in other societies 
- the fear that you will be next in line, 
that you will be punished yourself, 
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therefore it is prudent to keep silent -
simply does not exist here. What has to 
be confronted here is the self imposed 
silence, the internal inhibitions that 
prevent people from openly speaking 
about what they know. George Orwell 
expressed this nicely many years ago: 
"Circus dogs jump when the trainer 
cracks his whip, but the really well 
trained dog is one that turns his somer
sault when there is no whip". 

To know and what's more 
to act 
What can be done about those barriers 
which prevent private knowledge from 
being translated into public talk and 
action? 

Obviously we have to keep on writ
ing reports and articles, doing research, 
documenting stories, collecting evi
dence, and organizing conferences such 
as this. But it is doubtful wheth~r the 
mere accumulation of more informa
tion will make much differe.nce ai this 
stage. Neither will new laws in themsel
ves be enough without a supportive cul
ture to enforce them. 

What we should do is try to create a 
climate - a language, an opportunity, a 
set of procedures - to encomage people 
to speak out about what they know. I 
mean the wide circles who are being 
absorbed and co-opted into the network 
of secrecy: the soldiers who escort 
detainees to interrogation wings; the 
doctors who fill out the forms certifying 
suspects as being "fit" to be hooded and 
tied up; the lawyers and the military 
court judges who routinely accept con
fessions which they know were ob
tained by force. These people collude 
with what is happening not because 
there is a threat to their Ii ves or personal 
security if they refuse to cooperate, but 
first and foremost because non-com
pliance is simply beyond their imagina
tion. 

Our task is to facilitate non-com
pliance, to make it easier, even reward
ing, for people to speak out and to blow 
the whistle. One way to do this is to 
make the price of silence heavier than 
the price of non-compliance and public 
reporting. The price for silence should 
be pressure from the international com
munity, especially the medical , legal, 
and academic communities. 

There is little point any more in 
repeating the moral and legal argu
ments about why torture is evil. Guilt, 
some inner sense of moral respon
sibility, is a rather poor form of social 
control compared with shame, i.e. the 

knowledge or anticipation of condem
nation from other people who matter. 
From the trained professional inter
rogators (the paid "dirty workers") to 
the simplest frightened 19-year-old 
recruit patrolling the alleys of Gaza, the 
actors in this story do what they do 
because they know that they will not 
feel ashamed in front of their relevant 
audiences. They will not feel ashamed 
in front of their immediate superiors, in 
front of the legal authorities if they 
come to t1ial, of their friends and 
families, even of their putative liberal 
critics. All these observers allow them 
their rationalizations, allow them to use 
their techniques of denial, justification, 
or evasion. 

And these observers in tum - the 
audience of officials, authorities, critics 
- will continue to use their rationaliza
tions and denials as long as the powers 
on which they are dependent do not 
make them feel ashamed. 

There are very few generalizations 
that hold up in criminology. One is that 
criminals are symbiotically bound to 
their audiences , those who have ob
served them and will judge them. This 
applies no less to crimes of the state (as 
we call "human lights violations") than 
it does to the conventional crimes of 
every day. This is why "reacting to 
torture" is part of the explanation of 
why torture happens in the first place. 

Suggested reading 
Report of the Commission of Enquiry into the 

methods of investigation of the general 
security services regarding hostile terrorist ac
ti vity (the "Landau Report") - Jerusalem, 
State of Israel , 1987. 

Israel Law Review Vol 23 nr 2 (1989) - Special 
issue on the Landau Report. 

Moderate physica l pressure. Transcript of sym
posium organi zed by the Public Commission 
Against Torture in Israel - Jerusalem, 1990. 

The interrogation of Palestinians during the In
tifada: ill-treatment, moderate physical pres
sure or torture? Report by B' tselem (Israeli 
Information Centre for Human Rights in the 
Occupied Territories), March 1991. 

The interrogation of Palestinians during the In
tifada: follow up report. B' tselem, March 
1992. 

Cohen S. Talking about torture in Israel. Tikkun 
1991 ; 6, November. 
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Poems and Notes by Donald Madisha, 
South African Detainee 

By 
Dr Michael Simpson* 

These are some of the prison writings 
of Donald Madisha, who died under 
very suspicious circumstances in prison 
in Potgieters Rust, South Africa, on lst 
of June 1990. He was one of the last 
political prisoners arrested, in January 
1990, before the SA reforms began. He 
was held, improperly, in solitary con
finement for 4112 months before he was 
found hanging. At the inquest there was 
clear evidence of medical mistreat
ment, and peculiarities in his care. On 
the last night of his life, around mid
night, he began screaming that "they 
are going to kill me" and that "they" 
were going to kill his parents and wife. 
Dr van den Berg, called to see him, 
claims to have given him a complete 
physical examination, but while the 
man was standing up in a dimly lit 
room, and fully dressed and without 
any of three policemen who were stand
ing in the cell noticing him doing so. 
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Then he says he gave him a large in
travenous injection of Valium (Dia
zepam). The man was dead 12 hours 
later - and no trace of Valium was 
found in his blood. Heavy reliance was 
placed on this same doctor's "expert" 
evidence that when he examined the 
man, he has been dead for exactly 20 
minutes (otherwise other evidence 
could place policemen in his cell at the 
time of death); although there is no 
method known to science to assess such 
a period so exactly; and the method he 
admitted to using: guessing the 
temperature by placing his hand on the 
man's forehead, is totally unreliable 
and invalid. Although the Professor-,of 
Forensic Medicine at Pretoria Unive_r
sity was acting as an Assessor. (a type 
of co-judge) he never queried such 
astonishing evidence. Despite much 
evidence of mistreatment, the court in
quest decided that there was no 
evidence that anything wrong has been 
done, or that anyone's actions or 
negligence had contributed in any way 

to the death. The senior lawyer who 
defended the police and the doctor has 
since been promoted to a Judge of the 
Supreme Court. These notes and poems 
were found on Madisha' s body, except 
for one of the letters, on the inside of a 
toilet paper-roll, which had been smug
gled out to his family. In it, in English, 
hE;. says that he is being very well 
treated, but gives Biblical quotations, 
which say "Blessed are they who are 
persecuted" and "The ways of the evil 
man are cruel" suggesting a very dif
ferent message. Donald Madisha was a 
lay preacher at his church, and a 
teacher, and a member of the liberation 
struggle, and died in his 20's. 

© Copyright D Madisha & MA Simpson 1990 
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The Bullies in Blue 
Torture of Guatemalan street children by the National Police 

By 
Bruce Harris* 

Hungry, cold, and feeling very alone, 
15-year-old Julio Cesar was scuffling 
along the downtown streets of 
Guatemala City. It was about 10 
o'clock on a quiet Sunday morning last 
March, on the 14th. Julio was jolted out 
of his daydreaming when he was 
stopped by two armed men in plain 
clothes whom he recognized as 
policemen. They asked him for his 
papers. He had none because he was 
abandoned 3 years ago and tries to sur
vive on the street. The two policemen 
got angry and said they were going to 
take him to the police station (even 
though the Juvenile Code prohibits 
taking minors to a police station). 

On the way to the station, the cops 
doubled Julio' s thin left arm behind his 
back and slowly burned him 29 times 
with several cigarettes. They left Julio, 
screaming, lying in the street, and said 
that if they saw him again they would 
kill him. Then they simply went on with 
their "police work". 

There are an estimated 5000 street 
children in Guatemala, trying to survive 
on the hostile streets where those who 
are supposed to protect them have 
turned out to be their worst enemies. 
Most of the street children are between 
the ages of 7 and 14 - pre-pubescent 
children who have no concept of family 
or being loved. They are the products 
and victims of a cruel society that does 

Close-up of Julio Cesar Reyes' left arm. 
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not see them as children. The police 
would not do to their dogs what they do 
to the street children. 

Since March 1990, Casa Alianza 
(known in English as Covenant House) 
- a private non-governmental organiza
tion - has been documenting the 
violence against the street children of 
Guatemala City. Unfortunately, it turns 
out that the great majority of the 
violence against the more than 5000 
abandoned children in Guatemala City 
is perpetrated by the National Police 
and the Army. 

Action speaks louder 
than words 
It has always been the position of Casa 
Alianza that it is insufficient just to 
denounce what is happening. The real 
work is to collect evidence and present 
it in a court of law and put the per
petrators behind bars -whether they are 
uniformed or not. This, of course, has 
placed Casa Alianza in a lot of trouble. 
It is very dangerous to protect children 
in Guatemala City. Guatemala is not 
known for its sterling record on human 
rights, and the State's security ap
paratus is a law unto itself. 

Since 1990, the Legal Aid Office of 
Casa Alianza has initiated 93 lawsuits, 
in which 123 policemen and 48 mem
bers of the Military are being sued for 
abuse of authority, torture, and murder 
of children. The price has been high: 
one Casa Alianza staff member is dead; 

Julio Cesar Reyes. 

three are living in exile in Canada; the 
brother of one of the agency's workers 
was kidnapped; the Casa Alianza Crisis 
Centre was sprayed with machine gun 
fire and death threats are almost a 
regular event. "But, damn it, we are 
winning!" 

In August 1992, for just the second 
time in the history of Guatemala, Casa 
Alianza won a court case in which four 
uniformed policemen were jailed for 12 
years for kicking 13-year-oldNahaman 
Carmona Lopez to death in March 
1990. Another policeman was jailed for 
10 years for shooting and killing a 15-
year-old street boy. A soldier was con
victed of abuse of authority for severely 
beating a 13-year-old boy. We cannot 
yet speak of "justice" because the 
carnage continues. But Casa Alianza 
has made it known to the authorities 
that if they ever lay a hand on one of 
"their" kids, Casa Alianza will track 
them down. 

Ears cut off, eyes burned out 
But there has been a lot of torture of 
children; they are generally suffering 
badly. Casa Alianza is at a loss as to 
what else they can do and have turned 
to RCT for help. 
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Street children have had their ears cut 
off, their eyes burned out, their tongues 
severed. Two policemen jumped up and 
down on a boy's leg until they broke it, 
and then left him lying and screaming 
in pain in the street. The children sniff 
glue to take away their hunger; the 
police regularly pour it over their heads 
and into their eyes or over their testicles 
to "teach them a lesson" . Children have 
also been forced to swallow the plastic 
bag containing the glue. One policeman 
poured the highly volatile glue into one 
boy 's hand and set fire to it. 

And then there are thesurvivingchild 
victims. What do you tell the boy who 
has been burned with cigarettes by the 
police? The pre-puberty children who 
have continual nightmares because 
they witnessed their best friend being 
kicked to death and they were unable to 
do anything about it? The 14-year-old 
girl who keeps repeating what her kid
napped teenage boyfriend said to her 
the last time she saw him alive- "Run, 
Maiia Eugenia, run. Only you and God 
can save us now''. Neither she nor God 
were able to save him. Maria Eugenia 
had to identify the to1tured and muti
lated body of her friend and three other 
children ten days later. 

Policemen arrested - and 
quickly released 
Guatemala was the sixth country in the 
world to ratify the UN Convention on 
the Rights of the Child; it is signatory 
to a series of UN Conventions banning 
torture. But the statesponsored torture 
of children continues in Guatemala. 
When Casa AJianza makes a public 
complaint the authorities say they will 

investigate just to appease international 
condemnation. But there are never any 
results. 

In the gruesome kidnapping and tor
ture of four minors, ballistics evidence 
shows that the bullet that was fired into 
the head of at least one of the street 
children (after they had been tortured 
for a 10-day period) was fired by the 
gun of one of the two police officers 
Casa Alianza had accused. The 
policemen were arrested and within 15 
days were set free because the Director 
of the National Police did not want to 
inform the judge that the murder 
weapon had been assigned to the 
policeman. Basically a cover-up. 

Fransisco still mourns the death of 
Nahaman some three years later. His 
"best buddy" was by Fransisco's side 
when the police came running after 
them. Fransisco escaped and later 
declared that he could hear Nahaman's 
screams "two blocks away''. 

The evidence that Casa Alianza 
provides is undeniable . The State of 
Guatemala tortures abandoned chil
dren. And what is the world going to do 
about it? 

Bruce Harris 
Executi ve Director 
Casa Alianza, 
C/o Covenant House Latin America 
346 West 17th Street 

ew York NY 100 11 USA 
All mail is forwarded by courier, 
which is quicker and safer. 

Photos: 
Courtesy of Casa Alianza/Covenant House. 

Nahaman Carmona Lopez in intensive care ward, March 1990. 
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Sexual torture of male victims 
Dutch refugee health centre first to examine this subject in detail 

By 
Harry van Tienhoven * 

With the arrival of large groups of 
refugees in Europe, care providers, 
lawyers , volunteers, and organizations 
such as Amnesty International have 
been confronted with sexual violence 
as an aspect of torture. 

Until now attention has been devoted 
mainly to sexual violence against 
women. That men could also be ex
posed to sexual violence has been con
sidered only to a very limited extent, 
both in the literature and in the practice 
of providing care. Care providers from 
Chile and El Salvador have already 
described the presence of sexual torture 
against men in those countries. 

However, because these publications 
are in Spanish, they are not accessible 
to a wider readership. 

Recent publications from Scan
dinavia and the Netherlands have 
devoted attention to sexual violence 
against refugees who have come into 
contact with care-providing institu
tions. 

I think it is important to consider this 
topic from the perspective of the prac
tical experiences of the Refugee Health 
Care Centre [RHCC] in Utrecht, 
Netherlands, at which I work. The 
Centre provides primary medical care 
to refugees who have just arrived in the 
Netherlands. Moreover, it also offers 
assistance for medical and psycho-so
cial problems at a later stage. 

In an investigation, the staff 
(physicians, nurses, social workers) 
were asked to fill in a questionnaire that 
was intended to show whether they 
were familiar with the l'roblem of 
sexual violence against men, and· to 
give some impression of its extent 
among refugees who are clients at the 
RHCC. 

The questions included: how many 
clients did you see in 1990 and 1991 
who had been the victim of sexual 
violence? Which countries did they 
come from? Were there any factors 
which hindered the discussion of this 
topic? Based on the answers, interviews 
were held with a number of staff mem
bers. The results have been included in 
this presentation. 
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In what follows, I will discuss the 
following: 

- the definition of sexual violence 
- the problem of sexual violence 
- some conclusions and recommenda-

tions. 

The definition of 
sexual violence 
With regard to the incidence of sexual 
violence against men, various figures 
are mentioned in the literature, varying 
from 0-7 6% of the research populations 
in question. ' 

Sexual violence is seen as _a special 
form of torture because it v!olates the 
victim's sexual integrity. But sexual 
violence is taboo, and this can inhibit 
both the care provider and the client 
from talking about it freely. 

In defining sexual violence it is pos
sible to proceed from the effect it has on 
the victim or from a description of the 
methods used. Lira and Weinstein 
chose the former definition, and 
described sexual torture as the use of 
sexual acts in whatever form with an 
aggressive intent and resulting in physi
cal or mental injury. The aim is to 
humiliate the victim and make him un
certain about his sexual ability, thereby 
damaging his personality. 

The second definition derives from 
Lunde and Ortman, who describe 
sexual violence as: 

- Physical violence: hitting, kicking or 
applying electric shocks to the sexual 
organs. 
Physical sexual violence: this invol
ves direct physical contact between 
torturer and victim or among 
detainees, such as pawing, anal rape, 
forced masturbation. 

- Psychological sexual violence: inter
rogation while naked, sexual 
humiliation and threats. 

In the first definition, justice is done to 
the nature, the intention, and the direct 
and indirect consequences of sexual 
violence. 

In the second definition, the various 
methods are clearly described. 

One continually encounters three dif
ferent aspects in the descriptions, 
namely the intention of the torturer, the 
experience of the victim, and the inter
pretation of the care provider/therapist. 

Cultural context may also play a role 
in the experience of the victim: which 
feelings of shame and disgrace play a 
role. Also, the torturer will know which 
methods of torture cause the most 
damage in his culture. 

All these factors will have to be taken 
into account. 

Reactions to the 
questionnaire 
Responses were received from 17 out 
of a total of 30 reception centres. 

In all, they reported having seen 129 
clients who had experienced sexual 
violence. Four of the centres had more 
than 10 such clients, 2 centres had be
tween 5 and 10 clients, and 11 had less 
than 5 clients during the period 
recorded (1990 and 6 months of 1991). 
With regard to origin, 55% of the 
clients came from the Middle East (in
cluding Turkey and Iran), 36% from 
Africa, 5% from South America, and 
4% from Asia. 

The questionnaires and the inter
views made clear that many of the 
respondents found the definition too 
broad. The reason was that physical 
violence (such as hitting with sticks or 
gun butts) during torture is very com
mon. When such beating also includes 
the sexual organs and results in injury, 
this is not necessarily interpreted as 
sexual violence by either care providers 
or victims. 

In addition, some respondents had 
become familiar with sexual violence 
against women, and because this usual
ly implies rape, they assumed that 
sexual violence against men would take 
the same form, namely anal rape. 

In some countries certain methods of 
torture are almost general practice. For 
example, a number of RHCC staff 
claimed that the application of electric 
shocks to the penis, testicles or anus is 
a common method of torture in Turkey . 
Research by Sahika Yi.iksel supports 
this. She carried out research among 
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ex-political prisoners (16 men and 6 
women) in the psychiatric out-patients 
department in Istanbul. All the men had 
been sexually tortured. The application 
of electric current to the genitals was 
the most common form of torture. The 
subjects did not find it easy to talk about 
sexual torture. Often this did not occur 
during the first interview. Some initial
ly denied that it had taken place and 
only discussed it later during psy
chotherapy. 

The categories tend to become 
blurred: clients report the application of 
electric shocks to the sexual organs as 
an ordinary aspect of torture, and 
RHCC staff go along with this. It would 
seem that this is not recognized as 
sexual violence. In summary, I would 
like to state that knowledge about 
sexual violence against men is still in
adequate, that staff members use dif
ferent measures for sexual violence, 
and that they tend to associate it more 
with women than men. 

The problem of 
sexual violence 
Clients appeared to report sexual 
violence both in relation to somatic 
complaints or anxieties and as a result 
of care providers questioning them 
about their experiences with violence. 

Mr. A from Ethiopia consnlted a RHCC doctor 
becanse of an abscess near the anus and syphilis. 
At one point he said that he had been beaten 
unconscious whi le in prison and had later found 
blood on his underpants. Both the doctor and the 
client concluded that he must have been raped 
while unconscious. He was able to report thi s 
when questioned by officials from the Ministry of 
Justice. 

In spite of the relatively short contact 
which RHCC staff have with clients, it 
appears that they hear about sexual 
violence and related problems relative
ly frequently. 

Some clients requested attention 
primarily for their physical complaints 
and wanted to be reassured by a physi
cal examination. Others considered 
their more subjective expe1iences to be 
central. The negative consequences of 
sexual violence were particularly 
serious in the case of young refugees 
who had not yet had enough positive 
sexual experiences. The need for care 
providers of the same sex, which is 
described in some publications, does 
not always seem to be necessary in 
practice. 
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Among the refugees the following 
complaints were registered: 

Pain during mictuntwn, vague 
urethritis complaints, pain in the 
scrotum, swollen testicle, scrotal 
haemorrhage, atrophic testicle. Anal 
complaints, blood in the stools, 
abscesses. 
Erection problems, impotence, 
premature ejaculation. Unintention
al childlessness, for which the ex
perience of violence and the fear of 
infertility were blamed. 
Self-doubt, feelings of impurity, the 
belief that everyone can see what the 
victim has undergone, the fear of 
being a homosexual. 
The recurrence of the experience of 
sexual torture in nightmares. 

Generally speaking it can be said that 
clients often relate anxiety about the 
possibility of having children to injury 
to the sexual organs. Fears of no lqnger 
being considered fully a man, or of not 
being able to function as a man, were 
often mentioned. 

Mr. D. , a Kurd from Iraq, had been hit by a 
phosphorous bomb in the Iran-lraq war. Later, 
during interrogation by the secret police, he was 
kicked between the legs and since then has had 
pain in his left testicle. He was referred to a 
urologist, who was unable to find a cause. In an 
interview with the RHCC doctor, it appeared that 
he was extremely anxious about his fertility. He 
was obsessed with the quality of his sperm and 
had unpleasant memories of his vis it to the 
urologist. Examination revealed pain in the 
epididymis. His fears were discussed during a 
series of interviews; sex education was provided, 
which helped to remove some of hi s uncertainty. 
It finally became clear that his biggest problem 
was not the physical pain but the fear of infertility. 

The seriousness of the trauma was not 
always proportional to the complaints 
which were reported. There were 
clients who had been anally raped and 
who seemed to manifest hardly any 
negative consequences. Others claimed 
that the humiliation of being inter
rogated while naked was a very drastic 
event in their lives. The dominant 
norms and values in a particular culture 
probably play a role here. It also be
came clear that, for victims from 
countries such as Pakistan and Sri 
Lanka, the taboo on speaking about 
sexual torture was great. 

During detention, Mr. C from Pakistan had been 
forced to undress. When he stood naked before 
the prison guards they taunted him about his 
appearance. In the Netherlands he was inter-

viewed by an official from the Ministry of Justice. 
The official compared his appearance with a 
photo which was taken shmtly after his arrival 
and made a casual remark about it. As a result, 
Mr. C became extremely upset. The remark im
mediately evoked the derisive words of the prison 
guards. 

Also, the taboo related to homo
sexuality has to be taken into account. 
In the sharia (Islamic law), for example, 
homosexual acts are considered in
decent and are strongly prohibited . If 
such behaviour comes to light, corporal 
punishment, or even the death penalty, 
may be imposed. 

Mr. B from Somalia consulted the RHCC doctor 
because of various mental and somatic com
plaints. He felt old and could not cope very well 
with the frustrations of life as a refugee. He 
thought that doctors did not take his complaints 
seriously. After he had received care from the 
RHCC for 6 months, an Amnesty International 
doctor made a report. Later, Mr. B wrote to this 
doctor to say that he had been raped in prison and 
to ask for a second consultation without an inter
preter. He did not think he could talk to his wife 
or to other Somalis about the rape because they 
might ostracise him for this homosexnal act. It 
was only when he met the Amnesty doctor that he 
thought the moment had arrived to talk about the 
rape. 

Some conclusions and 
recommendations 
Sexual violence against male refugees 
was discussed as a separate topic for the 
first time at the RHCC. Although this 
presentation has only given a general 
impression, I was surprised by the num
ber of male refugees who appear to 
have been confronted by sexual 
violence. And the real number is 
probably even higher. This assumption 
is based on the fact that there are 
various obstacles. Contact with care 
providers in the reception centres is 
relatively short. Sometimes the 
presence of an interpreter is threaten
ing. 

Various feelings that are once again 
evoked by discussion of the violent ex
periences (fear, anger, powerlessness) 
may restrain both client and care 
provider. This has been extensively dis
cussed in the literature, for example by 
Danieli, and has become known as the 
"conspiracy of silence". 

When refugees have been confronted 
with sexual violence, it is important that 
the care provider has the expertise to 
recognize this and to name it. 

The research was carried out among 
care providers in the reception centres. 
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The definition and description of sexual 
violence which was presented to them 
caused quite a lot of discussion. For 
some care providers , the definition was 
too broad. They had seen clients who, 
given their description of the methods 
used, had been sexually tortured , but 
who had not experienced this as such. 
As a result one may be inclined to take 
the victim's experience as the most im
portant criterion. However, experience 
from psychotherapy has shown that 
victims can repress the intrusion into 
their sexual integrity which occurs 
during sexual torture. It is only when 
these experiences are worked through 
during therapy that the reason becomes 
clear and the victim may come to recog
nize that an event which was initially 
repressed did indeed have a great in
fluence on self-experience and in
tegrity. 

That is why I consider it justified to 
conclude that we should stick to the 
description and definition as presented 
earlier. Sexual problems may be an in
dication that sexual violence has oc
curred, but that this need not necessari
ly be the case. 

Sexual violence is not an isolated 
incident; it forms part of violent ex
periences more generally. 

Being arrested, experiences in 
prison, the flight into exile, the separa
tion from relatives and native country, 
and the fear and uncertainty in the new 
social environment are all stress factors 
which can lead to sexual problems. 

Here the context is of great impor
tance. That is why it is important to find 
out what the torturers actually said, 
what kinds of threats they made, and 
which fears they evoked. 

It is probably only through an ex
tended therapeutic relationship that the 
true extent and nature of sexual 
violence will become apparent. This 
does not mean that those who are in
volved in providing care to refugees 
should not keep their eyes open for 
sexual violence which both men and 
women may have undergone. The 
medical examination that the RHCC 
offers to all refugees provides the op
portunity to evaluate physical injury 
and, if necessary . to treat it. In cases in 
which fear and anxiety are dominant it 
is necessary to offer the refugee the 
opportunity to talk about his experien
ces, perhaps for the first time. 
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Brainstem evoked potentials 
Examination of released prisoners from Serbian concentration 

camps during the war in Croatia 1991-92 

By 
Andelko Vrca * 

The frequency of pathological values of 
interpeaklatencies (Pl-P3) and (P3-P5) 
BAEP differed greatly between a group 
of released prisoners from Serbian con
centration camps and the general 
population. The most frequent patho
logical values are expressed as dif
ferences in IPL (BAEP) right-left, and 
unilateral changes. The relative fre
quency of pathological IPL (BAEP) 
changes showed a positive correlation 
with the number of alleged blows to the 
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head and neck, and a negative correla
tion with the lapse of time from the last 
blow to the head and neck. Dissociation 
of the frequency of pathological chan
ges in IPL (BAEP) at the peripheral 
(Pl-P3) and medullary level (P3-P5) 
are shown by a fall in relative body 
weight, which appears to have a serious 
influence at the medullary level. 

From the very beginning of their ag
gression in 1991-92 against newly in
dependent countries in the Balkan 
areas, Serbian forces have organized 
concentration camps, which they have 
attempted to present as military 

prisons!. However, with the evidence 
of exchanged or escaped prisoners-of
war, the real nature of these monstrous 
institutions was quickly made known2. 
80% of the prisoners were civilians, 
including women, children, and "old 
people" unfit for work or army service. 
Almost everyone was subjected to 
physical and psychological maltreat
ment3. 

Every tenth prisoner 
hospitalized 
The subjects of the study were 
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prisoners released from Serbian con
centration camps, who had been cap
tured in the second half of 1991 during 
the war in Croatia. 

During May 1992, approximately 
200 released prisoners arrived in 
Zagreb. Every tenth was hospitalized 
because of impaired health. 

During a general medical examina
tion the need for a neurological ex
amination was indicated in many of 
those ex-prisoners who, during physi
cal maltreatment in the camps, had 
received a blow on the head and neck 
or in whom neurological impairment 
was found or suspected. 

Approximately 75 of these prisoners 
were examined in our neurological 
department. 

Every third prisoner, i.e. 25, with a 
history of blows was chosen at random 
for further study. Median age was 33.7 
years, ranging from 20-53. More than 
three-quarters of them were aged from 
25-35 years. The average length of stay 
in the camp was 189 days, ranging from 
138-260 days. 

The locations of the camps were 
Sremska, Mitrovica, Stajicevo, Begej
ci, Nis, and Belgrade. 

All the subjects were male , and none 
had ever had significant head injuries or 
had ever Jost consciousness. The ex
aminations were carried out on average 
5 days after release from the camps, and 
none of the subjects had received any 
medication apart from occasional seda
tives and analgesics. 

Brainstem auditory-evoked poten
tials were performed in all subjects by 
stimulating each ear by the "click" 
stimulus, rarefaction type, 2048 times, 
frequency 15/second. Responses were 
detected over the C2 elecn·ode. 
Bandpass recording with digital filter
ing was 150 to 1500 Hz4. The intensity 
of stimulation was the same in all sub
jects, 110 peSPL intensity click and 50 
peSPL intensity contralateral masked 
noise4.5 . Interpeak latencies (IPL) were 
analysed, Pl-P3 and P3-:P5 as satisfac
tory representatives of conduction 
through the peripheral and medullary 
part of the auditory pathway and for 
each of these interpeak latencies the 
difference right-left5,6,7. 

The results were compared with the 
standards for a group of men of similar 
age in our laboratory in which normal 
values include two standard deviations 
of variability. Borderline value for IPL 
(Pl-P3) amounted to 3.28 ms, and the 
difference right-left was 0.38 ms. For 
IPL (P3-P5) the value amounted to 2.43 
ms and the difference right-left was 
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0.29 ms. Results were considered 
pathological when they were outside 
the above values. 

The results are presented in tables in 
3 classifications, so that each classifica
tion included approximately one third 
of the subjects, i.e. 8 or 9. Apart from 
absolute values of frequencies of 
pathological IPL, both relative values 
are shown in percentages. Only those 
relationships of pathological IPL chan
ges are shown when the relative fre
quency in all 3 classifications retained 
a progressive or regressive course. 

Pathological changes 
At least one pathological value of the 
examined interpeak latencies was 
found in 21 of the 25 subjects (84%). 
Most IPL (BAEP) pathological chan
ges were found in differences in con
duction right-left, both at the peripheral 
and medulla.ry level, and unilateral at 
the medullary level (Table I). 

The result demonstrates the non
symmetry with a predominance of sen
sitivity of the medullary component. 

According to the evidence of re
leased prisoners-of-war certain forms 
of physical maltreatment in the Serbian 
concentration camps have been 
selected and correlated with the fre
quency of pathological changes in the 
above IPL (BAEP). Attention was 

primarily paid to blows on thehead and 
neck. 

It can be seen from Table II that with 
the increase in the number of alleged 
blows, pathological changes in the in
terpeak latencies increased, as did the 
difference right left at the medullary 
and pe1ipheral level, and unilaterally at 
the medullary level. The results are 
similar, as are the total changes shown 
in Table I, showing that blows to the 
head and neck are the most important 
aetiological factor ofIPL (BAEP) chan
ges in prisoners from the concentration 
camps. 

Table III shows the relationship be
tween the time elapsing from the last 
alleged blow on the head and neck and 
the frequency of pathological IPL 
(BAEP) changes. It can be seen that the 
only percentage of changes in the dif
ferences right-left at the medullary 
level decreased consistently with the 
increasing time lag. This relationship 
strongly confirmed the sensitivity and 
correlation between the conduction 
through the brainstem and cranio
cerebral injury8. 

Loss of consciousness 
reduced the blows 
If the frequency of loss of conscious
ness caused by the blows to the head 
and neck is placed in a relative relation-

Table I. Changes in some interpeak latencies (IPL) in brainstem evoked potential (BAEP) 
of released prisoners-of war. 

Peripheral level (P1-P3) Medullary level (P3-P5) 

Differences Difference 
No. of subjects One side Both sides right-left One side Both sides right-left 

N ==25 4 3 9 9 2 10 

16% 12% 36% 36% 8% 40% 

Total number with IPL changes =21 (84%) 

Table II. Number of blows to the head and neck and IPL changes in BAEP of released 
prisoners-of war. 

Peripheral level (P1-h) Medullary level (P3-Ps) 
Difference Difference 

No. of subjects One side Both sides right-left One side Both sides right-left 

>10 2 2 2 
N == 9 11.1 % ll.l % 22.2% 22.2% 11.1 % 22.2% 

11-20 2 3 3 0 3 
25 % 12.5% 37.5% 37.5% 0% 37.5% 

21< 4 4 5 
12.5% 12.5% 50% 50% 12.5% 62.5% 
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Table Ill. Time elapsed from the last blow to the head and neck and IPL change in BAEP 
of released prisoners-of-war. 

Peripheral level (P1-P3) Medullary level (P3-P5) 

Difference Difference 
Time elapsed in days One side Both sides right-left One side Both sides right-left 

>80 2 0 3 5 0 5 
N = 8 25% 0% 37.5% 62.5% 0% 62.5% 

81-130 2 1 5 0 3 
N = 8 25% 12.5% 62.5 % 0% 12.5% 37.5% 

131< 0 2 4 2 
N = 9 0% 22.2% 11.1 % 44.4% 11.l % 22.2% 

Table N. Loss of consciousness and IPL changes in BAEP of released prisoners-of-war. 

Peripheral level (P1-P3) Medullary level (P3-P5) 

Difference Difference 
One side Both sides right-left One side Both sides right-left 

With loss of 
consciousness 2 1 5 4 1 2 
N = 10 20% 10% 50% 40% 10% 2% 

Without loss of 
consciousness 2 2 4 5 1 8 
N= 15 13% 13% 26.6% 33.3% 6.6% 53.3%' 

Total number of subjects who had lost consciousness = JO ( 40% ). 

Table V. Relative loss of weight and IPL changes in BAEP of released prisoners-of-war. 

Peripheral level (P1-P3) Medullary level (P3-P5) 
Relative loss of weight 
in % One side Both sides 

> 11 % 0 
N = 8 12.4% 0% 

12-16% 1 0 
N = 8 12.5% 0% 

17 < % 2 3 
N = 9 22.2% 33.3 % 

ship to the frequency of pathological 
IPL (BAEP) changes (Table IV), then 
the only interesting changes seen are 
the differences right-left, both at the 
peripheral and medullary levels9. It is 
particularly interesting to observe that 
at the medullary level this relationship 
is negative, and at the peripheral le~el 
positive. The reason for this can 
probably be found in the circumstances 
under which the blows occurred in the 
camps. We speculate that loss of con
sciousness of prisoners during physical 
maltreatment had an effect on the per
son administering the blows so that he 
stopped the maltreatment. It follows 
therefore that loss of consciousness 
reduced the next series of blows, which 
would in any case have been more 
dangerous for the health of the prisoner 
than the loss of consciousness alone. 
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Difference Difference 
right-left One side Both sides right-left 

4 2 0 2 
50% 25% 0% 25% 

2 2 0 3 
25% 25 % 0% 37.5% 

3 5 2 5 
33.3% 55.5 % 22.2% 55.5% 

The IPL (BAEP) changes showed 
sensitivity as the difference right-left at 
the medullary level and, according to 
the relative loss of body weight, as one 
of the many factors of maltreatment of 
prisoners in Serbian concentration 
camps (Table V). 
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Vicarious Traumatization in therapists 
treating victims of torture and persecution 

By 
Johan Lansen* 

It has become clear during recent years 
that therapists exposed to traumatic 
"material" run the risk of becoming 
traumatized themselves: vicarious 
traumatization. 

It is not yet known what risks are 
involved in this respect for therapists 
treating victims of torture and persecu
tion. In order to get an impression of the 
extent of this phenomenon, a question
naire was sent to many centres in the 
world involved with this work. An in
ventory was made of the casualties in
volved and the measures that are taken 
to prevent this phenomenon. About ten 
per cent of the therapists seem to be 
affected. Supervision by an ex
perienced senior staff member, peer 
group supervision, and monitoring 
case-load are considered to be impor
tant preventive measures. 

Introduction 
Therapeutic work on man-made dis
aster victims is work which leaves no 
one untouched. It is the kind of work 
that, in many ways, frequently involves 
therapists personally. There are indica
tions that therapists treating patients 
with post-traumatic stress disorders, 
caused by man-made disasters, are in 
danger of negative impacts on themsel
ves. 

Different headings under which these 
reactions have been described include 
"countertransference feelings" and 
"vicarious traumatization". Danieli 
(1984) interviewed 61 therapists who 
worked with Holocaust survivors. The 
most frequent reaction she observed 
was "bystanders' guilt", but feelings of 
shame, guilt, powerlessness, and anger 
may alternate in complicated patterns 
of defence, and many more reactions 
may result. 

Danieli 's ideas already reflected the 
fact that the classical concept of 
countertransference is totally insuffi
cient in this sort of treatment. 

In more recent psychoanalytic litera
ture, other aspects of the patient
therapist relationship also receive at
tention. De Jonghe et al. (1991) men
tion a number of different aspects. They 
make a distinction between the realistic 
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relationship, the working relationship, 
the transference relationship, and the 
primary relationship. 

This last one, the primary relation
ship , originates in the pre-oedipal part 
of the patients' inner world. On this 
level the possibility of distinguishing 
between self and objects does not yet 
exist or is incomplete. The patient is 
functioning at the level of the symbiotic 
or separation-inclividuation phase. This 
can also be the case in deeply 
traumatized patients. My point of view 
is that psychotrauma - especially 
caused by torture and persecution -
deeply disturbs the traumatized 
patients' elementary schemes of cogni
tion of self and other. On an elemeQtary 
level these schemes are not only cogni
tive, but also affective; they are essen
tially polarized into opposites, e.g. 
strong- weak, aggressor-victim, supe
rior-inferior, good-bad, etc. These 
schemes, these patterns structure the 
experience of the traumatized patient. 
This also happens in the therapeutic 
relationship. The patient engages the 
therapist into relationship patterns, 
which repeat the themes of traumatiza
tion. Even without presentation of the 
actual trauma material, the therapist 
might be sucked into a pattern which is 
a repetition of an aggressor-victim 
theme: a pattern of persecution, of 
powerlessness, and of guilt. This is also 
expressed in patterns of overidentifica
tion with the victim or in keeping too 
much distance. Therapeutic relation
ship patterns of a destructive sort may 
in this way damage the therapist's per
sonality. The effects may be that the 
therapist shows characteristics of a 
posttraumatic stress disorder himself. 

McCann and Pearlman (1990) 
describe the psychological effects of 
working with victims from a different 
point of view. A part of the therapist' s 
feelings has not so much to do with the 
patient's personality as with the 
patient's history, the story which he 
tells, the atrocities, the suffering, the 
human cruelty. These authors use the 
term "vicarious traumatization"; 
maybe "transmitted traumatization" 
would be a better name. 

Several other authors have pointed at 
these phenomena. Van der Veer (1991) 
describes how working with victims of 
torture and persecution deeply affects 

the therapist's life outside the 
therapeutic sessions. Munroe (1990) 
proved, in a retrospective study, that 
trauma-related effects exist in 
therapists working with combat 
veterans with PTSD, and that these ef
fects are distinct from burnout. Bustos 
(1990) describes how dealing with the 
"unbearable" has effects on therapists 
and institutions for the treatment of sur
vivors of torture; splitting phenomena 
and paranoia develop in the therapeutic 
terun . 

Literature about these treatments 
abounds, if one has an eye for it, and 
albeit not very systemically , in remarks 
about parallel processes in therapists 
and supervision, and in descriptions of 
short- and long-term effects. Fortunate
ly , positive and stimulating effects are 
also mentioned. Furthermore, there is 
general agreement that a fonn of 
"debriefing", especially for assistants 
in acute crisis-situations, is necessru·y 
(Talbot, 1990). 

General outline of the 
investigation 
For the sake of simplicity, I will refer to 
these phenomena as "vicarious 
traumatization". This article is meant to 
be a provisional enquiry about the na
ture and extent of this phenomenon in 
the treatment of tortured and persecuted 
refugees. 

In the 1980s, and especially since the 
establishment of the Rehabilitation 
Centre for Torture Victims (RCT) in 
Copenhagen, attention has grown for 
treatment of tortured refugees from 
countries in Latin America, southern 
Africa, the Horn of Africa, the Middle 
East, and many other areas. With grow
ing experience and the development of 
other centres all over the world for the 
treatment of torture victims, it seems 
opportune to investigate whether these 
centres and therapists are familiar with 
the phenomenon of vicarious 
traumatization, what sorts of effect 
might be present, what is being done to 
prevent it, and what are considered to 
be the best measures of prevention. 

A questionnaire was constructed and 
sent to 99 addresses all over the world, 
appearing on a list of the IRCT, the 
international branch of RCT, Copen
hagen. This list not only contained the 
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addresses of treatment centres, certain
ly a minority on the list, but also centres 
for refugees in general, university in
stitutions of a more sociological char
acter, political interest movements, etc. 
In order not to miss centres, the ques
tionnares were sent to all addresses on 
the list. The directors of the centres 
were asked to fill in the questionnaires, 
and if they were not medical or 
psychological professionals, they were 
asked to do this with the help of profes
sionals. 

Results 
We received 25 filled-in question
naires, 23 from treatment institutions 
and 2 from individual therapists. A few 
centres treated refugees for all sorts of 
mental health problem, including ef
fects of physical and psychological tor
ture. There were huge caseloads at 
those centres, but we included only the 
traumatized patients (by torture) in our 
figures. 
The following data may reflect the size 
and work of the centres involved. 

Total number of workers in all 
centres at 1 January 1992 310 

Total number of non-professional 
volunteers in these centres 181 

Total number of traumatized 
patients +4,600 

A substantial number of the 181 volun
teers came from 3 centres only. Most 
centres worked without non-profes
sional volunteers. 

The total number of new traumatized 
patients in these centres per year was 
approximately 4,000-6,000. 

Study of the material reveals that the 
more typical centre which specializes 
in the treatment of tortured refugees has 
a range of 5-14 workers, no non-profes
sional volunteers, and about 55-120 
patients. 

Especially in northern Europe, there 
are centres of the same size but with 
many more (part-time) therapists. The 
centres were mostly located in North 
and South America, Europe, and Asia. 

QuESTION 1 
"Are you aware of the possibility of 
vicarious traumatization of therapists 
(including workers of different dis
ciplines) in your centre?" was answered 
positively 23 times, negatively once, 
not answered once. Apparently there 
was almost general awareness with the 
respondents about this event. 
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Twelve respondents became aware 
of vicarious traumatization from inci
dents (at the centre) and from the litera
ture. Several mentioned their own ex
perience. Training had made respon
dents aware four times. The majority of 
the respondents (14) became familiar 
with this phenomenon during the years 
1986-1991, mostly since the estab
lishment of their centre. 

QuESTION 2 
This question went into more detail 
concerning the workers' problems 
during the last three years (1989-1991 ). 
What sort of events or casualties did 
they have? 

Only 14 therapists (in 8 centres) had 
to leave because the work was emotion
ally too difficult for them. This amounts 
to 2.5% of the total number of 
therapists. Emotional burnout and 
fatigue occurred, however, in 52 per
sons in 17 centres. This does not take 
into account the remarks by a few 
respondents that at times everybody-in 
their centre felt overburdened and tired. 

At least 13 of these 52 workers also 
suffered because of personal trauma 
and tragedy, working in 2 centres where 
the actual oppression had disappeared 
shortly before, or was still going on to 
some extent. Some of them had no news 
from missing relatives and suffered 
also because of that. 

Apart from symptoms of burnout and 
fatigue, more specific questions were 
asked about PTSD-symptoms and 
symptoms belonging to the broader 
concept of PTS-spectrum. 

How many therapists experienced 
PTSD-symptoms? Answers: 

mild 15 
moderate 11 
severe 7 

The total number of 33 reflects an oc
currence of about 11 % in the total num
ber of 310 therapists. 

How many therapists developed ad
dictions? One only (alcohol); addiction 
apparently is no problem. 

How many therapists developed 
depression? 

mild 10 
moderate 5 
severe 4 
not specified 4 

(none of them committed suicide). 

In 310 therapists, this might reflect a 
somewhat higher percentage (7 .5 % ) 
than would on average be expected in a 

3-year period. However, no exact data 
for comparison are available given the 
cross-cultural population of the 
therapists. 

A number of therapists fell ill without 
apparent somatic cause - probably 
another effect of psychological stress. 
This happened with 22 workers in 8 
centres (7%). 

Other sorts of casualties mentioned (in 
8 centres): 
- personal traumas (not specified) with 

remaining effects 
- marriage problems 
- "non-necessary" team conflicts 
- , premature labour in female 

therapists working with traumatized 
children (2 cases) 

- psychosis (1 case). 

QuESTION 3 
"What sort of worker is most en
dangered?" Psychologists were men
tioned 12 times, psychiatrists 8 times, 
medical doctors 8 times, non-profes
sional volunteers 7 times, physio
therapists 5 times, social workers 5 
times, nursing staff 2 times, and others 
from different professional back
grounds 7 times. 

Perhaps the answers reflect the com
position of each centre's staff, since the 
centres differed greatly in staff com
position (we have no exact data 
though). The best answer might really 
be "all equally who get involved deep-
1 

,, 
y. 

QuESTION 4 
This question considered the measures 
that had been taken to prevent vicarious 
traumatization. Some suggestions were 
given to choose from, as well as the 
possibility of giving an open answer. 
These are the results: 

nr. of 
centres 

- supervision by experienced 
senior staff members 13 

- monitoring worker's caseload 12 
- peer group supervision 10 
- outside consultant monitors' 

team functioning and team 
psychohygiene 6 

- work on a part-time basis as 
a rule 5 

- other measures l 0 

The category "other measures" in
cludes a diversity of answers such as: 

- creation of a permissive team atmos
phere 

- teamwork is essential 
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recrmtmg procedures: vulnerable 
personalities should be screened 
out 
organization structure which reduces 
stress 
organized anti-burnout strategies 
staff tension reduction therapy 
social activities amongst staff mem
bers 
other work at the centre, e.g. taking 
part in secretarial work and 
household chores 
instruction for understanding of the 
political and cultural situation of 
refugees, without too much political 
involvement. 

Those results indicate that supervision 
is important, and is mostly being given 
by an experienced senior member of the 
centre's staff. 

Monitoring caseload and peer group 
supervision are also considered impor
tant. Furthermore, all sorts of measures 
are being applied which deal with team 
atmosphere, prevention of too heavy a 
caseload, reduction of tension in in
dividuals and teams, etc. 

QuESTION 5 
"What measures are considered most 
effective?" Leaving out the setup and 
statistical discussions, and looking at 
the results with caution, it is perhaps not 
surprising that supervision by an ex
perienced senior staff member, 
monitoring worker's caseload, and peer 
group supervision were again the 
measures which were considered most 
effective in the prevention of vicarious 
traumatization. 

Some priority was given by 9 respon
dents to "work on a part-time basis as a 
rule", which again seems to indicate 
how important it is considered that 
workers are not completely immersed 
in this work. 

If we may consider the answers to 
question 4 as the practical reality and 
the answers to question 5 as the desired 
reality, there was much agreement be
tween the two realities . However, cqn
trary to the existing situation, more 
therapists should be working on a part
time basis as a rule than is the case in 
reality . 

Summary of the results 
About 25% of the questionnaires were 
returned completely filled in. As some 
of the addresses did not belong to the 
proper target group, the response to the 
questionnaire might be considered 
higher. 

Apart from 2 centres which were still 
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under heavy actual stress from political 
situations in their country, the respon
ses were given by centres which were 
working under peaceful conditions. 

Although only 2.5% of the therapists 
had to leave their centre because their 
work was emotionally too difficult, 
emotional burnout and fatigue existed 
in about 17% of the workers. If one 
subtracts the number of therapists in 
centres where some degree of political 
suppression still existed, or had only 
recently disappeared, the remaining 
figure is still 13%. 

It is not clear whether these are the 
same persons who also suffered from 
PTSD-symptoms. For the sake of 
clarity, these figures are considered 
separately. PTSD-symptoms in the 
strict sense of the concept existed in 
11 % of the therapists. 

About 7.5 % of the therapists 
developed depression. Becoming ill 
without apparent somatic cause oc
curred in about 7%. 

Other sorts of casualties or events 
which were mentioned add up to a pic
ture which is suggested by this material, 
as follows: 

Work with patients who have been 
traumatized by torture and persecution 
involves a risk for those who treat them, 
rather independent of the professional 
discipline of the worker. Even if one 
considers "burnout" as a normally oc
curring phenomenon in those who work 
with difficult patient categories, the 
percentage is relatively high (13-17% ). 
Apart from burnout symptoms, further 
material suggests that, even if one does 
not add up the figures which were ob
tained for PTSD-symptoms, depres
sion, and being ill without somatic 
cause, the number of therapists in
volved in some sort of "vicarious 
traumatization" might be at least 10%. 

Conclusions and 
recommendations 
Although this study has a provisional 
character and does not pretend to be 
thorough, the conclusion seems to be 
justified that "vicarious traumatiza
tion" exists in therapists who are treat
ing torture victims. A more thorough
going investigation is required into the 
nature and extent of this phenomenon, 
as well as into the means of transmis
sion: is it a surface transmission from 
the story of the trauma, or is it a deeper 
transmission since trauma involves in
juries affecting the primary therapeutic 
relationship. 

A practical conclusion is that work
ing alone is to be avoided. Therapy 

should be done preferably in a team. 
Team superv1s10n, team psycho
hygiene, and caseload should be con
sidered. 

Administrators and government 
authorities should consider the neces
sity of such arrangements. 

Finally, the treatment centres might 
consider other measures such as staff 
composition, training, recruitment, and 
anti-burnout strategies and courses. 
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Statement at the World Conference on 
Human Rights 

Vienna, Austria, 14-25 June 1993 

By 
Maria Piniou-Kalli* 

Greece is the country where democracy 
was born, but it is also a country where 
freedom and human dignity are the 
most important and precious things in 
people' s minds. Greece has a painful 
past and knows very well what 
governmental torture means and how it 
can be a destructive weapon against 
democracy. Since one of the objectives 
of the World Conference is democracy, 
please allow me to focus your attention 
on its worst enemy, torture. It should 
concern all of us. Torture, this humiliat
ing and inhuman treatment of people, is 
almost the same age as man himself. 
Amnesty International states that in the 
1980s torture "lives and reigns" in more 
than one third of the world's countries; 
even in Europe, according to AI' s 
report, there are denouncements of such 
human rights abuses in police stations 
in 16 countries. 

Torture exists, in spite of all the in
ternational treaties and declarations 
against it, in spite of the coordinated 
endeavours of the organizations for the 
protection of human rights. So, torture 
lives and reigns and constitutes the stig
ma and shame of the human being, 
some of whose representatives in the 
dawn of the twentieth century did not 
hesitate to put into the service of torture 
the achievements of the human mind: 
science and technology. So, during the 
last years the methods of torture have 
been modified and "enriched". They 
are more "scientific" and "refined", so 
as to leave fewer signs and to achieve 
their aim more effectively. The aim of 
torture is to destroy the personality of 
the victim, to deflate his morale and to 
terrorize his mind, to engrave indelibly 
his soul, so that, should he survive, his 
life afterwards, as much the personal as 
the social, will not be the same again. 

Furthermore, the survivors are filled 
with anxiety and irritability, they suffer 
from nightmares, bad concentration, 
bad memories, headaches, and somatic 
pain, and feel isolated and alone. Other 
members of the society who see them 
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do not want to put themselves in the 
same situation. This is why we say that 
torture, performed with the knowledge 
of governments, is the most effective 
and destructive weapon against 
democracy. 

Through the medical groups of Am
nesty International, the IRCT in Copen
hagen, the personal contribution of Dr. 
Inge Genefke, and more than 50 
rehabilitation centres in the world, 
focus has been placed over the last 20 
years on the aims of torture, its physical 
and psychological methods, the physi
cal and psychological sequelae in the 
individual survivors, and of course 
treatment of the victims. Today we 
have medical proof of the psychologi
cal and physical sequelae of torture. In 
other words, we are now able to diag
nose these sequelae. This is the first 
step in the prevention of torture. 

Under human rights law and 
humanitarian law, freedom from torture 
is a right which must be protected under 
all circumstances, including times of 
internal or international disturbances 
and armed conflicts. 

We call on all states to end this 
scourge immediately through full im
plementation of the relevant conven
tions and, where necessary, strengthen
ing of existing mechanisms.We strong
ly support consideration of the appoint
ment of a special commissioner for 
human rights . 

We request more support for the 
rehabilitation centres for torture vic
tims and many more resources for the 
UN Voluntary Fund for Victims of Tor
ture. 

We declare that grave and systematic 
violations of fundamental human 
rights, such as torture, disappearances , 
and summary executions, are crimes 
against humanity that cannot be par
doned or considered for amnesty. Mas
sive violations of human rights must in 
all cases be submitted to an individual, 
objective, and impartial investigation. 
An international criminal court should 
be established to judge such crimes. 

In the final draft document for the 
conference PC/98, the issue of torture 

Medical director Maria Piniou-Kalli. 

is rightly placed under the main head
ing: equality, dignity, and tolerance, but 
the whole subject is still within square 
brackets. If the World Conference real
ly wants to talk about dignity, they have 
to remove the brackets and not the 
words. 

* 
Medical Director 
Medical Rehabilitation Center 
for Torture Victims 
9 Lycabettous Street 
Athens 
Greece 

141 



Canadian Centre for Victims of Torture 

History 
The CCVT is a nonprofit, registered 
charitable organization, founded by 
several Toronto doctors, lawyers, and 
social service professionals associated 
with Amnesty International. They had 
begun to see victims of torture in their 
practices as early as 1977. Many of the 
victims were in the process of claiming 
refugee status in Canada. The doctors 
saw the need for specialized counsel
ling for the social and legal problems 
faced by this particular group of clients. 
Lawyers, social workers, and com
munity groups saw clients who were 
survivors of torture, often badly in need 
of treatment by doctors and other health 
professionals. The CCVT was incor
porated in 1983 as the Canadian Centre 
for the Investigation and Prevention of 
Torture. The name was changed in 
1988 better to reflect the Centre's man
date. The Centre was the second such 
facility to be established in the world. 
The first was in Copenhagen in 1982. 

Mandate 
The mandate of the CCVT is to respond 
to the continuing needs unique to sur
vivors of torture and their families in 
Canada and abroad, and to increase 
public awareness, in Canada and 
abroad, of torture and its effects upon 
survivors and their famili es. 

Structure and funding 
The CCVT has a 16 member volunteer 
board which sets policy and guidelii:1es 
for the operation of the Centre. The 
board is elected from the membership 
of the Centre at the Annual General 
Meeting. Currently, board members in
clude volunteers with the Centre, mem
bers of the Centre's medical and legal 
networks, and community activists. 

Decisions of the board are imple
mented by the executive committee of 
the board, the executive director, and 
the staff of CCVT. There are 13 paid 
staff members whose job descriptions 
correspond to the areas of service 
provided by the Centre. 
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The CCVT is a non-profit, reg
istered charitable organization 
(#07439555913) which receives fund
ing from Federal, Provincial, and 
Municipal governments, the United 
Nations Voluntary Fund for Torture 
Victims, foundations, religious or
ganizations, and individuals. 

The survivors of torture 
Since its inception, the Centre has as
sisted approximately 4500 survivors 
from 68 different countries. The. sur
vivors are: people who have been §Ub
jected to severe torture or prolonged 
severe multiple experiences of vic
timization; children and adolescents 
subjected to torture or witnessing 
violence; sexually traumatized women; 
people who have gone through 
traumatic exit, transit, and exile ex
periences. 

Survivors are people who are forced 
to leave their countries because of 
threats to their own lives, or for the 
safety and security of their families. 
These traumatic experiences, com
pounded by the disorienting effects of 
establishing new Ii ves in a new country, 
produce severe physical and psycho
logical damage. 

Services provided 
A. Coordinated professional services 
The CCVT provides the link between 
the survivor of torture and a profes
sional service and support network of 
doctors, lawyers, social service 
workers, and volunteers. 

The medical network includes ex
perienced physicians, psychiatrists, and 
other specialists. Referrals of survivors 
of torture are accepted and the CCVT 
intake staff will assess a survivor's 
physical and psychological condition 
and refer the survivor for appropriate 
medical attention and treatment with 
one or more of the CCVT' s associated 
physicians. 

The Centre has developed a medical 
protocol for doctors to examine torture 
survivors and document their ex
perience. This may be necessary, for 

instance, if requested by the survivor's 
lawyer to support a refugee claim 
before the Immigration and Refugee 
Board. The Centre is now providing 
some professional services at their own 
.premises. A crisis counsellor was hired 
in 1989, and a public health nurse with 
a speciality in mental health is available 
regularly at the Centre. Counselling 
services and specialized settlement ser
vices, sensitive to the needs of sur
vivors, are also provided. 

There is a reciprocal referral service 
for legal and social assistance when 
required. For instance, a CCVT sur
vivor, if requested, will be put in con
tact with a lawyer who is knowledge
able and experienced about the issues 
and problems faced by a survivor of 
torture . In turn, a lawyer who has a 
refugee client can refer to the Centre for 
assistance. Welfare and social assis
tance workers are able to contact the 
CCVT about clients who they feel 
could benefit from its services. 

The CCVT acts as an advocate on the 
survivor's behalf when requested to do 
so by the survivor, especially with 
regard to immigration and other 
government agencies. 

Canadian Centre for Victims of Torture, 
CCVT, Toronto, Canada. 
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B. English as a second language 
The ESL programme at the CCVT was 
established in 1984 and continues to be 
a major Centre activity. The pro
gramme and its curriculum are espe
cially designed for survivors. 

It is difficult to learn a new language 
as an adult, to adjust to a new and 
different culture, and deal with the 
everyday problems of a newcomer to 
Canada, such as financial, employment, 
and immigration difficulties. 

The survivor of torture faces addi
tional unique problems. Some of the 
after-effects of torture, such as lack of 
concentration, distrust of strangers, and 
fear of groups and authority figures, are 
barriers to learning a new language. 
ESL classes at the Centre are small and 
informal. They are in cornfo1table, 
familiar surroundings and have a calm 
non-threatening atmosphere. Literacy 
classes and individual tutoring are 
provided as part of this programme. 
Child care is available. 

The ESL classes at the CCVT can 
help to reduce a survivor's isolation, 
providing him or her with emotional 
encouragement and support. 

C. Support and group programmes 
In 1989, the CCVT began to provide 
professional services on the premises. 
The position of crisis counsellor was 
created and a group support programme 
was begun. 

Group programmes now include a 
drop-in programme, which assists sur
vivors to access services available to 
them in Toronto and overc<'lmes the 
isolation they may feel. It allows clients 
to meet other survivors of torture in a 
comfortable and informal atmosphere. 
Child care facilities are on the premises. 

The Mutual Support Group for 
Somali Women was started in 1990 and 
addresses the unique and specific 
problems faced by this group. A bilin
gual staff member, a volunteer 
physician who is a member of the medi
cal group of the centre, as well as a 
volunteer public health nurse with a 
mental health speciality, are some of 
the resources available to the Group. 
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The success of this project has led the 
Centre to expand the programme to in
clude a projected 10 groups. The model 
for this programme is available on re
quest. 

These programmes reflect one of the 
premises of the CGVT: that some sur
vivors can best support and encourage 
one another, since they may share 
similar backgrounds, experiences, and 
problems. 

D. Public education 
The public education programme of the 
CCVT responds to the numerQus re
quests the Centre receives for informa
tion, assistance, and consultations on 
torture and the effects of torture. 

The centre answers individual in
quiries from community groups, re
searchers, and professionals. They have 
conducted numerous seminars and 
workshops, particularly for those work
ing with survivors of torture. Public 
education is aimed at enhancing aware
ness and sensitivity to the particular 
unique needs of survivors of torture. 

Associated members of the CCVT 
carry out public education as well. 
Many conduct research, publish in 
academic journals and the popular 
media, and speak publicly on torture
related issues. 

The CCVT is concerned with ex
panding the network of social service 
agencies which can provide survivors 
of torture with much needed assistance. 
They are a member of many of the local 
and national groups working with 
refugees and newcomers, such as the 
Toronto Refugee Affairs Council, the 
Ontario Council of Agencies Serving 
Immigrants, and the Canadian Council 
for Refugees. The CCVT is also an 
active paiticipant in efforts to promote 
and encourage governmental policies 
to meet the needs of survivors of torture 
and their families in Canada. 

E. International projects 
As part of the mandate to respond to the 
needs of survivors abroad, as well as in 
Canada, the CCVT supports the efforts 
of three clinics in Central America that 

offer treatment to children traumatized 
by the continuing violence in the 
region. The Centre is also a Canadian 
partner with the Imbali Rehabilitation 
Centre, South Africa. The projects are 
supported by the United Nations 
Voluntary Fund for Torture Victims. 

The CCVT is associated with a coali
tion of centres which support victims of 
violent repression and torture, in exile 
or in their own countries. 

Canadian Centre for Victims of Torture 
40 Westmoreland Avenue 
Toronto, Canada, M6H 2Z7 
Tel: (416) 516-2977 
Fax: (416) 516-4180 

New address from 
1April1994: 

IRCT 
Postbox 2107 
Borgergade 13 
DK-1300 Copenhagen K. 
Denmark 
Phone: +45 33 76 06 00 
Fax: +45 33 76 05 00 
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The national response to the needs of 
survivors of torture and trauma 

A Report 
to the Parliamentary Committee on Immigration and Ethnic Affairs 

Canben-a, 5 November 1992 

Compiled by Martin Chittleborough, 
STTARS [Survivors of Torture and 
Trauma, Assistance and Rehabilitation 
Service]. 

The response in countries of 
settlement 
The first service to help refugees was 
established in Denmark in 1974. From 
about 1980 the USA, Canada, and 
several European countries established 
services. In 1985, the Mater Hospital in 
Queensland began services because of 
the need to respond to a 3-year-old boy 
whose family had been tortured; the 
hospital worked with the family for a 
year. This need to respond to people 
was typical for all the Australian states 
and was the driving force for the estab
lishment of services. TRUSTT [The 
Rehabilitation Unit for Survivors of 
Torture and Trauma] was formally es
tablished in Queensland in February 
1988. 

In 1987, Dr. Janice Reid and Timothy 
Strong submitted a report to the New 
South Wales [NSW] Department of 
Health; it was so shocking that the 
department responded witli substantial 
funding for STARTTS. The Victorian 
Foundation was established in the same 
year. In 1990, Transact received a 
$20,000 grant from the Department of 
Housing and Community Services. 
Work began to establish a service in 
South Australia [SA] in 1988, but 
neither the State nor Commonwealth 
governments responded until mid-
1991. Establishment grants were given 
to Western Australia [WA] and Tas
mania, but their future is uncertain be
cause no on-going funding is assured. 
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Who are being helped and 
how many are there? 
The question always asked by the fund
ing services is "How many people 
would use such services?" This infor
mation is by nature difficult to o~tain, 
but it is clear from the people's 
response that the numbers have been 
consistently underestimated. They 
have gone from 10% to 30% of all 
refugees, but now they are generally 
believed to be much higher. Perhaps the 
most in-depth study is Eileen 
Pittaway' s two-year study of 204 
refugee women. She concluded that "76 
(37%) had experienced a high degree of 
torture and trauma, while 149 (73%) 
had experienced a high or medium de
gree of trauma and torture". This should 
not be surprising when the criterion for 
being a refugee is "a well-founded fear 
of persecution". 

Australian services are seeing people 
from about 25 countries, the numbers 
from each depending on settlement pat
terns and on which bilingual workers 
the service has on its staff. 

What is the model? 
Initially the services tended to be clini
cally centred, focusing on a medical 
model. In Australia, in the absence of a 
national policy, the services developed 
very differently in each state, depend
ing on the state's history and the avail
able resources . There is now a strong 
consensus on the elements that are 
needed to provide a holistic model. 
NSW has summed it up for all the states 
by describing their model as "A holistic 
model focusing on assessment, coun
selling and advocacy for individuals 
and family. Also group work and com
munity development". Within this 
holistic approach, Queensland de
scribes itself as a "needs-based model", 

seeking to meet the needs of the torture 
survivor and family, both in the 
TRUSTT unit as well as in the com
munity. Victoria emphasizes the coun
sellor/advocate model , while the 
smaller states, starved of funds , strug
gle to provide a similar service, using 
networks and volunteers . That the 
smaller states are effective demon
strates the willingness of people to sup
port the refugees generous! yin time and 
skills. 

Nationally, there is a growing desire 
to work more closely, sharing resour
ces, using common databases for 
recording information, sharing training 
facilities , and, perhaps above all, to 
present a national picture and to 
demonstrate strongly that torture in any 
form is totally unacceptable. 

What is a viable 
organization? 
At the national forum meeting in Sep
tember, there was universal agreement 

Map of Australia. 
WA: Western Australia, NT: Northern Ter
ritory, SA: South Australia, QLD: 
Queensland, NSW: New South Wales, ACT: 
Australian Capital Territory, VIC: Victoria, 
TAS: Tasmania. 
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that the minimum number of staff 
equivalent positions for a viable or
ganization was six, acknowledging 
that, with a large volunteer group, four 
staff equivalent positions might possib
ly be sufficient. However, a volunteer 
network requires a great deal of resour
ces, including money and the time of a 
co-ordinator. This minimum number is 
necessary because of the range of skills 
required, continuity of staff, holidays, 
conferences and training days, and the 
need to provide a regular service. This 
is in line with common organizational 
practice. The larger states would add 
additional positions to cope with the 
additional numbers. 

All the states expressed uncertainty 
about funding, but very real concern 
was expressed at the action of giving 
establishment funding to states, such as 
Tasmania and WA, without planning 
for core funding. It is detrimental to the 
well-being of a group of clients to raise 
their expectations by exploring a need 
already so clearly demonstrated m 
other states, and then not to fund it. 

Issues 
I . Repatriation. The High Commis
sioner of the UNHCR, Sadako Ogata, 
has declared 1993 the year of Repatria
tion. This option has been taken up with 
Chilean refugees in Victoria and SA. 

2. Asylum-seekers who are waiting for 
a decision as to whether they can 
remain or have to leave. The Services 
see Australia as having an obligation 
under the UN Convention on Torture 
(1987) to grant asylum to people who 
have been tortured. At the moment, 
such people are not eligible for any 
benefits apart from small grants given 
on unclear criteria. They cannot use 
Medicare, rarely gain permission to 
work, are not eligible for educatio'n or 
dental care. With no money for travel 
or entertainment, boredom is a very real 
concern. 

3. Separated families. A number of 
people who come have been separated 
from their families through various cir
cumstances, such as fleeing across the 
border from prison. While they are able 
to bring their families out through the 
family reunion programme, they do not 
have the thousands of dollars necessary 
for fares, and, further, the agencies 
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which have revolving travel funds ex
pect the borrower to be employed. The 
anxiety from this separation makes it 
impossible to cope with the psychologi
cal issues and delays the process of 
settlement. 

4. The counselling of families. Family 
relationships are often under great 
strain, and the members are changed by 
their experiences. For example, al
though work may start with a child 
being brought for help, the work will 
expand to involve the whole family as 
trust is established. 

5. Women. As the majority of torturers 
are male, this predetermined power 
relationship, or specifically th~ con
stant threat of sexual violence against 
women, which is a product qf abuse of 
this relationship, is an added part of the 
torture experience for women. Because 
of their sex, or their family role, or the 
torturer's perception that they are not 
fulfilling traditional roles, women are 
often singled out for particular types of 
torture by government agents. Rape is 
a particularly degrading form of as
sault, but other forms of sexual abuse, 
such as the threat of rape, verbal 
humiliation, and forced degrading acts 
are also practised on women detainees, 
in addition to the torture forms that are 
practised on men. 

6. Men. A large percentage of the 
people who come to the services are 
men, and it is becoming increasingly 
clear that men do not cope well with the 
refugee experience. They are no longer 
the wage-earner, often have difficulty 
in learning English, and are often too 
proud to ask for help. Added to this, 
only little information and few services 
are aimed specifically at men's needs. 
The aim of the torturer is to destroy a 
man's integrity, and so it focuses on 
destroying his sexuality. This includes 
the use of electric shocks to the 
genitalia, and rape by men, women, and 
animals. We are becoming increasingly 
aware of the link between the torture 
experience, the inability to relate to 
women, domestic violence, child 
abuse, and sexuality. It is important for 
this aspect to be addressed. 

7. Children. The tragic reality is that 
children are often deliberately targeted 

in order to intimidate and terrorize 
parents and the wider community. 
Young people caught up in situations of 
war and civil conflict face serious 
abuses and deprivation at the most criti
cal stage in their growth and develop
ment. The assumption is usually made 
that children reflect the expe1ience of 
their parents. However, often trau
matized and grieving parents will 
withdraw emotionally, and the refugee 

.. child may feel confusion or guilt in the 
face of this isolation. They are also 
individuals with their own unique 
response. How can they best be as
sisted? 

8. Aged parents. As our migrant 
population ages, more and more are 
reliving their earlier experiences, partly 
as a consequence ofliving a less active 
life and of changing memory patterns. 

The uniqueness of the services 
I. The Services are built on trust. Trust 
affects an individual's capacity to trust 
their bodies (physical effect), their 
minds (psychological effect), their un
derstanding of the world (spiritual ef
fect), their families (family effects), and 
their community (community effects). 
Services need to develop services that 
heal at all these levels. 

2. The people we work with are mar
ginalized. The aim of torture is to de
humanize people. Torturers method
ically strip them of all their identity, 
integrity, and anything which they 
value and which makes them human. 
When this aim has been achieved to a 
lesser or greater degree, the victims are 
frightened of other people because of 
their shame, they are frightened of their 
community group because of spies, of 
social groups because of their feelings 
of worthlessness, of personal relation
ships because this involves self-revela
tion that has resulted in abuse in the 
past. Consequently, many are extreme
ly isolated. 

3. Complementary methods of healing. 
To help to restore people to the human 
race, other methods of healing have 
been extremely effective. Learning to 
touch people again can be helped 
through massage; anxiety and stress 
can be lessened through various relaxa-
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tion and meditation methods. The 
spiritual dimensions of a person's 
world - learning how to trust, to love, to 
hope, to believe in a future, and talking 
about the meaning of the events and life 
in general - are very important; help is 
offered when appropriate. 

4. A safety net. In some states, the 
people have no ethno-specific welfare 
and so the Services provide a safety net 
for them. 

5. A point of access. Because of the 
feeling of alienation, the Services pro
vide a point of access to mainstream 
services. A high percentage of clients 
opt out of the effort of relating to a 
number of services and appointments 
that are often a long way apart. It is not 
easy to use out-patient services, nor to 
understand what busy medical staff are 
saying. Staff, or more often volunteers, 
accompany people for support and to 
remove the fear of going to different 
departments. "Imposing" buildings do 
in fact often impose on people, but 
people gradually learn to use the ser
vices that are available. 

6. Multi-disciplinary. The Services are 
not easy to categorize, because they are 
concerned with the healing of the whole 
person - mentally, physically, spiritual
ly, and socially. Should they relate to 
DILG EA [Department of Immigration, 
Local Government and Ethnic Affairs] 
because so much time is spent on settle
ment issues, or to the various Depart
ments of Health because of the medical 
issues, or to Ethnic Affairs because of 
the transcultural nature of the work? 
This multi-disciplinary nature can seem 
a difficulty when governments wish to 
simplify their funding. 

All the Services have developed 
large networks so that they 'can tap into 
a wide variety of skills. STTARS, for 
example, has a core group of 12 and a 
professional network of 65. 

7. Community education. All Services 
give considerable time and energy 
towards this. Not only is there the need 
to provide information so that potential 
clients might know where to come, but 
all services have a large component of 
training other services, and in educating 
the wider community. When whole 
communities have been traumatized, 
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STATE NAME 

BUDGET 
STAFF 1992/3 
EQUIVALENT (not including 
POSITIONS non-gov funding) 

NUMBER 
CLIENTS TO 
3.6.92 

New South 
Wales 
NSW 

ST ARTIS 13.5 $ 460,000 
Health plus 
2 g-in-aids 

507 

Victoria 
VlC 

VICTORIAN 7.5 
FOUNDATION 

$ 175 ,000 
Health plus 
2 g-in-aids 

630 

Queensland 
QLD 

South 
Australia 
SA 

Australian 
Capital 
Territory 
ACT 

Tasmania 
TAS 

Western 
Australia 
WA 

Northern 
Territory 
NT 

TRUSTI 

STIARS 

TRANSACT 

PHOENIX 
CENTRE 

A SETTS 

the healing takes place, not only within 
specialized services, but also in the 
wider community. People from refugee 
communities need to know that suffer
ing is not the norm for living. For ex
ample, Transact, the smallest estab
lished group, gave 18 talk/lectures in 
1991 to specified target groups. 

8. Training mainstream and ethno
specifi.c workers. STARTTS and the 
new NSW Education and Training 
Foundation have just produced a train
ing manual, video, and overheads to 
assist in this work. The video won an 
award in 1991 and consists of three 
parts - on Torture, Post Traumatic 
Stress Disorder, and Refugees. These 
will be available in all states. Both Vic
toria and NSW have filled very impor
tant training roles of other services and 
of government services. 

Conclusion 
This paper has attempted to describe 
how services concerned with the sur
vivors of torture and trauma have come 
into existence. How they all started 

resources 
of.supporting 
organisations 
plus l 

1.9 

1.5 

$ 50,000 
including 
Project 
Officer 

$ 73,000 
Health 

$ 79,000 

$ 50,000 
one year 

800 

63 

54 
June 91-
July 92 

from a community concern and 
response to human need. It outlines the 
models, staff, and budgets. It has at
tempted to describe the current issues 
and some of the features which make 
them unique, and to point the way to the 
future. 

In pragmatic terms, the Services aim 
to give people the power to change from 
victims to survivors, to move to a new 
level of Ii ving where they can become 
participating and contributing members 
of society. 

More importantly, the Services have 
demonstrated their ability to restore 
people to humanity and to enjoy life as 
it should be lived. 

The services, particularly in the 
smaller states, are desperately under
funded, although there is clearly 
enough evidence about need. The 
people who use them will never be in a 
position to pay for them themselves, yet 
they are a legitimate part of our 
humanitarian response to cruelty and 
horror. 

The Services are often asked, "Why 
have we only just become aware of the 
needs of people in this area?" Part of the 
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answer is that the enormity of the horror 
wants us to shut our minds and deny its 
existence. Certainly, this aspect comes 
up when the question of funding is 
raised. And this is a pity, because it is 
only by bearing witness against the 
world's inhumanity that one of the 
great shames of our time will be 
stopped. 

National services for survivors of torture and 
trauma in Australia 

Service for the Treatment and Rehabilitation of 
Torture and Trauma Survivors, STARTIS 
lst Floor, 28 Nelson Street 
Fairfield NSW 2 165 
Australia 
Tel: 02 726 1033 
Fax: 02 726 5717 

At RCT/IRCT we often receive 
manuscripts concerning the in
auguration of new centres dedicated 
to the treatment of survivors of tor
ture. With this issue of Torture Jour
nal we make a presentation of such 
centres. 

We would like to make presenta
tions of these centres for the 
rehabilitation of torture victims a 
regular feature in the journal. In 
order to ensure the best possible ex
change of information, a certain 
measure of uniformity in the 
manuscripts is called for (please see 
the guidelines below). 

We are well aware that the presenta
tions in this issue do not follow the 
mentioned guidelines but we hope to 
uniform the descriptions in the fu
ture. 

New address from 
1 April 1994: 

IRCT 
Postbox 2107 
Borgergade 13 
DK-1300 Copenhagen K. 
Denmark 
Phone: +45 33 76 06 00 
Fax: +45 33 76 05 00 
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Victorian Foundation for Survivors of Torture 
P. 0. Box 96 
Parkville Victoria 3052 
Australia 
Tel: 03 388 0022 
Fax: 03 387 0828 

The Rehabilitation Unit for Survivors of Torture 
and Trauma, TRUSST 
Department of Child Psychiatry 
Mater Children's Hospital 
South Brisbane QLD 410 l 
Australia 
Tel: 07 840 8111 
Fax : 07 846 1558 

Survivors of Torture and Trauma Assistance and 
Rehabilitation Service, STTARS 
42 Athol Street 
Athol Park, SA 5012 
Australia 
Tel: 08 240 0233 
Fax: 08 240 0220 

Torture Rehabilitation and Network 
Service ACT, TRANSACT 
Havelock House 
85 Northbourne Ave 
Turner ACT 2601 
Australia 
Tel: 06 247 7056 
Fax: 06 247 1416 

Phoenix Centre 
P. 0. Box 481 
North Hobart 
Tasmania 7000 
Australia 
Tel: 002 235 080 

Association for Services to Torture and Trauma 
survivors, ASeTIS 
Westminster House 
3rd Floor 10 Pier St 
Perth WA 6000 
Tel: 09 325 6272 

Write about your centre 
- a guideline 

The manuscripts should, preferably, 
answer the following questions: 

A) The centre itself. Where is it 
situated? - country, city. The physi
cal framework. Is it in a house in a 
residential area, a flat somewhere -
or perhaps attached to a hospital? 
What kind of interior design has 
been carried out to make the place 
suitable for the treatment of to1ture 
survivors? (In describing these 
physical features, small things might 
be symbolic.) 
How long has it been in existence? 
or-
How long has the preparatory period 
been? 
Who took the initiative for starting 
the treatment? 

B) The economy. How is the work 
funded? 
Does the institution receive contribu
tions from international agencies? 

C) The staff at the centre. How many 
work there? 
What are their fields of work? - how 
many doctors, physiotherapists, nur
ses, etc. 
How did they become involved in 
the work. What motivates them? 

D) Who are the patients? 
Are they nationals?- survivors of an 
earlier dictatorship, refugees, 
asylum-seekers? 
What kind of treatment do they 
need? 
How big is the need? How many are 
estimated to be in need of treatment. 
(Some experiences from the first 
period of work might be appropriate 
here). 

E) What model is being used in the 
therapy? 
What have been the experiences till 
now? 
Is there anything you particularly 
want to share with other profes
sionals? For instance, are you in
volved in research projects which 
might be of interest to colleagues? 

These questions are only to be seen as a 
guideline and a check-list. It does not 
necessarily entail that the structure of 
the manuscript has to follow these 
points mechanically. This we leave to 
the discretion of the author. But one 
thing has to be included as the last para: 
Name, full address, country, phone 
number (if any), fax number (if any), 
and telex (if any). 
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Liliane Bernard 

One of the key persons in the creation 
of medical groups that work with tor
ture is no longer. 

Liliane Bernard died on 18 April 
1993 at the age of 53. 

It is not only a colleague who has left 
us. Liliane was a person of great in
tegrity, professionalism, earnestness , 
with a strong sense of humour, who 
threw herself into work with torture 
victims with unbounded energy. 

From her home in the Rue de 
Miromesnil, supported by her husband 
Dr. Alain Bernard and their two sons, 
she created a centre for this work, based 
on an atmosphere of warmth, humanity , 
and tolerance; a centre which we all 
loved to visit. A haven, but a very living 
one. 

We spent many evenings there, few 
or many of us, even 40-50 people. 
Liliane and Alain's home was always 
open to those who from the very start 
supported medical work against torture. 
Their country home also welcomed us. 

The first years, the early and mid
l 970s, were full of hard work to make 
others understand the ideas behind 
what was created, of the fight against 
ignorance, but also of friendship. 

Herman van Geuns, Erik Karup 
Pedersen, Ole Vedel Rasmussen, Sher
man Carroll, Eva Forest, Liliane and 
Alain - we were not that many in the 
beginning, but the work grew in 
friendship. Within a few years, several 
thousand doctors were organized in 
Amnesty International 's Medical Ad
visory Board, an advisory body for the 
Executive Committee. 

Liliane and Alain Bernard were not 
only very efficient in the international 
medical work against torture. They 
created "La Commission Medicale" 
within the French section of Amnesty 
International. Liliane Bernard was the 
coordinator of this commission up to 
her death. 

She helped to organize the first inter
national medical meeting against tor
ture: "Violations of Human Rights: 
Torture and the Medical Profession", 
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which was held in Athens 10-11 March 
1978. Doctors from 15 countries par
ticipated. 

It was at this Jlleeting that various 
working groups were created, among 
them one for work on rehabilitation of 
torture victims. This is the main back
ground for the existence today of 
rehabilitation centres in more than 50 
countries. 

France was one of the first countries 
to create a rehabilitation centre, A VRE 
[Association pour les Victimes de la 
Torture en Exile], under the leadership 
of Dr. Helene Jaffe. Here, as 
everywhere, Liliane Bernard was al
ways ready to help, by word and, espe
cially, deed. 

Apart from the daily routine, Liliane 
was behind several meetings, large and 
small. The largest international meeting 
she organized was probably that of 
January 1989: "Medecine a risques: 
servir ou subir la repression'', which 
was held in the UNESCO building in 
Paris. Most continents were repre
sented. As always when Liliane was 
involved, cooperation with the press 
was excellent. A lot of publicity 
resulted from the meeting, as well as a 
book: Medecins tortionnaires, me
decins resistants, which has been trans
lated into English (Doctors and Tor
ture, London, 1971) and Arabic. 

Liliane Bernard was modesty itself, 
al ways putting others into the limelight. 
She had a particular talent for publicity, 
and understood its importance for the 
promotion of the cause. The purpose of 
the work and the results always counted 
first with her, never herself. 

Someone who works with such un
selfishness and intelligence, an unusual 
combination, will always accomplish 
something worthwhile. What Liliane 
did during her life reflected her per
sonality: a complete human being of 
great integrity. 

It was sad that she should pass her 
last years alone, without a complete 
family life. She bore the sorrows with 
dignity, courage, and strength. We, her 

Liliane Bernard Photo: Eva Forest 

friends, had all wished a happier end to 
her life than the hard one she got, but 
she knew what she meant to us , and, 
despite her modesty , she knew that she 
had used her life well. 

Inge Genejke 
Medical Director 

RCT 
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RCT centre in Albania 

By 
Dr. Afrim Dangllia * 

The RCT centre in Tirana began its 
activities on 16 August 1993 . The set
ting up of this medical unit was made 
possible thanks to financial support 
from IRCT, Copenhagen, and the par
ticular efforts of Dr. Peter Vesti 
(psychiatrist). 

The centre is situated near the 
University Hospital of Tirana. This 
closeness will make it easy to refer 
patients, should they require hospital 

Torture and its consequences. Current 
treannent approaches. Edited by M. 
Ba!pglu. Cambridge University Press, 
1992. 527 pages. US$ 95. 

This book covers a very important and 
controversial subject, representing a 
typical cross-sectional problem. It dis
cusses medical, political, social, and 
legal consequences of torture, and 
brings a new, very comprehensive ap
proach to this shameful area of mankind 
at the end of the 20th century. 

Torture and human rights violations 
are now even more "up-to-date" and 
painful themes than they were two or 
three years ago when M. Ba~oglu and 
his coauthors were writing chapters of 
this unique book. 

Physical and mental impairment in 
torture survivors attracts more attention 
now because of the merciless ethnic and 
civil wars in the republics of former 
Jugoslavia and former USSR. 

It attracts our attention because of 
cruel conflicts in many African 
countries and because of the enormous
ly high number of refugees in Europe, 
which was peaceful for decades after 
World War II. Similar floods of 
refugees b1ing enormous problems to 
the African and American continents, 
and Asia is not free of these problems 
either. 

Diagnostics, clinical care, and scien
tific research are now dominant themes 
among teams of medical professionals 
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treatment. The staff of our centre com
prises four medical doctors (2 
psychiatrists, one neurologist, and one 
general practitioner). There is already 
increasing interest from the population, 
ex-political prisoners, and victims of 
persecution and torture. These in
dividuals are suffering fro m psycho
logical and physical conditions. 

As yet the centre has little medical 

that is required. They have, for in
stance, taken part in seminars at RCT, 
Copenhagen, and have exchanged 
views with colleagues in foreign 
countries. 

It remains for us to work with passion 
and goodwill. 

equipment, but :ve hope to improve our " Psychiatrist 

technical conditions in the future. The ARCT 

doctors at the centre have a certain Tirana 

amount of experience with the work Albania 

and psychologists who are dealing with 
torture and its sequelae all over the 
world. 

Divided into seven parts, this 
monograph covers all fundamental 
aspects of torture prevention, preven
tion of medical code irtfringements, and 
protection of human and civic rights. It 
deals with various diagnostic ap
proaches and with a complete thera
peutic and rehabilitation approach. 

R. Mollica's opening chapter defines 
and identifies the philosophical dimen
sion of the task, giving a comprehensive 
summary of the philosophical and 
methodological consequences of tor
ture. 

The following five chapters deal very 
clearly with physical, psychosocial, and 
psychological aspects of torture in 
various social and political conditions. 

R. Baker's chapter, exploring the 
"triple trauma paradigm", is undoub
tedly useful now, especially for 
Europeans facing the influx of the 
Balkan war refugees. N. Solkoffs view 
of the Holocaust heritage is also warn
ing and inspiring, especially for readers 
from continents other than Europe. 

It is necessary to pay attention to an 
important aspect that is analysed in this 
book - physical and psychological se
q uelae of torture are as varied as the 
social and cultural life conditions in 
which the torture survivors live. There 
are certainly some "basic" core 
symptoms of stress-related disorders , 

though torture-related impairment can 
be extremely varied. The multi-causal 
approach throws more light on the 
varieties of torture impact. 

Psychological consequences of 
severe trauma are comprehensively 
describedinJ. Saporta' s chapter, which 
contains several neurophysiological 
and neurobiochernical facts thatare im
portant for the better understanding of 
the above mentioned "core" universal 
symptoms. Mechanisms of physiologi
cal reactions provoked by stress, 
trauma, and aggress ion are identical, 
but the manifestations may be modified 
by various factors. Biological models 
of the inescapable shock that leads to a 
syndrome of "learned helplessness" are 
important for a better explanation of 
many aspects of torture survivors' be
haviour abnormalities. 

The importance of a multidiscipli
nary approach is well explained in L. 
Willigen ' s and Bojholm's chapters . 
McNally' s summary of the psycho
pathology of post-traumatic stress dis
order fits perfectly into the framework 
of Saporta' s, Kolk's, and Molica's 
chapters that deal with assessment and 
diagnosis of treatment impairment. 

Parts IV and V are extremely impor
tant and useful ; they describe in 150 
pages the very wide scopeofrehabi lita
tion and psychotherapeutic approaches 
focused on the use and outcome of 
various therapeutic methods. The 
balance that has been achieved between 
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behavioural and psychociynamic ap
proaches offers a very broad menu of 
therapeutic possibilities, not dominated 
by any one approach. 

The necessity to protect the medical 
ethical code and Hippocratic oath is 
pointed out in T. Dowdall ' s description 
of a very complicated situation in South 
Africa. He deals with highly contrast
ing approaches of medical profes
sionals and offers excellent and disturb
ing examples. 
B~oglu's Torture and its Conse

quences can be highly recommended to 

Mennesker, traumer og kriser. Eds. 
Lars Weisceth and Lars Mehlum. 
Universitetsforlaget AS, Oslo, 1993. 
260 pages. Price 275 NKR. 

This is a very good book. 
It deals with the importance of 

trauma for psychological and psy
chiatric ill-health, as well as treatment 
procedures in life-restricting conditions 
such as Post Traumatic Stress Disorder. 

The book is dedicated to Professor 
Emeritus Leo Eitinger, Oslo, on his 
80th birthday, 8 December 1992. 
Through Leo Eitinger's research on 
survivors from European concentration 
camps, and through his clinical work in 
Oslo during the 1950s, 1960s, and 
1970s, the Oslo Group has pioneered 
psychological and psychiatric research 
in trauma. Few groups in the world 
have achieved the same quality. Com
parable scientific and clinical units are 
only to be found at Harvard (Boston) 
and in Los Angeles. 

The work of the Norwegians was 
made clear for us in Sweden by the way 
they handled the survivors and their 
relatives at the bus catastrophe in 1988, 
in which 12 schoolchildren and four 
adults from Kista died. We are far be
hind in Sweden with respect to clinical 
research on the sequelae of trauma and 
their treatment. Few researchers and 
therapists are interested in the raped 
woman, the mal-treated child, and the 
tortured refugee. 

In their preface, Lars Weisa:th and 
Lars Mehlum write that, among all the 
factors that influence man and his 
psychological balance, we have redis
covered the psychological trauma as a 
decisive factor. The book is not only 
addressed to health and hospital staff, 
but also to all groups with an interest in 
the deeper understanding of "man's en
counter with trauma". 

The book' s 260 pages comprise 19 
chapters in four sections, followed by 
information on the contributing 
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all those who look after the survivors of 
torture and patients suffering from 
serious mental/physical stress disor
ders . 

Medical professionals, and in par
ticular psychiatrists and neurologists, 
physiotherapists and clinical psycho
logists/psychotherapists, will use this 
book as a valuable source of informa
tion about the diagnosis and treatment 
of torture. 

It is a very useful manual, not only 
for medical professionals, but also for 
social workers, lawyers, and politi-

authors. It is worth noting that the 
oldest author, Leq Eitinger, was born in 
1912 and was imprisoned in Auschwitz 
and Buchenwald from 1943-1945. The 
contributors, sixteen of them Nor
wegian, include Elie Wiesel, philo
sopher and author (born 1928), Nobel 
Peace Prize winner in 1986. Elie Wiesel 
met Dr Eitinger in Auschwitz, where he 
was his patient. ' 

The main editor, Lars Weisa:tli, is 
Professor of Catastrophe Psychiatry at 
Oslo University; he also works at the 
Department of Catastrophe Psychiatry 
at Gaustad Hospital, Oslo. 

The only Swedish contributor, Ulf 
Otto, is lecturer in child and youth 
psychiatry at Kristianstad. He has large 
experience with crises following 
trauma in children and young people. 

The other non-Norwegian con
tributor is Dr Inge Genefke, specialist 
in neuromedicine and medical head of 
the Rehabilitation Centre for Torture 
Victims in Copenhagen since 1981. 

Section 1 deals with psychological 
trauma, looked on as an extreme en
vironmental factor, caused by natural 
disasters or disasters due to technical 
fai lure or human action, the latter either 
in error or by design. It is emphasized 
that violence by design is the most dif
ficult - torture, acts of violence, mal
treatment, the bank robbery. 

Section 2 deals with the classical 
background to all understanding of 
trauma, i.e. the intensive trauma in 
which the stress factor has been so 
strong that all involved will usually 
develop symptoms of stress related to 
the event. The subjects are war (Lars 
W eisa:th and Arne Sund), torture as a 
weapon against democracy (Inge 
Genefke), and "Is trauma inheritable?" 
(Ellinor F Major). The last-named is at 
present taking part in a study on the 
influence of fathers' war experiences 
on their children (second generation 
trauma). 

Section 3 relates the knowledge 

cians. Some of them should read 
through the key chapters of this 
stimulating and disturbing book, think
ing about an effective prevention of 
torture and the necessity to punish the 
torturers and their leaders. 

Martin Bojar 
Head of Clinic of Neurology 

2nd Medical Faculty 
Charles Uni versity 

v uvalu 84 
15018Prague5 
Czech Republic 

about stress to the great traumas of our 
generation - concentration camps, 
Second World War, Vietnam, etc. A 
comparison is also made between 
violence in the family , incest, mal-treat
ment of children, battered wives, 
suicide, and misuse of drugs and nar
cotics. 

Loss and sorrow are given a special 
chapter, as is alcoholism as a product of 
trauma. 

Section 4 consists of Leo Eitinger's 
and Elie Wiesel ' s highly personal chap
ters. They give a historical anchorage to 
the whole clinical picture that is 
presented in the rest of the book. 

Comprehensive references are listed 
at the end of each chapter - a total of 
365. The various chapters are well-con
nected and the language flows, even for 
those who are not so familiar with Nor
wegian. 

The book is worth reading and can be 
recommended to all general prac
titioners, psychiatrists, surgeons, foren
sic specialists, etc. who meet the acute
ly and chronically traumatized patient 
in the ward or elsewhere. The book is 
particularly suitable for courses in 
medical training, perhaps already in the 
first year, as for the training of nurses, 
social workers, police officers, the fire 
brigade, military personnel, and jour
nalists. 

AS wedish publishing house ought to 
translate this essential book, just as it 
should be translated into English. 

Editors note: 

Sten W Jakobsson 
Head of Department, CTD 
Centre for torture injuries 

Karolinska Hospital 
171 76 Stockholm, Sweden 

The book is about to come in Danish from 
Hans Reitzels Forlag, Copenhagen, in 1994. 
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Instruction to authors 

G-eneralre01arks 
TORTURE is grateful for small news items as well as articles 
on everything connected to torture and the fight against it. 

However, it is advisable to contact the editors before writ
ing the article! The editors will then consider the material for 
possible publication. 

The editors retain the customary right to style and if neces
sary shorten material accepted for publication. 

Your manuscript should as possibly be prepared in cor
respondence with the uniform requirements for manuscripts 
submitted to biochemical journals. This requirements - the 
Vancouver system- are in details described in Br Med J 1991; 
302:338-41 or N Engl J Med 1991; 334: 424-8. 

Book reviews 
If you want to make a review of a pertinent book with relation 
to torture, please remember to inform about the publisher, 
number of pages and the price, preferably in US$ or UK£. 
The review should in the shortest possible way give a per
sonal evaluation of the book - a mere description of the 
contents and some quotations are not sufficient. 

Su0101ary of require01ents 
Please type the manuscript on white bond paper, A4 
(212x297 mm), with margins of at least 40 mm. (-l1h in). 
Type only on one side of the paper. Use double-spacing 
throughout, including headline, text, acknowledgments, ref
erences, tables, and legends for illustrations. 

Please notice that we seldom publish more than two pages 
on the same subject, corresponding to appr. 250-300 lines 
with 52 characters per. line. A good illustration (photo, draw
ing or table) is always very welcome. 

If the manuscript is written on personal computer with DOS 
compatibility, please send the disc (5,25 or 3,5 in) with the 
manuscript formatted in ASCII or DOS. 

The manuscript should be accompanied by a covering letter 
with the name, the address, and telephone and/or fax number 
of the corresponding author. The letter should give any addi
tional information that may be helpful to the editor. 

Details of address of author, a single qualification such as 
MD or PhD, and full professorship are published as a footnote 
to papers, and this information should be provided on the title 
page of the manuscript. A full address should be provided for 
the corresponding author. 
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References 
Should be numbered in the order in which they appear in the 
text. 

Articles in journals 
Standard journal article 
(List all authors , but if the number exceeds six give six 
followed by et al). 
You CH, Lee KY, Chey RY, Menguy R. Electrogastro
graphic study of p;i,tients with unexplained nausea, bloating 
and vomiting. Gastroenterology 1980 Aug; 79(2): 311-4. 

Organization as author 
The Royal Marsden Hospital Bone-Marrow Transplantation 
Team. Failure of syngeneic bone-marrow graft without 
preconditioning in post-hepatitis marrow aplasia. Lancet 
1977; 2: 742-4. 

"< 

No author gi:ven 
Coffee drinking and cancer of the pancreas [editorial]. BMJ 
1981 ; 283: 628< > 

Books and other monographs 
Personal author(s) 
Colson JH, Amour WJ. Sports injuries and their treatment. 
2nd rev. ed. London: S. Paul, 1986. 

Editor(s), compiler as author 
Diener HC, Wilkinson M, editors. Drug-induced headache. 
New York: Springer-Verlag, 1988. 

Organization as author and publisher 
Virginia Law Foundation. The medical and legal implica
tions of AIDS. Charlottesville: The Foundation, 1987. 

Chapters in a book 
Weinstein L, Swartz MN. Pathologic properties of invading 
microorganisms. In: Sodeman WA Jr, Sodeman WA, edi
tors. Pathologic physiology: mechanisms of disease. Phila
delphia: Saunders, 1974: 457-72. 

Other published material 
Newspaper article 
Rensberger B, Specter B. CFCs may be destroyed by natural 
process. The Washington Post 1989 Aug 7; Sect. A:2 (col 
5). 

Audiovisual 
AIDS epidemic: the physician's role [videorecording]. 
Cleveland (OH): Academy of Medicine of Cleveland, 1987. 

Legal material 
Toxic Substances Control Act: Hearing on S. 776 Before the 
Subcomm. on the Environment of the Senate Comm. on 
Commerce, 94th Cong., lst Sess. 343 (1975). 

151 



Cambridge, England 
United Kingdom 
April 5-7, 1994 
The Institute for the Study and Treat
ment of Delinquency: Deaths in Cus
tody. 
Further information: 

Director Julia Braggins 
ISTD 
Kings College London 
Chelsea Campus 
Manresa Road 
London SW3 6LX 
United Kingdom 
Tel: +44 7 1 333 4890 
Fax: +44 71 333 4888 

Leicester, England, 
United Kingdom 
April 8-10, 1994 
Centre for the Study of Public Order, 
University of Leicester: Prisons 2000: 
An International Conference on the 
Present State and Future of the Prison 
System. 

TORTURE 

NEW ADDRESS! 

From 1April1994: 

IRCT 
Postbox 2107 
Borgergade 13 

D K-1300 Copenhagen K. 
Denmark 

Telephone: +45 33 76 06 00 
Telefax: +45 33 76 05 00 

Further information: 

Prisons 2000 
Conference Administrator Ms Julie Trick;:y 
Centre for the Study of Public Order 
Universi ty of Leicester 
The Friars, 154 Upper New Walk 
Leicester, LE 1 7QA 
United Kingdom 
Tel: +44 533 525707 
Fax: +44 533 523944 

Uppsala, Sweden 
June 17-22, 1994 
IV World Congress on Human Rights. 

Further information: 

Ms Agneta Johansson or 
Ms Marie-Helene Boccara 
Uppsala University, Faculty of Law 
Box 512 
S-751 20 Uppsala 
Sweden 
Tel: +46 18 18 26 32 
Fax : +46 18 10 89 70 

Oxford, England, United Kingdom 
September 5-9, 1994 
Refugee Studies Programme: Human
itarian Aid In Complex Emergencies. 
Further information: 

The Education Unit 
Refugee Studies Programme 
Queen Elizabeth House 
University of Oxford 
21 St Gi les, Oxford 
OX! 3LA 
United Kingdom 
Tel: +44 865 270 723 
Fax: +44 865 270 721 

R CTThe Rehabilitation and Research 
Centre for Torture Victims is an 
independent, humanitarian, non

political organization established in 1982 to help 
victims of torture and to contribute to the 
prevention of torture. Its main objectives are 
to rehabilitate persons who have been subjected 
to torture, to rehabilitate their families, to 
instruct Danish health professionals in the 
examination and treatment of persons who have 
been subjected to torture, and to carry on 
research into the nature, the extent and the 
consequences of torture . 

I RCTThe International 
Rehabilitation c.ouncil. for 
Torture V1ct1ms 1s a private 

non-profit foundation, created in 1986 by the 
RCT. The objectives of the foundation are, on an 
international basis, to support research into all 
aspects of torture, to support education and 
training of health professionals and of other 
relevant personnel in the medical, social, legal 
and ethical aspects of torture, and to serve as an 
international clearing house for information 
about torture activities. 


