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Introduction 
It was a very important first international seminar on torture 
to be held in one of the former Soviet Republics. It was im
portant on a professional, as well as on a human level, be
cause some of the participating countries presently suffer 
from some form of civil conflict, which implies the kidnap
ping and torture of the population of the involved countries. 
Representatives from these countries discussed, in a very 
moving and honest way, the possible ways of helping victims 
of torture and organized violence. Outstanding presentations 
by the representatives from Armenia and Azerbaijan were 
listened to on Russian Radio. 

The team of the Compassion Center arranged the sem-

inar. On her many visits to the Caucasus areas Marina Ber
kovskaya has found a team of health professionals who all 
attended the seminar and who will in the future be a support 
to the establishment of rehabilitation centres and pro
grammes for the victims of torture and organized violence, 
and in general for the necessary and thorough follow-up of 
the decisions taken during the seminar. 

It became evident during the seminar that very little lit
erature on the subject is available in Russian, and it is there
fore essential that the material presented is now translated 
into the Russian language. 

The Compassion Center 
Mission Statement 
The Humanitarian and Charitable Center Compassion was 
established as an independent legal entity in February 1992. 
It was created on the basis of the charitable programme 
Compassion, which has existed since 1989 under the aegis of 
the Memorial Society, with the goal of providing medical, so
cial, and psychological help to victims of political repression 
in the former USSR. 

The Compassion Center's mission is to prevent the recur
rence of torture and organized violence and to treat those 
who have experienced torture and organized violence. 

The primary goals of the Center are to mobilize public 
opinion against torture, inhuman and degrading treatment 
and organized violence, and to assist victims with under
standing and by freeing them from their past, so that they can 
mo\·e ahead to become productive citizens. 

This is being achieved through cooperation with the other 
organizations involved, on a national and international level, 
and through the system of multistage medico-psychological 
rehabilitation for victims of torture and organized violence. 
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Our clients are primarily victims of political repression in 
the former USSR, political refugees from former Soviet re
publics now living in Moscow, and children and women in 
areas of armed conflict in the former USSR. 

Compassion Center Main Programmes 
There are four main programmes under the frame of the 
Compassion Center: 

In-home Help Programme. The goal of the programme is to 
provide medical, social, and psychological help in the 
homes of patients who are old, alone, and confined to 
their beds. 
Rehabilitation center. In-patient medico-psychological re
habilitation for a month or more. 
Psychological Rehabilitation. Diagnosis and treatment of 
victims of torture and organized violence with Post Trau
matic Stress Disorders. 
"Children of War and the Twenty-first Century". Legal 
defence and medico-psychological rehabilitation of child
ren and women in areas of armed conflict. 
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Opening session 
Chairman: Alexei Korotaev, Moscow 

Opening address by Alexei Korotaev, Compassion 
Center, Moscow, Russia 
Ladies and gentlemen, 
It is my pleasure to announce the first international seminar 
on torture to be held in the territory of the former USSR, 
M edical and psy chological rehabilitation for v ictims of torture and 
organized violence. The seminar is being conducted by the 
Humanitarian and Charitable Center Compassion, with the 
support of the International Rehabilitation Council for Tor
ture Victims, Copenhagen, Denmark. 

The Compassion Center emerged as the Memorial Socie
ty's medical branch. I think that most of those present used 
to participate in the activities of that Society, whose mission 
was to commemorate the victims of mass repression in the 
Soviet Union and to help the survivors as much as possible. 
So we began our operations as the Memorial medical branch, 
and then we evolved into an independent Center and were 
engaged mostly in relief administration to old and sick 
people . It then occurred to us that our clients were victims of 
torture and organized violence in the strictest literal sense. 

Our cooperation with Copenhagen-based IRCT then 
began. This institution maintains and supports a large inter
national network of the centres that help and rehabilitate tor
ture victims all over the world, and its assistance was invalu
able. The present seminar was conceived following the model 
of the regular IRCT seminars. So we are very grateful to 
IRCT and to its representatives at this seminar, to Dr. Inge 
Genetke, as well as to all of you participating in the seminar. 
I should like also to mention here those who have been sup
porting the Compassion Center from the very beginning. 
These are the International Rescue Committee (USA), 
McArthur Foundation (USA), and the UN Voluntary Fund 
For Torture Victims. Thanks to them, the Center exists and 
will continue to exist. 

Address by H.E. Henrik Ree Iversen, Danish 
Ambassador to Moscow 
I consider it a great honour to be here with you. And I think 
that this seminar is evidence of the great progress that Russia 
has made since the disintegration of the USSR. Just the fact 
that we can conduct such a seminar here and discuss the 
ways to help and to support torture survivors is very indica
tive by itself. 

I have been living here for only two years and a lot of 
things that I have found out during this time were a real 
revelation. I was overwhelmed by how much the Soviet 
people have suffered during the recent decades. It is a great 
comfort that now we can discuss the problem and devote 
ourselves to practical aspects of providing relief for the vic
tims . I am happy to be one of those in a position to take a part 
in these noble activities. I am especially happy that we can 
begin to act this year when we are all celebrating the 50th 
anniversary of the victory over Nazism in Europe. We know 
that your people made a much heavier sacrifice for the victory 
than any other European people, and we know also that the 
problems of relief to the victims of violence and repression 
are especially urgent here. We realize how much we all owe it 
to your people that we are living now in a free and inde
pendent Europe, in a free world. 

I am happy that 50 years after the fall of the Nazi regime 
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we can discuss here the ways of giving help to the victims of 
those times and rejoice in the new life. I think this time is the 
time of Russia 's new future. I think that new events as well as 
the celebration of the victory anniversary will add new 
qualities to Russia's free development. 

I wish you a fruitful discussion. 

Address by Sergei Kovalev, Member of the Duma 
(Russian Parliament lower chamber), Chairman of 
the Russian Federation Presidential Commission for 
Human Rights 
Ten years have passed since the UN General Assembly 
adopted the Convention against Torture and Other Cruel, Inhu
man or Degrading Treatment or Punishment. Tens of nations, 
even hundreds, have joined the Convention. In 1987 it was 
ratified by the USSR as well. Now there is a special article in 
the Russian Federation Constitution, article 21, that forbids 
torture, violence, and cruel and degrading treatment and 
punishment. This article is a word-for-word replica of article 
5 of the Universal Human Rights Declaration. 

But let us remember a little from the past. In 1948, when 
the Declaration was adopted, with participation of the 
USSR, secret instructions of 1937 on the application of 
measures of physical pressure had just come into force in the 
USSR. The instructions remained in force until Stalin's 
death. Some victims of the torture methods approved by 
those instructions are still alive. Some of them may even be 
present here. 

But we have much more recent examples as well. We our
selves are the witnesses to them. People are being beaten. 
They are being beaten at police stations. They are being 
beaten in prisons and prison camps. They are being beaten 
and taunted in the armed forces, not to mention the things 
that take place at so-called "hot spots" in the outer regions of 
Russia and in the former Soviet republics, which are now 
countries in the Commonwealth of Independent States 
(CIS). Here there is a tremendous potential for cruelty that 
has been accumulated all over our tragic and bloody history. 
This potential is not exhausted yet, and no Declaration, no 
treaty, no legal provision would be enough to lessen it. To 
overcome this potential one needs good will. And not only 
good will alone, but tremendous energy as well. 

And it is not only today's political, economic, and legal 
instability that accounts for this great stock of violence. It 
may be first of all the trouble and the fault of the society's 
moral state. So it is our mutual fault . And it is the society 
itself that should cure this moral disease. 

I would never belittle the importance of state and legal 
institutions for human rights protection. But the importance 
of public morals, public opinion, and public associations is 
not less. To my mind they are even much more important, 
especially if we have to deliver some specific relief to specific 
people. That is why I think the mission of this seminar is so 
important and so concrete. 

Of course, you have your specific professional problems to 
discuss, and thank God that you have them. If professional 
problems emerge, then one can be sure that people have not 
gathered just for a chat. It is evidence that the work is being 
done, and here we have the token of the society's slow but, I 
hope, steady healing. 
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But I think that cooperation among professionals in this 
domain would help not only to solve professional problems 
and not only to provide medical, social or psychological reha
bilitation to the torture victims. Another form of rehabilita
tion is also necessary: to rehabilitate the idea of the person
ality in our society. And in the absence of this idea, such 
words as "law'', "rights" and "democracy" become just 
meaningless. 

I hail here all the kindred spirits, but it also upsets me to 
see you here, because the reasons for our meeting are too 
mournful. I wish you only one thing: let your difficult work 
be over as soon as possible. 
Alexei Korotaev: Thank you, Sergei. We all share this wish, 
though unfortunately there is very little hope for a quick fin
ish. 

Address by Viacheslav Bakhrnin, Director, 
Department of International, Humanitarian, and 
Cultural Cooperation of the Russian Federation 
Ministry of Foreign Affairs 
The theme of this seminar is organized violence. From this 
point of view one could name the seminar with the term once 
popular in this country: discussion of scientific and practical 
matters. But the fact is that, for many decades this theme has 
been very topical in this country in a practical sense, though 
in no way a subject for scientific or scholarly analysis. Mil
lions of people, tens of millions, were exposed to torture and 
organized violence during those decades. Whole nationalities 
were exterminated or exiled, the whole social stratum, from 
peasants to intellectuals, was subject to repression. One of 
the most inhuman and vicious forms of repression was spread 
not so long ago - psychiatric repression. 

And one cannot say that the situation has changed totally 
now. We are just trying to prevent these things from being 
repeated, or, at least, to prevent them from being repeated on 
the same scale as previously. And we are still far from the 
succeeding. 

Here is just an illustration of what I have said. A special 
UN rapporteur on torture recently visited this country. He 
was able to see a lot of places of pre-trial detention. He was 
then asked at the press conference if there was torture still in 
Russia. The rapporteur answered with all diplomatic caution: 
"I cannot say about torture, but I can say that the conditions 
of pre-trial detention are torturous and no nation has the 
right to keep its citizens in such conditions." One can easily 
realize how many people were subject to torture in this 
country and how many families were affected by torture, di
rectly or indirectly. 

One might think that the problem of rehabilitation was 
nothing new for this country. The word became well-known 
after the death of Stalin. But up till now "rehabilitation" has 
meant only political or legal rehabilitation. No one was think
ing of psychological rehabilitation, moral rehabilitation of the 
people who had experienced these terrible sufferings. And it 
was quite in accord with the spirit of our time and our his
tory, not to think of such things. Now the number of people 
exposed to these sufferings has increased enormously be
cause of the murderous conflicts in the territories of the for
mer USSR. One tries to help the victims. The government 
tries to give some relief, i.e. to evacuate people from dan
gerous areas, to give them the status of refugees, to provide 
some financial compensation. But no one had thought of 
their souls. And, of course, we do not know yet how to heal 
the soul. This is really the task for all the society. The word 

From the opening session. From left: Dr. Inge Genejke, Medical Director of the International Rehabilitation Council for Torture Victims, Copenhagen, 
Denmark, H.E. Henrik Ree Iversen, Danish Ambassador to Moscow, Sergei Kovalev, Member of the Duma (Russian Parliament lower chamber), 
Chairman of the Russian Federation Presidential Commission for Human Rights, Alexei Korotaev, Compassion Center, Moscow, Russia, the interpreter, 
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"compassion" ought to become as clear and natural for 
everyone as it used to be in Russia. One desperately needs 
NGOs who have this goal as their primary mission. And we 
have now an example of such an organization. I mean the 
Compassion Center. Maybe it is not unique, but I think it is 
the only organization in Russia engaged in such a specific 
domain. And we are happy that our foreign partners, in spite 
of the lack of their own experience of undergoing torture and 
organized violence, have accumulated great experience and a 
great capacity, scientific as well as practical, in healing the 
after-effects of torture and violence. 

So I thank the Compassion Center for this very important 
initiative and I thank IRCT for supporting it. Now we can 
really begin to analyse, in practical as well as scientific terms, 
the phenomena we have come across in this country, the 
scale of violence that has taken place here. 

I wish you success. I think that the results of your seminar 
will be very important, not only for the participants but also 
for our entire country. 
Alexei Korotaev: Thank you very much for your good wishes 
and kind words. 

Address by Inge Genefke, Medical Director of the 
International Rehabilitation Council for Torture 
Victims, Copenhagen, Denmark 
I am both very honoured and very moved to be present and 
to have been offered the opportunity to talk at the very first 
international meeting on Medico-Psychological Rehabilitation 
of Victims of Torture and Organized Violence in this part of the 
world. 

This is a historic meeting. Torture is now made visible - it 
has been removed from the silence - the silence which sur
rounded torture has been broken. Torture victims are now 
recognized and we can talk openly about torture. 

The Compassion Programme was founded in 1989 and it 
was the first programme of its kind in the former USSR, cre
ated under the aegis of the Memorial Society. 

The Compassion Programme was organized by Dr. Alexei 
Korotaev and Dr. Marina Berkovskaya, Memorial Society 
activists. Dr. Edward Karukhin was one of the first physi
cians to join the Programme. In February 1992 the Pro
gramme was constituted as an independent legal entity - the 
Compassion Center, with Alexei Korotaev as Director, Dr. 
Berkovskaya as Medical Director, and Dr. Karukhin as In
home Help Programme Manager. 

The first time RCT/IRCT in Copenhagen heard about 
Dr. Marina Berkovskaya and her work was in the beginning 
of 1990. 
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And in April 1991 Dr. Berkovskaya attended our Interna
tional Seminar in Copenhagen. At this she presented her pro
ject on "Psychogeriatric aspects of delayed consequences of 
the strong psychogenic drugs" to our research group, and I 
remember the very deep impression she made, and how 
moved we all were hearing about this project. 

Compassion works with a very special and unique group of 
torture survivors; special and unique by age - 60 to 80 years 
old - and by the long duration of the period of stress and 
suffering. Research is of course necessary in order to be able 
to help this group in the best possible way. 

In an article in the TORTURE Journal in 1991, Dr. Marina 
Berkovskaya mentions how she would like to see the work 
expand - not only to see a continuation, but an enhancement 
of the work to include the establishment of a centre - and 
now only a few years later she has it. However, Dr. Berkov
skaya does not stop here. 

I would like to stress that we have always been very im
pressed by the courage and professionalism shown by Dr. 
Berkovskaya's team. They have had the necessary strength to 
introduce and expand their work in other countries. 

Rehabilitation of torture victims is a new field for the med
ical profession - it is only 20 years ago since we started our 
professional medical and psychiatric work for torture victims. 
It is important and necessary for us to realize the ethical re
sponsibility of the medical profession in this field. However, 
the legal profession should also be involved. It is important to 
underline that both medical and legal aspects are involved, 
and that it is necessary to realize our special responsibility. 
After more than 20 years of medical analysis and research we 
have collected a large store of knowledge. 

So it is a special pleasure for me to be in the native country 
of Dostoyevsky. He was himself a victim of torture - he was 
exposed to sham execution, he was in isolation for months, 
he spent 4 years in chains - he has described the humiliation 
with great compassion and deep humanism. 

In the novel The Brothers Karamazov, Ivan speaks with the 
Grand Inquisitor. He was so right in saying that, if the price 
of global peace is the torturing to death of one child, this 
price should never be paid. Using the words ofDostoyevsky, 
and he was the first to say it - there is no excuse for torture 
whatsoever. 

Alexei Korotaev: Thank you very much, Dr. Genefke. And 
now, I think, it is time to go over to the work. D 
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The victims of political repression 

Victims of torture and organized violence in the civilian 
populations of the countries involved in armed conflict 

Marina Berkovskaya, Medical Director, the Compassion Center, Moscow, Russia 

The Compassion Center emerged as an autonomous body in 
January 1992; it was based on a charitable programme Com
passion that was in operation since 1989 under the auspices 
of the Memorial Society. Such a genesis predetermined the 
primary domain of our activities at the very beginning. This 
was to provide medical, psychological, and social relief to the 
victims of political repression . 

As time passed, we enlarged the scope of our activities. 
Now we have three major groups of clients. 

First: victims of Stalin's repression. They are mostly old, 
sick, and often single people. Our contacts with the Copen
hagen Rehabilitation Centre for Torture Victims, and then 
our joint work, helped us to realize the unique nature of this 
group as a very specific group of torture survivors. The group 
is unique in three respects - their age (average 80 years), the 
extra-remote effects of the torture, and the extra-long period 
of life under stress. Unfortunately, the number of clients is 
unique as well in a most tragic way: the extent of repression 
under Stalin was unique in history. So work with this group 
is of importance not only from a humanitarian point of view, 
but also as a domain of scientific research. We have acquired 
vast experience in treating this group. 

Second: dissidents and political refugees from the former 
Soviet Republics. Here we are at the very beginning and have 
not yet any substantial experience. 

Third: the children of the countries at war. We consider 
that any child in a theatre of war is a victim of organized 
violence, whether or not they have suffered direct physical 
injury. But of course not all of them have suffered equally 
from violence. There are direct torture victims among the 
children, child-hostages being the largest and most distinc
tive group of such victims. 

So the primary mission of our Center is to make an end of 
torture and organized violence and to provide medical relief 
to the victims. 

Our goals are to stir up public repugnance against torture, 
cruel and degrading treatment and organized violence, and to 
give psychological rehabilitation to the victims. 

We run four major programs: 

1. Aid to the clients al their homes. This provides various kinds 
of medical, psychological and social aid, especially to the 
old, the sick, and the feeble. 

2. Operation of a hospital-type rehabilitation center where 
clients receive a month-long course of treatment and psy
chological rehabilitation. 

3. Programme of developing and introducing psychological reha
bilitation techniques, the techniques of PTSD diagnosis and 
treatment. 

4. " The children of the War and the Twenty -first Century" pro
gramme, which is a programme of psychological rehabili
tation and legal protection of the children in the countries 
at war. 

All the programmes are interconnected by three common 
basic approaches. 
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First: their charitable nature, which is a distinctive feature 
of all our activities . Unfortunately we are not in a position to 
help all those who need help . So we provide relief to the 
socially weak and unprotected groups, the old people and 
children. 

Second: a special slant towards psychological problems and 
techniques. We have learnt from our research and practice 
with our clients, whether victims of Stalin's repression, politi
cal refugees from the former Soviet Republics, or children 
and women in the countries at war, that they all suffer from 
PTSD in one of its three stages. The children in the countries 
at war suffer from the lst stage of PTSD. Another above
mentioned client group, that of relatively young and physi
cally healthy people up to 50 years old, demonstrated the 
next stage of PTSD. And one could see the same symptoms 
when dealing with old people 50 years after experiencing re
pression. Treatment for PTSD can be given at any stage, but 
it is most effective when given in the first stage, i.e. during the 
stress or immediately after it, as for instance to children in 
countries in war. 

Third: the human rights approach, which runs through all 
the domains of our activity. 

Our Center is named the Compassion Center. The help 
we give is not as from superiors to inferiors: we are all 
together, we live the same life as our clients. Alas, no one can 
restore the broken lives to our old clients who had fallen 
victim to Stalin's repression. But they have at least their right 
to a decent life in their old age. The government now takes 
adequate measures to help these people to live their last years 
decently. At least it does much in terms of legislation 
adopted. We do not try to take the place of the government 
in this domain. We try to be active in the domain where the 
government should not normally be active - the domain of 
psychological rehabilitation. 

As for children in the countries at war, we believe that any 
child who has experienced warfare conditions is a victim of 
the armed conflict, even if he/she has not suffered direct 
physical damage. We were witnesses to the effect of such an 
experience: in an individual child, it produces various stress
related psychosomatic conditions, as well as personality dis
tortions; in the generation taken as a whole, the experience 
results in distorted states of mind, greatly influenced by an 
image of the enemy and by the idea of vengeance. In some 
countries where warfare has lasted for more than four or five 
years, a new generation of children has already grown up that 
has no experience at all of a peaceful life. They are incapable 
of self-realization in a peaceful life, and this is not their fault. 
Such a generation is growing up in quite a substantial part of 
the world, for about half the world now is involved in some 
kind of warfare. 

So we strive to protect the right of any child to grow up as 
a fully fledged person, as well as to protect the right of hu
manity to have a future in the Twenty-first Century. D 
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Social and psychological effects of 
compulsory treatment 

Dealing with mentally healthy people in special 
mental hospitals in the USSR 

Semen Gluzman, Kiev, Ukraine 

I have recently published a paper on the problem, in both 
Russian and English. The English version was published in 
the British Journal of Psychiatry, the Russian in the Sankt
Petersburg Psychiatric Journal. Both versions are available from 
the organization Committee and one can find all the data 
there. So now I would rather put the problem into a some
what broader context. 

The psychological effects of repression are something that 
I know from my own experience. When I was released after 
seven years' detention in a severe-regime prison camp, I 
showed certain symptoms of mental disease. Being myself a 
psychiatrist I was not frightened by these symptoms because 
I could see that they all resulted from the tiredness and hard 
struggle that I had to endure. But my life in a severe-regime 
prison camp was relatively passable when compared with the 
lives of dissidents in special mental hospitals. The stresses 
people were exposed to there were much harder, much more 
horrible and destructive. The former dissidents' problems do 
not attract much attention from journalists or the general 
public. Only a small fraction of former dissidents are visible 
persons now: the tip of the iceberg. Journalists see only some 
of the former political prisoners, "prisoners of conscience", 
such as Viacheslav Bakhmin, Sergei Kovalev, myself and 
make the general public see them. But the overwhelming ma
jority of the former "prisoners of conscience" are displaced to 
the "backyard of life". I meet my former fellow prisoners 
rather frequently, and it is pity, compassion that I feel for 
them - and shame for myself. I feel shame for being much 
better settled in life, for having managed to realize myself. 
Those people's tragedies are so desperate that they miss "the 
good old times" when they were in prison. They used to feel 
needed, valued, interesting then. Now things have changed. 
Everything they were fighting for is plain and trivial now -
one can read it in a daily newspaper. Their lives and their 
health are destroyed and no longer needed. They cannot fit 
into the new society, they have lost their professional skills, 
many of them have lost their families as well, and their intel
lectual and emotional life is finished. 

These former prisoners of mental hospitals have the worst 
of it. Due to the peculiar situation in the former USSR, they 
never address psychiatrists or psychologists. The word "psy
chiatry" evokes bitter memories of old experiences. And they 
never consent to give an interview, neither with the media 
nor with various group representatives. 

The survey we have conducted was not proper sound re
search work, for we could not apply any uniform, specific and 
well-defined research techniques. We have applied just an 
unstructured interview technique. We have interviewed 22 
persons, including only 2 women. All the talks took the shape 
of informal meetings between two former "prisoners of con
science". One had to conceal and mask one's questions, to 
come back to the same topic. 

We had on purpose selected for our interviews persons of 
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unquestionably sound mental health, the ones who had 
passed examinations either by well-reputed foreign experts or 
by Soviet experts of undoubted expertise who had no con
nections with repressive institutions. There is a present prob
lem: many people now come to psychiatrists stating that they 
were subject to compulsory mental treatment in hospitals . 
But most of these people prove to be really mentally diseased. 

We were investigating the effects of special stressors pecu
liar to mental hospitals . One can read all this in detail, so I 
shall confine myself to a brief enumeration of the stressor 
groups. 

The first group comprised physical stressors: 
1. extreme overcrowding 
2. bad, coarse food 
3. lack of opportunity for physical exercise and outdoor 

walks 
4. lack of a latrine in the chamber - the worst stressor ac

cording to the former prisoners 
5. severe beatings by criminals who were acting as hospital 

attendants. 

The second group comprised moral stressors: 
1. The fact of being diagnosed as having a serious mental 

disease that called for intensive compulsory treatment was 
itself the hardest of the moral stressors. One of the former 
prisoners, who now works as a TB physician, told me a 
horrible thing during the interview: "I envied your family, 
Kovalev's family and many other families . They could be 
proud of you, though the pride could be mixed with tears. 
But my family was not the family of a political prisoner: it 
was the family of a lunatic." 

2. Uncertainty about how long one would suffer those un
bearable conditions; in a prison one always knew whether 
one would spend 15, 10 or 7 years there. 

3. Realization of the fact that, because of the diagnosis, one 
would not have any life prospects even after one's release. 

4. The fact that those who were kept in the mental hospitals 
had no legal rights at all - they had not even those tiny 
rights that we had in prisons or prison camps. 

5. The absence of one's kindred spirits near at hand was a 
heavy experience. 

6. Explicit demands by the doctors, under the threat of ap
plication of shock techniques, to produce evidence against 
one's friends who were still at large; in other words the 
doctors assumed police functions towards these prisoners. 

7. Confinement in a prison cell under horrible conditions 
with murderers, rapists, perverts who had committed ter
rible crimes was another grave destructive factor for men
tally healthy, well-educated people. And the KGB did not 
even allow two dissidents to be kept in the same cell. 

The third group comprised the medical treatment itself. Ter-
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rible injections of sulfasine, a drug not in use in Western 
treatment practice, were considered by the prisoners to be 
the worst of all. Apart from this terrible drug, normal healthy 
persons had to take neuroleptics in huge amounts every day. 
And the criminals who were acting as attendants, and who 
were usually suffering from marked drug addiction, took 
away from the prisoners the special medicines that were to 
remove the side-effects of the neuroleptics, so that the 
prisoners experienced those effects to the full. The above
mentioned TB physician, who is quite a calm person nor
mally, described his experience after having an overdose of a 
neuroleptic: "Try to imagine a huge cell containing so many 
beds that one can hardly make one's way between them. 
There is no room at all virtually. One has just had one's dose 

of neuroleptic and so one feels an overwhelming need for 
physical motion, for rushing round the cell, saying things. 
And there are some ten murderers and rapists by your side, 
all in the same situation. And there is absolutely no room for 
motion; any ill-controlled movement can result in collision 
with a neighbour, who is just as much unrestful as you are. 
And this is going on for days, for months, for years." And 
there is one more terrible experience: one begins to feel that 
one's mind is changing because of the drugs. We have com
pared the PTSD of these former prisoners with that of 
prisoners in Nazi prison camps, as described by German and 
other European doctors. There is some difference because 
the stresses themselves were not quite the same, but I will re
frain from demonstrating the tables to you. D 

Human rights violations and torture in 
Osetia, lngushetia and Tajikistan 

Oleg Orlov, Memorial Human Rights Center, Moscow, Russia 

One activity of the Memorial Human Rights Center is to 
gather information on human rights violations in so-called 
"hot spots" of the former USSR, and to summarize and pub
lish this information. To perform it we send inspection 
missions to these regions on a regular basis. We would like to 
communicate some of our observations to you. 

The collapse of the Communist empire has resulted in 
large parts of the former USSR becoming zones of conflict 
and instability. When the situation becomes very critical, the 
conflicts take the form of armed clashes and civil wars. 

Such acute conflicts never fail to involve many people who 
may themselves be quite reluctant to take any part in the 
conflict. It goes without saying that the scale of violence in
creases greatly under an acute conflict. A radically new situ
ation emerges: the territory becomes a zone of mass human 
rights violations. 

In such a situation, events that in peaceful times could be 
everyday routine, though affecting relatively few people, 
begin to affect great masses and become something like a 
nutrient medium for the duration of the conflict. Organized 
violence against civilians is often carried out both by govern
ment establishments such as the police, the interior armed 
forces, or the army, and by various illegal, semi-legal or legal 
paramilitary units mushrooming up in situations of armed 
conflict. 

In the USSR, law enforcement personnel had accumu
lated great experience in the application of violence against 
detained persons. This practice is still in use during invest

. igations and inquests. 
Everyone knows about the armed confrontation in Mos

cow in October 1993. Political confrontation, which resulted 
in mass unrest in the Moscow streets, developed into armed 
clashes, causing heavy casualties among the civilian popula
tion. Russia really experienced a civil war that fortunately was 
very short and affected only the capital city. Paramilitary 
units that had emerged failed to acquire stability and per
manency. But arbitrary discretion on the part of law enforce-
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ment bodies was quite manifest and resulted in mass human 
rights violations. 

The state of emergency that was proclaimed in Moscow 
lasted a fortnight. And throughout those two weeks, a flow of 
complaints reporting lawless acts by the militia officers as
signed to Moscow from all over Russia was coming to the 
media, to the human rights organizations, and to the Pros
ecutor's office. I will confine myself to those law offences that 
bear some relation to torture and organized violence. 

It is no secret that torture is much used by Russian interior 
forces as a means to obtain a required confession from a 
detained person. Many people were detained on 4 October 
1993 near the Russian Parliament Residence by Interior 
Forces and Militia personnel. Among those detained were 
paramilitary unit personnel who had been defending the Par
liament building. But the overwhelming majority had just 
come to see the events or were passing by on their own busi
ness. People were beaten on the spot, at the moment of 
detention. All the police stations in the city center were full, 
so people were taken to stations in the distant outskirts. 

It was at the police stations that the beatings were heaviest. 
The evidence of people detained at different stations coin
cides to a high degree. All the treatment was designed to 
break a detained person. Men taken from the trucks were 
forced to walk through the rows of soldiers, all of whom beat 
those passing through. Then during the interrogation they 
were again beaten with boots, clubs, and butt-stocks. Then 
there were questions about weapons, commanders, and so 
on. People were then beaten again, a submachine-gun barrel 
was levelled at one's face, the bolt clicking, and the interro
gated person was threatened with being shot on the spot or 
mutilated. Those who were crying "I am a democrat, I have 
come in response to Gaydar's appeal" were beaten still heav
ier, as well as those who were insisting on their right to de
fend the Constitution and Parliament. Many witnesses re
ported that militia personnel very frequently used Nazi-type 
expressions such as "Jewish muzzle" or "Caucasian muzzle". 
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We do not think that it was some special or intentional 
cruelty on the part of the Militia against supposed "White 
House"*) defenders. It was just a routine practice oflnterior 
personnel that happened to be displayed on a mass scale. The 
personnel had their orders to obtain confessions from those 
detained of their participating in the White House defence. 
And they acted in their usual way, the only way they knew 
how to act. 

Of those who were detained in such a way, the overwhelm
ing majority were released in a day or a day and a half. How
ever, some of them were dispatched from the police stations, 
not to their homes, but to hospitals by ambulance. 

Interesting data were issued by the Prosecutor's office: 
more than 6,000 people were detained at temporary confine
ment places from 3-5 October 1993. But detention records 
with grounds for detention were compiled for only half that 
number. 348 people were put into pre-trial detention centres 
without any records at all that could justify their detention. 

Militia personnel continued with similar actions against 
people detained for curfew violation, when conducting sear
ches at hostels, firms and other places. No one was punished 
for these actions. 

Such was the situation in Moscow, where the state of civil 
war did not last and where special attention was directed at 
the events. One can easily imagine the way things were in 
other regions. 

When a conflict continues and paramilitary formations ac
quire importance, the arbitrary actions of these formations 
add to similar actions of law enforcement bodies. There is 
usually a considerable criminal element in these formations. 
Often both criminal groupings and remnants of law enforce
ment bodies become points of consolidation of armed 
groups. Sometimes criminal or semi-criminal groups are ad
mitted to the Interior forces. 

The scale of violence is greatly influenced by the nature of 
a conflict: whether it is principally political or ethnic. If the 
conflict is ethnic, then violence is total; it is aimed against all 
the members of a given ethnic community. If the conflict is 
primarily political, the violence is more limited. 

For instance, warfare in the Dnestr region of Moldavia was 
not purely an ethnic conflict, though ethnic factors were im
portant. There were Russians and Moldavians on both sides, 
though, of course, in different proportions. This nature of the 
conflict decreased the scale of violence. There were beatings, 
killings of prisoners, pillage, violence against the civilian 
population, kidnapping and murder of political opponents. 
But we did not see there many things that we see in several 
regions engrossed in ethnic conflicts: there were no expul
sions of total populations, no mass exterminations on an eth
nic basis; the taking of hostages did not become a general 
practice. So there was no mass flow of refugees from the 
region. 

All these things took place in Tajikistan. In 1992 a civil war 
broke out there. And it was probably the bloodiest of all the 
wars in the former USSR countries: according to different 
estimates between 20 and 50 thousand people were killed. 
Here the ancient enmity between different tribal and territor
ial groupings took the shape of a confrontation between a 
communist block on one side and a Moslem and democratic 
coalition on the other. The conflict, having begun as a politi
cal confrontation, quickly turned into reciprocal slaughter 
based on descent from some or other Tajikistan region. 
Tajiks descended from the Leninabad and Kulyab regions 
united with local Uzbeks against Tadjiks who were descend-

*) The Russian Parliament Residence in the former transitional period. 
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ed from the mountain regions of Garm and Pamir and who 
advanced democratic and Moslem slogans. 

Given the decay of government power, it was criminal 
groups that turned out to be the best organized, so politicians 
on both sides have resorted to their support. Soon it was 
difficult to say whether the gangsters were supporting the 
politicians, or the politicians were supporting the gangsters. 
It was the criminals on both sides who led people's volunteer 
formations. 

Criminal methods were used in the political struggle. For 
instance when Moslem-democratic block supporters in 
Dyushambe, striving to pressurize their opponents, took a 
group of political leaders hostage, including some ministers, 
one of the hostages was beaten to death, while another was 
threatened with being sawn up in a frame-saw. 

Though heavy weapons were hardly used, the war resulted 
in large numbers of casualties among the civilians, as well as 
in terrible destruction. There was extremely hard violence 
against the population that was supposedly loyal to the 
enemy. Very soon the distinction between "the friendly 
ones" and "the enemy" was being made only by ethnic ori
gin. Both sides committed acts of cruelty. For instance the 
state farm "Turkmenistan" was the stronghold of the Mos
lem opposition. A bath-house of this farm was turned into a 
detention place for hostages and a place for interrogation of 
prisoners, torture and executions. When this settlement was 
taken by forces of the other side, it was razed to the ground. 
No house was left undemolished. 

By the end of 1992 the capital city of Dyushambe was 
abandoned by the Moslem-democratic coalition forces, who 
retreated to their mountainous regions of Garm and Pamir. 
The city was occupied by the supporters of the present Tajik
istan government, which started a hunt for people from 
Garm and Pamir. They were seized in the streets, at the air
port, at the railway station, in their own apartments. Men 
were taken away, and their bodies were found later. The ter
ror, which lasted for a few months, gradually lessened. 

At the same time, government supporters invaded the 
mountain region of Garm, also using violence. Men were 
shot and women raped in some of the settlements. 

Memorial has evidence that political opponents of the 
present regime who were confined at the pre-trial detention 
were exposed to beatings and degrading treatment. For 
example, we have good reasons to state that journalists ar
rested in January 1993, Mirbobo Mirrakhimov, Akhmadsho 
Kamilov, Khayriddin Kasymov, and Khurshed Nazarov, 
were severely beaten in the prison. In May 1993 we tried to 
obtain permission to inspect their physical state, while ob
serving complete silence, but we were refused. The only 
thing we were offered was to look at the prisoners from a 
distance of five meters. Of course we refused to visit a prison 
under such absurd terms. But according to our information, 
they then stopped beating the journalists. Three of them 
were beaten once more in September 1993, but there were 
no more beatings following a protest by a Memorial repre
sentative to the authorities in Dyushambe. 

Now we have some more alarming information: pending 
the expected amnesty for political prisoners, there have been 
more beatings and killings in Tajikistan prisons. 

The violence against the civilian population has forced 
400,000-500,000 people to flee from their homes. About 
90,000 have taken refuge in Afghanistan. There are a lot of 
Tajik refugees in Kazakhstan, in Russia, and in other CIS 
countries. All the settlements left by the refugees have been 
destroyed. 

In 1993 refugees and compulsory migrants began to return 
to their homes, some of their own free will, some because of 
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government pressure. The refugees who were in Afghanistan 
were returning under the aegis of the office of the UN High 
Commissioner for Refugees. 

But, despite the government's interest in the return of the 
refugees, the process immediately ran into a number of ob
stacles. First, the local population, which did not belong to 
the refugees' ethnic origins, was often strongly opposed to the 
repatriation. Returning refugees were sometimes exposed to 
direct and open violence. 

Those who returned were faced with terrible hardships. 
They had to live in the ruins of their houses or in over
crowded mosques. They were short of food, medicine, med
ical aid, clothing, and footwear. Intestinal diseases led to 
deaths of both grown-ups and children. Medical aid was to
tally inadequate. 

Returned refugees were still suffering from threats and vi
olence. Virtually all the executive jobs, even of the lowest 
rank, were occupied by Kulyab region people. So for the 
repatriated persons there was nothing but unskilled manual 
labour. 

Above all, the repatriates wanted security and the oppor
tunity for normal work from the authorities; help with re
building their homes and food supplies was of only lesser 
importance. 

It should be mentioned that in Afghanistan it was the 
armed opposition that was hampering repatriation of the re
fugees. 

By the end of 1993 and start of 1994, the situation of the 
returned refugees improved somewhat and the scale of vi
olence decreased because of the joint efforts of organizations 
such as the office of the UN High Commissioner for Refu
gees, the International Red Cross, Doctors without Borders, 
and the Tajikistan Government. 

But the resumption of active warfare in summer 1994 near 

the Afghan border and in Tajikistan territories bordering 
Pamir raised the tension again all over the country. Repatri
ation stopped and again we have information about violence 
against civilians in the "theatre of war". 

Large numbers of people experience the same problems in 
one of the Russian Federation regions. This is an area in the 
northern Caucasus where two Republics of the Russian 
Federation are situated, i.e. Northern Osetia and Ingushetia. 

An armed conflict began there in autumn 1992 between 
two mountain people, the Osetians and Ingushs. The conflict 
is rooted in the times after World War II, when the Ingushs 
were deported to Siberia on Stalin's orders. Now the Ingushs 
have returned home, but some of the territory that was part 
of Ingushetia before the deportation still belongs to Osetia. 
There is no simple solution to the problem. 

In autumn 1992 a six-day war virtually took place in a part 
of Northern Osetia. The combatants, Ingushs, Osetians, and 
Russians, have already suffered and are still suffering because 
of this war. Short armed clashes were preceded by a far 
longer period of development of illegal paramilitary units. 
And it was the authorities in both Osetia and Ingushetia who 
were creating such units . Terrible crimes were committed by 
these units, including mass shootings, mutilation of civilians, 
rape. Hundreds of hostages were taken by both parties. Some 
hostages were humiliated and subjected to violence, some 
were killed. The situation was aggravated by the fact that 
Russian troops who were brought into the region virtually 
joined forces with one of the conflicting parties, the Osetians. 

Thousands and thousands of Russian citizens became 
compulsory migrants because of this war. More than 9,000 
Osetians fled from their homes because they were in the area 
of military operations. By now 6,483 have returned. The re
turn of the rest is blocked by the lack of resources to restore 
apartments destroyed during those six days. 

From left: H enrik Ree Iversen, Alexei Korotaev, the interpreter, Viacheslav Bakhmin. 
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As for the lngush population of the area, almost all of it 
fled to Ingushetia . After their flight their h ouses were de
stroyed deliberately. Since than, according to different esti
mates, 49,000-64,000 people are living in lngushetia in vans, 
kindergarten buildings, live-stock sheds, workshops, electric 
power transmission substations, or at their relatives' places; 
they cannot return from one part of Russia to an other. 

Every fourth person now living in a very small part oflngu
shetia is a refugee. Many of them have to live in absolutely 
unfit dilapidated houses, and they are often short of many 
necessities: food, clothing, footwear. Most of them are unem
ployed. Children cannot have normal schooling because of 
overcrowding in their classes. Medical aid is totally inade
quate. 

Their return is resisted by force in X orthern Osetia. Illegal 
paramilitary units there have been formally disbanded, but in 
fact they still operate. Such units exist in Ingushetia as well. 
In both republics members of these units co-operate with the 
Interior personnel. There are Russian Federation presiden
tial decrees ordering all the refugees to return to their perma
nent residences. But those decrees are not enforced because 
of the timidity of the Russian authorities - to avoid using a 
stronger expression . 

Now only about 2,000 lngush refugees have returned to 
one village - Chermen. But they have to live there under 

permanent stress, under fire, being overtly discriminated 
against by the Osetian authorities. However, the Osetian part 
of the village is regularly under fire as well. 

The lngushs did not flee from the township of Karts, lo
cated in the outskirts ofVladikavkaz, the capital of N orthern 
Osetia. But the township is virtually blocked, and the lngushs 
put their lives in jeopardy if they try to leave it. So all the 
inhabitants are unemployed. Food comes to the township 
from lngushetia under escort of the Russian Militia. The only 
way for the inhabitants to leave the township is to go to lngu
shetia under the same escort. In spring 1994 six township 
inhabitants were taken as hostages when going to lngushetia. 
Since then no one knows anything about them except that 
the kidnappers are ready to exchange them for three Osetians 
taken earlier by lngush fighters . All this results in a very hard 
psychological situation in the township . 

I cannot now dwell on a lot of other problems that are 
emerging in the region. To conclude my report I will stress 
only one thing: I am sure that a new eruption into violence is 
to be expected there unless the Russian authorities change 
their policy in the region. D 

Concluding address 
Alexei Korotaev, Director, Compassion Center, Moscow 

Dear friends, I had both the honour and the pleasure of 
opening this seminar. Now I have the sad pleasure of con
cluding and closing it. As for the pleasure, well Inge Genefke 
has told us about the apprehensions she had before the sem
inar. But I have a grave suspicion that all her apprehensions 
were a small thing compared to our worries and anxieties. 
And now everything turned out happily and even with some 
success! As for the sad side - well it is always sad to say good
bye to the friends with whom you are engaged in a common 
cause. 

And now I would like to say a little on the principal 
meaning of this seminar as I myself see it. To my mind, the 
principal result, the main point in such a meeting is the per
sonal contacts between people who are doing similar jobs in 
very distant places, who lack the opportunity to see each 
other and who, while sharing common values, unfortunately 
belong to the opposite sides of borders spitting with fire and 
blood. This is still more important than any reports. And it 
seems to me that it was such contacts that were especially 
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successful here. This is the source of my confidence in the 
future. 

All things that evolve, be they human beings or institutes, 
must go through various stages of growth and development. 
And I have the impression that "Compassion" centre is com
ing of age here, attaining its maturity. This is the first interna
tional seminar arranged by the Center and it is an important 
landmark on the road of our development. Now it is up to us 
whether we live up to the expectations and hopes that are 
cherished for us - our own hopes included. Let us hope for 
the best. 

Now I would like to thank all of you: the participants, the 
guests of the seminar, our friends from IRCT: the seminar 
could not have been held but for them. And the COM
PASSION staff members and volunteers bustling about just 
now: the seminar could not have been arranged but for them 
either. I conclude our seminar in the hope of meeting again. 
See you again! D 
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Preface 
In the clinical work with torture survivors it is necessary to 
differentiate between the organic causes for any disease that 
may arise, the clinical manifestations (symptoms) and the 
possible psycho-social effects of having been exposed to tor
ture. Torture, with its mix of physical and psychological 
methods and the symptoms which are a consequence of it, 
indicates this. 

Within the field of psychiatry there is an increased under
standing of the importance of obtaining reliable and valid 
information about the clients' condition which in the last 
couple of decades has led to the development of structured 
interviews, observer rating scales and questionnaires which 
the patient must complete. However, these instruments have 
their limitations as they are constructed to cover specific 
areas. 

At the Rehabilitation and Research Centre for Torture 
Victims we had misgivings about presenting our clients with 
self-rater questionnaires. These people have, for example, 
been exposed to questionnaires which they had to complete 
several times, and they were then punished if the answers 
differed. 

In September 1991 a seminar was held at RCT under the 
title "Conceptualizing anxiety in torture survivors" with the 
participation of, amongst others, Professor Richard Mollica, 
Harvard University, Boston, who has been working on two 
self-rater questionnaires for some time, i.e. the Harvard 
Trauma Questionnaire and the Hopkins Symptom Checklist 
25 . 
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The Harvard Trauma Questionnaire which, at least 
among lndochinese refugees, has proven to be a reasonably 
valid screening instrument combines the traumatic event, in
cluding torture, with the symptoms in the bicultural context 
and relates these to the diagnosis of Post Traumatic Stress 
Disorder. 

The Hopkins Symptom Checklist 25 is a brief, simple and 
reliable instrument measuring quantitatively anxiety and de
pression, which offers an effective screening method for 
anxiety and expression and is especially valuable for evalu
ating trauma victims. 

After running a pilot-study among clients from the Middle 
East and creating an Arabic, a Parsi and a Turkish version, 
we found both instruments easy to administer and well ac
cepted by the clients. So we decided that they should con
stitute part of our monitoring system, where we routinely 
collect data concerning our clients. 

It is a great pleasure and honour that through this sup
plementum we have had the opportunity to publish the ma
nuals for these two questionnaires together. It is my hope 
that they will be found useful all over the world where reha
bilitation services for torture survivors are possible. 

Copenhagen, October 1995 
S@ren B0jholm, MD, Chief psychiatrist 
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I. BACKGROUND 
A. Introduction 
The Harvard Trauma Questionnaire (HTQ) is a cross
cultural instrument designed for the assessment of trauma 
and torture related to mass violence and their sequelae. The 
HTQ is intended for use in both clinical and research settings 
with patient and community-based populations of diverse 
cultural backgrounds. The Khmer, Laotian and Vietnamese 
versions were developed specifically for use with Indochinese 
refugee populations. 

Despite the widespread displacement in the twentieth cen
tury of enormous numbers of people due to war, oppression 
and famine, relatively little is known about this type of 
trauma and its disabling effects 1

• Since 1975, more than 
900,000 refugees from Southeast Asia have been resettled in 
the United States2

. Numerous journalistic reports have de
scribed the mass violence of the Pol Pot regime in Cambo
dia3•4; the sexual violence of Indochinese women by Thai 
pirates5; and the incarceration and torture of former non
communist military personnel and civilians (e.g., the Hmong 
in Laos, the South Vietnamese) . Torture, witnessing the ex
ecutions of family members and friends, rape, forced labor 
and reeducation camps are but several of the multiple 
traumas experienced by lndochinese refugees in their coun
tries of origin, only to be followed by traumatic escapes and 
years of arduous existence in refugee camps before facing 
problems of acculturation in their resettlement countries. 

The HTQ was developed in order to obtain information 
about the actual trauma events experienced by Indochinese 
refugees and to assess their physical, psychological and social 
sequelae. Although evidence has indicated that both serious 
psychological and physical trauma continue throughout the 
refugee's entire life, relatively little is known about specific 
trauma and torture experiences and their disabling effects. 

There are many difficulties in evaluating, diagnosing and 
treating torture and trauma survivors. The cataclysmic im
pact of the trauma events on an individual's personal life 
often impedes the ability of the survivor to share his or her 
experiences with others. Obtaining accurate knowledge of 
traumatic events and symptoms and properly classifying 
them into a diagnostic system is fundamental for providing 
effective treatment and good therapeutic intervention. In 
order to do this, clinicians have shifted from the traditional 
open-ended psychiatric interview to shorter and more struc
tured interviewing methods where they collect necessary in
formation through several questions, and test the accuracy of 
reporting over time. 

Although the large influx of non-Western refugees into the 
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United States has stimulated the development of psycho
logical tests and symptom checklists, most instruments have 
not been culturally validated. Many fundamental issues, such 
as the identification of culture-specific symptoms, the impact 
of culture on the trauma response, and the usefulness of 
Western psychiatric diagnoses need to be further explored. 
Nonetheless, there is a growing recognition among mental 
health professionals that a more culturally sensitive diag
nostic system and culturally valid screening instruments are 
needed6,7•8 • 

The HTQ measures symptoms associated with the diag
nostic criteria for post-traumatic stress disorder (PTSD) as 
defined by the current American Psychiatric Diagnostic and 
Statistical Manual (DSM-III-R)9, and symptoms that are as
sociated with the Indochinese refugee experience. A principal 
feature of the HTQ is its careful consideration of the specific 
cultural setting in which it is used . Therefore, in order to be 
applied to other groups of trauma and torture survivors, it 
cannot be simply translated into another language, but 
rather, it has to be adapted and revised. Modification of the 
HTQ requires extensive knowledge of the cultural back
ground, the life events and the culture-specific symptoms of 
each new target population. 

B. Measuring trauma: theoretical considerations 
The process of developing a clinical instrument for the as
sessment of traumatic events and their related symptoms 
presents special problems that are inherent in evaluating, 
diagnosing and treating trauma and torture survivors10 . 

Clinicians are often faced with: the changing nature of the 
trauma story; the gaps and lapses in the patient's memory; 
the emotional upset shared by both therapist and patient as 
personal accounts of horrible life experiences unfold; and the 
complex task of assigning a diagnosis to the diversity of symp
toms reported by trauma survivors. In clinical settings which 
treat survivors from diverse cultural backgrounds, these 
issues are further complicated by the impact of cultural be
liefs and values on the meaning attributed to negative life 
events and on the expression of emotional distress. For 
example, recent studies of Burmese dissidents in Thailand 
indicate the central role of political ideology in their percep
tion of the trauma they experienced (unpublished data). In
dochinese patients, on the other hand, relate the concept of 
karma - that current life circumstances are predetermined by 
good or bad deeds in the previous life - as an explanation to 
the experiences they endured. 

1. Accuracy of reporting 

Survivors of trauma and torture often change the details of 
their reports. These changes may be due to several factors: 

a. High emotional arousal 
b. Impaired memory secondary to trauma-related illness 

(such as depression and post-traumatic stress disorder) 
and to neurological impairments (such as head injury) 

c. Culturally prescribed sanctions that allow the trauma ex
perience to be revealed only in highly confidential settings 

d . Protective mechanisms of denial and avoidance. 

Obtaining accurate information of a trauma survivor's experi
ences and symptoms is necessary for properly diagnosing and 
providing effective treatment and positive therapeutic out
comes. Open-ended interviewing methods require that 
trauma survivors disclose their experiences in their own 
words using free recall - a method that appears to limit re
porting and produce the greatest emotional distress. Re
search evidence from work with Chilean torture survivors 
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suggests that a "triadic model" - in which the clinician and 
patient relate to a third party, either a questionnaire or a tape 
recording - is most useful in providing a context for discus
sion of painful and sensitive issues 11 . It lessens the difficulty 
of communicating and at the same time it moves the trauma 
out of the private realm into the world of public fact. Memory 
is also best enhanced by using neutral methods such as 
checklists that help "put words around" the trauma events 
and symptoms while signaling to patients that the clinician is 
well aware of the type of experiences they might have en
dured 12. Unlike the traditional open-ended history-taking, 
this structured technique is brief and can also test the accu
racy of the trauma survivor's memory over time. Clinical ex
perience and research findings indicate that once an account 
is given, both an increase in memory and an intensification of 
symptoms is likely to occur13 . 

Special attention should be given to variations in reporting 
during the course of therapy as these may indicate an in
crease in emotional distress associated with attempts to re
veal more severely traumatizing experiences. For example, 
with Indochinese survivors of torture and trauma, the repor
ting of rape and sexual trauma may vary significantly during 
the course of therapy. Indochinese women keep knowledge 
of their rape a secret, especially from their husbands and par
ents . Community awareness of the rape trauma will nega
tively stigmatize the victims and their entire extended family, 
causing all family members to suffer from severe social os
tracization 14. It is therefore not uncommon that the experi
ence of sexual trauma is denied during initial phases of ther
apy, and is revealed only when trust and therapeutic alliance 
are well established. 

2. Therapist-patient interaction 

In treating survivors of trauma and torture, the clinician is 
called upon to abandon his/her clinical neutrality and con
demn the injustice and brutality of the experience. This is 
only one reason the clinician may be inhibited from obtaining 
accurate and comprehensive history of the trauma experi
ence. Clinicians who treat trauma and torture survivors are 
frequently concerned that their interview will trigger off 
severe emotional upset and possibly re-traumatize the pa
tient. Numerous clinics' reports have revealed the horror that 
is often confronted by the clinicians themselves in the process 
of documenting the trauma 15 • This issue is even more evident 
in cross-cultural settings in which the bi-cultural worker, who 
is likely to have survived experiences similar to the patient, 
must mediate between the survivor and the English speaking 
professional8 . 

Over the past decade, however, the general clinical im
pression has been that trauma survivors appreciate the recog
nition by the therapist of the trauma they survived and have 
strong desires to give a "testimony" of their experiences7• 

The employment of a simple checklist with Indochinese sur
vivors has been well received by patients and bi-cultural 
staff16, and appears to lessen the difficulties of both therapist 
and patient in communicating these horrible life events. 
Under favorable conditions where confidentiality, informed 
consent and respect for the survivor is obvious, the clinician 
may have more difficulty documenting the trauma history 
than the survivor has in sharing it. 

Clinicians using assessment instruments in a cross-cultural 
setting should also be aware of the "courtesy bias" which has 
been detected in many Asian populations17 . This refers to 
situations where respondents provide information to please 
the interviewer, and omit information they feel may be unin
teresting or cause embarrassment. Western interviewers need 
to be aware of their own cultural bias which may emerge 
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when judging the survivor's affect and presentation of the 
torture and trauma story. 

3. Categorizing the trauma response 
The two major psychiatric illnesses associated with trauma 
and torture are major depression and posttraumatic stress 
disorder (PTSD) 18, 19•20•2 1. The recurrent memory phenom
ena associated with PTSD (nightmares, intrusive daytime 
memories and flashbacks) is commonly reported by trauma 
survivors22•23 • The frequent occurrence of head trauma 
among survivors of torture and mass trauma indicates the 
likelihood that psychological symptoms displayed by this pa
tient population may be secondary to neurological and or
ganic central nervous system dysfunction24

. This complex 
clinical picture with its commonly associated impairment in 
memory, cognitive functioning and social functioning, indi
cates that forming a meaningful and accurate diagnosis is a 
challenging and difficult problem. 

There is an ongoing debate in psychiatric research about 
the applicability of Western diagnostic criteria to non
Western populations2" 26 . There are also many methodologi
cal questions involved in the development of clinical instru
ments for use with non-Western groups27•28 . A specific com
bination of symptoms that constitute a "disease" in one 
culture is not necessarily viewed as a disease in another29 

(fig. 1). Westermeyer30 defined a useful distinction between 
two different meanings of the term "cross-cultural diag
nosis": a. classification - which refers to whether diagnoses 
across cultures are identical, overlapping or different, and b. 
diagnostic method - which refers to whether a clinician from 
one culture can derive a diagnosis from the signs and symp
toms of a patient from another culture. 

Western practitioner Traditional healer 

'\ / 
~---

DSM-111-R Illness Folk DX 

Fig. 1. Western versus traditional definitions of disease and illness. 
(Adapted from Englehardt, 1975). 

Cross-cultural research suggests that assessments of psychia
tric illness should begin with phenomenological descriptions 
of folk diagnoses or culture-specific symptoms which can 
then be compared to Western psychiatric criteria31 . While 
many culture specific syndromes such as "Amok" in the Phil
ippines and "Susto" ("soul loss") in Latin America have 
been defined32, it is not known whether a culture specific ill
ness associated with trauma and torture exists, nor is it 
known whether PTSD is a meaningful disease category in 
other cultures. Nevertheless, in recent years, the diagnosis of 
PTSD has been increasingly applied to refugees from differ
ent backgrounds. The degree to which it describes the 
reaction to trauma of non-Western survivors and its useful
ness to their clinical care has not been established. Although 
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evidence suggests that high rates of PTSD symptoms are 
experienced by both patient and non-patient refugee 
groups 19,20,21 ,33 recent investigations using the HTQ with In
dochinese refugees indicate that not all PTSD criteria, as de
termined by the DSM-III-R, is present in this population 13 • 

A general principle was demonstrated in the WHO cross
cultural study of depression34; while some symptoms may be 
present across cultures, they may not necessarily be the 
symptoms most strongly endorsed by the patient. For 
example, it is possible that while "core" PTSD symptoms are 
universal, these symptoms may not be viewed by the patient 
as most related to the trauma he or she experienced35 • Figure 
2 summarizes the possible relationships between PTSD crite
ria, culture specific symptoms and a trauma related culture 
bound syndrome. Until both sides of this diagram are clari
fied within different cultures, clinicians should be aware of 
the diversity of cultural reactions associated with trauma and 
torture, and should encourage patients to identify them. 

Trauma Diagnostic 
symptoms classifications 

Culture specific [Q] PTSD 
(non-Western) "core" 

[Q] Cultural 
Torture symptoms 
event )lo ... "core" 

PTSD criteria 
Culture 
bound 

(Western) syndrome 

Fig. 2. Schematic diagram of interrelationships among torture events, 
trauma symptoms, and diagnostic classifications .. 

C. History and use of the HTQ 
The HTQ was developed over a 4-year period by the Indo
chinese Psychiatry Clinic (IPC) for primarily clinical pur
poses. At the outset of the treatment program, it was not un
common for patients to be in treatment for long periods of 
time before clinicians became aware of actual traumatic 
events they had experienced. Patients in the clinic, like other 
trauma and torture survivors, do not characteristically volun
teer information about their history or symptoms, nor do 
clinicians feel they can probe such sensitive and highly trau
matic issues. Attempts to use the Diagnostic Interview Sche
dule (DIS) 36 with this population proved to be ineffective -
the DIS is designed to probe the sequelae of a single trau
matic event and for that purpose it includes detailed and 
repetitive questions. For the refugee patients, who have all 
experienced multiple trauma, this instrument was time
consuming and emotionally overwhelming. 

The format of the HTQ was modeled after the Indo
chinese versions of the Hopkins Symptom Checklist-25 
(HSCL-25)37,38,39, a scale readily accepted by both Indo
chinese patients and bicultural staff, in both clinical and re
search settings. Findings indicated that refugee patients 
viewed the HSCL-25 as a medical test that helped them de
scribe symptoms which they could not articulate in an open
ended interview. It also proved to be sensitive to changes in 
severity of symptoms over time40 . Since its development, the 
HTQ has been successfully used as a clinical tool at the Indo-
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chinese Psychiatry Clinic and in a variety of research settings 
with different populations, such as Cambodian residents of a 
large refugee camp in Thailand (Mollica et al., in press) ; Bur
mese dissidents living in Thailand; newly resettled Viet
namese prisoners of war, and nonpatient Cambodian refu
gees in the Boston area. 

D. Description of the HTQ 
The HTQ is a self-report checklist that inquires about a var
iety of trauma events and symptoms identified by clinical ex
perience and treatment outcome studies conducted by the 
Indochinese Psychiatry Clinic18,41 . The questionnaire con
sists of four parts: 

Part I includes 1 7 items describing a range of traumatic 
events, such as "Lack of food and water", "Forced separation 
from family members" and "Being close to death". For each 
item there are four categories of response: "Experienced", 
"Witnessed", "Heard about" and "No". Multiple answers 
often emerge, allowing for a refined understanding of the 
different levels of exposure to trauma. 

Part II of the HTQ is a personal description which in
cludes two open-ended questions asking respondents for 
subjective descriptions of the most traumatic event(s) they 
experienced in both their countries of origin and resettle
ment. These questions provide an inroad into the patient's 
own understanding of the relative effects of his/her experi
ence, and clarify the relationship between Part I and Part IV 
of the questionnaire. 

Part III includes a few brief questions about traumatic ex
periences that may involve head injury: drowning, suffoca
tion, beating to the head and loss of consciousness. Clini
cians should be alerted to the frequent occurrence of head 
trauma among populations who underwent mass trauma42 . 

Such injuries are often associated with impairment in social 
functioning and with neuropsychological deficits. It is well to 
remember that psychological symptoms reported by survi
vors of trauma and torture may be secondary to organic cen
tral nervous system dysfunction rather than to the psycho
logical impact of the trauma experience43• 

Part IV of the HTQ includes thirty symptom items; the 
first sixteen items were derived from the DSM-III-R criteria 
for post-traumatic stress disorder, and specify a cluster of 
symptoms that are associated with overwhelming environ
mental stress44 • These symptoms are arranged along three 
dimensions: reexperiencing traumatic events, avoidance and 
numbing, and physiological arousal45 . Drawing on ten years 
of experience with this refugee population and on previous 
research, IPC staff generated fourteen additional items to 
describe symptoms related to the refugees ' traumatic life 
events. 

II. RELIABILITY AND VALIDITY 
OFTHEHTQ 
The cross-cultural validation of a screening instrument re
quires a consideration of the following dimensions46 : 

l. Content equivalence: each item has a content relevant to 
each culture 

2. Semantic equivalence: the meaning of each item is the 
same in each language 

3. Technical equivalence: the manner in which the data is 
collected is unaffected by the cultural differences 

4. Criterion equivalence: the interpretation of the results re
mains the same when compared against a norm in each 
culture 
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5. Conceptual equivalence: responses to the instrument in
dicate the measurement of the same underlying theoreti
cal construct across cultures. 

In accordance with these criteria, items for the HTQ were 
generated by a bicultural team of clinicians with extensive ex
perience in treating Indochinese refugee patients. Semantic 
equivalence of the HTQ was established in accordance with 
generally accepted guidelines for cross-cultural instrument 
development47,48 . To achieve this goal the items of the HTQ 
were translated from English into Khmer, Laotian and Viet
namese by three bilingual Indochinese mental health clini
cians, two of whom were psychiatrists and the other, an ex
perienced translator. The translators were fluent in English 
and experienced with Western and Indochinese mental 
health concepts. While maintaining accuracy in language, the 
translation was kept simple and clear in order to be easily 
understood by people of all educational backgrounds. The 
final versions were then back-translated blind into English by 
bilingual workers49,50 . Both versions were reviewed by a team 
of Western professionals and bicultural mental health 
workers familiar with Indochinese patients. The resulting re
vised version was piloted in IPC for one year. Additional revi
sions were made by the clinic's entire staff and were incorpor
ated into the questionnaire's final version. 

As previously described, the use of a checklist for the pur
pose of collecting information on trauma experiences and 
symptoms was well accepted by the Indochinese patients. As 
with the HSCL-25, in order to accommodate cultural differ
ences in the comprehension of ordinal subtleties, the com
monly used 5-point Likert scale was modified to include only 
four categories of response. A similar consideration was re
ported by Kinzie et al. (1982) in the development of the 
Vietnamese Depression Scale51 . 

Preliminary tests of reliability and validity of the HTQ 
were conducted with a sample of 91 lndochinese patients 
admitted to IPC13• Each patient received the HTQ and the 
HSCL-25. DSM-III-R diagnoses were determined on the 
basis of semi-structured clinical interviews conducted by the 
bicultural treatment team members who were blind to the 
patients responses on the HTQ and HSCL-25. 

A. Reliability 
Reliability depends on the extent to which a measure re
peatedly yields the same results on repeated trials. It is a 
measure of consistency - the more consistent the results 
given by repeated measurements, the higher the reliability of 
the instrument. 

The reliability of the HTQ was determined by three 
methods: inter-rater reliability, test-retest (assessed on 30 pa
tients, ten from each language group) and internal consist
ency. 

a. Inter-rater reliability is the degree to which there is agree
ment among several raters regarding the meaning of the 
items in a questionnaire. On the HTQ it was high for both 
the trauma events (r = .93) and the trauma related symp
toms (r = .98). 

b. Test-retest reliability is a measure of the stability of per
formance over time. This is a special concern for an in
strument designed to study trauma and its impact because 
of the issue of inaccuracy of reporting discussed earlier. 
Respondents were given the HTQ for the second time one 
week after the initial administration. Correlations between 
patients' scores on both administrations were high for 
both the trauma events (r =.89, p<.0001) and the trauma
related symptoms (r=.92, p<.0001). Examination ofindi-
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vidual items revealed a higher consistency over a one week 
period for personal trauma items (such as torture) than for 
more general items (such as lack of food and water). Over
all, memory seemed to increase during the second inter
view, with more events and symptoms reported. 
The test-retest method offers two main disadvantages: 
1. True change cannot be distinguished from measure
ment instability. For example, increase in memory that 
subjects experience in reaction to the specific questions 
presented by the questionnaire may contribute to a seem
ingly lack of consistency over time; 2. Factors such as re
call and practice may interfere with test performance so 
that responses appear more consistent over time than they 
actually are. 

c. Reliability was also assessed by the method of internal 
consistency. Cronbach's coefficient alpha, a measure of 
the degree to which items on a questionnaire are inter
correlated, was found to be high for both the trauma 
events (.90) and the trauma-related symptoms (.96). 

B. Validity52 

Validity of a screening instrument is understood as the de
gree to which the instrument measures what it purports to 
measure. Traditionally, there are three types of validity: 

a. Content validity: the degree to which items on an instru
ment represent the universe of items that define the vari
able or behavior to be measured 

b. Criterion validity: the degree to which the instrument cor
responds with some other criterion that is external to the 
measuring instrument itself. (In developing psychiatric 
screening instruments, researchers are usually interested 
in establishing the criterion or predictive validity of a 
checklist that they propose as a substitute for a longer and 
more expensive assessment procedure, such as a psychia
tric interview) 

c. Construct validity53 : the degree to which a test can be in
terpreted as a measure of some theoretical attribute or 
quality (i.e., depression, anxiety) otherwise operationally 
undefined. 

In validating instruments for psychiatric assessment, it is 
hard to conceive of determining validity by correlating the 
test with a criterion without first confirming that the test can 
stand by itself as an adequate measure of what it is supposed 
to measure. Therefore, it is common to view criterion validity 
as related to or dependent on content validity. 

Although a measuring instrument can be validated merely 
in terms of its content and criterion validity, establishing con
struct validity is important especially for measures of abstract 
psychological variables that do not constitute an observable 
dimension of behavior. 

The construct validity of the HTQ relies on the construct 
validity of PTSD as a disease entity that is separate and dis
tinguishable from other psychiatric disorders. Although con
siderable information has been accumulating regarding the 
validity of PTSD54,55, it has not been established in non
Western cultures. Whereas it appears that PTSD symptoms 
do exist across cultures, it is not known what symptoms are 
core to the trauma response and what symptoms are specific 
to the culture. Future ethnographic studies of culture
specific symptoms associated with reaction to trauma may 
clarify the relevance of PTSD to the diagnosis and treatment 
of different refugee groups. However, alternative concepts 
should also be pursued. For example, the diagnosis of "cultu
ral bereavement" was suggested by Eisenbruch (1991) 56 as a 
more culturally-sensitive description of the trauma response 
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of lndochinese survivors. While including PTSD-like symp
toms, cultural bereavement refrains from attaching stigmatiz
ing psychiatric diagnosis and places the symptom-picture of 
refugees within a normalizing social context. 

In addition, Western psychiatric diagnostic criteria is still 
grappling with the degree of overlap between symptoms asso
ciated with PTSD and symptoms associated with other diag
noses such as depression and anxiety. A number of studies 
have reported the high rates of coexisting disorders in Viet
nam veterans diagnosed with PTSD, such as drug and alco
hol abuse, major depression, and personality disorders57

,
58

. 

The problem of co-morbidity could be clarified by conduc
ting natural history studies that will establish the primacy of 
PTSD over depression in people who experienced trauma. 
Currently, little is known about the relationship between 
PTSD and depression overtime. For example, in a recent 
14-year follow-up study on survivors of the Buffalo Creek 
disaster by Green et al. (1992) 59 the most common diagnosis 
apart from PTSD, and the one most related to PTSD, was 
major depression. Findings indicated that the strongest rela
tionship between the stressors measured and any of the diag
noses were for PTSD, but none of the stressors predicted 
major depression, indicating that other factors explain the 
association of major depression with PTSD. 

The criterion validity of the HTQ was accomplished by 
measuring the degree to which the HTQ correctly classified 
patients with PTSD (known as the sensitivity of a screening 
instrument) and patients without PTSD (known as the spe
cificity of a screening instrument). Patients' diagnoses were 
generated by clinicians according to the DSM-111-R criteria. 
Based on calculation of scores on the trauma-related symp
toms in part IV of the HTQ (section 111.B.), respondents 
were grouped into a PTSD group and a non-PTSD group. 
Comparison with the DSM-111-R diagnoses yielded a cut-off 
score of 75 (or a mean score of 2.5) which was selected to 
maximize classification accuracy. Using scores of greater 
than 75 on the thirty symptom items to determine patients 
who were checklist positive for PTSD, the resulting sensitiv
ity of the HTQ for the presence of PTSD was .78 and the 
specificity was .65. These findings indicated that 78% of pa
tients with PTSD and 65% of patients without PTSD in this 
91-patient sample were correctly classified by the HTQ. The 
significance of the fourteen refugee-specific items (Items 17-
30) in detecting PTSD was demonstrated by the finding that 
their inclusion with the sixteen DSM-111-R items substan
tially improved the accuracy of the scale. 

The lowered sensitivity and specificity rates found are ex
plained primarily by the fact that the HTQ was administered 
to the patients after a treatment response had occurred. A 
recent study of a nonpatient sample of Vietnamese prisoners 
of war has generated higher sensitivity and specificity rates for 
the HTQ in predicting PTSD and depression as determined 
by the Structured Clinical Interview Schedule for DSM-111-
R (SCID) (Unpublished data). 

There are several methodological problems in applying in
struments that were validated in a clinical setting to studies of 
community populations60 • Usually an instrument is first vali
dated with a patient sample against a gold standard to yield a 
cut-off point and associated sensitivity and specificity rates. 
Then it is used in a community sample to generate estimates 
of the true prevalence of the disorder in the general popula
tion. The use of a cut-off score generated from a clinic 
sample in order to determine the prevalence of a disorder in 
a primarily non-patient community population is shown to 
produce a major spectrum effect: 

a. The ability of the instrument to detect people who truly 
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have the disease (sensitivity) is well covered, since the cut
off score was set at a relatively high level. However, people 
who have mild cases of the disease are likely to be missed 
and be included in the false-negative category. 

b. The accuracy of the instrument for identifying people who 
truly do not have the disease (specificity) is lowered due to 
the likely presence of more people who are highly sympto
matic yet do not meet the full criteria for the disorder. 
They will be included in the false-positive category. 

While the relationship between sensitivity and specificity may 
cancel each other out, the relative magnitude of the spectrum 
effect on each is unknown. 

III. INSTRUCTIONS FOR USE 
OFTHEHTQ 
A. General guidelines 
The following guidelines have been developed over a period 
of two years for use of the HTQ at the lndochinese Psy
chiatry Clinic. We feel strongly that these guidelines must be 
meticulously followed in order to protect the respondents 
and allow for a more effective use of the HTQ. 

1. Using the HTQ in bicultural settings 
The meaning of torture and trauma experiences for survivors 
is deeply imbedded in their cultural heritage. Recent invest
igations reveal the major differences in the cultural meaning 
of torture in Western and Asian societies61 • Torture in the 
West is associated with legal traditions extending to the 
Greco-Roman period. The word torture, derived from the 
Latin word torquere, means "to cause to turn, to twist" in 
order to extract testimony or to repress opposing religious or 
political views. In contrast, in Cambodia, torture - tieru na 
kam - is derived from the Buddhist term for karma, which is 
an action or thought (often of an evil nature) in a prior exist
ence that produces effects in this life. The torture experience 
for the Khmer survivor is attributed to prior bad actions and 
their resulting karma. The impact of such cultural and per
sonal beliefs on the reaction to trauma and on the well-being 
of the survivors is unknown. 

The seventeen trauma events listed in Part I and the 
thirty trauma-related symptoms listed in Part IV of the 
HTQ are likely to have different meanings for the Western 
clinician and the lndochinese survivor. The translation of 
the questionnaire required understanding of cultural dif
ferences in concepts such as: self, sexual abuse, torture, 
emotions, and more. For example, the translation of Item 
29 in Part IV ("Feeling as if you are split into two people, 
and one of you is watching what the other is doing") posed 
special difficulties for all three languages because it refers 
to the concept of a differentiated self which is foreign to 
Indochinese cultures. 

To assist Western clinicians in administering the question
naire, the manual offers for each of the three Indochinese 
languages a discussion of the terms that were chosen in the 
translation. In preparation for use of the HTQ, the Western 
clinician should meet with the bi-cultural staff and read 
through the translations in order to refine his or her under
standing of the equivalent cultural concepts. This may prove 
useful in the dialogue between the bicultural worker and the 
survivor when clinicians need to probe for responses on 
trauma events and symptoms. 

2. Timing of administration 

In a clinical setting in which assessment instruments are used 
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to support treatment plans, clinicians are advised to use their 
clinical judgement with each client to determine the appro
priate time for introducing the HTQ. Although survivors of 
trauma usually express a desire to give their testimony and 
show appreciation to the health care professionals who can 
listen to their account, the accuracy of the report and its im
plications for therapy may change depending on when the 
questionnaire is administered - early on in therapy or after 
trust and alliance have been established. 

Of special consideration with Indochinese survivors is the 
accuracy of reporting rape and sexual trauma. Due to severe 
social and cultural taboos, it is to be expected that presenting 
the HTQ during initial contact with the patient will yield a 
high rate of denial of the experience of any sexual trauma. In 
our validity study, patients received the HTQ within eight 
weeks of their initial visit, a time period chosen by the clinic's 
ethics committee specifically for the purpose of minimizing 
any emotional distress that could be caused by the test. The 
findings still reflect the difficulty this issue presents for this 
community: the item describing rape or sexual abuse in Part 
I of the questionnaire was the least endorsed by patients13 . 
With the understanding that clients may be unable to accur
ately report culturally-sensitive experiences of trauma, it is 
still beneficial to present the question in the initial stages of 
therapy because it may cue to the survivor that the therapist 
is aware of these kinds of experiences and that they have been 
reported by others as well. 

In general, the decision about when to introduce the HTQ 
should be based on clinicians' assessment of the adaptive role 
of denial for the client, the client-therapist relationship, and 
the existence or absence of suicidal and psychotic material. 
Presenting the HTQ in the early stages of therapy (after 4-5 
meetings) has been successful in our clinic. Clinicians pre
pare their clients for the possibility that some of the questions 
in the questionnaire will stir up painful thoughts and 
memories, and reassure them that there will be an oppor
tunity to discuss these issues in greater detail during the 
course of therapy. 

When the HTQ is administered in a research setting it 
should be presented at the beginning of therapy and again 
after 6 months (or whatever time frame is dictated by the 
study's research questions). In a therapy outcome study the 
HTQ can be administered with the Hopkins Symptom 
Checklist to evaluate symptoms over time. Clinicians should 
also assess the client's own sense of improvement. 

When the HTQ is administered to a non-patient popula
tion, the availability of mental health professionals or para
professionals familiar with the culture and historical back
ground of the respondents should be carefully considered. 

Clinicians may find it difficult to ask the questions in the 
HTQ, especially those related to the trauma events in Part I. 
A far greater difficulty may be felt by clinicians who them
selves have experienced similar traumatic events. This issue 
should be dealt with explicitly in staff meetings. Special 
supervision time should be made available in preparation for 
the administration of the HTQ as well as for discussion of 
individual trauma accounts. 

3. Confidentiality 

Guaranteeing the confidentiality of the information revealed 
by the trauma and torture survivor is an essential prerequisite 
for the successful administration of the HTQ. Trauma and 
torture survivors may feel reluctant to fully share their trauma 
experiences in order to protect a friend or a relative from 
being upset, or because of a profound sense of shame and 
guilt that is attached to the traumatic experience. Respond
ents should be told about the type of questions they are about 
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to be asked, and confidentiality should then be openly dis
cussed with them. Clinicians are also advised to make it clear 
to their patients that answering the questions is optional. 

There are institutional differences in what is considered 
appropriate for inclusion in patients' charts. At IPC, the ethi
cal decision was to keep the completed HTQ form separate 
from the patient's clinical chart to ensure the confidentiality 
of its information. Clinicians should demonstrate sensitivity 
and flexibility in following institutional guidelines and re
spect the patient's wishes. For example, at IPC, a Cambo
dian woman seen in therapy for a considerable period of 
time, revealed to her therapist her experience of rape trauma 
which she previously denied. She then specifically requested 
that the therapist not record this information on the HTQ 
form because she did not want a Cambodian therapist in the 
team to learn about it. This example illustrates the degree to 
which issues of confidentiality may influence survivors' 
ability to accurately report their trauma experiences, and the 
crucial role of trust in the therapeutic relationship. 

The experience of the questionnaire may be difficult for 
both the clinician and the client. Privacy and sufficient time 
(50-60 minutes) are essential. The HTQ should be admini
stered by an Indochinese paraprofessional or professional in 
the client's native tongue. If the client is a patient, the mental 
health professional in charge of the case should also be pres
ent. No friend or relative should be present in the room at the 
time the questionnaire is administered, and under no circum
stances should they be used as translators. 

B. Scoring the HTQ 
1. Trauma events (part I) 
The vast majority of studies evaluating the impact of life 
events on the onset of affective disorders draw on three main 
conceptual methods of assessing life events. These are the 
normative approach62, in which each event is assigned a fixed 
predetermined score based on previous studies; the subjec
tive approach, using self-rating measures; the contextual ap
proach63,64, in which events are contextualized within the in
dividual's biographical background, independent of his/her 
subjective emotional reactions. Traditionally, specific life 
events have been evaluated in terms of the degree of upset, 
threat, or adjustment they involve. 

In light of the catastrophic nature of the traumatic events 
experienced by Indochinese refugees, an observer-rated 
measure was not considered fit for assessment. Similarly, 
subjective ratings in retrospective studies have been widely 
criticized for their vulnerability to bias based on the con
sequences of those events and the resulting confusion be
tween event and outcome65; for example, the "search for 
meaning" would make patients attach greater importance to 
events than healthy subjects63 . 

Consequently, the development of the Trauma Events 
scale in Part I of the HTQ was guided by the understanding 
that the dimensions of traumatic events usually referred to in 
the literature66 are not appropriate for the type and magni
tude of trauma experienced by refugee populations. Instead 
of attempting to assess the relative severity of event, it was 
decided to measure the degree of exposure to events already 
identified as central to the Indochinese refugee experience, 
and thus create a response scale that is free of preconceptions 
regarding possible relationships between types of events and 
symptom severity. 

Part I of the HTQ elicits the trauma events experienced by 
refugees according to four levels of exposure: "No", "Heard 
about", "Witnessed" and "Experienced". Multiple re
sponses are encouraged, so that for each item subjects can 
respond with either "No", or any combination of all three 
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positive responses. In analyzing data from Part I of the HTQ 
for research purposes, it was first suggested to generate an 
ordinal variable of "level of exposure", so that: 

"Heard about" = 1 
"Witnessed" = 2 
"Heard" + "Witnessed" = 3 
"Experienced" = 4 
"Heard"+ "Experienced"= 5 
"Witnessed" + "Experienced" = 6 
"Heard" + "Witnessed" + "Experienced" = 7 

Several concerns were raised regarding this approach: First, 
this scoring system assumes that degree of exposure is analo
gous to degree of severity, i.e., hearing about a traumatic 
event is less traumatic than witnessing it, which in turn is 
less traumatic than experiencing it. While this assumption is 
not unreasonable, it requires further investigation. Sec
ondly, an ordinal scale implies that the value assigned to 
each level of exposure is the same for all events, even though 
it can be argued that witnessing rape or murder of family 
members is more traumatic than witnessing the lack of food 
or shelter. 

Additional approaches to the scale, as proposed on the 
checklists themselves, include calculation of "Number of 
trauma events'', by counting all the items endorsed, disre
garding whether they were heard of, witnessed or experi
enced; and calculation of a categorical variable, "Level of 
exposure", by counting all positive answers on each of the 4 
categories of response, to produce a total number of events 
experienced, a total number of events witnessed, etc. Clini
cal experience and studies employing the HTQ with Indo
chinese refugee patients indicate that, due to the massive 
trauma experienced by these patients, the category "Heard 
about" seemed to be redundant. On the other hand, it was 
observed that presenting refugees with response categories 
that imply a range of exposure rather than asking direct 
"yes/no" questions, allowed them to respond to items such 
as "Rape" without revealing more about their experiences 
than they were inclined to, while not denying them al
together. 

2. Trauma symptoms (part IV) 

The response scale for the 30 symptoms in Part N is an ordi
nal scale with four levels - l:"Not at all", 2:"A little", 
3:"Quite a bit", 4:"Extremely". Two types of variables can 
be generated by this scale: a continuous measure of experi
enced symptom severity, formed by averaging responses on 
each symptom scale over subjects (range: 30-120); a cate
gorical measure of symptomatology (i.e., the presence or ab
sence of symptoms), formed by collapsing the four ordinal 
categories to two levels (Yes/No) (range: 1-30) . 

Converting the ordinal scale of the symptoms into a binary 
scale results in the loss of important information. For 
example, it was suggested that in the case of PTSD, 
symptom-threshold intensity rather than presence or absence 
of symptoms was highly associated with diagnostic rates of 
the disorder67 . Marsella & Tanaka-Matsumi68 found differ
ences in the frequency, duration and severity of depressive 
symptoms rather than in their mere presence or absence, 
among Japanese nationals, Japanese-Americans and Cauca
sians. Information regarding symptom severity is especially 
important in studying such highly traumatized populations as 
the Indochinese refugees, as it is to be expected that all re
spondents will exhibit some level of symptomatology. It is 
possible that when the level of exposure to trauma is so high, 
it is precisely the severity of symptoms and not their presence 
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or absence that can identify individuals who meet the DSM
Ill-R criteria for PTSD or those who have a profound func
tional disability. 

As the list of 30 items in Part N of the HTQ is comprised 
of sixteen DSM-llI-R items, it appeared helpful to calculate, 
for each subject, two total scores: 

1. Total score: The sum of items 1-30 divided by 30. 
2. Total PTSD score: The sum of items 1-16 divided by 16. 

As established in an initial validation study, individuals with 
total scores >2.5 are considered symptomatic for PTSD (see 
section 11.B.) . It is likely that validation of the HTQ in a non
patient population will generate a lower cut-off score for the 
diagnosis of PTSD . 

C. Adaptation of the HTQ to non-Indochinese 
cultures (fig. 3) 
1. Developing the new instrument 
To be used with non-Indochinese populations, the HTQ 
should be modified and adapted to the specific characteristics 
of each cultural group . The actual traumatic events as well as 
the meaning attributed to them vary according to the specific 
historical, political and social context in which the trauma oc
curred. For each new cultural group, a new HTQ should be 
developed. First, a new list of trauma events has to be created 
that would cover most of the traumatic events experienced by 
this population. For that purpose, the specific political and 
socio-cultural history of trauma should be studied by means 
of historical analysis, oral histories, reports from key inform
ants and focus groups. Secondly, the DSM-Ill-R items (1-
16) should be translated and back translated, and tested for 
semantic equivalence. New culture-specific symptoms of 
trauma should be identified by means of ethnographic 
studies, clinical experience, key informants, traditional 
healers and primary care settings. 

2. Establishing reliability and criterion validity 

The reliability of the new instrument can be established by 
standard test re-test methods, inter-rater reliability and inter
nal consistency. The instrument should then be validated 
against some objective criteria; medical and military records 
or family history can be used for the validation of the self
reported trauma events. Responses on the trauma symptoms 
should be validated against a gold standard such as the Struc
tured Clinical Interview Schedule (SCID) and tested for sen
sitivity and specificity by multiple assessments of clinic and 
community populations. 

3. Establishing construct validity 
The HTQ does not attempt to establish the validity of the 
construct of PTSD in other cultures or to identify a culture
specific construct for the trauma response within the differ
ent cultural groups. This instrument is based on the Western 
perspective of trauma-related illness and it is therefore bound 
by the concept of PTSD as defined by the DSM-III-R crite
ria (i.e. Items 1-16 in Part N). Only when a culture-specific 
construct will be identified, will it be possible to modify the 
DSM-Ill-R symptom items and develop a questionnaire that 
is truly culture-specific. In adapting the instrument to non
Indochinese cultures, the construct validity of the PTSD 
criteria should be examined by finding a relationship between 
PTSD symptoms and trauma experiences, social disability, 
health status and/or other psychological markers. Longitudi
nal and ethnographic studies can clarify the nature of a 
trauma-related illness in non-Western populations, especially 
the relationship between PTSD symptoms and culture-
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IV. CHECKLIST specific or other symptoms. Similarly to establishing the va
lidity of any medical diagnosis69

, genetic and family studies 
may clarify the predisposition to PTSD; response to treat
ment and the identification of biological markers may refine 
the understanding of the unique aspects of PTSD; and epi
demiological variations in the prevalence of the disease may 
providepopulation-based insights about predictors and asso
ciated factors. 

[It is the wish of the Harvard Program in Refugee Trauma 
not to have the chapter which contains the actual instrument 
of the HTQ included in this supplement. The Harvard Pro
gram in Refugee Trauma would like to be able to have direct 
contact with anyone who is translating the instrument into a 
new language in order to preserve the integrity of the instru
ment as much as possible. -The editors] 

I. Developing the new instrument 
SECTION OF THE HTQ 
1. Trauma events 1. Learn the political and socio-cultural history of 

trauma and torture 
Method: • Historical analysis 

2. Trauma symptoms 
a. DSM-III-R symptoms Method: 

b. Cufture-specific symptoms 
Method: 

• Oral histories 
• Biographies 
• Key informant reports 

2. Establish a new trauma/torture checklist 

1. Establish semantic equivalence 
• Translation back-translation 
• Focus groups to verify meaning and interpretation 

of items 

1. Identity cufture-specific symptoms 
• Ethnography 
• Key informants 
• Clinical experience 
• Traditional and religious healing 
• Primary care settings 

2. Establish semantic equivalence 

3. Use focus groups 

II. Establishing reliability and criterion validity 
1. Reliability 1. Standard test re-test/inter-rater reliability 

(see section II.A.) 

2. Criterion validity 
a. Trauma events Method: Validate trauma history by use of medical/military 

records or testimonies of family members 
b. Trauma symptoms Method: Establish sensitivity and specificity against a gold 

standard (structured clinical interview for DSM-III-R 
or a psychiatric diagnosis) 

III. Establishing construct validity 
1. DSM-III-R criteria 1. Relationship to trauma 
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2. Relationship to social disability, health status, 
psychological markers 

3. Longitudinal studies 
4. Ethnographic studies 
5. All other elements which contribute to establishing 

a medical diagnosis: 
A. Genetic and family studies 
B. Response to treatment 

Fig. 3. Adaptation of the HTQ 
to non-Indochinese cultures. 
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V. HOW TO OBTAIN THE HTQ 
The Cambodian, Laotian and Vietnamese versions of the 
HTQ can be obtained from: 
Harvard Program in Refugee Trauma 
8 Story Street, 3rd Floor 
Cambridge, MA 02138 
USA 
Tel: + 1 61 7 496 5546 
Fax: + 1 617 496 5530 

Arabic, Turkish and Persian (Farsi) versions can be obtained 
from: 
International Rehabilitation Council for Torture Victims, 
IRCT 
Borgergade 13 
P.O.Box 2107 
DK-1014 Copenhagen K. 
Denmark 
Tel: +45 33 76 06 00 
Fax: +45 33 76 05 00 

APPENDIX 

List of cultural specialists 

Cambodian version 
Sokhom Chan, MD, Lynn Health Center, Lynn, MA 
Khatharya Um, Political Science Department, UC Berkeley, 

Berkeley, CA 
Sovina Hem, Brighton Marine Public Health Center, 

Brighton, MA 02135 
Franlinette Khuon, Guidance Councelor, Classical High 

School, Lynn, MA 
Theanvy Kuoch, Khmer Health Advocates, Inc., West Hart

ford, CT 
Svang Tor, Indochinese Psychiatry Clinic 

Laotian version 
Vilay Homsombath, Bilingual Program, Lynn, MA 
Khamvong Karnsouvong, Lao Family Community, Inc., 

Richmond, CA 
Daravong Oula, Refugee Data Center, New York, NY 
Phomma Sayasane, Laotian Community Resource De

veloper, Lowell, MA 
La Ditthavong, Center for A~plied Lingusitics, Washington 

DC 
Vongdeuane Thiphasouk, Laotian Curriculum Developer, 

Lowell Public Schools, Lowell, MA 
Ter Yang, lndochinese Psychiatry Clinic 

Vietnamese version 
Mary Mai, MSW, VACO Inc., New York, NY 
Philip Phu-Van Bui, Refugee Community Services Partner

ship, Oakland, CA 
Toan Truong, Department of Psychology, John Hopkins 

University, Baltimore, MD 
Sr. Theresa Khen, LICSW, Catholic Charities, Worcester, 

MA 
Tran Minh Tung, MD, Falls Church, VA 
Thang Pham, LICSW, lndochinese Psychiatry Clinic, 

Brighton Marine Public Health Center, Brighton, MA 
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I. BACKGROUND 
A. Introduction 
The Cambodian, Laotian, and Vietnamese versions of the 
Hopkins Symptom Checklist-25 are intended to provide 
primary care physicians, mental health practitioners, and 
other health care providers with an instrument for detecting 
anxiety and depression among Indochinese refugees. 

Researchers have noted that many patients with psychia
tric illness first present themselves to outpatient medical set
tings1-4 . Asians and Southeast Asian refugees are no excep
tion. Studies have also shown that the psychiatric problems 
of primary care patients are often overlooked in medical set
tings, due to a lack of familiarity with mental health diagnosis 
and the symptoms of psychiatric disorder5-8. For reasons dis
cussed below, the difficulties in detecting psychiatric prob
lems in Southeast Asian populations are even more severe9. 

The Indochinese refugee patient presents a special chal
lenge to the health care provider. Aside from obvious lan
guage differences and the inherent difficulties of interpreta
tion, there are problems arising from cultural differences as 
well. These include the tendency of Southeast Asians to feel 
that medical symptoms are the only legitimate reason to seek 
help; the general acceptance by Southeast Asian refugees of 
folk healers and community resources (such as family, Bud
dhist monks, Catholic priests) for solving emotional prob
lems; and the widespread lack of familiarity of Southeast 
Asians with mental health practitioners and psychiatric in
stitutions in their native countries, particularly in Laos and 
Cambodia. For the new refugee, mental health problems 
present an even greater threat, both because they contribute 
to difficulties in coping with resettlement and because the 
admission of mental illness marks one as weak or unable to 
cope with the new environment. (For example, a psychiatric 
diagnosis in the refugee camps was a severe impediment to 
immigration). Yamamoto10 and Kinsie 11 note that Asians are 
more likely than Westerners to see mental affliction as a 
source of humiliation and potential ridicule . A standard of 
secretiveness therefore prevails about sharing emotional 
upset. For those who have been raped or involved in war 
trauma, there may be a reluctance to discuss trauma-related 
events or symptoms with a health care practitioner because 
they raise painful feelings which the patients often would 
rather put behind them. 

B. History of the HSCL 
The Hopkins Symptom Checklist (HSCL) is a well-known 
and widely-used screening instrument whose history dates 
from the 1950s. It was designed by Parloff, Kelman, and 
Frank at Johns Hopkins University12. The HSCL was ori
ginally developed as a self-report symptom inventory used for 
measuring change in the clinical status of psychotherapy pa
tients 1. The earliest version, called the Discomfort Scale, was 
comprised of 41 symptom questions, most of which were 
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taken from the Cornell Medical Index (CMI), developed in 
1949. These were supplemented by twelve items from a psy
chiatric outpatient rating scale developed by Lorr13. The 
Scale was rewritten to include four categories of response 
("Not at all", "A little", "Quite a bit'', "Extremely"), in 
keeping with its primary use as a measure of improvement. 

Since its inception, the HSCL has undergone continuing 
elaboration and refinement. Several versions of the instru
ment are now in use, ranging in length from 25 to 90 items 
(including 31-, 35-, 58-, 64-, and 71-item versions). The 90-
item checklist, known as SCL-90, is the version most com
monly used. It was developed by Derogatis and others as an 
improved instrument for use in outpatient facilities 14. This 
version screens for psychotic and paranoid symptoms, in ad
dition to anxiety and depression. A 64-item and a 35-item 
Checklist were developed in the initial application of the 
HSCL to psychotropic drug studies15-17 . 

The HSCL has been employed in several kinds of re
search. It has been used as a screening instrument to elicit 
information on symptoms of anxiety and depression in med
ical patients18, psychiatric patients, and in normal popula
tions15 . It has been used to assess outcome of psychotherapy 
and especially psychotherapy in combination with psycho
pharmacologic agents1, PP· 126-32' 15-17. Uhlenhuth, Lipman and 
Balter used the HSCL in an epidemiologic study of life stress 
in the city19 . The HSCL has also been the subject of 
numerous studies, many of which have looked at the fun
damental symptom constructs underlying the items of the 
HSCL1s,20-22. Preliminary investigations have been made 
using the HSCL-90 with Southeast Asian refugees by West
ermeyer in Minnesota23, Hauff in Norway24, and Merkel in 
Philadelphia25. 

Professor Karl Rickels, one of the original developers of 
the HSCL, demonstrated, along with his colleagues, the use
fulness of a 25-item version of the HSCL in a family prac
tice26 and a family planning service setting27 . In his family 
practice study (1980), Rickels revealed a high concordance 
(86. 7%) between the case assessment by the family physician 
and the patients' own ratings of distress as measured by the 
HSCL-25 . In his 1984 family planning service study, Rickels 
and his colleagues reported the usefulness of the HSCL-25 in 
identifying patients with previously unrecognized clinically 
significant emotional distress. 

The HSCL-25 uses ten items from the HSCL-58 anxiety 
cluster (suddenly scared for no reason; feeling fearful; faint
ness, dizziness, or weakness; nervousness or shakiness inside; 
heart pounding or racing; trembling; feeling tense or keyed 
up; headaches; spells of terror or panic; feeling restless, can't 
sit still), and thirteen items from the depression cluster (feel
ing low in energy, slowed down; blaming yourself for things; 
crying easily; loss of sexual interest or pleasure; feeling lonely; 
thoughts of ending your life; feeling of being trapped or 
caught; worrying too much about things; feeling no interest 
in things; feeling everything is an effort; feelings of worthless
ness). It also includes two additional somatic symptoms 
(poor appetite; difficulty falling asleep or staying asleep) 27 . 

C. Use of the HSCL-25 by the Indochinese Psychiatry 
Clinic 
The HSCL-25 has several advantages as a screening instru
ment for Indochinese refugees. The questionnaire is brief, 
simple in its language, and may be self-administered by lite
rate patients. It can be understood by people of all levels of 
educational attainment. While the HSCL does not supply a 
diagnosis, it allows the clinician to recognize symptoms 
universally associated with anxiety and depression28. The 
four categories of response, ranging from "Not at All" to 
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"Extremely", provide a safeguard against simple "yes" and 
"no" answers, as does the fact that the items are neither 
questions nor true-false statements. This structure is helpful 
in determining severity of psychiatric disorder, as well as in 
documenting change in the patient's condition. 

The clinicians at the Indochinese Psychiatry Clinic (IPC) 
found that the HSCL-25 was especially helpful in evaluating 
victims of trauma. One IPC clinician stated: 

[Some questionnaires] are so assaultive that they are capable of 
triggering a flashback. In contrast, the HSCL does not stir up 
feelings; it is not a provocative instrument. It puts words around 
feelings. Many people feel overwhelmed, unable to articulate, and 
tend to say they are ']ust not feeling right". The HSCL teases out 
the components of feelings, which is necessary for treatment. 
Tran Minh Tung, MD, in reviewing the HSCL-25, stated 
that one reason for its ready acceptance among Southeast 
Asian refugee patients was that it resembled a medical test. 
This format allows Indochinese paraprofessionals within a 
supervised context to retrieve information about psychiatric 
symptoms which they generally regard as appropriate only to 
a doctor-patient discussion. 

II. VALIDITY AND RELIABILITY OF 
THE HSCL-25 
The many American versions of the HSCL have been proven 
through extensive research to be highly valid and reliable 
screening instruments 15• 17, 18,29. 

For the Indochinese versions of the HSCL-25, we estab
lished semantic equivalence in accordance with guidelines 
delineated by Gaviria et ai. 30 which are generally accepted in 
the field of cross-cultural instrument development31 . Gaviria 
et al. note that "the development of equivalent measures of 
the same instrument in several languages requires more than 
mechanical translation; it requires similarity in regards to 
style and connotation"30• P· 19 • They stress the importance of 
collaboration between indigenous professionals and re
searchers, through such means as expert panels, back transla
tion, and methods of resolving differences30• PP· 19-20 . (See Ap
pendix l .A for a discussion of cross-cultural instrument de
velopment). 

Our procedure began with the translation of the HSCL-25 
from English into Cambodian, Laotian, and Vietnamese by 
three experienced Indochinese mental health clinicians fluent 
in English (members of the IPC staff). These versions were 
then back-translated blind into English by three bilingual In
dochinese experts in the community who were knowl
edgeable of mental health concepts. Discrepancies were dis
cussed and resolved by each pair of translators. The resulting 
versions were used in the IPC for one year. 

In the preparation of the present versions, we consulted 
several cultural experts who combined native fluency and a 
knowledge of mental health issues. This group included a 
nationally recognized authority in each language area (see 
Appendix 2 for a list of contributing cultural specialists). In 
this stage, special attention was paid to nuance, idiom, and 
connotation; phrases translated so literally as to be confusing 
were replaced by more idiomatic phrases. The suggestions 
and alterations were then discussed by the Indochinese Psy
chiatry Clinic clinicians and the authors. The final version 
incorporated some of the suggested word changes while 
maintaining terminology which had proven over time to be 
most understandable to the patient population. (See section 
V for a discussion of the terms chosen). 

Validation of the three translated versions was accom
plished by measuring the degree of sensitivity and specificity 
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of the HSCL-25 by comparing HSCL-25 scores with DSM
III diagnoses given by a psychiatrist blind to the HSCL-25 
results. We used the following approach. All new admissions 
to the Indochinese Psychiatry Clinic over an 18-month 
period (N=63) who were not receiving psychiatric treatment 
or medication at the time of admission were administered the 
HSCL-25. First, scores for the HSCL-25 were determined 
for three categories: total, depression, and anxiety. (The total 
score is obtained by taking the sum of all the scores of items 
answered divided by the number of items answered (usually 
25); the anxiety score equals the sum of the first ten item 
scores divided by 10; the depression score equals the sum of 
items 11-25 divided by 15.) Indochinese patients with de
pression scores greater than 1. 75 were classified as having a 
clinical depression; Indochinese patients with scores greater 
than 1. 7 5 on the total score, anxiety score, or depression 
score were classified as having significant emotional distress. 
The cut-off point of 1. 75 is consistent with data obtained 
from a random general population sample in California15•27 . 

(Since there are no community studies using the HSCL in 
any Indochinese communities, it is unknown whether 1.75 is 
the best cut-off point for these populations. See Appendix 
l .B) Second, DSM-III diagnoses were determined through a 
series of clinical interviews (usually three or more) by a psy
chiatrist highly experienced with Indochinese psychiatry pa
tients and with the DSM-III criteria. This psychiatrist was 
unaware of the patient's HSCL-25 scores. Comparisons were 
then made between the HSCL-25 scores and the DSM-III 
diagnoses to determine the HSCL's sensitivity and specif
icity. 

The sensitivity of a screening instrument is a measure of 
the proportion of people with the illness who are correctly 
identified by the instrument as having the illness. The specif
icity of a screening instrument is a measure of the proportion 
of those who do not have the illness who are correctly identi
fied as not having the illness. The resulting sensitivity (SN) 
and specificity (SP) for the presence of depression (using 
scores of greater than 1. 7 5 on the fifteen depression items of 
the HSCL-25) and the diagnosis of major affective disorder 
(using the DSM-III criteria) was SN=.88 and SP=.73. These 
findings are consistent with previous validations of the 
HSCL1•26•27 . The sensitivity (SN) and specificity (SP) of the 
HSCL-25 for identifying the presence of any major DSM-III 
Axis I psychiatric disorder (using either an anxiety score, de
pression score, or total score of greater than 1.75) was 
SN=.93 and SP=.76. Major DSM-III Axis I psychiatric dis
orders include schizophrenia, organic mental disorders, 
major affective disorder, paranoid and anxiety disorders, etc. 

Validity of the HSCL-25 was also supported by high corre
lation between symptom level and treatment outcome. In the 
Indochinese Psychiatry Clinic's six-month outcome study, 
patients were asked to rate the relative success of their treat
ment. There was a high correlation between patients' self
assessment of clinical improvement and change in HSCL-25 
symptom level32 . For example, those patients who indicated 
the greatest improvement also had the lowest symptom levels 
after six months of treatment. Rickels and his colleagues 
demonstrated similar findings in a four-week drug trial treat
ment study33 • 

The HSCL-25 translations were also assessed for test
retest and interrater reliability. Test-retest reliability is a 
measure of stability of scores across time. Test-retest coeffi
cients were determined on thirty cases. Ten patients were 
selected from the Vietnamese, Cambodian, and Laotian pa
tient groups who had been assessed as clinically stable by the 
IPC staff. Each patient was administered the HSCL-25 and 
readministered the HSCL-25 a week later by the same clini-
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cian. The test-retest coefficients for the three language 
groups combined were total .89, anxiety .84, and depression 
.82. These findings are consistent with other test-retest 
evaluations of the HSCL1. 

In testing for interrater reliability, ten patients from each of 
the three groups were rated independently in a structured 
clinical interview by an IPC clinician highly experienced with 
the HSCL-25, and by a Vietnamese, Cambodian, or Laotian 
interpreter from the primary care setting who was unfamiliar 
with the HSCL-25. The interrater reliability for total scores, 
anxiety, and depression for each of the three ethnic groups 
was greater than .98. 

III. INSTRUCTIONS FOR THE USE OF 
THEHSCL-25 
The instructions for the HSCL-25 are printed on the instru
ment. Patients who are literate can be asked to fill out the 
checklist themselves, although the Indochinese Psychiatry 
Clinic has not used this approach. At IPC, the instructions 
are read clearly by the bilingual clinician to the patient. The 
clinician records responses on the four-point severity scale 
(ranging from "Not at all" to "Extremely") in the columns 
provided. Responses are summed and divided by the number 
of answered items to generate three scores: Total (25 items), 
anxiety (10 items), and depression (15 items). Patients with 
scores of greater than 1.75 on anxiety and/or depression are 
considered symptomatic (see Appendix 2) . These patients 
are most likely experiencing significant emotional distress 
and should be referred to a psychiatrist or mental health 
clinic for additional screening and diagnostic evaluation. 

IV. HOW TO OBTAIN THE HSCL-25 
The Cambodian, Laotian and Vietnamese HSCL-25 ques
tionnaires can be obtained from: 
Harvard Program in Refugee Trauma 
8 Story Street, 3rd Floor 
Cambridge, MA 02138 
USA 
Tel: + 1 617 496 5546 
Fax: +l 617 496 5530 

Arabic, Turkish and Persian (Farsi) versions can be obtained 
from: 
International Rehabilitation Council for Torture Victims, 
IRCT 
Borgergade 13 
P.O.Box 2107 
DK-1014 Copenhagen K. 
Denmark 
Tel: +45 33 76 06 00 
Fax: +45 33 76 05 00 

V. CHECKLIST 
[It is the wish of the Harvard Program in Refugee Trauma 
not to have the chapter which contains the actual instrument 
of the HSCL-25 included in this supplement. The Harvard 
Program in Refugee Trauma would like to be able to have di
rect contact with anyone who is translating the instrument 
into a new language in order to preserve the integrity of the 
instrument as much as possible. - The editors] 
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APPENDICES 

1. Special methodological considerations 
A. The HSCL was originally developed in the United States 
for use among American patients. Researchers in cross
cultural psychiatry have noted the need for several types of 
validation in preparing an instrument for cross-cultural in
vestigation. Gaviria et ai. 30 emphasize the importance of the 
simultaneous use of emic and etic approaches in adapting a 
cross-cultural instrument - that is, an "insider's view" (emic) 
as well as an "outsider looking in" view (etic) . 

The translation and development of the three Southeast 
Asian language editions of the HSCL-25 used an etic ap
proach. We translated an American list of symptoms for 
anxiety and depression into Vietnamese, Laotian and Cam
bodian. In doing this, we implicitly assumed that these symp
toms constitute universal or core indices of anxiety or de
pression. We also assumed that if a Southeast Asian is suffer
ing from these symptoms, he/she is probably anxious or 
depressed. 

It is possible, however, that the HSCL-25 may capture 
some of the culturally-relevant symptoms for anxiety and de
pression, but not all of them, or even the most important of 
them. For example, two of our Vietnamese experts informed 
us that in Vietnamese culture, on or on-lanh ("Feeling tense 
or tired/chilly in the neck, shoulders or back") expresses a 
general feeling of unwellness which might be due to fatigue, 
depression, anemia, or the initial stages of a cold or flu. When 
a patient presents himself to a doctor, he may well make this 
complaint, irrespective of whether the root cause is emotional 
or physical. 

There are a variety of other symptoms which, according to 
Dr. Tran Minh Tung, seem specifically indicative of anxiety 
and/or depression among Vietnamese, but not among Ameri
cans. These include: 

- feeling chilly, often or more than other persons 
- feeling hot inside (especially among Laotians and Cambo-

dians) 
- "chronic rheumatism" (acceptable expression for anxiety 

or depression) 
"weakness of the kidneys" (acceptable somatic expression 
for diminished sexual potency) 
tending to forget things and being unable to concentrate 
one's thoughts for long. 

While these symptoms are used by Southeast Asian patients 
to suggest emotional distress, they would have little possib
ility of being included in an American instrument developed 
via an etic approach. This highlights the importance of incor
porating an emic approach in cross-cultural instrument devel
opment, and should guide future research on cross-cultural 
editions of the HSCL-25. Important areas include generating 
indigenous terms for anxiety and depressive symptoms, and 
establishing the similarities and differences between these in
digenous terms and DSM-III criteria. 
B. As discussed in section III (see above), there have been no 
community studies using the HSCL-25 with lndochinese 
populations. Therefore, it is not known conclusively whether 
the standard American cut-off point of 1.75 is appropriate for 
measuring severity of symptoms in this population. 

In our limited pilot study we selected fifty individuals from 
each ethnic group (25 primary care patients and 25 ESL stu
dents) . We found that 60% of each group had scores of 
greater than 1.75 on anxiety, depression, or both. They were 
therefore considered symptomatic individuals who should be 
referred for psychiatric evaluation. 
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These figures may seem high. However, in the study of the 
stability of emotional distress at a family planning service27 by 
Winokur, Rickels and their colleagues, 31 % of the patients 
had scores greater than 1.75 on anxiety, depression, or both 
at their initial visit, and were therefore classified as sympto
matic. Our findings are also consistent with those of K. Lin 
Minh and his colleagues from a longitudinal study on the 
psychosocial adjustment of first wave Vietnamese ref
ugees34-36. Using the Cornell Medical Index (CM!) they 
found a high level of emotional distress over a three-year 
period9 . Over half of the refugees consistently showed high 
scores on CM! indices of severe psychological distress. 

From the limited research which exists, we know that it is 
not uncommon for refugees in the community to experience 
high levels of distress and yet function well socially. Although 
there is generally an overlap between psychiatric symptoms 
and psychiatric diagnosis (DSM-III), not all individuals who 
are found highly symptomatic on a screening instrument will 
subsequently be shown to have a formal psychiatric diag
nosis. Psychiatric epidemiologists are currently researching 
the relationship between psychiatric symptoms, diagnosis, 
and social role performance37·38. 

Therefore, whether or not 1. 75 is the best cut-off score for 
members of the Southeast Asian community needs to be de
termined through a large community study which can deter
mine the relationship between psychiatric symptoms and 
diagnosis. None has been conducted to date. 

2. List of cultural specialists 

Cambodian version 
Rosa Lek, Mental Health Specialist, Indochinese Psychiatry 

Clinic, Brighton, MA 
Bunna Men, Catholic Charities of Boston, Boston, MA 
Franlinette Khuon, Mental Health Specialist, Indochinese 

Psychiatry Clinic, Brighton, MA 
Mike Chhann, VACO, Inc., New York, NY 
Sovina Hem, Phlebotomist, Brighton Marine Public Health 

Center, Translator, Linguistic Systems, Inc., Physician's 
translator, Thailand 

Sokhom Chan, MD, Montefiore Hospital, Bronx, NY 
Mong Heng, Center for Applied Linguistics, Washington, 

DC 

Laotian version 
Ter Yang, Mental Health Specialist, Indochinese Psychiatry 

Clinic, Brighton, MA 
Doua Yang, Indochinese Health Coordinator, Welfare Of

fice, Providence, RI 
Pheng Vang, Case Worker, Job Developer, Rhode Island 

Welfare Office, Providence, RI 
Kham Chanh Chantharangsy, Rhode Island State Police, 

Providence, RI, (Formerly of the Teacher Training Cen
ter for Indochinese Paraprofessionals, Boston, MA) 

Daravong Oula, VACO, Inc., New York, NY 
Phomma Sayasane, Laotian Community Resource De

veloper, Lowell, MA 
Vongdeuane Thiphasouk, Laotian Curriculum Developer, 

Bilingual Office, Lowell Public Schools, Lowell, MA 
Saly Chittavoravang, Center for Applied Linguistics, Wash

ington, DC 

Vietnamese version 
Binh Tu, Mental Health Specialist, Indochinese Psychiatry 

Clinic, Brighton, MA 
Binh Thanh Nguyen, Welfare Case Worker, Boston Welfare 

Office Mobile Unit, Boston, MA 
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Mary Mai, MSW, VACO, Inc., New York, NY 
Joseph Hien, Director, VACO, Inc., New York, NY 
An Ton that, International Institute of Boston, Boston, MA 
Tran Minh Tung, MD, Falls Church, VA 
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RCT 
The Rehabilitation and Research Centre 
for Torture Victims is an independent, 
humanitarian, non-political organiza

tion established in 1982 to help victims of torture and to 
contribute to the prevention of torture . Its main objec
tives are to rehabilitate persons who have been sub
jected to torture, to rehabilitate their families, to in
struct 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 . 

IRCT 
The International Rehabilitation 
Council for Torture Victims is a pri
vate 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 tor
ture, and to serve as an international clearing house for 
information about torture activities. 
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