




















































































































Examples of health factors influencing “access” are listed
in the below section.

1. Vital indicators

* anxiety (nervousness)

» change in mood (emotional instability)
» depression

+ feeling of general tiredness (fatigue)

+ feelings of insufficiency

* headache

* impaired concentration

* impaired memory

* irritability

* loss of initiative

+ restlessness

* sleep disturbances and/or nightmares
* somatic pain

* vertigo.

Dimensions

¢ distribution

* duration

» functional level
« incidence

* intensity

* longevity

* prevalence.

C. Phase 3 - precede; behavioural and
environmental diagnosis

The causes of the social and health related problems of the
torture survivors are investigated in the behavioural and
environmental diagnosis. Separating behavioural and non-
behavioural causes of the social problem “lack of access” has
proved difficult, because sequelae of torture are often ex-
pressed in behavioural changes or impairment of the torture
survivor. Consequently, it is important to emphasize that the
behaviour which has caused the health problem (e.g. politi-
cal opponents, student and/or union leaders, journalists,
human rights advocates, and religious or political minori-
ties'") is of no relevance, because we are dealing with sequelae
of a cruel man-made illness. Instead, it is important to iden-
tify the forms of behaviour that may be barriers for solving
the health problems associated with the lack of access.

As in the other phases of the PP-model, no attempt has
been made to rank the behavioural indicators in terms of
changeability and importance.

Examples of behavioural factors that are barriers to
“access” are listed below.

1. Behavioural indicators

+ coping

* culture/religion

» hopelessness

» perceived need

» sense of a foreshortened future (e.g. does not expect
to have a carecer, marriage, children, or a normal life
span)

+ shock of having been deprived of liberty in the destination
country

* uncertainty (e.g. about the future due to fear of the out-
come of the asylum application)

« utilization.
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Dimensions
+ frequency
* persistence
* severity.

2. Environmental indicators

* economy

» geography

* identification

» lack of qualified personnel (e.g. only one psychiatrist in
Albania)

* policy

+ poor education of personnel with gatekeeper functions

* public awareness

e racism

« refugee camps

« supply of adequate rehabilitation services

« social disintegration

+ transportation.

Dimensions

= accessibility

« affordability

* equity

* ethical standards.

D. Phase 4 — precede; educational and
organizational diagnosis

This phase of the PP-model deals in particular with the
psychosocial behavioural determinants. The enabling factors
are determinants for the environment.

1. Predisposing factors

The predisposing factors are individual prerequisites for
behaviour and lifestyle. They are personally related factors
that provide motivation for the behaviour of the torture sur-
vivor, influencing the assessed quality of life concern. They
have the character of socioeconomic status, age, gender, be-
liefs, values, perceptions, family size, etc.

+ age

= attitudes

* belief in preventability

¢ belief in susceptibility

¢ confidence

e culture

+ education

* experiences

» family (and friends’) support

* initiative

* knowledge (awareness)

* motivation

» perceived needs and abilities

* race

+ religion

+ gelf-esteem

* sex

* socioeconomic status

* temper

» values.

2. Enabling factors

The enabling factors facilitate realization of a motivation''.
Both formal and informal methods have been applied in the
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attempt to illuminate the reasons for the behavioural and
environmental barriers to “access”.

The informal methods have been to gather “opinions”
from torture survivors, scientists, and professional staff work-
ing for and/or with torture survivors.

The formal method has been to carry out literature reviews.

The enabling factors influence both “Behaviour and
Lifestyle” and “Environment”.

Skills for enabling behaviour change by personal resources

* ability to engage in active employment

 family therapy (therapy for secondary victims of torture)

* interventions aimed at enhancing integration and en-
gaging torture survivors in training programmes

* participation in asylum hearings by politically unbiased
persons with a mature personality and a knowledge of
human behavioural patterns of torture survivors

+ postgraduate education of personnel with gatekeeper
functions

* quick asylum procedures with respect to humanitarian,
ethical, and legal principles. "
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Skills for enabling behaviour change to influence environment

* advocacy work increasing political awareness

» geographical accessibility

» information work increasing public awareness

* integrating SCID or CIDI as tools for an initial identifica-
tion of torture survivors

* interpretation services by specially trained interpreters™

* mobile centre units or transportation facilities to rehabili-
tation centres for torture survivors

* alternative therapy methods (non-verbal i.e. art, drama,
music, etc.).

3. Reinforcing factors

The reinforcing factors are the consequences of a behaviour

that determine whether the torture survivor receives feed-

back and is then supported socially. Examples of such feed-
back include social benefits, physical benefits, tangible
rewards, and perceived rewards. Reinforcing factors include:

+ less uncertainty due to short waiting time before decision
is reached in asylum cases

¢+ education adopted in the curricula of all health professions

» improved perceived health (physical, mental, social)

* international recognition of problem (UN Committee
against Torture, European Council Committee for the
Prevention of Torture, international tribunals against the
torturers, etc.)

* opportunity to attend labour market reintegration pro-
grammes

¢ peer leader

» snowball effect (one torture survivor receives treatment
and finds it beneficial — tells his friend who ...)

» multidisciplinary rehabilitation facilities

* compensation and social acceptance

* role modelling.

E. Phase 5 — precede; administrative
and policy diagnosis

Phase 5 of the PP-model includes an administrative and
policy diagnosis that should result in a health promotion
plan for increased access to rehabilitation services for torture
survivors. The model operates with two categories that are
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addressed below, i.e. “Health education and research” and
“Policy, regulation, organization”.

1. Health education and research

Health education and research are essential for the promo-

tion of torture survivors’ health. Initiatives that facilitate

education and research programmes include:

+ obligatory postgraduate education programmes (by ex-
perienced personnel for community physicians, GPs, and
others with gatekeeper functions)

= developing a uniform monitoring system enabling valid
research.

2. Policy, regulation, organization

Before implementation of the assessed means for improving
access for torture survivors to rehabilitation services, incom-
patibilities with existing policies, regulations, and organiza-
tion must be considered.

Administrative diagnosis

The policies, resources, and organizational situation in the
visited countries are very diverse. Consequently, these con-
ditions as facilitators or barriers of access for torture survi-
vors to rehabilitation services vary considerably. This has
affected the ability to analyse and generalize considerations
about resources for the area as a whole. However, a number
of factors seem to be prevalent. Those are listed below. The
adminisfrative diagnosis consists of three steps:

2. ASSESSMENT OF RESOURCES NEEDED

It has been obvious that both financial and human resources
are important barriers for matching the actual need for reha-
bilitation services in Europe. Closed or long waiting lists pre-
vail at approximately half of the 35 visited rehabilitation cen-
tres, despite the present inability to identify the majority of
torture survivors living in Europe. This, and the fact that
recruitment of qualified personnel is difficult for the centres
(due to limitations in financial and/or available human
resources), indicates that there is definite under-capacity of
experienced staff in the European health sectors to sustain
and develop the present services.

b. ASSESSMENT OF AVAILABLE RESOURCES

Apart from the Netherlands, no European country seems to
have allocated the necessary resources to provide access to
adequate rehabilitation services for all three mentioned tar-
get groups. However, the existence of adequate rehabilitation
services for survivors of disasters and catastrophes, who
often show similar symptoms, indicates that the necessary
human resources may to some extent be available, or that the
necessary knowledge is present to initiate education pro-
grammes.

C. ASSESSMENT OF BARRIERS TO IMPLEMENTATION

The barriers vary remarkably from country to country:
« lack of public awareness

+ political unwillingness

* economic limitations

» political deadlock (impunity/amnesty).

3. Policy diagnosis
The policy diagnosis consists of two steps:

Assessment of policies, regulations, and orgamization

Though Ireland and Belgium have not ratified the UN
Convention against Torture, this alone does not determine
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the degree of access to rehabilitation services. Lack of possi-
ble sanctions limits the UN Committee against Torture in its
effort to influence relevant policies and actions of the coun-
tries (e.g. Turkey has ratified the Convention but govern-
ment-sanctioned torture is practised).

The European Council Committee for the Prevention of
Torture (CPT) has 40 member countries, including Turkey.
The Committee’s only possibility for sanctioning a country
violating the laws and regulations agreed upon is to give a
“public statement”. Even though the CPT’s reports on the
situation and recommendations to the country are confiden-
tial, all countries, except one, have until now agreed to make
them public. This country also represents the only case
where the sanction option has been used (twice) — Turkey!

Assessment of political forces
The European Union Commission (EUC) budget-line and
the UN Voluntary Fund for Victims of Torture represent two
unique instruments for international support of rehabilita-
tion programmes in countries with limited financial and
human resources, or lack of local political initiative. The
EUC has a unique possibility to influence or standardize
regulations for an adequate asylum policy in its member coun-
tries (as in the Amsterdam Treaty — section number V.D.2.).

The human rights situation in a country is a determining
factor when the EUC considers the inclusion of new mem-
bers (e.g. Turkey). Consequently, such a determining factor
is a political force because it makes it economically attractive
for prospective countries to respect human rights. Other
“negative” political forces are available for the established
market economies, e.g. applying political conditions to trade,
bilateral aid, and lending®.

Advocacy work at all levels is an important political force
(e.g. the IRCT’s network and lobbyism).

XII. CONCLUSION

The voluntary work of, for example, Amnesty International’s
Danish Medical Group, and the pioneer work of, for exam-
ple, RCT Copenhagen has been path-breaking, bringing
about the current level of awareness and of rehabilitation ser-
vices for torture survivors. However, it is obvious that further
steps must be taken to address the torture survivors’ need for
access to adequate rehabilitation services. Such further steps
require basic changes in the society. The society must finally
acknowledge that adequate identification and rehabilitation
facilities for torture survivors are a necessary part of the so-
cial treaty in any democratic society.

Invaluable and alarming indications of the long-term ef-
fects of not having adequate identification and treatment
facilities for torture survivors are provided by several studies
of concentration camp survivors™>*, The costs of not being
able to identify and help the torture survivors might not only
be of a human and social character; they may also cause such
serious financial burdens for the society that a prompt but
thoroughly planned intervention might even be economical-
ly beneficial.

In order to change the health status of both primary and
secondary victims of torture, the health, social, and legal per-
sonnel engaged in working with torture survivors must
improve their ability to feed valid information with respect to
the severity of the situation back to politicians and decision-
makers at all levels.
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The failure to do so may be due to the general problem
for studies aiming at explaining and quantifying causes and
effects of rehabilitation efforts, namely that the rehabilitation
centres only rarely use the same monitoring system.

Consequently, registered data that are comparable from
centre to centre are very scarce. This is a major barrier pre-
venting researchers from carrying out valid scientific re-
search with unambiguous and significant results’. Developing
a uniform monitoring system would allow centres on a world-
wide basis to use the same visitation and registration system.
Such a system would provide the decision-makers with valid
arguments for an intervention because they would be able to
make rational choices based on comparative programme
reviews'. It would also commit them to act.

The determining processes that have caused the present
state of this part of the health care system and the health sta-
tus of the torture survivors have apparently been lack of
awareness and/or political willingness to realize the extent of
the problem, and to deal with it. These specific requirements
were separated from the existing public health services per-
haps because early treatment approaches (The University
Hospital in Copenhagen, 1980) showed that the hospital
environment affected the rehabilitation process negatively'”.
Eventually the responsibility was placed outside the public
health sector.

Arguments can be made with respect to governmental
versus non-governmental rehabilitation programmes. How-
ever, as both approaches have been successful in comparable
scenarios (the Phoenix Centre in the Netherlands and RCT
in Denmark), this aspect does not seem to determine the
adequacy of rehabilitation services.

The need for a multidisciplinary team at the centres, and
the fact that health, social, and legal concerns are often inter-
laced, indicate that a structure of rehabilitation centres out-
side the public health sector might be preferable. However,
whether the responsibility for providing the services lies in
the private or the public sector is not a central issue at pres-
ent. Nor is it of great importance to discuss the efficacy of
the existing models at present. The central issue now is to
commit the decision-makers to act. They must provide a
legal and financial framework to allow the health, social, and
legal professions to address this public health problem in the
same way as they address other health problems with com-
parable social, human, and financial impact. This must
include a framework for implementing necessary education
programmes for the required personnel.

With the establishment and expansion of the EUC budget-
line, the EU has a historic opportunity to set high humanita-
rian, ethical, and legal standards for identification of torture
survivors and provision of rehabilitation services for them in
its member states. Setting such standards as primary criteria
for considering membership of applicant countries could also
influence the standards beyond the EU’s present borders.

It is important to remember that eradication of govern-
ment-sanctioned torture is a cornerstone of every sound
democracy, but so are the ethical principles regarding re-
foulment of asylum seekers, proceedings against former
torturers, and the ability of a society to identify and treat sur-
vivors of the most cruel man-made interrogation and repres-
sion instrument — torture.
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Notes

(1) PTSD has classification code 309.81 and is defined in APA’s
DSM-1V classification system pp. 424-9.

(2) Acute Stress Disorder has classification code 308.3 and is defin-
ed in APA DSM-IV classification system pp. 429-32.

(3) Thomas Wenzel, MD, Lecturer in Psychiatry, Institut fiir die
Beforshung Posttraumatischer Erkrankungen, University of
Vienna

(4) 83-minute interview with Dr. Thomas Wenzel and 61-minute
interview with Professor Veli Lok, Izmir branch of the Human
Rights Foundation of Turkey.

(5) The countries which on 14 June 1985 signed the Schengen
Treaty are Germany, France, Belgium, Luxembourg, and the
Netherlands. Italy signed in 1990, Spain in 1991 and Portugal in
1992. Austria became an observer in 1994, and the Danish Par-
liament decided to sign it with several reservations.

(6) Refers to the torture methods that seemingly change every time
the health personnel have success in proving sequelae of a tortu-
re method in court. This is further described later in this section.

Annex 1

Visiting schedule from September 1, 1997 to
February 26, 1998

RCT and IRCT
Copenhagen
Denmark

Roéda Korset, Rehabiliteringscenter for tortyrskadade flyktingar

Malmo
Sweden
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Psychosocial Centre for Refugees
Oslo
Norway

Professor Dr. Lars Weiseth
Oslo
Norway

RCT Sonderjylland
Haderslev
Denmark

Organisation of Human Rights in Iraq
London
United Kingdom

Sudanese Victims of Torture Group (SVTG)
London
United Kingdom

Amnesty International
London
United Kingdom

Medical Foundation for the Care of Victims of Torture
London
United Kingdom

Dr. Muhammed Al-Sader
Dublin
Ireland

The Rescue Trust
Dublin
Ireland

Réde Korsets center for torterade flyktingar
Stockholm
Sweden

Center for Torture and Trauma Survivors (CTD)
Stockholm
Sweden

Centre for Torture Survivors in Finland (CTSF)
Helsinki
Finland

Estonian Centre of Medical Rehabilitation for Victims of Torture
(MRT)

Tartu

Estonia

Medical Rehabilitation Centre for Torture Victims (SMRC)
Riga
Latvia

Rehabilitation Centre for Torture and Repression Survivors (RCTR)
Vilnius
Lithuania

Behandlungszentrum fiir Folteropfer
Berlin
Germany

1

REFUGIO Psychosoziales Zentrum fiir Auslidndische Fliichtlinge e.V.
Bremen
Germany

Dutch national centre for the treatment of members of the
resistance and victims of war

Oegstgeest

Netherlands

Phoenix, center for psychiatric treatment of refugees
Wolfheze
Netherland
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Daniella Napoli
Bruxelles
Belgium

Council of Europe Committee for the Prevention of Torture (CPT)
Strassbourg
France

United Nations Voluntary Fund for Victims of Torture (UNVFEVT)
Geneva
Switzerland

Dr. Loutan and Dr. L. Subelia
Geneva
Switzerland

United Nations Committee against Torture (CAT)
Geneva
Switzerland

Mary Robinson, UN High Commissioner for Human Rights
Geneva
Switzerland

SOS Torture
Geneva
Switzerland

The Association for the Prevention of Torture (APT)
Geneva
Switzerland

Comité Internatjonal de la Croix-Rouge
Geneva
Switzerland

REFUGIO Miinchen
Munich
Germany

Regional Institute for Ambulant Psychosocial Services (RIAPS)
Prague
Czech Republic

Centre for Victims of Political Persecutions
Krakow
Poland

Cordelia Foundation for the Victims of Organised Violence
Budapest
Hungary

Thomas Wenzel, MD., Director ISPD
Vienna
Austria

Simon Wiesenthal Documentation Centre
Vienna
Austria

HEMAYAT
Vienna
Austria

ZEBRA
Graz
Austria

IRCT Zagreb
Zagreb
Croatia

Center for Torture Victims
Sarajevo
Bosnia-Herzegovina

ICAR FOUNDATION
Bucharest
Romania
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Assistance Center for Torture Survivors
Sofia
Bulgaria

Medical Rehabilitation Center for Torture Victims
Athens
Greece

TOHAV
Istanbul
Turkey

Human Rights Foundation of Turkey
Istanbul
Turkey

Human Rights Foundation of Turkey
Izmir
Turkey

Human Rights Foundation of Turkey
Ankara
Turkey

Human Rights Foundation of Turkey
Adana
Turkey

THD — Human Rights Association
Mersin
Turkey

Annex 2

Questionnaire

1. Name of centre

2. Country

3. Last annual report

4. Treatment personnel (full time/part time, whole
period/part of period)
4.1. Number of health professionals total including manage-
ment
4.2. Medical doctors
4.3. DPsychiatrists
4.4. Psychologists
4.5. Physiotherapists
4.6. Social workers
4.7. Nurses
4.8. Other health professionals

5. Supportive personnel by end of period
5.1. Supportive personnel total

6. Treatment activities

6.1. Number of clients referred to centre during period
6.2. Number of clients on waiting list by end of period
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6.3. Number of clients admitted to treatment in centre during
period
6.3.1. Number of primary torture victims admitted
6.3.2. Number of secondary torture victims admitted
6.3.3. Number of other clients admitted

6.4, Number of individual treatments by physician

6.5. Number of individual treatments by psychiatrist

6.6. Number of individual treatments by psychologist

6.7. Number of group sessions

6.8. Number of individual treatments by physiotherapist

6.9. Number of individual consultations by social worker

6.10. Number of individual treatments by nurse

6.11. Number of individual treatments by other health professionals

6.12. Number of clients referred to external treatment
6.12.1. Number of referrals to external treatment A, B, C

etc.
6.13. Number of clients who finished treatment during period

7. External activities
7.1. Number of external lessons in torture related subjects given
by the centre
7.2. Number of national seminars or courses arranged by the

centre

7.3. Number of international seminars or courses arranged by
the centre

7.4. Number of national seminars or courses participated in by
the centre

7.5. Number of international seminars or courses participated
in by the centre

7.6. Number of published papers or reports written by the cen-
tre

Annex 3

Interview Guide

1. Background
1.1. Documentation of the necessity of the project (Al report
and relevant new information from the centre)
1.2. Organizational origin and anchoring
1.3. Political acceptability and viability including NGO
2. Objective
2.1. Target group definition
2.2. Ultimate objective
2.3. Subsidiary objective
3. Activities
3.1. Treatment, rehabilitation (treatment methods, treatment
model)
3.2. Research
3.3. Other professional activities (information, documentation)
3.4. Registration of activitites (keeping of journal, client statis-
tics)
4. Framework
4.1. Internal organization structure
4.2. Staff composition and qualifications
4.3, DProfessional network (referral channels, external coopera-
tion on treatment, national and international contacts)
4.4, Physical frames, geographic placing
4.5. Security
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Postbeserget blad
(8245 ARC) 11832

The IRCT is a private non-profit foundation, which was cre-
ated in 1985 by The Rehabilitation and Research Centre for
Torture Victims (RCT), Copenhagen.

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

To further these goals the IRCT seeks on an international
basis

* to develop and maintain an advocacy programme which
accumulates, processes and disseminates information
about torture as well as the consequences and the rehabil-
itation of torture

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

to establish international funding for rehabilitation ser-
vices as well as programmes for the prevention of torture
to promote education and training of relevant professions
in the medical as well as social, legal, and ethical aspects
of torture

to encourage the establishment and maintenance of reha-
bilitation services

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

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




