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CHAPTER 1.

INTRODUCTION
SUMMARISED HISTORICAL ASPECTS OF TORTURE

Torture has been known throughout the history of man (Amnesty In-
ternational = Al 1975 (Report on torture), Ruthven 1978, Ternisien
& Bacry 1980, Ackroyd et al 1980, Rasmussen & Marcussen 1982,
Aalund 1983, Wagner & Rasmussen 1983a, Peters 1985, Gene-
fke 1986a,b). One of the first accounts of torture describes how
Rameses I, who reigned in Egypt 1304-1237 BC, tortured captured
enemy soldiers in order to get information about their military po-
sitions before an ensuing battle was going to take place. In ancient
Greece accounts are given of the torture of slaves, because other-
wise their testimonies in court were not considered valid. The use
of torture on citizens was forbidden. The same double standard was
found in the Roman Empire, which introduced the torture of citi-
zens in about 50 BC. The cruelty of Caligula (37-41 AD) included
torturing prisoners to death as an entertainment while feasting.

The Roman Catholic Church was responsible for the widespread
institutionalized use of torture during the Inquisition from the 12th
century. In the 18th century, torture was almost eliminated in
Europe, and in 1789 the first human rights declaration forbidding
torture was approved ("Déclaration De Droits de L*'Homme: As-
semblée Nationale, France”). The French Revolution was to a large
extent responsible for this since the Declaration abolished torture
in France "forever”. From the legal point of view, torture was con-
sidered to be on a par with murder, and the punishment for torture
was the same: execution by guillotine.

In Denmark torture was abolished in principle in 1683 (Christian
V’s Danske Lov), and entirely eliminated in 1837.

In 1889 the ninth edition of the Encyclopaedia Britannica com-
mented: “The whole subject of torture is now only of historical
interest as far as Europe is concerned”.

Torture was again introduced into Europe from about 1920, when
the three great political movements — Fascism, Nazism, and Com-
munism — cast Europe again into barbarism, which included torture,
culminating in World War II.

Ancient torture was different in 3 major aspects compared with
today’s: 1) it was accepted, today it is not, 2) it was carried out
in public, today it is secret, 3) it was carried out after “legal”
proceedings, today it is arbitrary. For example the Inquisition was
something used by an accepted “legal” institution, the person was
condemned to torture, the torture took place in public, and there was
no secrecy. Today torture is forbidden, and no government would
probably admit that torture was widespread in their country as a
part of their governing and repressive policy. When a government
is confronted with evidence of cases of torture, the usual response
is that this was a single case, a military or police employee had
gone mad, and the authorities did not approve of it.

INTRODUCTION & AIMS
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DEFINITION OF TORTURE
United Nations (UN)

Article 5 of the United Nations Universal Declaration of Human
Rights (1948) states that: ”No one shall be subjected to torture or
cruel, inhuman or degrading treatment or punishment”. The dec-
laration was adopted in the aftermath of the horrifying experience
of World War II with the desire that from then, there should be
a stop to disregard of and contempt for human rights, which had
in the past led to barbaric actions which had revolted and shocked
the conscience of the world. The hope was to create a world in
which people could enjoy freedom of speech, religion, and belief, a
world without fear, distress, and suffering. The Declaration, how-
ever, offered no guidance on what was to be understood by the
term “torture”. Its definitions were to some extent elastic, capable
of changed interpretation with time (Rodley 1987).

The United Nations Declaration on the Protection of all persons
from being subjected to torture and other cruel, inhuman or degrad-
ing treatment or punishment (1975) offers the following definition
(article 1):

”1. For the purpose of this Declaration, torture means any act by
which severe pain or suffering, whether physical or mental,
is intentionally inflicted by or at the instigation of a public
official on a person for such purposes as obtaining from him
or a third person information or confession, punishing him for
an act he has committed or is suspected of having committed,
or intimidating him or other persons. It does not include pain
or suffering arising only from — inherent in or incidental to
— lawful sanctions to the extent consistent with the Standard
Minimum Rules for the Treatment of Prisoners.

2. Torture constitutes an aggravated and deliberate form of cruel,
inhuman or degrading treatment or punishment.”

The United Nations (UN) Code of Conduct for Law Enforcement
Officials (1979) uses the same definition, as does the UN Principle
of Medical Ethics (1982). The definition was, however, amended
by the UN Convention against Torture and other Cruel, Inhuman
or Degrading treatment or Punishment (1984), article 1:

”1. For the purpose of this Convention, the term torture” means
any act by which severe pain or suffering, whether physical
or mental, is intentionally inflicted on a person for such pur-
poses as obtaining from him or a third person information or a
confession, punishing him for an act he or a third person has
committed or is suspected of having committed, or intimidat-
ing or coercing him or a third person, or for any reason based
on discrimination of any kind, when such pain or suffering
is inflicted by or at the instigation of or with the consent or
acquiescence of a public official or other person acting in an
official capacity. It does not include pain or suffering arising
only from, inherent in or incidental to lawful sanctions.



2. This article is without prejudice to any international instrument
or national legislation which does or may contain provisions
of wider application.”

This definition differs from the earlier definition in the Declaration
against torture (1975) primarily in being wider. In the most re-
cent version the term “lawful sanctions” is without reference to the
Standard Minimum Rules for the treatment of prisoners. This was
done because it was considered incorrect to refer to a non-legally
binding document. However, it also allows for sanctions by the
National law which could very well constitute what is clearly pro-
hibited by the Standard Minimum Rules. For example, the use
of such extreme forms of corporal punishment as flagellation and
punitive amputation is sanctioned by the national law of several
countries.

The Convention includes the activities of so-called paramilitary
groups or “death squads” by the wording: “or with the consent
or acquiescence of a public official or other person acting in an
official capacity.”

The Council of Europe

The European Convention on the Protection of detainees from tor-
ture and from cruel, inhuman or degrading treatment or punish-
ment (1950) includes no definition of torture or cruel, inhuman or
degrading treatment or punishment. The Commission of Human
Rights has, however, examined several cases of alleged torture and
declared whether torture or ill-treatment contrary to the declaration
had been inflicted. The best known cases are examinations of tor-
ture allegations in Greece in 1968 and in Northern Ireland in 1976
(Al 1984 (Torture in the eighties), Rodley 1987). The Northern
Ireland case illustrates the difficulties in distinguishing between
torture versus inhuman and degrading treatment. The European
Human Rights Commission found that the interrogation technique
(hooding, wall-standing, subjection to continuous noise, depriva-
tion of sleep, and deprivation of food and drink) could be classi-
fied as torture, while the European Court of Human Rights judged
(January 1978) that cruel, inhuman and degrading treatment had
been committed, and thus reversed the ruling by the Commission
(Mikaelsen & Pedersen 1979).

World Medical Association

The World Medical Association (WMA) adopted the Tokyo Dec-
laration of 10 October 1975. The Declaration serves as a guideline
for the medical profession concerning torture and other cruel, inhu-
man or degrading treatment or punishment in relation to detention
and imprisonment. It includes the following definiton of torture:

“Torture is defined as the deliberate, systematic or wanton infliction
of physical or mental suffering by one or more persons acting alone
or on the orders of any authority, to force another person to yield
information, to make a confession, or for any other reason.”

This definition differs from the UN definiton adopted 2 months
later (9 December 1975) mainly in that there are no exclusions (UN
definition includes: "It does not include pain or suffering arising
from, inherent in or accidental to, lawful sanctions to the extent
consistent with the Standard Minimum Rules for the Treatment
of Prisoners”) and there is no attempt to clarify cruel, inhuman
or degrading treatment (UN: “Torture constitutes an aggravated
and deliberate form of cruel, inhuman or degrading treatment or
punishment”). The Tokyo Declaration of 1975 is very clear, and
the present author therefore adopts its definition of torture in the
following study.

It is not possible to include the suffering of a torture victim in
a definition of torture. However, it is important to realize that
a torture victim is a defenceless person, on whom one or more
persons, who have power, inflict physical or psychological damage
(Wagner & Rasmussen 1983a). Torture is an extreme manifestation
of absolute power, perverted to show malice. It is an instrument
of power which can be employed to maintain the power system.
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For practical purposes a definition of torture leaves open the
question of the treatment being no longer torture, but cruel, in-
human or degrading treatment. Grey areas exist which need an
investigation on a case by case basis in order to develop a com-
mon understanding of what constitutes cruel, inhuman or degrading
treatment. The UN Standard Minimum Rules for the treatment of
prisoners serve as important international guidelines.

In order to concentrate the different efforts in the fight against
torture, a rather strict definition is essential. Several human rights
groups have suggested the inclusion in the definition of torture
of forced exile, police brutality, harsh prison conditions, etc. All
these might be contained in human rights’ work, but should not be
included in the definition of torture. By broadening the definition,
the effectivenes of the work for torture victims will be weakened.

THE MEDICAL WORK OF AMNESTY INTERNATIONAL
AND TORTURE

An international Al Conference for the Abolition of Torture was
held in Paris in December 1973 (Al 1973 (Conference for the abo-
lition of torture)), at which the work of Al itself in this field was
discussed. Among the recommendations were the following:

” Medical and associated personnel should refuse to allow their
professional or research skills to be exploited in any way for the
purpose of torture, interrogation or punishment, nor should they
participate in the training of others for such purposes.

Medical personnel working in prisons or other security camps
should insist that they be employed by, and responsible to, an
independent authority. Medical personnel who know of instances
or plans of torture must report them to the responsible national and
international bodies.

Prisoners and others held against their will shall have the right
of free access to physicians of their own choosing.”

The first medical group within Amnesty International was formed
in Denmark by Dr. Inge Kemp Genefke in 1974 (Genefke 1974,
1978, Moltke 1974). The initial team comprised 9 doctors from
different specialities. One of the objectives of the group was to
examine persons who were alleged to have been tortured, with the
aim of collecting information about torture in order to unveil and
relieve torture sequelae. There was a pressing need to document
torture allegations, since these were not believed, even among our
own colleagues (Boberg-Ans 1975). The methods of medical ex-
amination and system of reporting are described in detail in chapter
III: Method.

From April 1975 to May 1982, 219 persons were examined by
the Danish medical group. First results from the group were pub-
lished in 1977 (Al 1977 (Evidence of torture), Rasmussen et al
1977). 67 persons, 32 Chileans and 35 Greek persons, were in-
cluded in this study.

During the following years, the group’s results have mostly fo-
cused on a specific country (Al 1978 (Northern Ireland), Cohn et
al 1978, Severin et al 1978, Kjersgaard & Genefke 1971, Jess et
al 1980, Petersen & Rasmussen 1980, AI 1980 (Spain), Wallach et
al 1980, Al 1980 (Argentina), Rasmussen & Lunde 1980, Al 1981
(Iraq), Wallach & Rasmussen 1983, Al 1983 (Chile)) or on spe-
cial areas of torture (Bro-Rasmussen & Rasmussen 1978, Lunde et
al 1980, Lunde et al 1981, Lunde 1981, Rasmussen & Marcussen
1982, Bro-Rasmussen et al 1982, Lunde 1982, etc.). In the list
of references, studies which include torture victims who are also
included in the present study are marked with (*).

Some of the torture victims have been re-examined (Daugaard
et al 1983, Abildgaard et al 1984, Petersen et al 1985, etc.) These
studies have also been marked with (*).

Several publications include general descriptions of the medical
work against torture in Amnesty International (A/ 1979 (Manual),
Al 1980 (Medical struggle), Al 1981 (Tortur — en internasjonal
forbrytelse)).
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THE AIMS OF THE PRESENT STUDY

In October 1974 the author was privileged to participate in the cre-
ation of the first medical group in Amnesty International. During
the following years the medical work against torture has included
examination of torture victims in many countries, including Den-
mark, in order to add evidence to torture allegations, to give de-
scriptions of torture methods, and to carry out research into torture
sequelae. As the first medical advisor in Amnesty International
from May 1980 to June 1981, I participated in an effort to coor-
dinate internationally the medical work against torture. During the
last three years, as a board member of the International Foundation
for the Rehabilitation of Torture Victims (IRCT) and consultant for
the Rehabilitation and Research Centre for Torture Victims (RCT),
I have had the opportunity of direct participation in the Interna-
tional work against torture. This book was written in order to fulfil
an increasing desire to gather the accumulated knowledge and rec-
ommendations on the subject in one book. The views expressed,
however, are mine, and not necessarily those of the organisations
I have worked for. The study is based on the medical records of
200 torture victims who were examined during the 7-year period
from April 1975 to May 1982. Its aims were:

1) to describe different types of torture with resulting symptoms
and signs, to evaluate their consequences, with respect to di-
agnostic significance and the person’s health, and to relate the
results to the accumulated knowledge on the subject.

2) to evaluate the influence of exile on health complaints by torture
victims.

3) to describe the type and frequency of medical involvement in
torture.

4) to describe the relationship between the medical profession and
torture, and to propose a better and more expedient use of the
medical profession in the prevention of torture.

CHAPTER II. METHODS

DESCRIPTION OF EXAMINATION PROCEDURES
BACKGROUND

None of the nine participating doctors of the first medical team had
any previous experience in examining torture victims. Searching
medical libraries revealed only very few studies in this field. The
group, therefore, realized that it was necessary to gain its own
experience and develop its own methods.

The primary aim was to develop a technique that would enable
the doctors to participate in fact-finding missions for Amnesty In-
ternational. It was hoped that examinations of the persons alleged
to have been tortured would result in conclusive evidence as to
whether such allegations were true or false. Necessary equipment
for the medical examinations was provided. From the literature
many rumours of a so-called truth drug were found. We were
therefore provided with equipment for sampling of urine, blood and
saliva to perform pharmacological analyses. Photographic equip-
ment for the documentation of objective findings, especially skin
lesions, was also provided. The relevant anamnestic information
was discussed, a draft for the outline of the report was written (re-
produced in the appendix), and a check-list for the physical medical
examination was established (also reproduced in the appendix).

QUESTIONING TECHNIQUE

As a part of the examination procedure, the team agreed to avoid
all leading questions during the examination.

Questions like "Have you been tortured by electricity?” were not
used. The history of the person who allegedly had been tortured
was to be as far as possible the person‘s own words. Questions
like "What happened then?” or ”Could you tell about the prison
conditions”, etc. were used. When it came to torture methods, it
was emphasized that all details be presented. Eventually the person
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was asked to place him- or herself in the position and actually
“play” the torture sessions like a pantomime.

It was a general principle that two doctors from the group par-
ticipated in the examinations together, one asking the questions,
the other taking notes. The doctor who took notes however was
allowed to put additional questions during the interview. With a
few exceptions, the examination was conducted with the use of an
interpreter. Whenever possible, interpreters with medical knowl-
edge and a knowledge of torture were preferred. The examinations
lasted 4-8 hours.

DATA COLLECTION

In order to evaluate possible consequences of alleged torture, the
following data were collected as part of a medical examination:

1. Demographic data, including social background.

2. State of health and diseases before arrest.

3. Circumstances about arrest and detention.

4. Details about the alleged torture, both physical and psychologi-

cal. Information was also sought on the duration of each torture

method.

Prison conditions.

6. Physical and mental symptoms as reported by the victim. The
symptoms were generally divided into symptoms present imme-
diately after the alleged torture, symptoms during the subsequent
period, and symptoms at the time of examination.

7. Objective medical examination, including both physical and
mental observations.

A

SELECTION OF PERSONS TO BE EXAMINED

After the coup in Chile, September 11, 1973, the military forces
under the leadership of Augusto Pinochet were responsible for mas-
sive repression against suspected political opponents. Torture was
used on a large scale.

Many Chileans were expelled from their country, and Denmark
subsequently received several refugees who alleged having been
tortured. The medical group contacted these torture victims in
order to gain information about possible torture forms and their
immediate consequences.

Further, the purpose was to gain experience for future medi-
cal fact-finding missions. The victims who presented themselves
for a medical examination and for an interview were not offered
any privileges, and their participation was of course voluntary. It
has been the strategy of the medical group to offer the examined
persons total anonymity if they so wished.

Greece was ruled by a junta from 1967 to 1974. Through
Amnesty contacts, three missions to Greece were carried out during
1975/1976, each with two doctors. By examining citizens who al-
leged torture by the junta, evidence was collected on torture during
that period, and experience was gained on arranging missions.

In 1977 the first survey on the findings was presented (A/ 1977
(Evidence of torture), Rasmussen et al 1977). The survey com-
prised 67 persons, 32 from Chile and 35 from Greece.

During the following years, the experience accumulated by med-
ical teams was applied in medical fact-finding missions to Northern
Ireland, Spain, and Chile (A/ 1978 (Northern Ireland), Jess et al
1980, Petersen & Rasmussen 1980, Al 1980 (Spain), Wallach &
Rasmussen 1983, Al (Chile) 1983). All these missions were ar-
ranged by the international secretariat, Amnesty International in
London. The secretariat also referred persons who alleged tor-
ture to the Danish medical team for examination (Cohn et al 1978,
Severin et al 1978).

Missions were also arranged to France to examine exiled
Uruguayans (Kjersgaard & Genefke 1977), to Italy to examine
exiled Argentinians (Wallach et al 1980, Al 1980 (Argentina)), and
to the Middle East to examine exiled Iraqis (Al 1981 (Iraq)).

THE EXAMINING DOCTORS

The examinations have been carried out by a total of 25 different
Danish doctors. When new doctors were enrolled in the medi-
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cal examination team, they had to go through a training period,
examining a number of persons together with an experienced in-
vestigator from the team. The names of the examining doctors
are listed in the appendix. The names of the dentists who have
performed examinations on a number of occasions are also listed.

As already indicated above, small studies of a group of torture
victims included in this survey have been published. They mostly
concern studies in which the sample comprises torture victims from
the same country.

In order to standardize the examination and reporting system, the
examination team met every month, and later every second month
to discuss relevant problems. Small working groups were also held
that focused on aspects of the examination, e.g. a psychiatrist in the
group presented the problems of a psychiatric evaluation, a neurol-
ogist the neurological examination and evaluation, an experienced
mission delegate problems arising in that connection, etc.

The Danish medical team was contacted by other Amnesty In-
ternational medical groups who wanted to take up similar activi-
ties, and collaboration has resulted particularly with medical groups
from Canada (Allodi & Cowgill 1982), The Netherlands (Smeulers
1975, Warmenhoven et al 1981), USA (Randall et al 1985), and
Norway (Fossum et al 1982).

DATA COLLECTING FORM

The author realized in 1980 that a more standardized way of eval-
uating the examinations of torture victims was needed. An inter-
national form for the collection of data from torture victims was
prepared, based partly on comments from Canadian and American
groups. The form comprised all data relevant to the examination
of torture victims, and it was intended that examining doctors, in
addition to their written report, should fill in the form simply by
ticking the relevant squares. In this way, examinations by differ-
ent doctors and also by different medical groups could be collected
and compared. It was hoped that the form would serve multi-centre
research, but so far this idea has not proved feasible.

From the beginning of 1981, the Danish medical group has used
the data collecting form for most of its examinations. It has also
been used succesfully in one medical fact-finding mission to Chile
where Dr Wallach, together with the author, examined 18 victims
in April/May 1982 (Al 1983 (Chile), Wallach & Rasmussen 1983).
When the author decided to evaluate the results of the Danish
medical group’s examination of torture victims, the data collecting
form was used as the basis for making an EDP recording system
for all the individual reports. The EDP recording system includes
460 data entries for each of the 200 persons, i.e. 92,000 data.

MISSING VALUES

In this retrospective study, some data were inevitably missing.
When any data in an individual report were missing, they were
registered on the form as not-indicated. In this way, “not-indi-
cated” implies either that the person examined did not give the
examining doctor the information, or that the examining doctor
received the information but did not mention it in the report.

TORTURE TYPES

When a torture type is registered as “not-indicated”, the likely
implication is that the person has not been subjected to this form
of torture, because often the person usually, either spontaneously
or by request, tells about the experienced torture.

Some subjects, however, are not spontaneously revealed: rape
and sexual humiliation. They are are known to be very sensitive
and both sexes are reluctant to tell about their experiences. For a
woman, for instance, it is felt embarrassing and humiliating if she
has been raped. She does not want to disclose it to anyone, not even
to her husband. In some cases, on the other hand, the examining
doctors are the first to be told about such sexual humiliations, and
the telling itself can cause much relief.
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SYMPTOMS

To obtain all the details of symptoms after alleged torture, a more
structured interview technique is required. For instance, ex-victims
rarely report sexual symptoms spontaneously, and the examining
doctors sometimes do not find the situation suitable for questions
about such sensitive subjects, either because the contact is not suf-
ficiently established, or for cultural reasons, or the surroundings,
or the interpreter. When sexual symptoms are not recorded, it
is usually because they have not been asked for. Dr Lunde and
the author visited Greece in 1976 and 1977 to re-examine Greek
men. The examination included blood analysis of follicle stimu-
lating hormone (FSH), luteinizing hormone (LH), testosterone, and
the filling in of questionnaires about sexual function before and
after alleged torture (Lunde et al 1980, Lunde et al 1981). It was
found that sexual problems at re-examination were indicated at a
higher rate than at the first examination, probably due to the use
of the questionnaire. 1

It has been recommended that data about symptoms be obtained
at the time of the alleged torture, in the subsequent period, and at
the time of the medical examination. For practical reasons, symp-
toms in this survey have been referred to two periods: the periods
at and around the alleged torture, and the time of examination. The
time at and around the time of torture may last up to month after
the torture, depending on the lesions. In the present survey this
period will simply be called: “the time of torture”. The medical
examination was carried out at varying intervals after the reported
torture, and these intervals were recorded.

There was a difference between symptoms recorded at the time
of torture and at the time of examination. First, many of the symp-
toms listed in the registration form were not recorded, the usual
reason for this being that symptoms had disappeared and therefore
the person did not find it important to mention them. The exam-
ining doctors might also concentrate more on symptoms directly
related to the alleged torture than on symptoms which might seem
“irrelevant” to the reported torture. Second, there was a higher
frequency of recorded symptoms at the time of examination.

In Table IL1, the reply frequency of reported symptoms from
the two periods is indicated. When the reported symptoms fulfil
the criterion of a reply rate equal to or exceeding 0.75, these will
be referred to as A-variables in the present study, and reply rates
below this level will be categorized as B-variables. B-variables
will not be the subject of more extensive analysis.

A finer grading of frequency and severity of different symptoms
has seldom been possible.

Symptoms known to have been present before torture, and symp-
toms known to be related to factors other than torture have been
excluded.

MEDICAL EXAMINATION

The physical findings have been recorded on a check-list throughout
the whole seven-year period of examinations, and therefore it is rare

Table 1L,1. Reply frequency in 200 examined persons (italicized numbers
indicates frequency >0.75).

At the time At the time of
Organ systems of torture examination
Locomotor' Symptoms . . . ¢ ¢ . s oo rteis it s s 0.88 0.93
Skin:changesis:. 20 o SRRl e i 0.78 0.79
Dental SympIoms’ ... . ... 5 .« cioeomatsrals deti 0.59 0.79
EYCISYIPIOMS Giciz sz = oo 55 ureitoie dsiietiiatels 0.42 0.82
Ear-nose-throat symptoms ................ 0.58 0.86
Heart and lung symptoms ................ 0.64 0.85
Digestiveiract Symptomsy « se i sists s le slataxye 0.77 0.85
Kidney and bladder symptoms............. 0.61 0.82
Female genital tract symptoms ............ 0.90 0.97
Breast symptoms (female) ................ 0.54 072
Sexual’problemsic it . L J S s LT 0.32 0.48
Central nervous symptoms . ............... 0.84 0.86
PeripherallNETVE i SYMPLOMS . ..ls)ois s faysteiihos soss 0.52 0.68
MenfalsSUmptoms, 8t o e . o oo ool soe e s - 0.75 0.87
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to find physical findings not being recorded. When these signs were
suggestive of the alleged torture, they were registered in the present
study.

REGISTRATION

The registration of all data has been filed on an electronic data base
and analysed using the Statistical Analysis System (SAS) library
available on NEUCC. Names and birthdays have not been regis-
tered, so that identification of a particular individual is impossible
without the code, which has been kept in a safe.

STATISTICAL EVALUATION

To determine whether an association existed between a torture type
and a specific symptom, a simple Chi-square test with 1 D.F. (de-
gree of freedom) was applied. When the subsequent p value was
less than 0.05, the association was considered statistically signifi-
cant.

Torture types and recorded symptoms both contained missing
values. A typical table including the missing values has been pre-
sented in Table II,2. In order to simplify the table, missing values
of a torture type have been added to the group not tortured (Ta-
ble II,3). Only few studies, however, support the assumption that
missing values for a specific torture type can be interpreted as the
absence of exposure (Petersen et al 1986). On the other hand, tor-
ture victims are said to have revealed new aspects of the torture
during psychotherapy (Ortmann et al 1987). No specific study has
been presented that is designed to examine the extent of the prob-
lem. It is therefore possible that persons who have actually been
tortured by a specific type of torture might be added to the group
of persons who said that they were not tortured by that torture type.
In the evaluation of the possible association between a torture type
and a specific symptom, the association has been reduced, result-
ing in a so-called type II error. The statistical evaluation (Table
I1,3) includes an evaluation of the ratio for having the symptom in
the presence of the torture type al/abcl, compared with the ratio
of having the symptom in the absence of the torture type (includ-
ing missing values) a-2&3/abc-2&3. The Chi-square test has been
used on the values as presented in Table II,3, and the subsequent
p value called p:1. The missing values of symptoms have been
added to the group with "no symptoms” in the evaluation of p:1
(Table I1,4).

The p:2 value was calculated after adding the missing values of
symptoms to the group with symptoms (Table II,5).

If the association proved to be statistically significant (both the
p:1 and the p:2 value less than 0.05), the adjusted risk ratio was
calculated to permit comparison between the groups and to avoid
the possible confounding effect of age and sex. Two age groups
were used, aged 30 and under, and aged 31 and over. The median
age for the whole group of examined persons at the time of exam-
ination was 30 years, and the two age groups were thus equal in
size.

The calculation of the adjusted risk ratio was according to Fold-
spang et al (1986). The analyses have used a division of the ma-
terial as indicated in Table IL,6, in which sex and age have been
entered.

In the statistical evaluation a Mantel-Haenszel test after stratifi-
cation for possible confounders has been applied. The p value was
called p:corr.

DISCUSSION OF DIFFERENT METHODS OF
EXAMINING TORTURE VICTIMS

It is the journalist who has probably reported the most torture in

. newspapers, weekly magazines, television, radio, etc. The research

quality behind these reports varies from excellent in-depth inves-

tigations with first-hand information to pure rumours. The reports
are usually based on testimonies.

With the formation of medical groups within Amnesty Interna-

tional, a systematic way of collecting information on the conse-
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Table I1,2. Distribution of a symptom reported by the examining persons as
related to a specific torture type. n=200.

Torture type

yes no n.i.*)  Total
WES o S i e e v Al e e al a2 agiia
INOE R R L i st e Wb e dora sl el 2 e bl b2 b3. b
T S T I T I e e s ¢l c2 3 ¢
Total abc-1 abc-2 abce-3 abe

*) n.i.= not-indicated.

Table I1,3. Distribution of a symptom reported by the examining persons as
related to a specific torture type, after adding missing values of torture types
to the group of persons who did not allege that torture type. n=200.

Torture type

yes no n.i.*) Total
Y S R S & R ST al a-2&3 a
o e L e T R R B o bl b-2&3 b
INAPWRr Al o BB e G e cl c-2&3 @
Total abc-1  abc-2&3 abc

*) n.i.= not-indicated.

Table I1,4. Distribution of a symptom reported by the examining persons as
related to a specific torture type, in order to calculate p:1 value. n=200.

Torture type

yes no n.i*) Total
Yes o B R S I S R al a-2&3 a
NORSEERe s S Ot N, uad pysear 2o bl be-1  be-2&3 be
Total abc-1  abc-2&3 abc

*) n.i.= not-indicated.

Table I1,5. Distribution of a symptom reported by the examining persons as
related to a specific torture type, in order to calculate p:2 value. n=200.

Torture type

yes 10 n.i.*) Total
Yes & oo ac-1  ac-2&3 ac
I oS AR L S b R Sl bl b-2&3 b
Total abc-1 abc-2&3 abc

*) n.i.= not-indicated.

Table IL,6. Distribution of a symptom reported by the examining persons
as related to a specific torture type, in order to control for age and sex as
possible confounders (p:corr). n=200.

Male Female
symptoms symptoms
+ —*) + —*) Total
>30 years
ToTture st i tie al bl a2 b2 al+2,bl+2
TORtIre ) 5 s ¢l dl (&0 d2 cl+2,d1+2
<31 years
TOMUIE - os 5 s b a3 b3 a4 b4 a3+4,b3+4
O EtTE = c3 d3 c4 d4 c3+4,d3+4
Total
Torture + al+3 bl+3 a2+4 b2+4 a+b
Torture —*) cl+3 dl1+3 c2+4 d2+4 c+d

*) including missing values.

quences of torture became available. The most frequently used
method for collecting this data has been in-depth interviews and
examinations by two doctors, as described earlier. Exceptions to
this method, however, exist:

Two Danish doctors on an Al mission to Northern Ireland to in-
vestigate allegations of maltreatment (A/ 1978 (Northern Ireland))
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used a combined method: in 39 instances the mission was able to
interview individuals about whom no corroborative medical evi-
dence was available, while in 26 instances the delegates received
documentary medical evidence related to individuals whom they
were not able to interview, and in 13 cases the delegates inter-
viewed persons about whom medical evidence was available. In
this way evidence about 78 persons was collected during the one
week mission, and in 5 cases in-depth medical examination was
included.

In a mission to Colombia (Al 1980 (Colombia)), one Canadian
doctor participated, and during the course of one week he studied
30 cases. In 27 of the cases interviews and physical examination
were conducted. In most of these cases, the interview and following
examination were short and concentrated purely on the inflicted
torture.

In a study conducted by the American medical group in Amnesty
International (Randall et al 1985), 44 torture victims were exam-
ined. The ex-victims were to fill out a questionnaire which included
questions about the time, place and date of each arrest, the place,
duration and conditions of the imprisonment, the names of those
who participated in the arrest, detention and torture, the reason for
the arrest, and the family and medical history and personal health
status before and after torture.

Participants were also asked to describe all episodes of abuse or
torture from arrest to the time of release, including dates, duration,
type of torture, the area of the body abused, and the immediate and
later symptoms, including their duration and intensity, that resulted
from torture.

A physical examination was performed by a physician with in-
dicated laboratory tests, and, as necessary, additional consultation.
A psychological examination including a mental status evaluation
was done by a psychologist or psychiatrist fluent in the participant’s
native language.

Multiple examination sessions were used when necessary to en-
able more in-depth examination or for the convenience of the par-
ticipant.

Questionnaires have been used widely by “The Canadian center
for the investigation and prevention of torture” in Toronto (Allodi
& Rojas 1982, Allodi & Rojas 1983a,b).

The questionnaires are not only being used in Toronto, but also
in Latin American countries, e.g. Mexico, Argentina, Chile, and
Peru (Renshaw 1985). The entire questionnaire, which is filled
in by the persons themselves, is reproduced in the appendix page
69. The questionnaire is designed in such a way that persons who
have not been subjected to torture can participate and serve as a
control group.

Amnesty International uses a questionnaire to be filled in by
the persons themselves when direct interviews are not feasible (Al
1981 (questionnaire)). The questionnaire, which includes a section
on torture and maltreatment, is reproduced in the appendix page
73.

Most of the studies on torture victims have been hampered by
the fact that no control group has been examined, thus making it
difficult to elaborate scientifically on the data collected. During the
last few years, two controlled studies have been published (Thor-
valdsen 1986, Hougen et al 1988).

The examination of torture victims in prisons, with non-torture
inmates as a control group, has not been feasible because of the
obstruction by authorities. In countries where torture continues,
it has however been possible for local doctors to examine torture
victims (Marcelino 1984, Foster 1985a, Foster 1985b, Vicaria de
la Solidaridad 1985, Ceres 1986, Martirena 1986, Comision de
Derechos Humanos de El Salvador 1986, Carli 1987).

The local doctors run a risk of becoming torture victims them-
selves when they conduct such research (Onaindio 1980, Al 1986
(Olivares), 1987 (Macaya)). Petersen & Jacobsen (1985a) have de-
signed a protocol for use by local general practitioners who should
examine torture victims among their clients and select matched
control groups from their patients. 15 torture victims have been
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examined in this way in Spain (Petersen & Jacobsen 1985a,b, Pe-
tersen et al 1986). The protocol is reproduced in the appendix,
page 74.

In countries where torture has been practiced and has stopped
because of a change in the regime, it is possible without too many
difficulties to examine torture victims and establish a matching
control group. Countries where such studies could be undertaken
include Argentina, Uruguay, and Nicaragua.

In "free” countries where torture victims are living in exile, con-
trol groups can be established among refugees from the same coun-
try living in exile. Such a study has been designed on Turks living
in exile in Denmark (Hougen et al 1988).

CHAPTER III. MATERIAL

The survey comprises 200 persons, 39 women and 161 men, who
alleged having been subjected to torture. They have been examined
in the 7-year period from April 1975 to May 1982, when it was
decided to make this study.

19 persons examined by the medical group in the period have
been excluded from this study, 12 because they did not fulfil the
criteria of torture according to the definition of torture (see chap-
ter I) and 7 because parts of the report were missing or only the
person’s testimony had been recorded.

51 persons were examined in 1975, 24 in 1976, 26 in 1977, 4
in 1978, 38 in 1979, 29 in 1980, 9 in 1981, and 19 in 1982.

The year and country in which the person alleged having been
subjected to torture are shown in Table III,1.

Table III,2 shows the examined persons’ nationality, the coun-
try where the alleged torture took place, and the country where
the person lived at the time of medical examination. 10 persons
reported having been tortured in a country different from their na-
tional country — 4 Uruguayans and 3 Chileans reported being tor-
tured in Argentina, a Dane in Morocco, a Swiss in Syria, and a
Ugandan in Tanzania.

The largest nationality group was Chileans (72, 36%), of which
18 (9%) were examined in Chile, and the rest (54, 27%) in Den-
mark, where they were living in exile. The second and third largest
groups were Greek and Spanish citizens, 35 (17%) and 28 (14%),
who were all examined in their country of origin. Of the 18 (9%)
Argentinians, 14 (7%) were examined in Rome, where they had
been granted refugee status, and the rest in Denmark. The 5 per-
sons from Northern Ireland were all examined in their own country.
All the rest, 60 persons (30%), were examined in exile. 16 persons
allegedly tortured in Iraq have been examined in another country

Table IIL,1. The examined persons’sex, the country and year where the al-
leged torture took place. n=200.

Number of
The country of alleged torture  persons E M Year of torture
ChileW s Ve e 69 10 59 1973-7, 1979, 1982
Greece N it 35 7 28 1966-8, 1970-1, 1973
Spainiate. S ST 28 5 23 1973-8
Argentina s S i 25 11 14 1972, 1974-6, 1978

0 DT i S e 16 3 13 1969, 1977-9

Uruguay............ 9 0 9 1970, 1972-5, 1979
Northern Ireland . . . .. 9 1 4 1976
Tanzanial., s i 3 0 3 1972-371975
Boliviaet s b 1 0 1 1977
Erfitteat W pmms o a . 1 0 1 1979
Ethiopiatises Saesee 1 0 ) 1970
IR o Jeiatels i e 1 1 0 1974
Indenesia.. . oo 1 0 1 1965
IMOTOCCOR: Foast hthri 1 0 1 1978
Rhodesia i Fo=ant. oL 1 1 0 1979
Somalia . . ucsuise s 1 0 1 1970
Sy A e Ll 1 0 1 1972
Hanzibar .o 1 0 1 1975
Total 200 39 161 1965-1982

100% 19% 80%
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Table IIL,2. The examined persons’ nationality, the country where the al-
leged torture took place, and the country where the persons lived at time of

Table 1L, 4. Age and sex distribution at time of examination.

examination. n=200. iy e
Country where Country where the Age group in years L M 1 %
alleged torture person lived at
Nationality :o:l?;lacoe time of examination <2l 3 8 11 5
DD SRt e S SR e e v e e o 10 33 43 21
S8 total sex total X total 0 A e e e & e e Bk L 11 40 51 25
e s T Foi O e 9 45 54 15y
B e e N 8 17 20 10
Argentinad Fusst OB ORI S8 FORQE T4 F 2800 195 0 0790 70 e b Tt S Cp o B IR i1 2 4 6 3
Austria. .. ... ORI ORRE0R 0205 (ORER 0EVEO ISR lnei0r il O 46508 e e Sl e 0 9 9 4
Bolivia. ... .. (18| IS (S OR ] T OO = () S O Est0) DS S e i G T S B o 1 3 4 2
CHleres < 11 61 72 3610 59 69 34 4 14 18 9 SOEUEE Fa i ot 2 e e s e 0 2 2 1
Denmark .... 0 1 IR QRIS () 0 0 8 67 75 37 (o o o e A L S i ot 0 0 0 0
Efitreaip i () e TR il [RESN O EN OIS (RS (=)
Ethiopia. . . . . B e 0Dy L1 0 080k g gy - Total 39 16l 200 100
France ...... O 0 025007 Dy 0 0 1) BB T 19% 80%  100%
Geimany SR OB (0 Rs 05 08 S0 05 & (08 0L, 20 20 1]
(Greecet e 6 PR3 RS S A SR O R N S S e
TRdiar st IHER O 1 O ST o IR ORS00 Table IIL5. Family situation at time of arrest. n=200.
Indonesia BN B (S O 1SS R O O O S S (SR () F M Total
IragResvssonss SRS 6 B 8I8 BB 11618 0 150 010
Ttal v O 000 L0 0700 0 (08868 B T Family situation n % n % n %
"Middle ,
2 Singleg Mo i abadnig 17 44 78 48 95 47
%
B 8 8 8 Rl & ‘l’ 8 S 2 lg o Engaged/married........ 19 49 78 48 97 48
e Separated/divorced ... ... 2 5 1 1 3 1
N. Ireland ... 1 4RSS 2 = 48 =5 21 AL 2 Widowed . .. oo 1 3 1 1 ) 1
Norway ... 00 0 00 0 0 00 1 1 0  Noindicated........... 0 0 3 3 3 1
Rhodesar e il 0h st Lite i 0pad B0 00 15 AL 2000 100 5045207210
Somaliall -5, 0 1 1 (@ O 5l 1 00 . 0. 0. 0 Total 39 100 161 100 200 100
SYOAIIL o ot o o SR SESEES R 03 28 4 5. 231 28~ 1 19% 80% 100%
Switzerland SESSOENET R ] 580 08 00 000 10
Sytiata i iEs (S | OSSN0 1 1 0F0 FH0FTH0 0
EinzaniafSREENE ORREORIR 2 SUsl DROIRT 3 B3 PR LS ORS0RI0E 20 Table II1,6. Number of children at time of arrest. n=200.
Uganda ..... ORI 0 OO0 1054 020510808 550
Uruguay. . . . . 1 12 13 6 0 9 9 40 0 0 o0 i M ot
Zanzibar . ... 0 1 1 0 0 1 1 00 0 0 0 Number of children n % n % n %
Total 39 161 200 100 39 161 200 100 39 161 200 100 U5 by o e - 07, 69 90 56 117 58
. [P Sl Bee g mehe o 7 18 19 12 26 13
B T e T T e e S e o e [
) For security reasons the country has not been named. ST B 5 13 28 17 33 16
S e R S AT 0 0 7 4 i 3
i g : e R B i e R e b e 0 0 6 4 6 3
Table II1,3. Age and sex distribution at time of last alleged torture event. 0 0 1 1 1 0
i 6. Ml et 0 0 1 1 1 0
Sex Lot TG R TN 0 0 1 1 1 0
o MR salrine ¥R ¢ 4 S s s i e
A e e | e eI L 6 21 27 13 Not indicated. .......... 0 0 6 4 6 3
AHEISH S e S S R e S 14 48 62 31
263000 iR ey TRt Tl 12 50 62 31 Total 39 100 161 100 200 100
SI|L3SHP P el STt ol 3 21 24 12 19% 80% 100%
B0 T i e s e 2 10 12 6
N e s it s 6 1 4 3) 2
O U e s e 0 4 4 2 Table III,7. Educational status at time of arrest. n=200.
S S R e T e 1 2 3 1
i N 0 1 1 0 . v &
e e g e 0 0 0 0 Education n % n % n %
Total 39 161 200 100  Elementary school, grade 6 5 13 27 17 32 16
19% 80% 100% Secondary school,
gradesi7 1350 et 8 21 16 10 24 12
Vocational/technical ... .. 12 31 63 39 S 3
College or university .... 14 36 53 33 67 33
where they were living in asylum. For the sake of their security ~ Not indicated........... L) : ! . :
the country has not been named and occurs in the table as "Middle  Total 39 100 161 100 200 100
East”. At the time of examination, 111 subjects (55%, 21 women 19% 80% 100%
and 90 men) were living in exile, while the remaining 89 (44%,
18 women and 71 men) were still living in their own count
also chapter VI and Tag)l::v VI;l)l. RS ungy.(gee Table II1,8. Occupational status at time of arrest. n=200.

The ages at the time of the alleged torture and at the time of K M e
examination are indicated in Table III,3 and III,4. The median age  Occupation n % n % n %
at the ti_me of allegeq to'rture was 26 years (range 15-58 years), and  {j.eilled labourer . . . . .. 3 21 28 17 36 18
at the time of examination, 30 years (range 17-59 years). Skilled labourer. . . ... ... 11 28 58 36 69 34

The median interval from alleged torture to examination was 23  Professional ............ 6 15 33 20 39 19
months (range 3 days to 12 years). Unemployed ........... 0 0 8 5 8 4

The family situation at the time of arrest is shown in Table SIAEl s 14 . 2l . . 42

Y Not indicated. .......... 0 0 3 2 3 1
IIL,5. Approximately half of both men and women were engaged
or married. Total 39 100 161 100 200 100
19% 80% 100%

The number of children in the victims’ families at the time of
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Table II1,9. State of health before torture. n=200.

E M Total
Disease group n % n % n %
No serious disease ... .. 32 82 140 87 172 86
Locomotor system . . ... 1 3 2 1 3 1
SHATH Getg it SRS AS 1 3 0 0 1 0
Heatt/lung)c i« oo e 1 8 4 2 5 2
Gastrointestinal tract.... 1 3 9%) 6 10%) S
Urological ............ 0 0 2 1 2 1
Gynaecological . ....... 1 3 0 0 0 0
Central nervous system . 1 3 4%) 2 S¥) 2
W (T Ly s g 1 3 I 1 2 1
Total 39 100 161 100 200 100

19% 80% 100%

*) One patient with both gastrointestinal and CNS disease.

arrest is given in Table II1,6. 83 of the 200 torture victims had a
total of 174 children.

Table II1,7 shows the education status at the time of arrest. 67%
of the women and 72% of the men had a vocational/technical or
college/university degree.

Table III,8 shows the occupation at the time of arrest.

None of the women and 5% of the men were unemployed.

Skilled labourers were defined as persons with an occupation
based on vocational or technical education.

Professionals were defined as persons with an occupation based
on college or university degrees. 43% of the women and 57% of
the men were either skilled labourers or professionals.

22% (14 women and 31 men) were students at the time of ar-
rest, and if they are added to the group af skilled labourers and
professionals, the whole group will amount to 76%.

The state of health before the arrest is listed in Table II1,9. 86%
did not complain of any serious disease prior to the arrest. 28
persons complained of health problems, and only 2 of them com-
plained of mental problems.

CHAPTER IV. TYPES OF TORTURE
INTRODUCTION

The alleged torture and maltreatment took place after the arrest and
mainly during the early periods of detention.

The median number of days of torture indicated by the examined
persons was five (range 1-150 days). In two cases the number of
days was not reported.

Torture may be divided into physical and mental torture, and be-
cause of overlapping it is often extremely difficult to separate them.
In most cases the physical and mental torture occurred simultane-
ously during interrogation. For instance, a person was beaten and
received threats at the same time. During electric torture to the
genital region, the person may be told that torture will make him
impotent or sterile, and during “pure” physical torture, e.g. beat-
ing, the victim is powerless, totally in the hands of his torturers,
thereby creating a tremendous frustration and feeling of defence-
lessness and humiliation. “Pure” mental torture also exists, without
any physical molestation. Threats and sham executions are exam-
ples of this. “Pure” mental torture, however, can have physical
consequences for the victims.

When torture victims have been asked to indicate what they
thought was the worst experience during the detention, it has often
not been the torture itself, but the moment of arrest or the periods
between torture sessions, when they were frightened of what was
going to happen.

For descriptive and practical purposes, a distinction between
physical and mental torture will be made in the following pages.

The different types of torture will be presented according to the
accounts given by the examined persons.
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PHYSICAL TORTURE AND MALTREATMENT
ALLEGED

Table IV,1 lists the types of alleged physical torture, giving the
number and sex of the persons. Information about the countries
where the torture occurred (if 5 or more persons from a country
have been examined) is given in Table IV,2. Table IV,3 lists the
types of torture and shows for each type the number of persons
who alleged torture, those who denied torture, and those in whom
no information was available.

Beating was the most frequent type of torture, reported by 198
persons (99%), 38 women and 160 men. Only 2 persons, a woman
from Northern Ireland and a man from Chile, said that they had
not been beaten.

The forms of beating varied from a few slaps in the face with the
open hand to extensive beating with a blunt instrument like a police
baton. Severe beating was defined as beating with an instrument,
punching with fists, or kicking with feet. It was reported by 195
persons (97%), 35 women and 160 men. It is therefore seen that,
af the 198 who were beaten, only 3 were not severely beaten.

It has been impossible to estimate the number of beatings in
this retrospective analysis. A grading scale that includes the in-
tensity and number of the beatings should be employed in future
prospective studies.

The part of the body that was severely beaten was registered:

146 persons (73%), 26 women and 120 men, had been severely
beaten towards the head.

110 persons (55%) were severely beaten on the upper extrem-
ities, 142 persons (72%) on the lower extremities, 138 persons
(69%) on chest and back, and 148 (74%) on the abdominal wall
or kidney region. 41 persons, all men (20% of the total), had been
severely beaten on the genitals.

Some special torture methods by beating were encountered:

Falanga torture: severe beating on the soles of the feet. 59
persons (29%), 19 women and 50 men, alleged this form of torture.
This type of torture was reported particularly by Iraqi (75%) and
Greek (83%) victims.

Teléfono: This is defined as simultaneous beating of both ears
with the palms of the hands, and it was alleged by 19 persons (9%).

31 persons (15%), 5 women and 26 men, had their heads banged
against the wall or floor.

Table 1V,1. Types of physical torture. n=200.

Sex

Types of physical torture E M Total %

BEAtE f:s coiss « -« o orcisissie sharsteiatet oot ottt 38 160 198 99
Severe Beatig. . - v ieisietoie e St Shsiats 35 160 195 97
Severe beating'head' ... ot 26 120 146 73
Severe beatings in genitals. ............... 0 41 41 20
| SIETIVEY 515 0 o an 5 AR R R e S R 9 50 59 29
R ST o e ot b O A A e 28 il 19 9
Banging the head against the wall or floor... 5 26 31 15
Pushed down stairs, out of windows etc. .... 0 3 3 1
Trarfure by heat e il 80 o 0L L e b 2925 27 13
Bleetrc torture: M Sabs Rt el | HSUEARS 20N AE9) 109 54
Nailitornrey. Sl adtam- Lol o Sin hduins 0 5 5 2
Tearng QU HAIES s foeniiafelole 7 4 ormimiovzyonZni 1 6 i) 3
SRIDOEIGRIOTIITE b oo s oearess - o obe it 1 12 13 6
Suspension by arms or legs ............... 4 29 33 16
Suspensiontlatbanrai o s SN 20 10
Physical exNatustion e . o 5o s bl & 6 62 68 34
UStan@ino Rt aorbiesals v iiedn L snf¥A L S s 35 82 35 17
Maintain abnormal body position .......... 2 24 26 13
ForcedigymBastics il . o Dl SR 12 22 11
@EhmaticiSresshEm TN W s s S e et PSS 67 33
AsphyxiationTess s . Il s 50k 14 45 59 29
Wet submarino (’la bafiera™) .............. 7 39 39 19
Dryasabmasnoi e iibe. e . o S E 2, 1 13 6
SITARPUIATONE . cioe ity & o aiies o stait Sk 2 4 6 3
| LI (D S G e St e i s oy 1 4 ) %
Sexual violation: rape st i Laditie oS 5 2 7 3
Sexual violation using instruments ......... Sl 20 10
Other types of physical torture mentioned ... 7 37 44 22
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Table IV.2. Types of physical torture and country where the torture took
place (if 5 or more persons alleged having been tortured in that country).
n=200.

Country

Arg. Chi. Ira. Spa. N.I. Gre. Uru. Oth.
Torture type % % % % % % % %
Bealing . rree S8 20 Lo i 100 99 100 100 80 100 100 100
Severe beating et Sl 100 96 100 96 80 100 100 100
Severe beating head .......... 88 62 88 8280 71 67 77
Severe beatings in genitals. . . . . 2RSS OSSR G 33 S8
Balangal. o Skt Seadie Lo 448 - 75 3970 83 0923
felefonoly s o o o awai s EoRl O 0t A4 50Tl s 225 58

Banging the head against the
wall or floor ..............
Jorturebytheat "CHl s o s v
Blectfic torture1n. . Ll L
Nailitorurers tes . . 7.
Tearing out hairs. . ...........
“Finger” torture. . ............

6 37 1460 31 0 8
13 18 4 0 11 11 23
6 63 18 0 17 89 46
3 0 4 O3l TELSE50
0% 1020 11 0 0
05259201 L 0: 1 - 15

D

NN OO OOO A~
o0

1
3

Suspension by arms or legs .. .. OR25 =270 0f 17 33 15
$uspension Hlalibatrai. L ol (9 bl RPE Al ] 0 31
Physicaliexhaustion .......... 32523 2500615608235 100 123
4Standings s RSBl LI s 1287 1 85 e 21N 60k T H 8918
Maintain abnormal body

position= ns Too L L 16 7 1318 400 14 11 15
Forced gymnastics ........... 4 14 0 2540 6 00
@himaticistressy. ol .. < e ol 4835 13529190 3T #5561 31
Asphyxiation. ............... 4426 0 50 0 11 89 31
Wet submarino (la bafiera™ ... 3218 0 25 0 0 89 4
Dry submarino .............. 12 6 0 18 0 0 0 8
Strangulation................ 4 4 QN7 ER0 =N () 0 0
Pightitorure .2 . 5o ann OO SEN0 B4 S S0 0 15
Sexual violation: rape ........ 12 4 60N 0530 OS0!
Sexual violation using

IBStruments ot Ll 12 14 6¢ 0 0F 231 22 8
Other types of physical

torture mentioned - .. .. ... 125161 195 25405537 & 11 81
Total number (n=200) 25769 =16::228 -5 35 9 13
Male (n=161) 1455975 1374 235 4% 98 9 11
Female (n=39) Uh [t i | 7 [ s

Arg.=Argentina. Chi.=Chile. Ira.=Iraq. Spa.=Spain. N.L=Northern Ireland. Gre.=
Greece. Uru.=Uruguay. Oth.=Other countries.

3 persons, all men, were pushed down stairs or out of windows.

Torture by heat: Torture by heat to the skin has been inflicted
by means of cigarettes, cigars, hot irons, or flames. 27 persons
(13%), 2 women and 25 men, had been burned, 22 by cigarettes,
4 by flames, and one by what he believed to be a hot iron.

Electric torture: 109 persons (54%), 20 women and 89 men,
had been subjected to electric torture. Very high percentages were
found among the Chilean and Uruguayan victims, 86% and 89%
respectively. Among the Argentinian and Iraqi victims the figures
were 60% and 63% respectively. Low percentages were found
among the Spanish, Northern Irish, and Greek victims, 18, 0, and
17% respectively.

Electric torture was often applied to sensitive parts of the body.
In this study 55 persons (27%), 10 women and 45 men, said that
the electric torture included the genital region.

It has been extremely difficult to obtain reliable information
about the instruments used in the electric torture. This has mainly
been due to the fact that the persons have been kept blindfold dur-
ing the electric torture sessions. In some cases the instrument has
been reported to have been a shock baton. Such an instrument
has been investigated (Dyhre-Poulsen et al 1977). Other persons
describe naked cables connected to a generator.

When the electric torture was applied, a sound was often heard.
An alteration in intensity has been reported. In some cases a fixed
electrode was placed on one of the extremities, e.g. the big toe, and
another electrode has been moved around to other parts of the body.
In Latin America electric torture was applied while the person
was immobilized on an iron bed (”La parilla”). A former torturer
from Uruguay informed Amnesty International that picana electrica
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(electric shock baton) was an instrument of North American origin
(Al 1979 (Cooper)).

5 persons (2%), all men, were subjected to nail torture, in which
their nails were torn off or pins were inserted under them.

6 persons (3%), one woman and 5 men, had hair torn out.

13 persons (6%) one woman and 12 men, were subjected to
"Finger torture”, in which pencil-shaped objects are pushed be-
tween the fingers, which are then pressed hard together.

Suspension: 50 persons had been subjected to suspension, usu-
ally by the arms (24 persons). 20 persons had been subjected to
suspension by “la barra”. The wrists are tied together and then
lowered in front of the legs, which are in maximum flexion at the
knees and hips. A bar is then pushed behind the knees and in front
of the elbows. The bar is lifted and suspended, so that the victim
is left hanging head downwards (Fig. IV,1). The torture form “la
barra” was most frequently reported by Spanish victims. 9 persons,
all men (32% of the Spanish victims), had been subjected to “la
barra”.

Finally, 6 persons had been suspended by the legs, and 3 both
by the legs and by ”la barra”.

Physical exhaustion: 68 persons (34%), 6 women and 62 men,
had been subjected to physical exhaustion. The main reported
forms were “’standing”, forced abnormal positions, and forced gym-
nastic exercises. In standing”, the victim was ordered to stand for
prolonged periods.

35 persons (17%), 3 women and 32 men, had been subjected to
“standing”. The length of forced standing varied from a few hours
to more than 24 hours. In the classical example of “standing”, a
circle is drawn on the floor and the person is ordered to stand in
the circle. If the person, however, had been allowed to lean against
the wall, this was also classified as “standing”.

Forced to maintain abnormal body position: 26 persons (13%),
2 women and 24 men, said that they had been forced to maintain
an abnormal body position for long periods. Examples included
being forced to kneel down and not move, and being handcuffed
to the wall by one hand between interrogation sessions.

Forced gynmastics: 22 persons (11%), 1 woman and 21 men,
had been forced to do gynmastic exercises. One example of this

Table IV,3. Types of physical torture, number of persons who alleged having
been subjected, number of persons who said they had not been tortured in
that way, and number of persons where no information was available (not
indicated = n.i.). n=200.

Yes No N.i

Torture type n n n

Beatinoe . oottt e ot o ayeieo i R o i s 198 2 0
Severe beafingosee oot Ll 195 4 1
Severe beating head =l T 146 19 35
Severe beatings in genitals...................... 41 43 116
Falanga a0 R8st st oot S0 2 o o 59 .105 36
eI ORO sy npat o B sl s stoen LUl o e ae Dp e 19 39 142
Banging the head against the wall or floor......... 31 48 121
Pushed down stairs, out of windows etc. .......... 3 56 141
RT3 002 e S o s 0n et s i o e 27 S5 118
129 E01 13 (S0 10V GO el e st RSB S s e ool ot 109 26 65
INQILSEOTEUTE Vurditlcioishid it repahp ok 1o ehonsnsiblonsdslalehons: shetas 5 56, 139
Tearins OUhaITS e s e e et oo o 6 SRR
BT 15T 1 (O 1 o o o o B o L S 13 48 139
Suspension by arms orlegs . .................... 33 62 105
Suspenston &labama TR ol L e e e 20 75 105
Physicaliexhaustionii.. s vc s maailnt oot 2 68 37 95
TP T T T 0 SR AR B o e Rt (U T2 - B 35 48 117
Maintain abnormal body position ................ 26 48 126
Forced gymnastic . 2 .Lh .t & L o Su Il et e 22 47 131
Climatic/iSreSS T bl oo o n o e o 67 46 87
ASphyXiationis o ek st s o « St iiamsielondas sl de Sha e 59 44 o7
Wet submarino (la bafiera™) .................... 39 55 106
DIy SUDMATINOE e dorsials -0 & i s o -as & s <k, 13 51 136
Strangulationits e ot i U R R 6 S9FENIIZS
| Eyved VB FoS e 1 e A B s s Bl et bR S S S 3 S9RNNI8R
Sextaliviolation: rape. S G o L S i 64 129
Sexual violation using instruments ............... 20 60 120
Other types of physical torture mentioned ......... 44 156 0




Fig. IV,1. "La barra”. Drawing by Mogens Ngrgdrd.

was being forced to walk around the interrogation room with flexed
knees and hips, hands handcuffed behind the back.

Climatic stress: This was reported in 67 cases (33%), 15 women
and 52 men. In 62 cases the climatic stress was in the form of
cold environment, in 4 cases it was hot climate, and in one case
both cold and hot environment during the detention. The climatic
stress usually consisted of the person being confined in a cold cell,
sleeping on a cement floor without mattress or blanket.

Asphyxiation: 59 persons (39%), 14 women and 45 men, were
subjected to asphyxiation, defined as the obstruction to normal
breathing. The most frequent form of asphyxiation was “la bafiera”,
or “wet submarino”, reported by 39 persons (19%), 7 women and
32 men. This torture was described as the forcing of the victim’s

head into a bathtub filled with a mixture of water, blood, vomit,
excrement, and food remnants, and keeping the victim there until
nearly suffocated. It was frequently reported by Uruguayans and
Argentinians (89 and 32% respectively). From Spain and Chile
the percentages were 25 and 18 respectively. None of the persons
from Iraq, Northern Ireland or Greece had been subjected to wet
submarino.

Asphyxiation has also been reported in the form of "dry sub-
marino”, in which, as an example, a plastic bag is forced over the
head and kept there until the victim is nearly suffocated. 13 persons
(6%), 2 women and 11 men, had been subjected to dry submarino.
It was particularly reported by Spanish and Argentinian victims, 18
and 12% respectively.

Cases in which the victims were subjected to asphyxiation in the
form of having something like a towel pressed against their nose
and mouth have been reported, and 6 persons reported strangulation
of the neck.

Water torture, excluding la bafiera”: 11 persons (5%), all men,
had been tortured by water different from “la bafiera”.

3 persons (1%), one woman and 2 men, were subjected to torture
by light, for instance by being forced to stare at a bright light for

long periods.

" Sexual violation: 7 persons (3%), 5 women and 2 men, were
raped. 3 of the women said that they were raped while in detention
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in Argentina, and 2 in Chile. The 2 men came from Chile and Iraq.
3 of the women had been raped by several of their interrogators.
As explained in Chapter III, the number of persons alleging this
type of torture was probably a minimum. Persons who had been
subjected to sexual violation were rather unwilling to disclose the
fact because of the risk of losing status and respect from next of kin,
since rape is viewed as extremely humiliating (Lunde 1981, Agger
1986). The reported rape of the women had all been heterosexual,
but of both men homosexual.

20 persons (10%), 8 women and 12 men, reported sexual viola-
tions using an instrument. The instrument varied from a bottle to
a stick, inserted into the vagina in the case of women victims, and
into the anus in the case of male victims.

Other types of physical torture were mentioned by 44 persons
(22%), 7 women and 37 men. Table IV,4 lists all the reported
types of torture.

4 persons reported ”la Moto” = the motorcycle. The victim is
seated on a chair, wrists handcuffed behind the back of the chair.
The legs are brought around to the sides, and the hips and knees
flexed as tightly as possible. The legs are then raised and put on
chairs at each side of the victim, causing intense pain in the knees.
Further pain is induced by pressing the calves against the thighs
(Fig. 1IV,2).

The operating theatre = ”Quirdfano”. 4 persons explained that
they were made to lie on a table with the upper half of the body
unsupported (Fig. IV,3).

Gunt-twist of the legs consisted in twisting the legs with the
use of a rifle and its sling, while the body of the person is kept
immobile (4 persons).

Table IV, 4. Other types of physical torture.(n=44)

Torture forms n
*ILa motor (cf. textand Fig IV 2Vt = o e e s 4
*@uirofano S (ch textrand Big SEV 3) IR S R 4
Eifted bysthedhaimasese s T b i ek, SRS o 3
Tongueipulledaviplenthy i uis on e e s o 3
Blogging:c it v o1 Mool it titinhomints Sl Tt i ol - 2
Twistingsthe Cenitalsy: -« imisiive s =i i ot bt 2
Bare foet in the SNOW. - - o /eieisiiaies o« hale e o ohiiyioisayiate e e 1
Bate feet on SharpIstones/=o el i e 2
Handeuffed verytighthys, s o b iie e e e 2
Placed in a coffin and lowered into a grave . .................... 2
Rlacedions a.fire Jthe hair Durmnedt offe s ey P 1
Gun:twistof thelegshi(chiutext) iy S il i s e e 4
Sceratchedswithyatknifer e ot P e eI s 1
Bigtoenailipnlledioff. .l oot b e S e R e 1
Heaviysweight fastenedito/cardlobe™ (55 HE 0 (08 et S SR 1
Both ears twisted and then pulled to each side................... 1
Female breastitwisted it b tiahihn el Al et S 1
Stabbed with needles and bayonets . ... ...t oo e s v sha Il
Left chained in the desert with jam on the face — fainted

because of insects and sun; penis pulled with nylon string . ...... 1
Forceditoeatehilifpeppersair (Ul atuing S S iy r ey g s 1
Locked in a cupboard dressed only in underwear,

whereafter 1t beeame Ve RV COLd it oy e b RS 1
Al mangana (vice-like griponthe toes) ........................ 1
PIeSAUTC O TICTEY OB & s it oo com ik ket e e S Ol il
Tongue pulled out, then pressure applied to jaw so that

tongueswasibitions:, & LG UL BUaESE. S xn e OSSR 1
Striking the barrel at the same time his head is lowered

into the barrel containing excrement .. ... ...............,.... 1
Tied by the hands to a vehicle which then drove over gravel,

grass and asphalt — legs completely raw .. .................... 1
Tiftedibystheicarsi=pulled byithedhair SV S L ISaEs S Sy 1 1
IWATRHICNEMAIE nss o o ks 5% A5 S b s b bt e o 1 RIS el 1
Needlefpushed Up e NOSe v v ik stoni sl thatsle sioietote otitshs b il 1
Powder put into the eyes to irritate them ....................... 1
Forced 1o drink vinegar and 01l . ..., v e s oins s cinainiale s sls e s S|
Shot inithe knee during interrogation ., . .. <t so s oitnss sty 1
Drops of cold water dripped on her forehead .................... 1

Wooden horse, and pulled after a boat onalake ................. 1
Hung upinaked onsasmoving Wheel: .o i vt 5 st 1
Struck in the kidney region with a sharp metalrod . ............., 1
Pressed fingers behind the ears so that the victim fainted .......... 1
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Fig. IV.,2. ”La moto”. The motorcycle. Drawing by Mogens Norgdrd.

MENTAL TORTURE AND MALTREATMENT
ALLEGED

Table IV,5,6 and 7 present the data on mental torture in the same
way as Table IV,1,2 and 3 did for physical torture.

Threats: This was the most frequent form of mental torture and
maltreatment reported. 172 persons (86%), 38 women and 134,
men had received threats. Many forms of threats were reported:
threats of further torture, of torture that would kill the person, of
specific torture methods, that the family would be arrested, that the
children would be arrested and tortured, etc. Threats of execution
were experienced by 60%, and 43% had received threats against
their families and/or friends.

Sham execution: 63 persons (31%), 13 women and 50 men, had
experienced sham execution. A high percentage of reported sham
executions was found among Argentinian victims — 15 persons,
7 women and 8 men (60% of the examined Argentinians). The
forms of sham execution varied: in some cases a revolver was
placed at the victim’s temple and the person was told that now
he or she would be executed. When the trigger was pressed, the
person realized that the weapon was not loaded. In other cases, the
person was taken for execution and placed against a wall together
with other persons. The guards were ordered to fire, and in fact
fired their weapons but the bullets did not hit the person.

41 persons (45%), 22 women and 19 men, had received verbal
sexual assaults.

91 persons (45%), 22 women and 69 men, reported that they
had been undressed during interrogation.

Noise torture: 10 persons (5%), 2 women and 8 men, were
subjected to noise torture. The high incidence of reported noise
torture was found among the Greek victims — 7 persons, 2 women
and 5 men, one-fifth of the examined Greek ex-prisoners. In most
of these cases, the noise was produced while the persons were kept
in detention in a boat, the noise being produced by heavy metal
chains being dragged over the deck of the ship for a prolonged
period of time.

Excrement abuse: 6 persons (3%), 1 woman and 5 men, reported
having been subjected to excrement abuse, 4 of them in Chile. In
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most of the cases of excrement abuse the persons said they were
forced to eat excrement.

Non-therapeutic administration of drugs: 9 persons (4%), 3
women and 6 men, received non-therapeutic administration of
drugs.

7 of these persons were Chileans (3 women and 4 men) and the
following accounts were given:

e Before she was sexually tortured she was injected with an un-
known substance in the right cubital fossa. (She could not tell
who gave her the injection.) She was also injected in the right
shoulder.

e He was injected with a tranquillizer for high blood pressure, the
doctor explaining he needed this to be able to work better with
“the boys”.

e On her second day at the interrogation centre, she was told she
was to see a doctor, and this person told her she was very ner-
vous. He made her swallow a bitter liquid, after which she
nearly fainted. She could not remember what happened next.

e After a session of electrical torture, he was forcibly medicated.
He was given an intravenous injection into the right cubital fossa
which seemed to make him talk unrestrainedly, and he answered
every single question he was asked.

e Twice he was given an injection during torture sessions.

e She was forced to take 3 tablets said to be tranquillizers. They
smelled like meprobamate. Later she received an intravenous in-
jection in the cubital fossa and she fell asleep. (She was pregnant
during the arrest).

e Injected in the back, making it very difficult for him to breathe,
and the whole body became numb and he fainted.

e A person from Spain gave the following account: He received
a cup of coffee, and believed some kind of hypnotic was added,
because shortly after drinking the coffee he fainted and woke up
after 24 hours.

e A person from Iraq gave the following account: A strong-smell-
ing piece of cotton was forced on his nose, making him faint.
He was unconscious for several hours.

Torture via exposure to animals: 2 persons (1%), both Chilean
women, had been tortured via exposure to animals.
Spiders or mice were placed on the genital region while the

Fig. IV,3. " El quiréfano”.
Ngrgdrd.

The operating table. Drawing by Mogens
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Table IV,5. Mental types of torture. n=200.

Table 1V,7. Mental types of torture and reply categories. n=200.

Sex

Torture methods F M Total %
AN EEatS NI Rt S s oo b sesar £ e 38 133 171 85
Ahicatsioffexccution’: - oot o 24 96 120 60
Threats towards the prisoner’s family and/or

RIS 0 o i R A P s Rt 22 64 86 43
ShamexE IO S T s R e e 1350 63 31
Sexual verbal assaults.................... 2219 41 20
LRIy, i RO B Ae e Srbol W o SN 20569, 91 45
NOISEHOMUTR, S E s e b s e 2 8 10 5
EXerementiabuse il t . et e s s 1 5 6 3
Nontherapeutic administration of drugs. .. ... 3 6 9 -
Torture via exposure to animals. ........... 2 0 2 1
Changing attitude during interrogation

@hetsoodiman)atelie . .- o st n o 6 19 25 12
Other types of mental torture mentioned. . . .. 5 8 13 6
Total 39 161 200 100

Table IV,6. Mental types of torture and country where the torture occurred
if' 5 or more persons alleged torture in that country. n=200.

Country

Arg. Chi. Ira. Spa. NIL Gre. Uru. Oth.
Torture form %o %o o o %o %o o %o
fhreatse e B Lo s s s 8 91 94 93 8 69 89 77
Threats of execution . ...... 62 68 56 68 40 40 56 46

Threats towards the
prisoners family

and/or friends . ... ... ... 445033 00 440:3605.40) 1310 1 56754
Sham execution. .......... 604 33 25 43 Olras9 3341223
Sexual verbal assaults. .. ... 32 100 56 14 580 11 33 IS5
Undressed-fi o s oo 60 54 44 43 40 20 67 38
INOISeRtOrtire = s o 0 3 (e (0] =20 0 0
Excrement abuse...... ... ... 4 6 [ D) 0 0 11 0
Nontherapeutic

administration of drugs... 0 10 6 4 Q0 0 0
Torture via exposure to

animals ............... 0 3 0 0 0 0 0 0

Changing attitude during
interrogation

(The good man) ........ 8 117 0 T 5200514 533 8
Other types of mental

torture mentioned . . ..... 4 9% 19 -0, 0 9 0 0
Total number (n=200) 25 69 .16 28 5 .35 9813
Male (n=161) 14 59 13 23 4 28 9 - 11
Female (n=39) 11 10 3 5 1 7 0 2

Arg.= Argentina. Chi.= Chile. Ira.= Iraq. Spa.= Spain. N.I.= Northern Ireland.
Gre.= Greece. Uru.= Uruguay. Oth.= Other countries.

woman was kept immobile. The other woman was placed in a
room with rats, and later with a growling dog.

Changing attitude during interrogation (”the good man™): 26
persons (13%), 6 women and 20 men, had experienced “the good
man”. In all the cases the “friendly” interrogator tried to persuade
the persons to tell the truth and promised that the torture session
would be stopped and everything would be alright. In many in-
stances, the “friendly” interrogator also offered special privileges
like coffee, cigarettes, etc.

Blindfolding: 101 persons (51%) reported having been blind-
folded during the detention. The median length of reported blind-
folding was 5 days (range 1-90 days).

Deprivation of sleep (total and/or partial). In this study, partial
sleep deprivation has been defined as less than 2 hours’ sleep in a
24-hour period. 49 persons (24%) had suffered total and/or partial
sleep deprivation. The median length of reported sleep deprivation
was 5 days (range 1-45).

Deprivation of water: 32 persons (16%) had been deprived to-
tally of water for more than 24 hours. The median length of total
deprivation of water was 2 days (range 1-6).

Constant interrogation: 20 persons (10%) had been constantly
interrogated. For this purpose, constant interrogation is defined as
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Yes No N.i

Torture form n n n
THICatS: & = St - = s e e s f e 170 5 24
Threats of i€xecution-..\. .« - it Ui 120 19 61
Threats towards the prisoners family and/or

()1 (0 Rt P R S A P, £ e L o 86 25 89
ShamijexectiontaRry PREi i . SRS 63 37 100
Sexnal verbaliassaults P IR 41 47 1112
Undressedn 91 32 il
INOISEPLOTIINE 7 [ - o0 Lh st e 10 56 134
Excrement abuse . <. i e 6 S 137
Nontherapeutic administration of drugs...... 2 51 140
Torture via exposure to animals............ 2 57 141
Changing attitude during interrogation

(The goodiman)’ - 20 e _oo oo .. 25 44 131
Other types of mental torture mentioned. . . . . 13 187 0
Table 1V.8. Other types of mental torture. n=13.
Torture methods n
Confronted with a cadaver, said to be her boy friend ............. 1
Attempts to'hypnotize the/persont. .. o e . 2
Forced to watch others being tortured (in one case

tortire of pregnantwife)ih e o R SR e o 4
Earphones, repeatedly told he was todie ....................... 1
Tortured in front of his wife .. oo . o e 1
Attempted to force a male inmate torape her ................... 1
Confined in a cell with a psychotic person...................... 1
Wife brought to interrogation room, threatened with rape

if he, did nol cop Perate s e et S S 1
Shown a pool of blood and told it came from her friend

whom they claimed to have killed: .. ... .ol oo 0ot e 1

interrogation for more than 8 hours during a 24-hour period. The
median length of constant interrogation was 2 days (range 1-5).

Other types of mental torture: 13 persons (6%), S women and 8
men, reported other forms of mental torture. The reported torture
methods are shown in Table IV,8.

PRISON CONDITIONS

All performed examinations have focused on the alleged torture
methods, but information was also obtained about the prison con-
ditions.

One of the 200 persons examined had not been in prison. The
median number of days in prison was 259 (range 1-5475). The
median number of places of internment was 3 (range 1-16). (I
person was not interned). The median number of arrests was one
(range 1-9). (1 person was not arrested.)

During detention and imprisonment 150 persons (75%) were kept
in solitary confinement. The median length of solitary confinement
was 14 days (range 1-274).

Food deprivation: 155 reports contained information about food
deprivation. 58 persons (37%) had been totally deprived of food
for more than 24 hours. The median length of total deprivation of
food was 4 days (range 1-13)

152 reports contained information whether the food was insuf-
ficient or not. 67 out of 152 (44%) indicated that the food they
received was insufficient in amount and nutritional value; the me-
dian length of insufficient food intake was 4 days (range 1-36).

Toilet facilities: 58 persons (29%), 10 women and 48 men, re-
ported that the toilet facilities during detention were not adequate.

51 persons (25%), 12 women and 39 men, said that visits by
relatives at least once a month during their detention were not
allowed.

31 persons (15%), 8 women and 23 men, indicated that death of
other prisoners or detainees occurred during their detention.

84 persons (42%), 19 women and 65 men, said that the medical
care provided during detention was not adequate.
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CHAPTER V. SYMPTOMS AND SIGNS

A: DERMATOLOGICAL

ACUTE CHANGES

(A-variable, reply rate = 0.78)

Dermatological symptoms occurred as sequelae to torture forms
such as beating, burning, and electrical damage. While 70% of
the persons interviewed reported that acute skin lesions had been
present immediately after torture, skin lesions were less commonly
observed at the time of the medical examination. In attempts to
hide their crime, torturers frequently try to limit the formation of
skin lesions, for example by wrapping pieces of cloth round the
wrists and ankles before fixation of the victim to “la parilla” or
by protecting the soles of the feet with shoes during falanga. The
most frequently reported early sequelae of torture were, not sur-
prisingly, blue lesions, i.e. extravasation of blood with formation
of ecchymoses and haematomas due to beating.

Frequently recorded early sequelae were superficial lesions, with
brown scales, following electrical torture. Less frequently this type
of torture left red lesions, sometimes with blisters, or pale lesions
(necroses?). It must be emphasized that the victims were almost
uniformly kept blindfolded, thus preventing them from observing
their lesions, particularly the superficial and transient ones.

Other recorded early sequelae were circular wounds with crusts
due to burning with cigarettes. Such burning could also leave red
lesions with or without blisters. Deep round black holes in the
skin were recorded following burning with an electrically heated
instrument of the size and shape of a cigarette.

Alopecia was seen as traction alopecia, and the result of electrical
torture.

LATE CHANGES

(A-variable, reply rate = 0.79)

The later skin sequelae of torture as recorded at the medical ex-
amination were predominantly scars, which were found in 41% of
the persons examined. While blunt violence and electrical torture
seldom left persistent lesions, scars were often observed following
burning.

The size and shape of the scars were only rarely characteristic of
the alleged torture instruments, and often their localization was the
only link with the torture. Thus, in cases with slight and atypical
scar formation, an association with alleged torture several years
earlier was sometimes doubtful.

The scars after burning often had characteristic shapes, e.g. cir-
cular following burning with cigarettes (Fig. V:A,1 page 17) and
with an electrically heated circular instrument (Fig. V:A,2 page 17).
While the former left macular scars with ill-defined borders, the lat-
ter left atrophic scars with well-defined borders and considerable
loss of tissue.

Scars following the picana type electrical torture also had char-
acteristic patterns with groups of macular lesions each of 1-2 mm
diameter (Fig. V:A,3 page 17).

Alopecia was seldom observed at the time of the medical exam-
ination.

A detailed account of the sequelae reported above may be found
in Tables V:A,1-2.

Regional distribution of skin lesions following different torture
methods is shown in Table V:A 3.

DISCUSSION

The primary significance of the skin changes is that they may sup-
port allegations of torture. Only rarely do they permanently harm
the patients, although cosmetic consequences may sometimes be
important if they contribute to the feeling of altered integrity, so
often induced by torture in patients.

The diagnostic significance of the individual skin lesions is lim-
ited since in most cases they could have resulted from sponta-
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Table V:A,1. Association of torture type with acute skin symptoms observed
by the victim and skin sequelae registered at the time of examination.

Number of Number of
persons persons
who observed with lesions
Number of acute skin at time of
Torture type persons symptoms examination
Electrical XN S ks U 109 32 33
BUENS oy o S psimomilgeaiind ¥ Hiess 27 24 24
Bluntviolence . .« o ameetas oo s 195 136 S

Table V:A,2. Types of acute skin symptoms observed after different torture
types.

Blunt violence (severe beating) Total 136
Blue lesions i i i R IR e i I 117
EXCOMALIONS 15 =0 & aieroree s late s o oyt e e e 30
Wounds e S ATl I T L Rl e R 40

Electrical torture Total 32
IEesions with{browmiscaless, s i s a0 s e o e 22
Redulesionsis o L i i s e s sl e e 8
Red lesionskwithabliSTErs i v e et Ap i s i S 5
| A= tR) 100 B o B s MR O 5 oo B s 5 5 6 8 B e el 07 i

Burns with cigarettes Total 19
Wounds with crusts (3rd degree burns) . ..................... 13
Red lesions with blisters (2nd degree burns) ................. 3
Superficial red skin lesions (1st degree burns) ................ 3

Table V:A 3. Persons with scars supporting allegation of torture. n = 200.

Torture type
Region beating electricity  cigarettes  injection  other
Hegdw ienmonn Lt I v 0 4 - - -
Bod ekt sl i 9 9 4 - 3
Upper.extremities, . .o .. couan 6 13 7 1 5
[LoWeReXtremitieS . .. - .. 16 5 8 1 4
Genitals s T - % 1 - -

neously occurring inflammatory processes. Indications of an ex-
ternal induction are asymmetric and unusual localization of the
changes, and linear and sharp-cornered shape of individual scars.
While few and uncharacteristic cicatrices may only to a limited
extent support the history of torture, characteristic changes may on
the other hand yield significant evidence, particularly if they are
present in large numbers, and if their size and shape can be related
to the alleged torture instrument.

Skin lesions after torture have been described in numerous medi-
cal articles and torture reports (Rasmussen et al 1977, Cathcart et al
1979, Berger 1980, Al 1980 (Columbia, Argentina), Warmenhoven
et al 1981, Puebla & Fuentes 1981, Al 1981 (Iraq), Danielsen &
Berger 1981, Danielsen 1982, Randall et al 1985, etc.).

These studies also indicate that the rate of acute skin lesions
ranges among the highest among symptoms being present at the
time of torture. Further, torture methods responsible for acute se-
quelae in the skin are predominantly blunt traumas, while long-last-
ing sequelae after torture are to be found after burns, most often
with cigarettes, electrical torture, or application of corrosive liquids
(Gordon & Mant 1984, Fig. V:A 4 page 17). In one case disfigur-
ing keloid scars were observed following damage with a burning
tyre (A/ 1985 (Uganda), Fig. V:A,5 page 20); such scars are known
to be characteristic for deep burns.

Medical examinations of the acute lesions presumably yield
better evidence than examinations performed several years later.
Such examinations have been possible in some countries (Al 1980
(Spain), 1980 (Colombia), 1983 (Chile), Petersen & Jacobsen
1985a). Shortly after electrical torture (picana), small, circular
lesions, 1-5 mm in diamter, covered by red-brown crusts and sur-
rounded by a 1-2 mm broad erythematous zone with irregular and
indistinct edges were observed in groups and lines (Vicaria de la
Solidaridad 1985). Often due to intermittent moves of the electri-
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cal instrument the lesions were connected by erythematous lines,
2-5 mm broad (Fig. V:A.6 page 20). In some cases the erythema-
tous zone surrounding the central lesion was lacking (Fig. V:A,7
page 20).

72 hours after the torture, the circular lesions had disappeared
and in some persons were replaced by whitish areas, lasting for up
to two weeks.

The variability of the acute lesions following electric torture,
described in the present and other studies, probably has several ex-
planations. Only reports based upon medical observations must be
regarded as of descriptive value, since the victims themselves often
pay little attention to small, unimportant lesions. Use of different
types of electrical torture might be another explanation. The dis-
tribution of skin lesions following different torture methods (Table
V:A,3) reflects the regions where torture has been inflicted, often
as a consequence of the victim’s position during torture sessions.
Cigarette burns on the head were not reported.

Macroscopic examination of skin sites of fully anaesthetized
pigs exposed to heat or electrical energy (Danielsen et al 1978a,b,
Aalund 1980, Thomsen et al 1981, Danielsen 1982, Karslmark et
al 1983, 1984), have extended our knowledge of the acute changes
after transfer of low to moderate amounts of electrical energy or
heat energy. These findings are consistant with some of the clin-
ical observations from the present and other studies of acute and
late sequelae in victims who allegedly had been subjected to tor-
ture by electricity or burning. Characteristically, electrical lesions
following application of non-pointed electrodes were segmentary.

After application of both pointed and non-pointed electrodes,
the lesions varied according to the amount of energy and type of
current used, but were independent of the size and shape of the
electrodes. Their diameter ranged from 1 to 5 mm and they were
either superficial, brown and scaly, or deep, white and necrotic,
usually lacking a surrounding inflammatory reaction. The necrotic
areas developed into crusts within a few days. Heat lesions were
diffuse. They were superficial with wrinkled surfaces and an in-
distinct peripheral redness after ‘cigarette burns, while electrically
heated instruments produced erythematous lesions or lesions with
a deep central necrosis surrounded by a distinct inflammatory bor-
der, depending on the amount of energy used. Following heat
injury, the border of the lesions reflected the shape of the instru-
ment, and the size of the lesions varied with the amount of energy
used.The necrotic areas developed into crusts within a few days.
Microscopic examinations of such exposed areas of porcine skin
(Thomsen 1984, Karlsmark et al 1983, 1984) have revealed the
presence of changes that are diagnostically significant for electrical
influence. Experimental studies on vital human skin after electri-
cal exposure have not been found in the literature. However, in a
study (Dyhre-Poulsen et al 1977) on an electrical torture instrument
(the shock baton), it was noticed that maximum stimuli (equivalent
to 0.9 watts) caused erythema of the skin below the electrodes.
The erythema remained for 10 minutes after the exposure, and no
macroscopic traces were left.

It is the sad fact that torture in many cases results in the death
of the victim. The authorities are unwilling to conduct a thorough
autopsy, or the autopsy might be falsified (Kandela 1981, Al 1983
(Chile), 1984 (El Salvador), Thomsen et al 1984). Although family
or other local doctors are not allowed to conduct an autopsy, a
detailed examination and a description of the skin might strongly
suggest that the person had been tortured (Albrectsen & Voigt 1978,
Rasmussen & Marcussen 1982). In the appendix, page 76, two case
histories, V:A,1-2, are presented that illustrate sequelae of beating
and burning.

CONCLUSION

According to anamnestic information, the skin immediately after
torture often reflects the terrible act committed against the victim.
~ While skin lesions only rarely constitute a long-lasting problem,
they have been an important factor in establishing evidence of al-
leged torture. It is important to conduct the medical examination
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as soon as possible after the infliction of torture, since the predom-
inant skin lesions are due to blunt trauma and usually fade after a
few weeks, leaving no detectable scars. Furthermore, observation
of acute lesions probably yields better evidence than observation of
scars. The most characteristic lesions were found following burn-
ing and electrical torture, the former leaving permanent lesions
more often than the latter.

B: CARDIOPULMONARY
INTRODUCTION

Cardiopulmonary lesions inflicted by torture are particularly related
to the traumatic nature of torture. Certain types of torture lead
particularly to pulmonary complications. During “wet submarino”
(bathtub) for example, in which the head is submerged, the victim
often aspirates the liquid, which is certainly not clean water, but
often contaminated with hair, vomit, saliva, mucus, urine, etc.
Harsh prison conditions in humid, cold and dark cells probably
often facilitate pneumonia, bronchitis or pulmonary tuberculosis.

SYMPTOMS AT THE TIME OF TORTURE
(B-variable, reply rate = 0.64)

83 persons (41%) complained of symptoms from the heart and/or
lungs, while 45 did not, and nil was registered in the remaining 72
cases. Table V:B,1, shows these symptoms at the time of torture.

Beating of the chest was reported by 138 persons, and 33 of
them subsequently complained of chest pains. 7 persons reported
rib fractures, 1 reported fracture of the clavicle, and 1 fracture of
the xiphoid process. A case history is presented in the appendix
(page 77) that illustrates thoracic injuries with rib fractures and
haemothorax.

Asphyxiation can be divided into dry and wet forms (cf. Chapter
IV). The wet form is associated with the potential risk of producing
acute lung symptoms, due to aspiration of contaminated water. Of
the 39 persons who alleged torture by this “wet submarino”, 23
complained of cardiopulmonary symptoms (Table V:B,2). Dysp-
noea, cough, and expectoration were all reported more frequently
after “wet submarino”, and the association with dyspnoea was
statisstically significant (p1<0.05, p2 N.S.).

SYMPTOMS AT THE TIME OF EXAMINATION
(A-variable, reply rate = 0.85)

At the medical examination, 42 persons complained of heart and/or
lung symptoms, 127 persons did not, and nil was registered in the
remaining 31 (Table V:B,3). No correlation was found between
lung symptoms at the medical examination and previous exposure
to wet submarino.

11 persons complained of chest pain, and Table V:B,4 indicates
its cause. In half the persons it concerned sequelae of blunt trau-
mas. .

16 persons complained of what were classified as symptoms
from the vegetative nervous systems. Only when the examining
doctors concluded from the interviews and medical examinations
that symptoms had no obvious organic causes were they classified

Table V:B,1. Persons with symptoms from heart and/or lungs at the time of
torture. n=200.

Symptoms n %
| D ot S S A B s 8 S SR i i 44 2
(CHESHPAINEN . i, o o e i i 2 e M TG R0 41 20
T s R S i B e L S Rt T M ER e 22 11
D SIS ) 0 e Bl e W S SO 0 3 oy OB L) 1 17 8
LR LETRIO ORI o e e el iy J B0 S il 5 0 17 8
BrecordialBoai il s st eos ot i vy Jers e S RS 11 5
(O B et e T T e S RO e R S A o ol g 1
Total 83 41

*) 2 hypertension and 1 haemoptysis.
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Table V:B,2. Distribution of pulmonary symptoms at the time of torture in
relation to alleged wet submarino torture. n=200.

Wet submarino

Symptoms at the no and

time of torture yes n.i.x) total

Dyspnoea yes 14 36%)**) 30 (19%) 44
no 10 50 60
n.i. 15 81 96

Cough yes 6 (15%) 16 (10%) 22
no 13 56 69
n.i. 20 89 109

Expectoration yes 5 (13%) 12 (7%) 17
no 13 58 71
n.i. 21 91 112

Total 39 161 200

*) n.i. = not indicated.
*#*) Intra-column percentage.
Dyspnoea Cough Expectoration
b el 2 b e R e S o <0.05 N.S. N.S.
[ 2wt s o n tnilo i it TR e N.S. - -

Table V:B,3. Persons with symptoms from heart and/or lungs at the time of
examination. n = 200.

Thought to be
Total vegetative

Symptoms n n

(0 e TV i At i 55 5. L ST 05 G e D Ao 11 1
R S bl A5l cob T A R et 12 3
1Dy SPHOCa WINPT e o e s S 9 5
Eouphais ¥t MRS S e s v s ey 8 2
Brecordialipal nPee ae N eE S o e s i/ 3
[ESH ORIl TIOIL s s b S e o R R o 3 0
Syneopesty: AR SRR S S et 2 2
Oedeimnamme g i, 5155 ot umn T, Setahnn Al 1 0
OIHCTS I et O e e e i i st o o 1 0
Total 42 16

Table V:B,4. Cause of chest pain at the time of examination in 11 persons.

Cause n

Severe beating and/or kicking (3 reported fractures) .............. =)
IS TG i & e o i o S o 5 S G0 L P = o 1
IEVERTEEIR oo finpdi 6.0 & b B Tk R e o [ URER, o e pee HEA 1
ForeignibodyAnicnestiwvallio s ..o it 0 v i et e e e ahislen s 1
INORCIUSCHTOUNA IR RSl fo e S i 0 s s bl e e s s 3
Total 11

as “vegetative”. Special examinations such as X-rays of the lungs,
electrocardiograms, etc. were often not available. Access to them
would probably have reduced the number of symptoms labelled as
vegetative.

MEDICAL EXAMINATION

The medical examination showed few sequelae. Palpable signs of
rib fractures were found in 3 persons. Auscultation of the lungs
revealed signs of chronic infection in two cases, and in one case
auscultation of the heart was abnormal. X-ray of the thorax was
performed in 6 persons, and found to be normal in 3. A foreign
body was found in the chest wall in 1 (Cohn et al 1978), sequelae
of pleurisy in 1, and sequelae of tuberculosis in one.

DISCUSSION

Blunt trauma in the form of severe beating and/or kicking was the
most common torture form directed against the chest (138 persons).

Severe intrathoracic injuries have been reported after blunt trau-
mas in non-torture patients admitted to hospital (Rasmussen et al
1986), but were very seldom found among the examined torture
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victims. However, they have been reported in victims who have
died after torture (Martirena 1987b).

In most of the victims wet submarino led to acute respiratory
symptoms during the torture session and-also-later. Some reported
that they had aspirated contaminated water, but many had fainted
and thus could not give an exact answer to this question. Victims
of wet submarino are at risk of later pulmonary infections, although
such a correlation was not established in this study, and permanent
symptoms due to wet submarino were not found.

The frequency of pulmonary symptoms at the time of exami-
nation was no higher among victims of submarino than in other
victims. X-rays of the thorax in 5 out of 7 Spanish victims who
had suffered wet submarino were normal (Jess et al 1980). The
shortest interval between the X-ray examination and the torture
episode was 6 months.

As already pointed out, bad prison conditions, such as humid
and cold cells, can produce pulmonary complications. Studies of
concentration camp victims have shown a frequency of 14% in the
camps for both pneumonia and tuberculosis, while infections of the
upper respiratory system were present in 70% (Helweg-Larsen et
al 1949). Follow-up studies 8 years after the liberation showed a
high freqency (33%) of recurrent respiratory infections, explained
by decreased resistance (Hermann & Thygesen 1954). The exact
frequency of pulmonary infections among the examined torture
victims is impossible to state. From descriptions of symptoms, i.e.
presence of cough, expectoration, fever, approximately 20 persons
were infected. At the time of examination 6 persons complained
of recurrent pulmonary infections, and this number is not higher
than that found in a normal Danish population (Hollnagel 1985).

Cardiac symptoms in the form of palpitations were found in 73%
of concentration camp victims examined 8 years after the liberation
(Hermann & Thygesen 1954). In-depth medical examination did
not normally reveal abnormalities, and the palpitations were partly
explained by a poor adjustment by the cardiovascular system to the
rapid weight gain after the liberation, and partly by mental insta-
bility. Palpitations among the examined torture victims were few
(12 persons) and thought to be vegetative in 3. Cardiopulmonary
vegetative symptoms were not frequently recorded (16 persons).

Very little has been published on cardiopulmonary consequences
of torture (Rasmussen et al 1977, Rasmussen & Lunde 1980). In a
follow-up study on 22 Greek torture victims (Petersen et al 1985a),
cardiopulmonary symptoms appeared with a higher frequency than
at the first examination, 4 to 5 years earlier. Attacks of tachycardia,
palpitations and/or dyspnoea, also combined with anxiety, were
found in 6/22, pain in the thorax, including angina and muscular
pain in 5/22, and chronic bronchitis (cough, exertion dyspnoea) in
8/22 persons. These findings highlight the importance of follow-
up studies on torture victims, as in concentration camp victims
(Nielsen 1986).

CONCLUSION

The most common torture against the chest is in the form of blunt
trauma. The traumas led to rib fractures and intrathoracic lesions
in only a few of the surviving torture victims. Wet submarino, (the
banera), carries a potential risk of producing acute lung infections,
although this has not been confirmed by the present study, in which
no permanent sequelae were established.

Bad prison conditions can cause acute lung infections and tuber-
culosis.

C: GASTROINTESTINAL

SYMPTOMS AT THE TIME OF TORTURE
(A-variable, reply rate = 0.76)
123 persons (62%) complained of symptoms from the digestive
tract at the time of torture. The distribution is listed in Table
NG, 1L

In torture victims, the traumas against the abdominal wall are of
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a blunt and not a penetrating nature. 148 persons (74%) reported
severe beating of the abdominal wall and kidney region. None
of the examined persons were admitted to hospital for-observation
or operation of intra-abdominal lesions. 66 persons complained of
lower abdominal pain, in most cases related to the trauma, in others
probably caused by digestive problems.

152 reports contained information about the quantity and quality
of the food during detention. 67 persons (44%) indicated that the
food was insufficient in both amount and nutritional value; the
median length of insufficient food intake was 4 days (range 1-36
days). Weight loss was reported by 111 persons. The mean value
of weight loss during detention was 10 kg (range 2-36 kg). Only
one person reported a gain in weight (8 kg) during detention (not
in the form of hunger oedema).

6 persons complained of haematemesis. A case history, V:C,1,
is presented as an example in the appendix (page 78). In one
woman and 5 men the haematemesis occurred in connection with
or a few days after the torture. The episodes were of short duration
in all the cases and ceased without medical intervention. A gas-
tric ulcer had been diagnosed in one of the men before the arrest
and the bleeding possibly derived from this. In the remaining 5
persons, the bleeding probably represented a superficial bleeding
of the mucosae. Gastritis or a Mallery Weiss lesion are other con-
ditions which could be considered. The last person experienced
haematemesis and melaena 6 weeks after liberation, and received
no medical treatment. During his 6 days of arrest he had com-
plained of upper epigastric discomfort.

Epigastric discomfort was found in 32 persons, and included
heartburn in 21. Only 2 persons reported that they received antacids
during detention because of their complaints.

Alteration in defecation was reported by 59 persons, in the form
of diarrhoea in 43 and constipation in 16 persons. Toilet facilities
were often not available and defecation took place in the cell. 50%
stated that the toilet facilities were inadequate during imprisonment.
In a number of cases the diarrhoea was accompanied by fever,
possibly due to an intestinal infection.

Vomiting without blood staining was experienced by 41 persons.
In a few cases it was explosive, following a violent head trauma.

A foreign body was inserted into the anus of 15 persons, 2
women and 13 men. In 6 persons it was allegedly an electrode
through which electrical torture was applied. All the victims de-
scribed immediate terrible pain, 3 persons suffered bleeding or
painful defecation for a few days, but leaving no permanent symp-
toms. One man had a finger inserted in the rectum and he described
no sequelae. The remaining 8 persons had had a rod or a bottle in-
serted, resulting in immediate pain. 5 of them observed fresh blood
on the stool and 3 persons complained of painful defecation for a
few days to two weeks, again leaving no permanent symptoms.

Table V:C,l. Number of persons with symptoms from the digestive tract at
the time of torture and at the time of examination. n=200.

At the time of At the time of

torture examination
Symptoms n %o n Yo
Abdominal pain ................. ... ... 66 33 37 18
EpigasticidiSeomiort ... oo v oot it i 32 16 32 16
IDiarthoeal SRt S0t ol, Sorln.. cis ool it 43 21 3 Sl
CONSHPAIONN: 5 5. . . o locaiaioir e o s an e o oie 16 8 8 4
Reetalibleedino SRt n n et e e I 3E0 25
Painfulidefecation . . . ... cucmma i di i a 7 3 IR0
Haemalemesise . ... . . . . oot B 0.8 o 6173 120
VOIMIENERS S o oo - 5h o5 inhisionss - 55 e s oo e 41 20 9 4
Deerease intappeiile s 1.8 Yt sn a1 b 278813 Se2
INCIERIICRSIER ot o 11 55 s
W¥eighnee ain el M S e s S 6 () S
Vegetative symptoms =i D haa el 0 0 Sl
(O o i A e SRVt RS SUT UGBS (s O 3 [
Total 123 61 5125
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Melaena was observed by 5 persons who complained of epigas-
tric discomfort without vomiting. 2 persons with bleeding from
the mouth and one with haemoptysis observed melaena for a few
days.

SYMPTOMS AT THE TIME OF EXAMINATION
(A-variable, reply rate = 0.85)

51 persons (25%) complained of symptoms from the digestive tract
at the time of examination (Table V:C,1).

Upper epigastric complaints were registered in 32 persons, in-
cluding heartburn in 23. Information about smoking and drinking
habits at the time of examination was not sufficient (reply frequency
<18%) to allow for an examination of a possible correlation.

Lower abdominal complaints were registered in 37 persons. A
change in defecation habit, compared with before arrest, was re-
ported by 11 persons, 8 with constipation and 3 with diarrhoea.

7 persons had not regained their pre-torture weight at the time
of examination. 5 persons had gained weight, compared with their
weight before arrest.

Symptoms thought to be of a vegetative nature were found in 3
persons.

MEDICAL EXAMINATION

Soreness was noticed in 5 persons in the pit of the stomach, and
located to the descending colon in 4 persons.

Proctoscopy was performed in 6 persons and was abnormal in
one. A scar was present at the mucosal junction, but the sphincter
was normal and he had no symptoms. He alleged having a bottle-
like object forced into his rectum, giving so much pain that he
fainted.

DISCUSSION

Direct blunt traumas caused acute pain located to the abdominal
wall, but none of the examined torture victims in this survey gave
accounts of intra-abdominal lesions after blunt traumas. It is known
that intra-abdominal lesions after blunt traumas include rupture of
the spleen and contusion of the liver (Dudley 1977). Both of these
lesions need early surgical intervention in order to save the patient’s
life. It is likely that intra-abdominal lesions are common after
torture, but that they are not registered because the victims die. In
autopsy reports of torture victims, death caused by intra-abdominal
bleeding has been described (A/ 1984 (Uruguay. Doctor dies under
torture), 1987 (Kenya), 1987 (China)).

Curling (1842) reported one century ago the occurrence of acute
gastroduodenal haemorrhage in patients with severe burns. Diffuse
or focal acute ulceration of digestive mucosae has been reported
following severe stressful situations (Lucas 1981), and the risk
seems to be proportional to the severity and duration of stress.

Torture presumably imposes so much stress on the victim that
acute gastroduodenal haemorrhage is likely to occur. Torture vic-
tims have reported acute haematemesis in connection with the tor-
ture (Warmenhoven et al 1981). The rate of haematemesis in the
present survey was 3%, but the material was selected since it rep-
resented the survivors of the torture.

Weight loss in torture victims is generally known to be relatively
modest, measuring about 5-10 kg (Rasmussen et al 1977, War-
menhoven et al 1981), and it is only rarely as severe as that of
concentration camp survivors (Severin et al 1978).

The food during detention was described as insufficient in nu-
trition by more than 40% of those who gave detailed accounts on
this question. Poor prison food with lack of protein and roughage
can result in faulty digestion, and, together with restriction in liquid
and lack of exercise, it creates an imbalance between the peristaltic
pressure and the intraluminal food mass. This in turn can result in a
disturbance of the normal peristaltic wave — analogous to the mech-
anism which causes certain types of irritable colon (Rasmussen &
Marcussen 1982).

The finding that 25% reported gastrointestinal symptoms at the
time of the examination agrees with previous studies of torture
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Fig. V:A,l. Scars on the dorsum of the hand, 4 weeks after burning with
a cigarette. The scars have a depigmented circular centre surrounded by
an ill-defined hyperpigmented periphery. (Kjersgaard & Genefke 1977).
Reproduced with the permission of the Journal of the Danish Medical As-
sociation, Ugeskr Lager.

Fig. V:A2. Cicatrices on the thigh one year after burning with an electri-
cally heated cylindrical metal rod of the size of a cigarette. The lesions are
circular or oval, or have a serpiginous border. Some of the lesions have an
atrophic centre, surrounded by two narrow peripheral zones, an inner hy-
pertrophic, distincly demarcated zone (thin arrows) and an outer pigmented
zone (thick arrows). One small lesion lacks the atrophic centre (a), one
large lesion lacks the hypertrophic zone (d). Some lesions are subdivided
into small, confluent areas (c). (Danielsen & Berger 1981). Reproduced
with the permission of the Journal Acta Dermatovener.

Fig. V:A3. A cluster of circular cicatrices with a diameter of 1 mm (ar-
row) 4 weeks after electrical torture with pointed electrodes (picana). The
cicatrices are positioned close to each other but are distinctly separated
(Kjeersgaard & Genefke 1977). Reproduced with the permision of the Jour-
nal of the Danish Medical Association, Ugeskr Laeger.

Fig. V:A4. 30-year-old man, arrested in El Salvador 1982. He said he
had been tortured and among other things acid was thrown against him.
(Gordon & Mant 1984). Linear scars, a few cm wide and with well-defined
borders, are seen on the thighs and buttocks. Their location and form are
consistent with the history. The photograph has been reproduced by courtesy
of the Medical Illustration Department, Charing Cross Hospital, London.
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victims (Rasmussen et al 1977, Rasmussen & Lunde 1980, Petersen
& Jacobsen 1985a, Petersen et al 1985, Randall et al 1985). Thor-
valdsen (1986) found that 27% of the examined torture victims
suffered recurring episodes of dyspepsia, referred to as pain in the
upper abdomen, and that there was no significant difference from
the control group of non-tortured victims (20%).

Hougen et al (1988) reported dyspepsia in 43% of Turkish torture
victims living in exile, compared with 29% in the control group.

Prisoners of war during World War II had a higher incidence of
digestive tract symptoms compared with a control group of soldiers
(Beebe 1975).

The incidence of dyspepsia in the Danish population varies from
25% to 30% (Banke 1975, Bonnevie 1979, Hollnagel et al 1982).
However, comparison between different investigations is very dif-
ficult, since methods and criteria vary.

CONCLUSION

Torture victims probably do not often survive severe intra-abdo-
minal traumatic injuries. Fatal intra-abdominal lesions have been
observed at autopsies of torture victims.

Weight loss during detention is normally of a limited degree.

Acute gastroduodenal haemorrhage has been reported by a small
number of torture victim survivors, and may be explained by the
extreme stress.

Lesions of the anus and rectum occurred in a number of cases
due to direct torture of the perineal region.

Acute gastrointestinal symptoms such as abdominal pain, epi-
gastric discomfort, diarrhoea, vomiting, etc. are associated with
torture and imprisonment. These symptoms must be considered to
be of mixed aetiology, in which mechanisms caused by the stressful
situation may be a factor. Insufficient or unappetizing food, restric-
tion of liquids, and lack of exercise may also be factors related to
these gastrointestinal symptoms during imprisonment.

The incidence of gastrointestinal symptoms in the torture victims
at the time of medical examination was the same as that of control
groups, and of the population at large.

D: MUSCULOSKELETAL

SYMPTOMS AT THE TIME OF TORTURE
(A-variable, reply rate = 0.88)

The locomotor system consists of the extremities and their orga-
nized tissues, such as the bones, muscles, and joints.

Acute symptoms from the locomotor system were reported fre-
quently (Table V:D,1). This is not surprising considering the vio-
lent and traumatic character of the the types of torture.

Several kinds of torture can produce locomotor symptoms, se-
vere beating being by far the most important. Severe beating was
reported in 97% of all cases. Torture forms like falanga, ’the par-
rot perch”, “the motorcycle”, “the operating table”, etc. are each
responsible for symptom complexes of locomotor symptoms.

162 persons (81%) complained of symptoms from the locomotor
system at the time of torture (Table V:D,1).

Severe beating produced pain and swelling in the deep structures
(muscles and joints), where the persons allegedly had been hit or
kicked. 26 persons reported fractures as a result of the torture
(Table V:D,2). 15 were hospitalized (Table V:D,3) because of their
injuries, and 4 who were not admitted to hospital were examined by
a local doctor, who, at the clinical examination, could confirm the
diagnosis of fracture. 16 persons had X-ray examinations, which
reportedly all supported the suspicion of a fracture.

10 persons gave evidence of fractures of the chest wall, all after
blunt trauma. 3 fractures of the jaw were all due to severe beating,
and jaw symptoms as a whole were mainly the result of severe
beating of the head. Thus, 21 of 24 persons with jaw symptoms
reported having been severely beaten in this way.

2 skull fractures occurred, one after severe beating and the other
after the head had been banged against a wall. Fracture of the
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Table V:D,1. Parts of the locomotor system giving rise to complaints at the
time of torture and at the time of examination. n=200.

At the time At the time of

Symptoms of torture examination
EEN Tk e o oo o A i T A 24 4
N0 S et sl o o A S GRS 20 9
Upper extremities:

TS L e R R R o e 5o 75 % 26 i

|1 o bt o s B it o O ) o e DR &) 2

Other parts of upper extremities ............ 17 4
Lower extremities:

N 9L e e s i 4 6 B R e A 67 28

KRS ol vy e NN S I S, % L o« o 39 17

Other parts of lower extremities ............ 34 10

Walking difficultics S s e 86 31
Back paif) < vcibin et Sk RO NS aN (RS RS 45 22
Fractures . ... 0oms fe shoys idas etstohe rop il Ny 4 e 26 0
OHHELS: . o 0ottt A by e 5 4
Total 162 70

Table V:D,2. Distribution of fractures reported by 26/200 examined persons
in relation to alleged torture types.

Torture types
banging
head
severe against
beating falanga “fall” wall
Localization n=195 n=59 n=3 n=31 Total
Skull” - = i e S S e e 1 1 2
JaW s e e 2 1 3
CRESt . Fitle s s I S S e 5% o iiee 10 10
SPIRER S e S e R 2 2
bolioo o DO S e e S 1 1
Handrand wrist .o onain s on i 2 2 4
LEep and pelvisSgsr. av s e s 3 1 4
Bt R e s S S 5 5
Total number of fractures 21 S 4 1 31
Total number of persons 18 5 2 1 26

Table V:D,3. Medical evidence of fractures among 26 persons who reported
fractures.

At the time of
At the time of torture examination
examina- clinical X-ray
admitted  tion by signs of  evidence
to local X-ray fracture  of frac-
Place of fracture n hospital  doctor taken sequels  ture *)
Cheste . e i ba e 10 8 0 7 S 1
Feeth .o = Wlns il 5 2 1 4 2 1
Leg and pelvis ....... - 2 1 2 4 0
Hand and wrist . ...... 4 2 1 3 3 1
Jawir i e AR e 3 3 3 3 1 0
Sl o S S s 2 2 2 1 1 0
Spine N = 2 1 1 1 2 1
AT vt i 1 0 1 0 1 1
Total number of fractures 31 20 4 21 19 S
Total number of persons 26 15 4 16 17 5

*) All x-rays performed could establish the suspicion of an earlier fracture.

cervical spine from beating was reported by one man, and of the
lumber spine by a woman also after beating, this time while she
was suspended by her arms.

Certain special torture procedures subsequently resulted in spe-
cific acute symptoms: Suspension in " the parrot perch” (”la barra”,
“pau de arara”) produced extreme pain, particularly at the wrists,
the dorsal part of the lower legs, and the radial parts of the prox-
imal forearms, since these structures carry the whole body weight
during suspension (Fig. IV,1). (For further details see case story
V:D,1. page 78 in the appendix).
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Suspension by the arms or legs also produced pain where the
person had been tied, usually at the wrist or ankle. The frequency
of neck and back pain related to suspension is shown in Table
V:DA4.

"The motorcycle” (”la moto”) caused intense pain in the knees,
and the pain increased when the torturers further pressed the calves
against the thighs. The knee joints were subjected to both direct
pressure and twisting (Fig. 1V,2). (For further details see Chapter
V).

Finger torture, in which the victims’ fingers were pressed hard
together around pencil-shaped objects, produced intense pain as the
proximal phalanges were subjected to direct pressure.

"The operating table” (el quiréfano”) produced intense pain
in the back, located to the spinal column, due to the maximum
extension of the vertebral articulations, especially in the lumbar
region (Fig. IV,3). (For further details see Chapter IV).

Maintaining abnormal body position: The symptoms depend on
the position the person was forced to maintain. Standing for an
extended period of time produced swollen legs, in a few cases to
such an extent that blisters developed in the ankle region.

Falanga torture, whether or not the victim wore shoes, produced
acute pain located to the soles of the feet in all 59 persons who
had been tortured in this way. 5 persons reported fractures of the
feet due to falanga.

In 9 persons the pain inflicted by falanga produced a kind of
shock wave through the body, and in 2 cases it progressed to the
head, when the victim felt as if the head was going to explode. 5
persons had felt pain in the heart region during falanga, and 3 had
lost consciousness. Extensive swelling of the feet was described
by 39 persons, the feet becoming pyramid-shaped, with oedema
located especially at the inner side of the ankle. The duration of
the swelling was indicated by 18 persons (median 9 days; range
1-60 days). In 2 cases the oedema was so intense that blisters
developed.

4 persons noticed that the skin of the feet became blue or even
black. Victims had often been forced to walk in cold water after
the torture session in order to decrease the oedema. The falanga
torture produced walking difficulties in 50 persons, while 3 other
persons complained of walking difficulties not related to falanga
torture. The frequency of walking difficulties and symptoms from
the lower extremities, related to falanga torture, are shown in Table
VDS

The closed compartment syndrome as related to falanga torture
will be discussed later.

SYMPTOMS AT THE TIME OF EXAMINATION

(A-variable, reply rate = 0.93)

70 persons complained of symptoms from the locomotor system
at the time of examination (Table V:D,1). The median number of
years from the alleged torture to the examination by the medical
group was 3 years for these 70 persons (range one month to 11

Table V:D,4. Distribution of reported neck pain (20/200) and back pain
(45/200) at the time of torture related to alleged suspension.

Suspension
yes
by by more than no and
Symptoms arms legs labarra one method n.i¥) Total
Neck pain yes 3 0 2 1 14 20
no 0 0 4 0 47 51
i) 21 6 11 2 89 129
Back pain yes 3 2 1 1 38 45
no 0 0 6 0 38 44
%) 21 4 10 2 73 111
Total 24 6 17 3 150 200
12% 3% 8% 1% 75%  100%

p: 1 >05.
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Table V:D,5. Distribution of symptoms reported by 111/200 examined per-
sons from lower extremities at the time of torture in relation to alleged
falanga torture. n=200.

Fz?langa
Symptoms at the no and
time of torture yes n.i.¥) Total
Walking difficulties yes 53 33 86
no 1 42 43
n.i.*) d 66 71
Ankle pain yes 47 20 67
no 1 42 44
n.i.*) 11 78 89
Knee pain yes 22 ji7f 39
no 26 51 T
n.i.*) 24 65 89
Symptoms from lower yes 9 25 34
extremities in general no 4 34 38
n.i.*) 24 65 89
Total 59 141 200
29% 70% 100%
*) n.i. = not indicated.
Walking Symptoms
Walking- Ankle Knee from lower
difficulties pain pain extr. in general
o e I <0.001 <0.001 <0.01 N.S.
Pidi s S e <0.001 <0.001 N.S. -
PO s e = <0.01 <0.01 - -

years), and thus the interval was not different from that of the whole
group of 200 persons (2 years; range, one month to 12 years).

Complaints about the lower extremities were especially common
(44 persons). 12 persons complained of symptoms from the upper
extremities.

Back pain was reported by 22 persons and neck pain by 9. These
symptoms are correlated to alleged suspension in Table V:D,6.

14 of the 26 persons with fractures still complained of pain and
or restricted movements.

Falanga torture has been reported to leave permanent symptoms
in the victims (Bro-Rasmussen & Rasmussen 1978, Bro-Rasmussen
et al 1982). Pain located to the sole of the feet when walking was
described by 13 persons who had been tortured by falanga. In Table
V:D,7, other symptoms from the lower extremities at the time of
examination are listed in relation to the falanga torture. Falanga
torture had been inflicted on 23 of the 31 persons who complained
of walking difficulties, 23 of 28 persons with ankle pain, 11 of
17 persons with pain in the knee, and on 5 of 10 persons who
reported symptoms from the lower extremities in general. The
possible pathophysiological explanation for the chronic sequelae
of falanga torture will be covered in more detail later.

MEDICAL EXAMINATION

The parts of the locomotor system where medical examination re-
vealed signs which might be related to torture are listed in Table
V:D,8. Painful muscles, although not necessarily directly related
to torture, were also included.

Abnormalities of joints, such as impaired movements, pain dur-
ing movements, abnormal position (e.g. dislocation, sequelae of
fracture or contraction) and/or signs of osteoarthritis were found in
39 persons (Table V:D,9).

The lower extremities were most frequently affected, especially
the foot, ankle, and knee. A relationship between falanga torture
and abnormal findings in the foot and ankle regions was demon-
strated (Table V:D,10).

At the time of examination clinical evidence of a fracture (pal-
paple discontinuation of a bone and/or callus formation) was found
in 17 persons; X-rays, all confirming the clinical signs, were taken
in 5 persons (Table V:D,3).

Signs of fractures of the ribs were found by palpation in 3 per-
sons. Sequelae of fractures of the upper extremities (deformity,
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Fig.V:A,S. 56-year-old woman, arrested in Uganda 1982. She had her
hands tied behind her back, and a rubber tire was set alight above her.
The burning material fell on her scalp, face, arms and chest. (Amnesty In-
ternational, 1985 (Uganda)). Keloid scars with well-defined borders and
irregular outline are seen. Disfiguring keloid scars are characteristic for
deep burns.

Fig. V:A,6. Male Chilean torture victim who alleged torture by picana.
The photo was taken within 72 hours of the torture (Vicaria de la Solidari-
dad 1985). The skin of the abdomen shows many erythematous lines, some
2-5 mm wide. Scattered along them are dark red-brown spots consisting
of a central crust surrounded by an erythematous zone, with an ill-defined
and irregular border. The appearence of the lesions is consistent with the
history of exposure to a pointed electrode, intermittently moved across the
skin, intermittently left resting. They do not resemble any other known der-
matological lesions, excoriations included.

Fig. V:A7. Male Chilean torture victim who alleged torture by picana. The
photo was taken within 72 hours of the torture (Vicaria de la Solidaridad
1985). The inner side of the right ankle shows large numbers of circular le-
sions, some 2-5 mm across, in groups or lines. These dark red-brown crusts
were not surrounded by a zone of erythema. The appearance of circular
crusts in lines and groups is consistent with the history of picana. The only
rather unlikely differential diagnosis could be insect bites and herpes zoster.

MM. INTEROSSE|

- ABDUCTOR HALLUCIS

. FLEX. HALLUCIS BREVIS

. ADDUCTOR HALLUCIS
QUADRATUS PLANTAE
FLEX. DIG. MINIMI BREVIS
. ABDUCTOR DIG. MINIML

TENDINES APONEUAOSIS
PLANTARIS

TENDO M, FUEX. ,
HALLUCIS 'LONGUS M. LUMBRI- TENDINES
CALlS T M. FLEX.
DIG. BREVIS
M. FLEX

DiG. LONGUS

Fig. V:D.I. Cross section through the metatarsus. A: Medial muscle com-
partment. B: Lateral muscle compartment. CI and C2: Central muscle
compartments (drawing by Eldon F) (Bro-Rasmussen & Rasmussen 1978).
Reproduced with the permission of the Journal of the Danish Medical As-
sociation, Ugeskr Leeger.
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Fig. V:F,2. Painting by torture victim, see text.

. _ B SRR

Fig. V:F4. Painting by torture victim, see text.
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Table V:D,6. Distribution of reported neck pain (9/200) and back pain
(22/200) at the time of examination related to alleged suspension.

Table V:D.,9. Abnormalities of the joints registered at the time of examina-
tion in 39/200 examined persons.

Suspension
yes
by by more than no and
Symptoms arms legs  la barra  one method n.i.*) Total
Neck pain yes (0= - (0} 1 0 8 9
no 1822 16 2 107 145
n.i.*) 6 4 0 1 35 46
Back pain yes 202 0 1 17 22
no TN 17 1 102 139
f.i.*) ORI D 0 1 31 39
Total 24 6 17 3 150 200
2% 3% 8Tl ST 75% 100%

*) n.i. = not indicated.
p:1 N.S.

Table V:D,7. Distribution of symptoms from lower extremities reported by
41/200 examined persons at the time of examination as related to alleged
falanga torture. n=200.

Falanga
Symptoms at time no and
of examination yes n.i.*) Total
Walking difficulties yes 23 8 31
no 31 109 140
n.L%) S 24 29
Ankle pain yes 23 5 28
no 29 111 140
ki) i 25 32
Knee pain yes 11 6 17
no 36 113 149
i) 12 22 34
Symptoms from lower yes 3 5 10
extremities in general no 42 114 156
) 12 22 34
Total 59 141 200
29%  70% 100%
*) n.i. = not indicated.
Symptoms
Walking Ankle Knee from lower
difficulties pain pain extr. in gen.
TERIL o S ek L <0.001 <0.001 <0.01 N.S.
DR R R s <0.001 <0.001 <0.05 -
DICORREREE R L e <0.01 <0.01 <0.01 -

Table V:D,8. Number of persons with objective abnormalities suggestive of
torture of the locomotor system. n=200.

Location where signs were recorded n %
Joints: T B ety SRt s e e ot 7 3
ARG CH oA i e s A e e e Tl 4 2
DO WE Sl s o e rr o R e e 3 1
ST E e i el B e e 6 3
TRl oo g ot LS e S S0 S e 9 4
P | e ) ) o o S e e 10 5
R e e 14 i
L D et e o, S e i S RN BER 2 S 3 1
Bones: Eleadandimeck: . sl o A SRliner e, 5 2
Ehestrt e o Lk e e 3 1
Uppercxremities s b LSl Som i 2 1
IEOW eme A ITemUlies BN R S e s 8 4
Muscles: e ad andine c R e VS s 18 9
e S e e 0 0
AbdeminalEw alls s 1 0
LUioIofi (oo T Lk o Rl A e 0 i e o ot 1 0
Eower CXUEMIES o sidss ot s s sirss 55 ouii 10 5
Spinalfcolumn:@ervical i iy o e e s e 0 0
U TS e B S O L i e 6 3
L DA e o s 3 1
22

Joint
shoul-

Abnormality hand  wrist elbow der foot ankle knee hip
Pain during

movements .. ... 0 0 0 3] 4 1 IRl ()
Abnormal

POSITON )RR 5 1 0 1 4 1 TS0
Restricted

movement . ..... 2 4 3 3 1 S DR
Signs of

arthrosisi. % v. o 1 0 0 2 | 3 IS0
Total 8 5) 3 9 10 10 1553
Total number

of persons i 4 3 6 ORI 14 3

*) e.g. dislocation, sequels to fractures or contraction.

Table V:D,10. Distribution of objective abnormalities of joints, related to
alleged falanga torture. n=200.

Falanga
no and

Joints examined yes n.i.*) Total
Foot yes 8 1 9

no 51 136 187

) 0 4 4
Ankle yes 10 0 10

no 49 137 186

n.i.*) T 4
Knee yes 8 6 14

no S 128 179

nii*) 0 ¥ 7
Hip yes 3 0 3

no SOEREIST 198

n.i.*) 0 4 4
Total 59 141 200

31% 69% 100%
*) n.i. = not indicated.
Foot Ankle Knee Hip

o] IV IR s Bes 5 0 <0.001 <0.001 <0.05 <0.05
MR e L <0.05 <0.01 N.S. NS
PLCOIT S s <0.01 <0.01 = =

restricted movements, and/or pain during movements) were en-
countered in 2 persons, while 8 had sequelae in the lower extrem-
ities. Pain during movements and/or restricted movements of the
spine were registered in 8 persons, localized in 5 to the thoracic
part, in 2 to the lumbar, and in one person to both the thoracic and
lumbar parts.

Changes in the muscles were predominantly found in the neck
and shoulder region. In 18 persons the muscles in this region were
found to be hard and painful. The examining doctors all described
their findings as “painful muscles” without direct relation to the
inflicted torture.

Muscular abnormalities of the lower extremities were noted in
10 persons. In 2 persons painful areas were found in the soles of
the feet, and in 3 in the lower leg. Atrophy was found in 6 persons,
localized to the thigh in 4 (related to electric torture (2), to falanga
(1) and “the motorcycle” (1)), to the lower leg in 2 (related to
falanga (1) and a “fall” (1)), and in addition a total rupture of
the quadriceps muscle was present in one person who had been
subjected to electrical torture. For further details see case history
No. V:D,2. page 79, in the appendix.

DISCUSSION

The significance of changes in the locomotor system is related first
to their tendency to cause permanent symptoms and changes, and
second to the evidence for alleged torture.
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While the relationship to torture can be established with strong
evidence in cases of acute symptoms, it is far more difficult to eval-
uate such a relationship on the basis of late symptoms, since they
are usually not specific and could thus have been caused by sev-
eral conditions that are unrelated to torture. However, the present
study gives good statistical evidence for the existence of both acute
and late symptoms caused by falanga. Such symptoms have been
explained as a closed compartment syndrome in the foot (Bro-
Rasmussen & Rasmussen 1978). Dissection of the foot, review of
anatomical preparations, and injection experiments into the soles of
the feet of fresh, unfixed cadavers were performed, and the results
were compared with other studies of the foot’s anatomy. The mus-
cles were found to be arranged in three muscle compartments, one
medial, one lateral, and one central (Fig. V:D,1 page 20). Injection
into the compartments induced swelling proximally in the ankle
region. Regardless of which compartment was injected, the injec-
tions resulted in the compartments becoming hard as wood, and
subsequent injection of fixative under pressure through the femoral
arteries prevented the spread of the fixative into the compartments.
These observations were sufficient to suggest the existence of a
closed compartment syndrome, defined as painful ischaemic circu-
latory disturbances in connection with an increased pressure and
volume in a well-defined muscle compartment with fairly unyield-
ing walls. (A detailed account of the condition has been translated
from Danish into English and reproduced in the appendix page 79
with permission from the Journal of the Danish Medical Associa-
tion: Ugeskr Lager). The hypothesis has been supported by the
observation of an aseptic bone necrosis following falanga (Bro-
Rasmussen et al 1982). Closed compartment syndrome of the foot,
unrelated to torture, has since been described (Bonutti & Bell 1986).

Acute locomotor symptoms have also been reported in a high
percentage of torture victims by others (Cathcart et al 1979, War-
menhoven et al 1981, Randall et al 1985, Petersen & Jacobsen
1985a, Petersen et al 1986). It is likely that the pains are mainly
caused by swelling of the muscles following blunt trauma, and less
often by fractures or dislocations of joints (Al 1983 (Chile)).

By contrast, late symptoms and abnormalities of the muscles can
be directly related only rarely to physical trauma (falanga sequelae
and symptoms from previous fractures excepted).

The commonest symptoms and abnormalities of the muscles,
suggested not to be directly related to physical trauma, were painful
muscles of the head and neck. This condition might be classified
“fibrositis”, but the terminology is rather confusing, reflecting the
unknown aetiology of the condition. The term “muscular rheuma-
tism” was introduced in 1900 and the later names like “fibrosi-
tis”, “fibrositis syndrome”, “interstitial myofibrositis”, “myofascial
pain syndrome”, “myofascitis”, “myalgia” or “myalgic spots”, and
“trigger points” probably all describe the same condition (Danne-
skiold-Samsge et al 1982). “Fibrositis”” was however observed with
a low frequency (9%) compared with its occurrence among healthy
persons (16%) (Yunus et al 1981). The low frequency might rep-
resent an underreporting since a direct relationship with the torture
was not suspected. Fibrositis located in the neck and shoulder re-
gion has previously been recorded with a much higher frequency in
torture victims referred for treatment (Danneskiold-Samsge B. un-
published data 1986), perhaps because in that case the examination
was performed by a rheumatologist. To obtain a closer estimate of
the incidence of fibrositis in torture victims compared with the nor-
mal population, standard examination procedures must be applied
(Smythe 1985).

Apart from the association with falanga, the presence of late se-
quelae from the joints is difficult to evaluate, since changes such as
osteoarthritis might be unrelated to torture. Both acute and chronic
back pain have been reported more frequently in torture victims by
others than in the present study. Acute back pain was found by
Randall et al (1985) in 36% of the cases, (16/44), compared with
22% in this study. The frequency of chronic back pain has been
reported with frequencies of 63%‘ (7/11) by Cathcart et al (1979),
33% (14/43) by Warmenhoven et al (1981), compared with 11%
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in this study. Randall et al (1985) found that 14% (6/44) suffered
from chronic upper back pain and 20% (9/44) from chronic lower
back pain. They described a correlation between chronic upper
back pain and suspension in the arms, since all 6 persons with
chronic upper back pain had experienced this. No description of a
possible mechanism was found. In the present study, suspension in
the arms has usually not been reported to lead to back pain, and no
such correlation could be established (Tables V:D,9 and V:D,10).
Chronic back pain was found in 22 persons (11%), and 3 of them
had been suspended by their arms.

In a Danish study of back complaints among 1,069 young re-
cruits (Darre et al 1982), 97% between 18 to 20 years, 565 (53%)
complained of back symptoms, 100 (9%) said that they had symp-
toms with a frequency of up to once a week.

In an epidemiological study of a Danish population of older age
(median 50 years), Biering-Sorensen (1984) found low back trouble
with an incidence of 16% (153/928). (symptoms daily or at least
once a week). Chronic back pain among torture victims in the
present study, with a similar frequency of symptoms of up to once
a week, was found to be 11% (22/200). These findings suggest that
back complaints are not reported to a significantly higher degree
by torture victims than by Danish army recruits, or in a Danish
population of older age.

Fractures due to torture can serve in the acute situation as im-
portant evidence of alleged torture. It is of utmost importance to
have an X-ray performed in order to document the lesion, besides
the obvious diagnostic need for the correct treatment of the frac-
ture. Fractures usually leave permanent changes visible on x-rays,
and in some cases the sequelae are palpable. In the present study,
palpation supported the allegation of fracture following torture in
65% (17) of the cases, supplementary X-rays performed in 5 of
these cases serving as further support. In agreement with this ob-
servation, Allodi (1985) observed late sequelae of fractures in 73%
(8/11) of fractures allegedly following torture, but the basis for the
evaluation was not indicated. Fractures were reported with a fre-
quency of 13% in the present study, of 27% by Allodi (1985) and
of 4% by Randall et al (1985).

As x-ray examination appears to be one of the best methods
of documenting earlier fractures, this examination seems to be a
valuable contribution in supporting the allegation of torture, most
often independent of the time of examination. On the other hand,
a negative X-ray examination will not exclude the possibility of
a previous fracture, since, according to an anthropologist (Stein-
bock 1976), healing in an anatomically correct position might occur
without any visible sequelae. How often this occurs is not known,
since this fact has not been given much attention previously. Or-
thopaedic surgeons have studied late sequelae following malunion,
different healing positions or complications with ostitis (Edmon-
son & Crenshaw 1980), while specialists in forensic medicine have
been mainly interested in acute fractures in order to describe the
lesions, and older fractures for identification purposes and possible
child abuse (Fitzpatrick 1984, Tedeschi et al 1977). Thus for the
evaluation of torture reports, studies are needed on the frequency
of changes detectable by x-ray following fractures that have healed
in an anatomically correct position.

CONCLUSION

Acute symptoms from the locomotor system were often reported
by torture victims. Long-lasting changes in the locomotor system
appear to occur in a significant number of cases following falanga
torture. Otherwise, only a few cases of persistent changes could
specifically be related to torture, since most symptoms and abnor-
malities are unspecific and do not occur with a higher frequency
among torture victims than in the normal Danish population.

X-ray examination for the documentation of fractures is a valu-
able contribution in supporting the allegation of torture, particularly
as it is usually independent of the time of examination.
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E: NEUROLOGICAL
INTRODUCTION

In spite of the fact that a number of symptoms, such as headache,
impaired memory, impaired concentration, or cognitive difficulties
are not necessarily caused by lesions or abnormalities in the brain,
these symptoms are included in this section since traditionally they
come within the field of the neurologist.

CENTRAL NERVOUS SYSTEM SYMPTOMS AT
THE TIME OF TORTURE

(A-variable, reply rate 0.84).

At the time of torture 150 persons (75%) complained of neurolog-
ical symptoms, 17 did not, and nil was registered in the remaining
33 cases. The symptoms are listed in Table V:E,1. No apparent
association was found with sex or age (Table V:E,2).

The most frequently reported symptom was headache, present
in 108 persons (54%). Of the 146 persons who had been severely
beaten on the head, 89 (61%) complained of headache, 19 did
not, and nil was registered in the remaining 38 (Table V:E,3).
A significant correlation between severe beating on the head and
headache was found (p:1 <0.01, p:2 <0.001 and p:corr <0.05).

Loss of consciousness due to head injury was reported by 38 per-
sons (19%). One person was unconscious in a hospital for 3 days
while under observation for intracranial bleeding. 8 persons had
amnesia following the head injury. Skull fractures were reported
by 2 persons, and one person underwent surgery for a subdural
haematoma. A case history is presented in the appendix that illus-
trates sequelae of head trauma (Appendix case history V:E,1 page
81).

62 persons (31%) lost consciousness from reasons other than
head injury, e.g. extreme pain, exhaustion, etc.

Vertigo was reported by 40 persons (20%), of whom 35 (87%)
had been severely beaten on the head. There was a significant
difference (p:1 <0.05) in the prevalence of vertigo in those who
had been severely beaten on the head, compared with those who
had not. Vertigo was not associated with teléfono torture.

5 persons had reported convulsions/spasms in connection with
the electrical torture sessions. However, the reply rate was very low
(0.29). One person, who did not receive his medicine, reported that
his epilepsy was aggravated during and after the torture sessions.

22 persons (11%) complained of disorientation in time or loca-
tion, or both, during the detention. 12 (55%) of these had been
blindfolded. This percentage does not differ from the whole group
(50%).

Table V:E,4 shows the correlation between neurological symp-
toms and solitary confinement. No statistically significant associa-
tion was found.

PERIPHERAL NERVEOUS SYSTEM SYMPTOMS
AT THE TIME OF TORTURE

(B-variable, reply rate 0.52)

46 persons (23%) complained of acute symptoms consistent with
lesions of peripheral nerves, 58 persons did not, and nil was regis-
tered in the remaining 96.

20 persons had paraesthesiae of the hands caused by handcuffs
or tight ropes at the wrists. In 12 of these cases, all the fingers
were said to be affected, in 5 only the thumb, and in 3 the ulnar
fingers. The symptoms lasted from a few days to more than a year.

Electrical torture, carried out in 109 persons, was said to pro-
duce changes in the sensation in 9 persons. Six persons developed
paraesthesiae of the fingers following electrical torture on the lower
arm. The symptoms lasted from a day up to 2 weeks. One per-
son developed paraesthesiae of the feet after electrical torture on
the leg, and 2 described how they experienced a short period of
paraesthesiae over the whole body after electrical torture on the
head. The electrodes were placed all over the body, but especially
to sensitive parts like the genitals (50%). Damage to a nerve is
probably not more likely to occur in the fingers than in other parts
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Table V:E,1. Neurological symptoms at the time of torture. n=200.

Symptoms n %

Headaghes: beihale cin maamntnts st thin o oo ot s man 108 54
Loss of consciousness not due to head injury.............. 62 31
Loss of concentration, attention . .. ...................... 51 25
RO el A st e mr e e e ¢ s 40 20
Loss of consciousness due to head injury ................. 38 19
M e Ory i S U a1 e e M DR S 33 16
Contlision  diSorentationE s e 22 I
Conyulsion/spasmsiEERIE S S I N SRR 6 3
Cognitty el i e e S A R il 5 2
Other’consequencesiof head injury .. o tlos 2o oy 8 4
Other:(ENS symptoms Teported 5 i i o ol SR 13 6
Total 1505

Table V:E,2. Age and neurological symptoms at the time of torture. n=200.

Neurological symptoms

yes no n.i.*)

Total
Age group n Tot*) n Tox%) n Jot ) n
<2l years .. .. .. 19" 70 2 7 6 22 27
21=29yearstnt e 50 81 4 6 8 13 62
26-30 years . ..... 43 69 i 11 12 19 62
31-35 years ;< . 20: 83 1 4 3 12 24
>33 yearsh. k. 1 82 8 12 4 16 25
Total 130F 75 i7 8 33 16 200
Male/female ratio  4.00 3125 5.60 4.13

*) n.i. = not indicated.

**) Row percentage.
p:1 (age group: 31-35/>35) N.S.

Table V:E,3. Allegations of severe beating on the head and complaints of
headache at the time of torture. n=200.

Complaints of headache

yes no ni)
Severe beating towards the head n Po**) n ) n Jo**) Total
N8 oot M im oe o 89 6l 19= 13 38 26 146
Nefso niiss) oo st 19" 35 10 19 25 46 54
Total 108 54 29 14 63 31 200
*) n.i. = not indicated.
**) Row percentage.
p:1<0.01
p:2<0.001
p:corr<0.05

Table V:E 4. Neurological symptoms at the time of torture and the duration
of alleged isolation. n=200.

Neurological Symptoms

yes no n.L %)
Isolation n Do *) n Jo**) n Jo**) Total
NG GO Y o o e s 40 78 1 2 10 20 51
Yes =8 days s S an 30 70 6 14 JaN16 43
> 7 days and <15 days .. 23 77 6 20 1S5 88 30
>14 days and <31 days . 24 75 e 22 32
>30 days and <61 days . 16 76 S 4 19 21
= 60 day sl R R 17 74 289 4 17 23
Total 1508775 1738 33116 200
*) n.i. = not indicated.

**) Row percentage.
p:1 (no isolation/< 8 days) N.S.

of the body. The relatively high number of persons with complaints
from the fingers can possibly be explained by a higher attention to
sensation change here than in other parts of the body.

Severe beating resulted in areas with decreased or absent sensa-
tion, which could have been caused by peripheral nerve damage in
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11 persons. Six of these cases had developed symptoms follow-
ing falanga. Five persons reported symptoms from the peripheral
nerves for other reasons.

CENTRAL NERVOUS SYSTEM SYMPTOMS AT
THE TIME OF EXAMINATION

(A-variable, reply rate 0.86)

129 (64%) persons complained of neurological symptoms at the
time of examination (Table V:E,5). No significant association was
found with sex and age (Table V:E,6). No correlation between
duration of isolation and complaints of neurological symptoms was
found (Table V:E,7).

85 persons (42%) complained of loss of concentration or atten-
tion or both. They had difficulty, for example, in reading a book,
had to repeat the same paragraph again and again, could not fol-
low deep discussions, and the mind was absent when they watched
television. No significant correlation between duration of isolation
and loss of concentration was found (Table V:E,8).

Frequent headaches (more than once a week) were reported by
76 persons (38%), 60 men and 16 women (ratio 3.75) compared
with 101 men and 23 women (ratio 4.39) from whom no com-

Table V:E,5. Neurological symptoms at the time of examination. n=200.

Symptoms n %
Loss of concentration, attention. . ....................... 85 42
e A A s IS O P b e b s 8 76 38
Memoryidisturbancell s i bl Lol e s 71 =5
NVErtioomed o o Sop com e ko il BTS00 o ol Wi 27 13
Reading difiCUITES . L o e oo oo penes ioiene srnmar s s oode o8 25 12
(Generalifeelinga Ol LedNESS )i ntir smorors s oot s o oo s 22 11
(Cloy e I TR I 5 S i SR L S R 17 8
Intolerance o alcon o e s e AT 12 6
Othe=ENSESyMpIOMSITEPORtE it i L+ el iimetote s shode-e 8 4
Total 129 64

Table V:E.6. Age and neurological symptoms at the time of examination.
n=200.

Neurological Symptoms

yes no n.i.*)

Total
Age group n i) n i ] n Do**) n
<21 years........ 1867 4 15 5 19 27
21-25 years . .. ... 38 81 16 26 8 13 62
26-30 years . .. ... 3760 17 27 8 13 62
31-35 years'-.. ... 14 58 - 17 6 25 24
>35 years{. Sl 22 88 2 8 1 4 25
Total 129 64 43 21 28 14 200
Male/female ratio  3.96 291 13.00 4.13

*) n.i. = not indicated.

*¥) Row percentage.
p:1 (age group 31-35 / >35) N.S.

Table V:E,7. Neurological symptoms at the time of examination correlated
to duration of alleged isolation. n=200.

plaints were registered. This sex difference is not significant. No
association was found with age in the two groups. The correlation
between severe beating on the head and complaints of headache
is shown in Table V:E,9, where a significant difference between
the two groups can be seen (p:1 <0.05). The correlation between
duration of isolation and headache is seen in Table V:E,10. No
significant correlation was established.

Memory disturbances were reported by 71 persons (35%).

Persons with previously normal memories now had to write ev-
erything down, including their own telephone number. No sig-
nificant correlation with duration of isolation was shown (Table
V:E11):

Vertigo was reported by 27 persons (13%). No correlation with
an allegation of “teléfono” torture was established. 25 persons ex-
perienced difficulty in reading, typically as blurring of letters (from
exhaustion), after a short period. Reading difficulties caused by op-
tical disturbances have not been included as reading difficulties.

22 persons (11%) reported a general feeling of tiredness. No
significant difference was found regarding sex, age or duration of
isolation (Table V:E,12).

17 persons (8%) complained of cognitive difficulties. However,
for this symptom the reply frequency was low (0.39). Difficulties

Table V:E.8. Loss of concentration, attention at the time of examination
correlated to duration of alleged isolation. n=200.

Loss of concentration, attention

yes no ni*
Isolation n Do**) n Go**) n Yo**) Total
Nofdemi. .08 S8 26 51 Ll 22 14 27 51
Yess<Brdays oo 17 40 19 44 7 16 43
> 7 days and <15 days .. 8 27 14 47 R 07 30
>14 days and <31 days . 16 50 STE6 11 34 32
>30 days and <61 days . 9 43 4 19 8 38 221
> 60/ daySist. st s 9. 39 8 35 6 26 23
Total 85 42 61 30 54 27 200

*) n.i. = not indicated.
**) Row percentage.
p:1 (>7 days and <15 days / no & n.i.) N.S.

Table V:E\9. Allegations of severe beating on the head correlated to com-
plaints of headache at the time of examination. n=200.

Complaints of headache

yes no ni*

Severe beating on the head n %) n % n o %**)  Total
Yest R TSl e 63 43 Sie-135 320 146
INOScEntEY) P Wi 13 24 18533 23 43 54
Total 76 38 69 34 S5 27 200

*) n.i.= not indicated.
**) row percentage.
p:1<0.05.

p:2 N.S.

Table V:E,10. Headache at the time of examination correlated to duration
of alleged isolation. n=200.

Neurological Symptoms Headache

yes no nii* yes no n.i.¥)
Isolation n %o**) n %o**) n %**)  Total Isolation n %o**) n Go**) n %o**) Total
{3 (70 201 VS M A s 33 . 65 10 20 8 16 51 NG Sz tes B e et 18 35 15 29 18 35 51
Yes <8 days ........... 27 63 12 28 4 9 43 Yes <8 days . .0 Ll ooC 17 40 20 47 6 14 43
> 7 days and <15 days .. 14 47 14 47 e 30 > 7 days and <I5 days .. 10 33 14 47 6 20 30
>14 days and <31 days . 23 72 26 22 32 >14 days and <31 days . 13 41 T, 125857 32
>30 days and <61 days . 15 71 e 5 24 21 >30 days and <61 days . 8 38 5 24 8 38 21
G0N dAYSE b i 17 74 4 17 2O 23 S060 daysi e 10 44 8 35 522 23
Total 129 64 43 21 28 14 200 Total 76 38 69 34 DD 200

*) n.i. = not indicated.
**) Row percentage.
p:1 (> 7 days and < 15 days / > 60 days) N.S.
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*) n.i. = not indicated.
*%) Row percentage.
p:1 (>7 days and <15 days / >60 days) N.S.
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were experienced especially among those who had to learn a new
language.

The importance of head injuries in the subsequent development
of neurological symptoms can be seen from Table V:E,13, in
which torture victims who had had severe head trauma with sub-
sequent loss of consciousness are compared with those without
loss of consciousness and those who did not receive severe head
trauma. The findings are highly suggestive of organic brain dam-
age caused by the head trauma in persons who lost consciousness
due to the reported injury. Compared with those who did not report
severe head trauma the difference was highly significant, but com-
pared with those who did report severe head trauma the difference
was not significant. Loss of consciousness due to head injury was
significantly correlated with the symptoms impaired memory and
headache at the time of examination (Table V:E,14-15), while the
symptoms impaired concentration and general feeling of tiredness
did not show a significant correlation (Table V:E,16-17).

Table V:E,11. Memory disturbance at the time of examination correlated to
duration of alleged isolation. n=200.

Memory disturbance

yes no ni*
Isolation n %*) n Gty in Do**) Total
NORGRIT S e L, 21 41 11 22559 37 51
Yese=Bidays.. g s s 10 23 24 56 9 21 43
> 7 days and <15 days .. 10 33 16 53 4 13 30
>14 days and <31 days . 12 37 9 28 11 34 32
>30 days and <61 days . 9 43 6 29 6 29 21
S U PN e B 9539 8 35 6 26 23
Total 7135 74 BT RS 27 200

*) n.i. = not indicated.
*¥) Row percentage.
p:1 (<8 days / >30 days and <61 days) N.S.

Table V:E,12. Feeling of general tiredness at the time of examination cor-
related to duration of alleged isolation. n=200.

Feeling of general tiredness

yes no n.i.¥)
Isolation n %% S n %**) n Go**) Total
NO&Ni . teueeeoon s 7 14 27 53 17 33 51
Yest=<Sdaysit 800 0 6 14 24 56 13 30 43
> 7 days and <15 days .. 2 7 21 70 7 23 30
>14 days and <31 days . 3 9 15 47 14 44 32
>30 days and <61 days . 3 14 4 19 14 67 21
60 dayS S o s s 1 4 14 61 8 35 23
Total 22,11 105 52 73 36 200
*) n.i. = not indicated.

*¥) Row percentage.
p:1 (>7 days and <15 days / no & n.i.) N.S.

Table V:E,13. Neurological symptoms at the time of examination correlated
to alleged severe head traumas and loss of consciousness due to the head
traumas. n=200.

Severe head trauma

yes

+l.o.c.**) -lo.c.¥¥) no & n.i.*) Total

Neurological
Symptoms n To**x) n Tpt*¥) n Po***) n peAk)
WES i e o 31 82 68 62 30 S8 129 64
T Simins e 5 13 27 25 11 21 43 21
115 o ST 2 5 15 14 113 21 28 14
Total 38 100 110 100 52 100 200 100

*) n.i. = not indicated.
*#) lLo.c. = loss of consciousness.
##%) Column percentage

+ Lo.c Severe head trauma

PR R 5 B e R R <0.05 N.S.
Bl e e 0 osin) & 610 5w o i oS S s N.S
26

Table V:E,14. Loss of consciousness due to head injury and impaired mem-
ory at the time of examination. n=200.

Impaired memory

yes no ni*
Loss of consciousness
due to head injury n GoA%) n To) n GoEE) Total
XS e 208855 9 24 8 21 38
No &n.1.%) et 50 31 65 40 47 29 162
Total 71 Gk 7437 554 27 200

*) n.i.= not indicated.
*¥) row percentage.
p:1<0.01.

p:2 N.S.

Table V:E,15. Loss of consciousness due to head injury and headache at
the time of examination. n=200.

Headache

yes no n.i.¥)
Loss of consciousness
due to head injury n - By n %**) n Go**) Total
NES N e AR 23 61 7 18 8 21 38
N O & T ) 538388162 38 47 29, 162
Total 76 38 69 34" 55 27 200

*) n.i.= not indicated.
**) row percentage.
p:1<0.01.
p:2<0.05.
p:corr<0.01.

Table V:E,16. Loss of consciousness due to head injury and impaired con-
centration at the time of examination. n=200.

Impaired concentration

yes no n.i.*)
Loss of consciousness
due to head injury n %**) n %**) n BTY) Total
D (SRR e 2258 8 21 8 21 38
Nox& e et 6303950153 33 46 28 162
Total 85 42 61 30 54 27 200

*) n.i.= not indicated.
*¥) row percentage.
p:1 N.S.

Table V:E,17. Loss of consciousness due to head injury and feeling of gen-
eral tiredness at the time of examination. n=200.

Feeling of general tiredness

yes no n.i.*)
Loss of consciousness
due to head injury n %* n %**) n Go*%) Total
S o el kA Ko 4 11 19 50 15 39 38
INOERE T 2) i noensioneie ans = 18 11 86 531158 36 162
Total 22 11 105 52:+ 783 36 200

*) n.i.= not indicated.
**) row percentage.
p:l N.S.

PERIPHERAL NERVOUS SYSTEM SYMPTOMS AT
THE TIME OF EXAMINATION

(B-variable, reply rate = 0.68).

25 persons complained of peripheral nerveous system symptoms at
the time of examination (12%), 110 did not, and nil was registered
in the remaining 65.

Five persons had paraesthesiae of the fingers due to handcuffs
or tight ropes at the wrists. One woman complained of persistent
tingling of the fingers which she related to electrical torture of the
fingers.

Another woman said that her fingers became cold more easily
as a consequence of electrical torture.

Eight persons had persistent areas with decreased or no sensation
caused by severe beating. In 3 of these cases it was a consequence
of falanga affecting the feet.
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9 persons complained of peripheral nervous system symptoms
for other reasons, and in 3 of these cases the lesions were located
in the spine.

MEDICAL EXAMINATION

At the medical examination few neurological abnormalities were
found. The memory function was reduced in 7 persons, and con-
centration in 4 persons. These assessments were based on the long
interview, without the use of clinical tests.

Homonymous hemianopia was found in one person, and unilat-
eral hemianopia in another. In both, further neurological examina-
tions were recommended.

Abnormalities of the peripheral nervous system were found in
20 persons.

Decreased sensation was by far the commonest abnormal find-
ing. In 2 persons decreased sensation of the thumb and the thumb
plus the first finger was found, allegedly caused by handcuffing.
Decreased sensation of the toes of the feet, reportedly caused by
falanga, was found in 7 persons.

Areas with hypalgesia on the body, said to be caused by violent
beating, were described in 6 persons. Other abnormal findings
were found in 5 persons: two had symptoms consistent with a
spinal lesion, one had signs of nerve damage caused by a knife
lesion, and abnormal reflexes of unknown origin were described in
2 persons.

DISCUSSION

As indicated at the beginning of this section, the expression “neuro-
logical symptoms” does not necessarily indicate that the symptoms
described can be explained by lesions or changes in the brain. Un-
consciousness following severe trauma to the head, for instance,
was reported by 19%, but was due to other causes in 31%.

Another example is headache, which at the time of torture was
the neurological symptom most often reported (54%).

Acute headache can be caused by head injuries inflicted at arrest
and during subsequent torture. A significantly higher incidence of
headache was found among those who had been severely beaten
on the head. Other explanations for headache could be muscle
tension, anxiety, depression, dental problems, fear or fatigue.

A significantly higher proportion of women complained of neu-
rological symptoms in an epidemiological survey of 40-year-old
women and men (Hollnagel 1985). Whether this is due to an un-
der-reporting by the men or a real difference in the health is not
known. Acute as well as long-lasting neurological symptoms did
not differ according to sex in the present survey.

Neurological symptoms increaseed in frequency with increasing
age in concentration camp victims (Thygesen et al 1970) and sailors
in wartime convoys (Askevold 1976, 1980).

In a follow-up examination of torture victims (Abildgaard et al
1984) and in the present survey no significant relation could be
found. Re-examination of the torture victims, however, took place
a maximum of 14 years after the torture, and a longer observation
period might show late sequelae corresponding to the findings in
convoy sailors and concentration camp survivors.

Acute neurological symptoms after reported torture are rarely
found in the literature apart from medical reports by Amnesty Inter-
national: Al 1978 (Northern Ireland), 1980 (Colombia, Argentina,
Spain), 1981 (Iraq), 1983 (Chile).

Neurological symptoms in torture victims at the time of exami-
nation have been published by several authors (Genefke & Aalund
1982, Randall et al 1985, Allodi 1985, Thorvaldsen 1986, Petersen
et al 1985a). The findings are uniform, and a comparison between
different investigators is shown in Table V:E,18.

Little has been published about the frequency of neurological
symptoms in the normal population, but the symptoms of headache
and fatigue have been examined in a Danish population study
of 40-year-old persons by Hollnagel & Ngrrelund (1980). They
found that 12% (14% women and 9% men) suffered from headache
weekly, or even more frequently. In the same study, fatigue (pos-
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Table V:E,18. Neurological symptoms at the time of examination in torture
victims.

Study

1 ~2 3 4 5

n=37 n=41 n=44 =9 n=200

% % % % %
Impaired concentration............. 598 328056 56 42
Headache Mo et senp D p i o 38 . 54 . 37%) 20588 E)
Impaired memory ................. DYSE29SSE56 11 35
A Sl i e O R A AU 3 - 7 0 13
Reading difficulties................ - - - - 12
BatiPuesaace i, S et fis o 0f Sasrad 43 - 54 33 11
Cognitive difficulties) .. « - ioveaveiess - - - — 8

. Randall et al 1985

. Allodi 1985

. Thorvaldsen 1986

. Petersen & Jacobsen 1985a
. Present Study 1990

*) Weekly or more.

**) Daily presence.

I R S

itive answer to the question whether they felt tired at present) was
reported by 33% (41% women and 25% men).

Thorvaldsen (1986) examined Latin American torture victims
living in Denmark and compared them with a group of Latin
Americans in Denmark who had not been tortured. He found that
headache was reported weekly, or even more frequently in 36% of
the torture victims (men 30% and women 62%) and in 11% of the
control group (20% men and 10% women). The difference was
significant (p<0.05). In the same study, tiredness was reported
by 54% in the group of tortured persons (44% men and 100%
women) and by 43% in the control group. (35% men and 47%
women). Tiredness was not significantly associated with torture,
but tiredness and headache at the same time were.

It is crucial to incorporate the frequency of headaches when
comparing different studies. In the present survey, a frequency of
headaches occurring weekly, or even more frequently was used.
However, since it is a retrospective study, an assessment from the
reports has sometimes been necessary. The 38% in the present
survey who complained of headache agrees well with the investi-
gation by Thorvaldsen (1986) (37%), and was 3 times as high as
in a normal Danish population (Hollnagel & Ngrrelund 1980) or
in the control group in the Thorvaldsen (1986) study.

Concentration camp victims have demonstrated massive acute
as well as long-term neurological symptoms (Thygesen 1970). Fa-
tigue, headache, vertigo, impaired memory, and impaired concen-
tration were very frequent. These symptoms have been explained
by organic cerebral damage caused by hunger and lack of vitamins,
and the severity of the symptoms could be related to the degree
of weight loss. Other factors such as head injuries during the cap-
tivity (Eitinger 1964), fear and anxiety have been shown to play
an important role in the development of these symptoms. Investi-
gators of concentration camp survivors living in the United States
of America have explained the symptomatology as a survivor syn-
drome (Koranyi 1969, Niederland 1968), and the important factor
responsible for the syndrome is thought to be anxiety, and not
necessarily the weight loss.

Fear and panic in Nazi concentration camps have also been anal-
ysed by Trautman (1964), and he argued for a syndrome called the
chronic anxiety syndrome in the survivors, whom he described as
living in a permanent state of fearful tension, in apprehension and
expectation of danger or disaster, although they are now living in
a normal and peaceful environment.

The war sailor syndrome is a constellation of neurological symp-
toms very similar to the concentration camp syndrome (Askevold
1980). Fatigue, impaired memory, and concentration difficulties
were reported with particularly high frequencies. The war sailors
did not suffer hunger or malnutrition. They shared the fear of
death, separation from the family, and lack of sleep with the con-
centration camp victims, and the syndrome has been explained by
organic brain damage originating from the anxiety, although the
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finer mechanism by which the brain damage may come into exis-
tence is unknown.

Grinker & Spiegel (1945) studied U.S. combat soldiers from
the Army Air Force and described mental as well as neurological
symptoms after severe stress inflicted during the Second World
War in these pilots. The sequelae were explained as follows: “thus
anxiety passes through the stage where it is a relatively appropriate
biological response, serving to alert the organism and prepare it
for flight, to a pathological phase, where it is no longer appropriate
or is actually self-destructive”. Other authors have found similar
symptoms after combat and anxiety (Archibald 1965, Kettner 1972,
Putten & Emory 1973, Klonoff et al 1976, Beebe 1975, Faurbye
1976, Sund 1976).

Studies of the biological features, such as urinary free-cortisol
levels, in patients suffering post-traumatic stress disorders are as
yet scanty (Mason et al 1986).

Anxiety is the symptom that all torture victims have in common.
It begins at the arrest with the fear of what is going to happen, and
continues during and under the torture with fear of dying, fear of
further torture, fear of what is happening to relatives threatened
with arrest and death, and fear that their person and personality
will be totally destroyed.

Specific factors can produce neurological symptoms in torture
victims. Although the weight loss is normally rather limited, cases
have been found with severe weight loss due to malnutrition and
lack of essential vitamins. Severin et al (1978) described a case
of an Asiatic man who was subjected to severe torture and mal-
nutrition during his stay in a prison in Tanzania. He was found to
suffer from cerebral asthenopia considered to be a manifestation of
diffuse brain damage (Willanger 1970) resulting from the torture
and malnutrition.

Solitary confinement without torture has had negative effects
on the health of the inmates (Jorgensen 1981). The symptoms
are concentration and memory difficulties, lack of ability to sleep,
depersonalization, lack of emotional control, anxiety, hallucination
and paranoia (Koch 1982). It has, however, not been possible
to find any controlled prospective studies on the mental effect of
solitary confinement compared with ordinary imprisonment.

In this survey, persons who in addition to the torture had been
in solitary confinement did not complain of neurological symptoms
with a higher frequency than those who had not been kept in solitary
confinement. However, the comparison is based on a very rough
evaluation and it is likely that a finer evaluation incorporating the
severity of acute as well as persistent neurological symptoms would
show a more specific effect of solitary confinement on the health.

Cranial trauma can develop into a postconcussion syndrome if
the trauma has been violent enough to cause cerebral concussion.
The syndrome is characterized by headache, fatigue, lack of con-
centration, impaired memory, vertigo, irritability, anxiety, and in-
tolerance to alcohol. Kosteljanetz et al (1981) have demonstrated a
high frequency of cerebral atrophy and intellectual deterioration in
patients suffering postconcussion syndromes, suggestive of an or-
ganic brain dysfunction, but no causal relationships could be estab-
lished. Cerebral atrophy in young torture victims has been demon-
strated (Jensen et al 1982, Somnier et al 1982). The importance
of head injuries in the development of neurological symptoms was
established in the present survey. Symptoms suggestive of organic
brain damage were seen particularly in the victims who became
unconscious after trauma to the head.

Peripheral nerve lesions were most often located in the hand. In
the majority of these cases it was allegedly caused by handcuffing
or the presence of tight ropes around the wrists. It has been reported
that handcuffs usually injure the superficial branch of the radial
nerve, due to its superficial position over the hard surface of the
radius (Massey & Pleet 1978, Smith 1981).

Handcuffs have also been implicated in injury of the median
nerve (Dorfman & Jayaram 1978), as of the ulnar nerve (Levin &
Felsenthal 1984). All fingers were said to be affected in 12 per-
sons, the thumb in 5 persons, and the ulnar fingers in 3 persons. At

28

the time of examination 5 persons complained of persistent paraes-
thesiae of the fingers, in one person located only to the first finger
on the right hand, and in another only to the 3 radial fingers of both
hands. The medical examination revealed decreased sensation in 2
of the 5 persons. It is possible that electrodiagnostic examination
might have clarified the complaints in the remaining 3 persons.
Falanga torture resulted in complaints of sensory disturbance of
the feet in 6 persons, and at the time of examination 3 persons
expressed persistent symptoms, while signs of decreased sensation
were found in 7 persons, usually located to the first toe or the me-
dial plantar part of the foot. Damage of the medial plantar nerve,
which serves the skin of the toes, could be caused by direct pressure
during falanga torture. However, development of a closed compart-
ment syndrome (Bro-Rasmussen & Rasmussen 1978) in the medial
compartment where the nerve is located is another possibility.

CONCLUSION

Severe neurological damage can occur in torture victims. Head
injuries leading to skull fractures, intracranial haemorrhage, and
brain laceration have been reported. In nearly 20% of the victims in
the present study, the head trauma was so violent that consciousness
was lost. In these cases a postconcussion syndrome was suspected
and organic brain damage could explain the symptomatology.

In the majority of torture victims, the head trauma was not of
such a degree that a postconcussion syndrome was likely to de-
velop.

Other factors than head trauma seem to play an important role in
the development of acute as well as long-lasting neurological symp-
toms. Studies on sailors in wartime convoys and combat soldiers
have demonstrated that anxiety and fear can lead to neurological
symptoms very similar to the concentration camp syndrome. Tor-
ture victims present a similar symptomatology, and they have all
been through a period of great fear.

The finer mechanism by which fear can produce long-lasting
neurological symptoms has not been established, but there are dif-
ferent theories. Anxiety normally triggers a stage of alertness in
man, and it may be that this trigger mechanism has been altered
in such a way in torture victims that small degrees of fear induce
overreaction. This theory gives the hope that the so-called brain
damage is not permanent, but reversible with early intervention and
therapy.

F: PSYCHIATRIC
INTRODUCTION

The horror of the concentration camps during the Nazi persecution
in the Second World War was surely beyond normal imagination,
and only those who actually experienced it were able fully to un-
derstand its extent. The same is true for torture, and it has been
questioned by Forest (1982) whether the psychological experience
and mental consequences can be fully unveiled through medical
and psychological examination: “The most important aspects of
torture are almost never told in the testimonies. Torture is such a
violent experience that it leaves a wound so deep that it is very
difficult to heal and might persist for many years. what has
happened is so strange and insane that you want to forget it and
only tell facts which you know people will understand: they sus-
pended me from the bar, they beat me on the head and drowned
me in the bathtub. It is the technical things which were mentioned
in the testimonies.

I believe that the most important factors, those which have been
most harmful, are not told. We need more time, and maybe an-
other more sensitive kind of communication. We need to develop
another language, one which can go deeper and shock. We do not
possess words that can describe those Dante-like situations which
oceur dufing torture and are so filled with madness, surrealism and
nightmares.” (Translated from Spanish by the present author).

Alternative “languages” like films, poems, novels, music, and
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paintings have helped us to increase the understanding and percep-
tion of torture. The following paintings made by a torture victim
who underwent treatment at the Rehabilitation Center in Copen-
hagen illustrate the feelings after having been tortured.

Genefke (1986a) makes the following comments: “Fig. V:F,1
page 21 shows how ugly he finds himself, his feet are grotesquely
swollen, his body is ugly, he is worth nothing at all. Fig. V:F,2.
page 21 is called sexual torture, and the picture readily illustrates
how much she has been humiliated, everyone stares at her, she has
low self-esteem, she feels useless, ugly with a distorted grotesque
body. She has lost everything in life, is extraordinarily lonely.

Fig. V:F,3 page 21 shows a person having left prison, but he
looks as though he is still behind bars, and in fact, he just feels
that way. Also he feels very ugly, having swollen hands and feet,
and a hideous face. He fights and cannot escape. He is lonely,
isolated with low self-esteem. Fig. V:F,4. page 21 depicts again a
grotesque body, swollen hands and feet, ugly and without hope. It
speaks for itself and shows how a victim of torture feels, without
any hope, all alone, quite isolated. If we do not help, they have no
future.”

The immediate reaction during torture, how it feels to be tortured,
the process of fear, anxiety, helplessness, anger, etc. have not been
dealt with at the medical examinations in the present study, not at
any rate in such a way that they can be analysed retrospectively.

Bearing in mind the difficulties in understanding and describing
accurately the mental reactions to torture, there now follows an
attempt to describe from the present survey 1) the mental symptoms
at the time of torture, and 2) the mental symptoms and signs at the
time of the medical examination.

MENTAL SYMPTOMS AT THE TIME OF
TORTURE

(A-variable, reply rate = 0.75).

Mental symptoms and mental complaints at the time of torture were
registered in 136 persons (68%). Fear due to the arrest and torture
has not been included. The different mental symptoms recorded
are listed in Table V:F,1.

Sleep disturbances were the most frequent complaint (103 per-
sons = 51%). Nightmares were the commonest sleep disturbance,
reported by 80 persons. Difficulty in falling asleep, were reported
by 54 persons, and interrupted sleep by 32 persons.

Anxiety was the next most frequent mental symptom (52 per-
sons), followed by irritability (48 persons).

37 persons (18%) reported severe depression. In 24 of these
cases suicidal wishes were present, and in 8 cases actual suicide
attempts were described.

14 persons described hallucinations in connection with the torture
and detention (Table V:F,2). They were purely visual in 9 cases,
audiovisual in 3, visual and olfactory in one, and auditory in one.
The circumstances leading to the hallucinations were described as
follows:

6 persons developed the hallucinations after very hard and in-

Table V:F,1. Mental symptoms at the time of torture. n=200.

Symptoms n %
SRS (R T RV EERT e i o cr e 6 A D e R e 103 51
NTIXTCLYE o ok W e e T e BT et s o v oo oo 52 26
Iinitabllityr =t e e e DL | i eass 48 24
IEPIESSION -t WRNEEN L T T e i o s 37 18
Y G (5 RN e e R SO 27 13
Sexualiproblems NS E Ry, - S e S i - - sy v s 24 12
Suicideswishes 1ot S ot L e T e s s 24 12
OnentationdisfIrbances’. - .t - - Sl i T L L e 21 10
D LT OV LRt Son L 08 ot e R e oo rava el o s s°n-tasosionie 20 10
L G T A OIS e et ) e o o S 14 7
WS ] EoH  IE Fs RS R T 9 4
SuiClderattempls FEss S et e e 8 4
Total 136 68
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Table V:F.2. Hallucinations at the time of torture.

Form of Psychiatric
Hallucination treatment

Sex/ Latency vis- audi- pri-  hospi- -

Age 1) ual tory son tal Comments

M 39 4 days X X X Suspected that the
hallucinations were
caused by an injection.

M59 3 weeks X X X Suicide attempt.
Hallucinations began after
receiving medicine from
prison doctor because of a
“nervous breakdown”.

F39 3 weeks X X Hallucinations began after
she was forced to watch
the torture of another
prisoner.

M 24 4 days

M35 1 day The visual hallucinations
began in relation to a head
injury.

M 25 3 days X X X Suicide attempt. The
hallucinations first began
after the admission to
hospital because of suicidal
attempt when treatment
with sedatives were
initiated.

M 34 2 days

M 28 3 days Hallucinations began after
having drunk coffee in
which he suspected
was medicine.

F25 4days X

M 23 4 weeks X3) X Suicide attempt.
Blindfolded during
2 months. Hallucinations
about food.

M49 2 weeks X

M 35 2 days X

M35 3 days X

E 1941 2 weeks) 1 X X Suicide attempt.

1) The period from arrest to the development of hallucinations.
2) He also reported olfactory hallucinations.

tensive torture 2 to 14 days (median 3 days) after the arrest and
start of torture.

2 persons suspected that the hallucinations resulted from taking
“secret” medication, without a medical indication.

In a further 2 persons, the hallucinations began during psychi-
atric treatment of other mental symptoms, including depression and
suicidal attempts. In one case, visual hallucinations began in rela-
tion to a head injury inflicted by the torture. One person, who also
attempted suicide, developed visual and olfactory hallucinations
about food during a long period when he was blindfolded.

Two women developed visual hallucinations 2-3 weeks after the
arrest: in one the hallucinations began after she was forced to
witness the torture of a cell mate; the other, who attempted suicide
after being set free, was later admitted to a mental hospital for
treatment.

4 persons with hallucinations were later admitted to psychiatric
hospitals.

Disorientation in time or location or both were described by 21
persons (10%). It developed either as a result of sensory depri-
vation, such as being kept in a dark cell, or because of extreme
exhaustion, as from constant sleep interruption.

At the time of torture, 24 persons (2 women and 22 men) com-
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plained of sexual problems, 40 did not, and nil was registered in
the remaining 136. As mentioned earlier, these figures reflect the
sensitive nature of the subject, for both victims and examining
doctors. Frank talk about sex life demands an atmosphere of con-
fidence and trust, and this was not always achieved. It is easy to
understand that discussing these problems can be too embarrassing,
particularly in strange surroundings through an interpreter.

21 persons received psychiatric or psychological treatment or
both immediately after their release. 6 persons were admitted to
psychiatric hospitals: 4 persons with hallucinations have been de-
scribed earlier, one person was admitted after 3 days and nights
without food or liquids, and one after serious trauma to the head.

Table V:F,3 shows the prevalence, by age, of mental symptoms
at the time of torture. The highest prevalence was in the group aged
21 to 25 years, but the association with age was not statistically
significant.

In Table V:F,4, the mental symptoms at the time of torture are
cross-tabulated with different types of mental torture. No one type
could be singled out as being most productive of mental symptoms.

MENTAL SYMPTOMS AT THE TIME OF
EXAMINATION

(A-variable, reply rate = 0.87).

137 persons (68%) had mental symptoms at the time of examination
(Table V:F,5). Of these 137, 113 had also complained of mental
symptoms at the time of torture. 40 persons did not have mental
symptoms at any time, 23 had them only at the time of torture, and
24 only at the time of examination.

Sleep disturbance was the most frequently recorded symptom
(102 persons). Nightmares were reported by 75 persons, 48 had
difficulty in falling asleep, and 28 complained that their sleep was
interrupted by periods of wakefulness.

Irritability was the next most frequent mental symptom, recorded
in 71 persons (35%).

A change of mood was reported by 62 persons, 35 towards feel-
ing sad, 24 towards being more labile, and 3 more resigned or
indifferent emotionally.

Mental problems that reduced the working capacity were re-
ported by 45 persons.

39 persons complained of energy problems — 19 said they fa-
tigued very quickly, 16 that they felt tired all the time, and 4 that
they had become very passive.

35 persons expressed problems with contacting other people. In
most cases (24) these difficulties were general, but 9 had problems
only in their relations with friends, and 2 only with their spouses.

Depression was reported by 34 persons, of whom five were at
times suicidal.

Attacks of panic without obvious reason occurred in 8 persons,
and serious phobias in 2.

Problems in controlling emotions occurred in 31 persons.

24 persons, 21 men and 3 women, complained of sexual prob-
lems, 72 did not, and nil was registered in the remaining 104. The
registered sexual problems were decreased libido in 16 persons (13
men and 3 women), difficulty in obtaining erection in 5 men, and
difficulty in achieving ejaculation in 8 men. 7 men and 2 women
had difficulty in achieving orgasm.

At the time of examination, 17 persons were having psychiatric
treatment.

Table V:F,6 cross-tabulates mental symptoms at the time of ex-
amination with the age of the persons at the time of torture. The
incidence of mental symptoms was highest in persons under the
age of 20 (78%) and in the over 35-year-olds (72%). It was lowest
in the age group 31-35 years (58%). None of these associations
was statistically significant.

Table V:F,7 correlates mental symptoms at the time of examina-
tion with different types of mental torture. The incidence of mental
symptoms was significantly higher in those who had been threat-
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Table V:F,3. Age and mental symptoms at the time of torture. n=200.

Mental symptoms

yes no i)
Age group n Po**) n Po**) n %**)  Total
< DlRyears= IR RN UL 1867 1 4 8 30 27
2125 0yeans et st b 48 77 203 12,19 62
26-30 yRarS Ak i el s 39 63 D1l 16 26 62
31=35 yearss ot e 14 58 2 8 33 24
B EETS b pa e 17 68 2 8 6 24 25
Total 136 68 14 7 50125 200

*) not indicated.
**) row percentage.
p:1 (21-25 years/31-35 years) N.S.

Table V:F,4. Mental symptoms at the time of torture correlated to isolation,
blindfolding, threats and sham execution. n=200.

Mental symptoms

yes no n.i.*)
n Tox) n %0**) n Jo**)  Total
Isolation yes 50 66 4005 22:529 76
> 14 days no & n.i*) 86 69 10 8 28 23124
Blindfolded yes 75 74 8 8 18 18 101
no & n.i:%) " 610 62 656 32950 99
Threats yes 117 68 IE (S 43 25 = 171
n0-& mi:E) R 1966 10 7 24 29
Sham yes 46 73 SHELY 122819 63
execution no & ni.*) 90 66 Oeeseie] 38281 137
Total 136 68 14 7 S0 25200
*) n.i. not indicated.
**) row percentage.
Isolation Sham
> 14 days Blindfolded Threats execution
p:l N.S. N.S. N.S. N.S.

Table V:F,5. Mental symptoms at the time of examination. n=200.

Symptoms n %
Sleeptdisturbances & e T e e e 10255551
TEAEABINET: . < - et TRt ool bt B P A N S Oy n 71 35
Changeiinmood, . o e 08 o R e e R 62 31
ATty e s e g e 55 27
Reduced Working | Capacity s o e R R TR R 45 22
EOeroy problems . e e e e 39 19
INtrOVersions i st be Jetem: el somsie Warbalas e e 39 19
Contact ProBIemIS R R o P e 35 17
DePIesSIOn. 175 510 Sl In SR e B R e R P e R 34 17
Problems'in controlling emotions, . fio% st o St be s 31 15
AT OTCSSIVEneSSIr: Ly LISINE SRR s o s I SRp 30 15
Sexualiproblemsi Sy, S 0 RS Tlie) S R 24 12
Weepitigdlabilityic. o, soesbiaen il st < 8 Lk e e s 12, 6
S CIde WSS e e 5) 2
Total 137 68

Table V:F,6. Age (at the time of torture) and mental symptoms at the time
of examination. n=200.

Mental symptoms

yes no T:10%):
Age group n i) n Do**) n %) Total
< 21 years ...c.oceen- 21 78 2N 4 15 27
2NZ25 years). U S e 43 69 ORSI'S 10 16 62
26-30 years L. SRR 41 66 15 24 6 10 62
=35 0years i LT RO 14 58 (9 Pis) 4 17 24
b wearsante L e 1882 520 2 208 25
Total 1378968 7NE18 260813 200

*) not indicated.
**) row percentage.
p:1 (<20 years / 31-35 years) N.S.
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ened (p:1 <0.05) and in those who had undergone sham execution
(p:1 <0.01).

Table V:F,8 correlates sexual problems with trauma to the head
or genitals or both. No significant differences were demonstrated.

MEDICAL EXAMINATION

At the medical examination a very rough evaluation of possi-
ble mental abnormalities was registered. No psychological tests
were done. Great reservations were exercised in the evaluation
of the victims as psychopathological, due to differences in cul-
tural backgrounds, language barriers, and the use of an interpreter.
Psychopathological traces have only been registered when the be-
haviour during the interview clearly demonstrated them.

The attitude to the examination was recorded as positive in 165
persons, neutral in 26, and negative in only 2 persons (in 7 persons
no record was found).

The emotional contact between the examining doctors and the
person being examined was registered as distant in 22 persons and
as bad in 2. Good contact was established with the rest.

Depression was the most frequently recorded mental sign (28
persons).

The state of consciousness was noted as "wide awake and clear
in thinking” in 191 persons. “Slow functioning, lethargic, but clear
in thinking” was noted for 2 persons, and one appeared confused.
(In 6 persons no record was found.)

Table V:F,7. Mental symptoms at the time of examination correlated to iso-
lation, blindfolding, threats and sham execution. n=200.

Mental symptoms

yes no n.i.*)
n Go**) n G n %**) Total
Isolation yes ST ) 9 126N 76
> 14 days no & n.i.*¥) 80 65 30 24 14 11 124
Blindfolded yes Tily i 17 17, 11 11 101
no & n.i.*) 64 65 20 20 15 15 99
Threats yes 1230nd2 128 116 120 112171
no & n.i.*) 14 48 9. ' 31 6 211509
Sham yes 529583 8 13 3 563
execution no & n.i.*) 85 62 29h 8621 23 17,137
Total 137 68 137 118 126115852 0()
*) n.i. not indicated.
**) row percentage.
Isolation Sham
> 14 days Blindfolded Threats execution
55 e ST ST N.S. N.S. <0.05 <0.01
o BE ST AL S O, BT U - - NiS. N.S.

Table V:E,8. Sexual problems at the time of examination correlated to head
and genital trauma. n=200.

Sexual problems

yes no n.i.*)
n %**)n %**) n %o**) Total %
Head trauma yes 19 13 56 38 71 49 146 100
no & n.i.*) N9 630 33 61 54 100
Genital yes 6 15 18 44 17 41 41 100
trauma no & n.i.*) 18 11 54 34 87 55 159 100
Head & genital yes 514 16 44 15 42 36 100
trauma no & n.i.*) 19 12 56 34 89 54 164 100
Total 246127192 367 1104152 200 100
*) not indicated. **) row percentage.
Head Genital Head & genital
trauma trauma trauma
Bl e S s ot N.S. N.S. N.S.

Danish Medical Bulletin

13 persons were found to be passive, with lack of response, one
was aggressive, and 8 abnormally labile during the examination.

DISCUSSION

To describe the immediate mental experience during torture, the
victims’ feelings of being tortured, lies beyond the scope of the
present study, and the total implication of the state of fear is prob-
ably best understood by means of art. The immediate mental re-
action to extreme stress was described by Bettelheim (1943). He,
being a concentration camp victim himself, described the initial
shock and torture after the arrival at the camp as the worst he and
other persons had ever experienced; it seemed unreal and imag-
inary. They developed a state of detachment, feeling as if what
happened did not really happen to them as persons. The main
problem was “to safeguard his ego in such a way, that, if by any
good luck he should regain liberty, he would be approximately
the same person he was when deprived of liberty”. Kieler (1980)
wrote about a mental stripping in which “’the more subtle facets of
personality were gradually obliterated, and the personality of the
individual stood out more clearly characterized under the conditons
imposed in the form of an extremely altruistic, a highly egoistic,
or a passively helpless attitude to the daily fight for existence”.

The same immediate reaction has been reported in some torture
victims by Reszczynski et al (1984): “This new “life condition”,
imposed by violence and power, was experienced by some as a
depersonalisation: the prisoner felt that it was not really himself
who was suffering, but “another”, while he himself was far-off,
distant.

Other persons felt the situation as a derealisation: the prisoner
felt that it was himself, not another, and that he was totally living
and feeling all that was happening to him, but that all that happened
was strange and unknown. A third group, the majority, however,
felt that it was all real and they could incorporate all the stimuli,
events and various acts”. (Translated from Spanish by the author).

Kieler (1980) described the immediate attitude to capture and
deportation as heroic against the capturers. When in the concen-
tration camps, the victims are changed into suffering martyrs.

Long-term imprisonment and sensory deprivation are known to
bring a person to a state of apathy and melancholia (Wexler et al
1958, Storr 1984).

The victims of the Hiroshima atomic bomb experienced such un-
believable and horrifying events that they acted as if they were not
true. Lifton (1963) described their mental state as “psychological
closure”, which would last sometimes for a few hours, and some-
times for days or even months, and merge into long-term feelings
of depression and despair.

The immediate reaction of torture victims to the inflicted torture
has been discussed by Biderman (1957) and Somnier & Genefke
(1986). The latter described four possible coping techniques for
torture victims: The victims might 1) react by isolating themselves
from the surroundings (introversion); 2) take refuge in fantasies
and dreams of escape (re-establishment); 3) create an admiration
and respect for the torturers (conversion); or 4) use a defence mech-
anism by which the victim appears as a neutral observer and tries
to reject the influence of the torture (intransigence). They stated
that the strategies of introversion and re-establishment were fre-
quently used, while conversion and intransigence were rarely used
by torture victims.

The admiration and respect of Hostages for their capturers (con-
version) has also been called the Stockholm Syndrome (Eitinger &
Weisceth 1980).

The question whether one can actually prepare oneself against
torture has been discussed especially among political opponents
who are themselves at risk of being tortured (Forest 1982). Sacchi
(1982), a Uruguayan doctor, himself a torture victim, found that it
was possible: “The fear is one of the most fundamental factors. The
person who fears at the first blow is logically going to feel tenfold
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the suffering compared to the person who is calm. There is an
enormous difference between the person who is prepared compared
with the non-prepared”. By means of a kind of meditation, when he
accepted the physical pain as a normal reaction taking place in the
brain, being transmitted by nerves, etc., he was able to concentrate
on other things and thus oppose the state of fear and suffering.

A group of doctors in the Philippines have published a book
about torture, and one of the aims was to prepare the victims and
their families so that they could better resist the torture (Pagaduan-
Lopez 1987).

Politically active persons coped better with concentration camp
experiences, compared with non-politically active persons (Bertel-
heim 1943, Kieler 1980).

In the present survey, the examined persons were as a matter
of confidence not systematically questioned about their political
activities, and consequently this question cannot be dealt with.

The present survey has not dealt with the question of possible
loss of identity. According to Grupo Colat (1982) this is a very
frequent complaint by torture victims. The victims are deprived
of all relations to their daily identity. They are not wearing their
own clothes, and are often undressed and hooded. “Their face
and identity have disappeared” (Amati 1977), and Amati concludes:
”The torture tests the whole personality, it tries to break the identity,
meaning the inner feeling of continuation and connection”.

Early symptoms after torture have been described (Al 1978
(Northern Ireland), A/ 1980 (Argentina, Colombia, Spain), 1981
(Iraq), 1983 (Chile), Pesutic 1985). Most of these studies agree
with the present survey that the most frequently reported mental
symptoms are sleep disturbances, anxiety, and irritability. Night-
mares were particularly frequent, during which the person re-
experienced the torture without any possibility of escape and woke
up wet with sweat.

Psychotic reactions were uncommon in the present survey. 14
persons developed hallucinations, but a psychiatrist may well not
not have labelled them all as psychotic. In the evaluation of a
possible psychotic state during and after torture, suicidal wishes
or even suicidal attempts have not been considered grounds for
labelling a person as psychotic. This should be viewed in the light
of the extremely severe pressure and subsequent fear and anxiety
when suicide can actually be considered to be a normal reaction. In
the literature, psychotic reactions are also rarely described during
or immediately after torture.

Psychotic reactions to other kinds of extreme stress are also
rarely observed. In war combat soldiers (Putten & Emory 1973,
Sedman 1961) psychotic reactions are rarely reported. Sgrensen et
al (1983) described mental “breakdown” in 6 of 37 Danish sailors
during the Second World War, but there is no information as to
how many of these were psychotic. Lifton (1963) reported very
few severe mental illnesses such as psychosis in Hiroshima victims.
Psychosis in Nazi concentration camps was rare (Helweg-Larsen et
al 1952), but the survivors were highly selected, since any sign of
mental disturbance might have led to the gas chamber (Thygesen
& Kieler 1952, Eitinger 1980a,b).

It has been discussed whether torture victims of younger age are
more vulnerable and less able to cope with the stress and therefore
develop more severe mental disturbances than victims of older age.
Those children who survived the concentration camps were more
damaged than adults (Eitinger 1980b). Kettner (1972) found that
soldiers under the age of 21 were more apt to succumb to combat
exhaustion than older men.

The present study did not show any statistical difference in men-
tal symptoms related to the age of the torture victim.

If one looks at all the different types of torture, physical as
well as mental, each constitutes a possible determining factor for
the development of acute mental symptoms. Threats and sham
execution were particularly associated with mental symptoms at
the time of torture.

At the time of examination, 68% of the persons complained of
mental symptoms. The same high percentages have been found by
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others (Puebla & Fuentes 1981, Warmenhoven et al 1981, Randall
et al 1985, Allodi 1985, Thorvaldsen 1986).

The mental complaints consisted mainly of sleep disturbances,
irritability, and anxiety. However few studies have described the
prevalence of mental symptoms. Reich (1986), in a literature re-
view, has estimated the prevalence of anxiety disorders in the pop-
ulation at only 3% for generalized anxiety, with a 2:1 female pre-
ponderance. Depression was the most frequently recorded sign by
the doctors at the time of examination.

Similar late mental symptoms have been reported with the same
high frequency after severe stress in concentration camp victims
(Helweg-Larsen et al 1949, Hermann & Thygesen 1954, Thygesen
et al 1970, Eitinger 1964, Strom 1968, Nielsen 1986), war sailors
(Askevold 1976, Sgrensen 1983), and combat soldiers (Archibald
1965).

Sexual problems after torture have been the subject of a closer
study by Lunde et al (1980, 1981). They studied 17 Greek men
who had been subjected to torture during the junta period (1967-
1975). Sexual dysfunction (reduced libido and erectile dysfunc-
tion) occurred in 29%. In the present study, sexual dysfunction
was recorded in 12%, but in more than half of the individual re-
ports there was no mention of whether or not the person suffered
sexual problems. The recorded 12% therefore represent the mini-
mal occurrence. The sensitivity of touching on sexual life in torture
victims is probably reflected in the fact that several authors do not
mention it at all (Randall et al 1985, Thorvaldsen 1986, Puebla
& Fuentes 1981, Foster & Sandler 1985b), or give it very little
attention (Warmenhoven et al 1981, Allodi 1985, Cathcart et al
1979, Petersen & Jacobsen 1985a, Pesutic 1985, Somnier & Gene-
fke 1986). When the frequency of sexual problems is reported, it
is rather constant at about 20%.

Hormone analysis of Greek male torture victims has been per-
formed by Lunde et al (1981). Plasma concentrations of luteinizing
hormone, follicle-stimulating hormone, prolactin, and testosterone
were all within the range found in the control group. Daugaard
et al (1983) re-examined the above-named Greek torture victims
and found no significant difference in the plasma concentrations
of luteinizing hormone, follicle-stimulating hormone, prolactin and
testosterone in those subjected to genital torture when compared
with those who had not received genital trauma. Plasma sper-
matocoagglutinins were not increased in either group, but sexual
disturbances were higher in the group subjected to genital trauma
(3/10) compared with the other (0/9). No statistically significant
differences regarding exposure to head or genital traumas and sex-
ual disorders were found in the present study.

Psychological aspects of sexual torture against women have been
described by Agger (1986).

The exact frequencies of sexual disorders in the normal popula-
tions of the countries whence the torture victims came or live are
not available. An incidence of 3.4% in males aged 26-45 years
has been reported in the USA (Kinsey et al 1948), and of 24% in
woman aged 40 in Denmark (Garde & Lunde 1982).

Examinations of concentration camp victims from the Second
World War have frequently disclosed sexual disorders. Strgm
(1968) found impotence with a frequency of 35.2% in men un-
der 50 years.

Follow-up study of torture victims world-wide has only been
carried out by Petersen et al (1985). Their study indicated that
mental symptoms do not disappear with time: “About 90% of
the examined persons had psychological symptoms at the time of
examination and no marked difference was found in the frequency
of the individual symptoms from first to second examination” (5
years’ interval). »

Mental problems in the individual torture victim have an influ-
ence on the family life, affecting the spouse and the children (Allodi
1980, Al 1981 (Labor de la profesion médica contra la tortura,),
Cohn et al 1980, 1981, 1985). This aspect is however outside the
scope of the present study.
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CONCLUSION

Torture consists of physical as well as psychological violence. The
latter leads to immediate as well as long-lasting mental sequelae in
the victims.

Fear and anxiety constituted the dominant immediate reaction
in the present study. Long-lasting mental symptoms were present
in approximately two-thirds of the torture victims. The most fre-
quently recorded symptoms were sleep disturbances, irritability,
anxiety, and depression.

G: UROLOGICAL AND GENITAL

SYMPTOMS AT THE TIME OF TORTURE

(B variable, reply rate = 0.61)
50 persons (25%), 44 men and 6 women, complained of symptoms
from kidney or bladder or both at the time of torture (Table V:G,1).

Haematuria was reported by 27 persons, | woman and 26 men,
with a median duration of 2 days (range 1-60 days). Its cause was
probably direct trauma to the urethral mucous membrane in 22
persons as follows: direct electrical torture of the penis in 8 men,
beating of the genitals in 9 persons, and both electrical torture and
beating in a further 3. The glans penis was injured with a tweezer
in one and burned with a cigarette in another. In the remaining 5
persons, no direct trauma to the mucous membrane could explain
the haematuria. Two of the men who had severe haematuria after
the beating were transferred to hospital. The haematuria lasted 6
days and 30 days, respectively, and ceased without medical treat-
ment.

Dysuria was reported by 24 persons, 4 women and 20 men. 4
of the men had been tortured by electricity in the genital region.
Two of the women had been raped, and in one of them, a foreign
body had been inserted in the vagina. Dysuria was accompanied
by back pain in 3 persons. Swelling and pain of the scrotum was
noticed by 11 men.

Other urological symptoms at the time of torture included short-
lasting strangury in 3 men, incontinence in 2 men, and passing
stones in 2 persons. One woman was admitted to hospital semi-
conscious after being beaten all over: her urine production was
very low, and she was told that a dialysis was under consideration.
She recovered after intravenous fluid therapy and had no urologi-
cal symptoms at the time of examination. One man who became
unconscious after severe beating all over the body, including head,
kidney, and genital region, was admitted to the intensive care unit
of a civil hospital. He underwent haemodialysis for 3 weeks be-
cause of anuria. He had no urological complaints at the time of
examination.

SYMPTOMS AT THE TIME OF EXAMINATION
(A-variable, reply rate = 0.82).
12 persons (6%), 11 men and 1 woman, complained of symptoms
from the kidney or bladder or both at the time of the examination
(Table V:G,1).

5 men and 1 woman complained of recurrent episodes of cysti-
tis, such as they had not had before arrest. 2 men had pain in the
renal region, but urine examination was normal and no explanation

Table V:G,1. Symptoms from kidney and/or bladder at the time of torture
and at the time of examination.

At the time At the time of

of torture examination
Symptoms n Yo n o
eI AT A L% s e st o s 5 o 27" 13 HR0)
DDy UL Al e s e o b v oo e o b 24 12 6413
B ACkPAIN o st o e o e s s ols e st 10. 5§ 2 1
@theiisymplomsiaty, To St TN Ea DR QIR 3]
Total S0 425 Pl S
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could be found. 2 men complained of minor changes in their mic-
turition. One 40-year old man suffered chronic glomerulonephritis
and hypertension. He had never had urological symptoms before
arrest, and the kidney disease was probably brought on during de-
tention. 15 days after torture he was admitted to hospital with a
fracture of the jaw and symptoms of cystitis with haematuria. He
received no treatment for the infection. After arrival in Denmark,
glomerulonephritis and hypertension were diagnosed and medical
treatment commenced.

MEDICAL EXAMINATION

Medical examination revealed atrophy of the testis in 6 men, bilat-
eral in 2 and unilateral in the rest. All 6 had allegedly been kicked
in the genital region as part of the torture, before which the testes
were reportedly normal in size. One of the atrophic testes was very
tender on palpation. One man, whose testes were normal in size,
complained of unilateral pain on palpation, and one epididymis was
swollen and sore.

DISCUSSION

Acute haematuria could be explained by injuries to the urethra in
the majority of the persons. Obviously, however, no confirmation
by diagnostic tests was available. The assumption of a lesion of the
mucous membrane of the urethra was solely based on the accounts
given by the torture victims themselves. Due to blindfolding or
fixation during torture, the victims were often unable to see what
exactly took place.

Blunt trauma of the urethra can be very serious because of the
danger of partial tearing or total rupture. These lesions require
skilled urological treatment, since they carry a high incidence of
urethral stricture, incontinence, and impotence (Al-Askari 1982).
Apart from the two men who were admitted to hospital due to
severe haematuria, it is unlikely that any of the other men with
haematuria had tearing of the urethra.

Blunt trauma of the kidney region is known to be a possible
cause of haematuria, but it usually subsides after a few days of bed
rest, leaving no permanent damage (A/-Askari 1982).

In a few cases, the haematuria could not be explained by di-
rect trauma of the genital or kidney regions. Haemoglobinuria has
been described in runners due to “footstrike” haemolysis (Eich-
ner 1985). The same mechanism might explain the “haematuria”
in some of the torture victims. Falanga in particular (beating on
the soles of the feet) is somewhat similar to the constant friction
of the feet as they strike the ground in runners. Warmenhoven
et al (1981) reported acute macroscopic haematuria in 10 out of
43 torture victims: “chiefly following beating and kicking in the
abdominal and kidney region”. No case of haematuria following
trauma of the urethral mucosa was described, but 6 persons re-
ported painful urination, especially following electric shock torture
in which the electrode had been placed in or near the urethra.

Dysuria at the time of torture could be explained in 25% of
the cases in the present study by an infection after direct genital
torture. In the remaining 75%, cold cells without bed or mattress,
lack of washing facilities, and unhygienic toilet conditions might
have been the cause.

The finding that, at the time of examination, the most common
symptom was recurrent bladder infection with dysuria, is in agree-
ment with other studies (Randall et al 1985, Warmenhoven et al
1981). In a prospective controlled study (Hougen et al 1988), dy-
suria was recorded with the same frequency in torture victims as
controls (21%), and Thorvaldsen (1986) reported symptoms from
the bladder or kidney or both with the same frequency among tor-
ture victims and their controls (18%).

CONCLUSION

Trauma to the genital region can cause haematuria in torture vic-
tims. Haematuria can also be caused by renal trauma. Some cases
of “haematuria “following beating may have been haemoglobin-
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uria, caused by a mechanism similar to footstrike haemolysis in
runners.

Dysuria is a frequent complaint among torture victims, probably
caused by torture instruments in some of the cases, and by cold
plus bad hygienic conditions in the rest.

At the time of examination, bladder or kidney complaints or
both were not found more frequently than were reported in control
groups.

H: GYNAECOLOGICAL

SYMPTOMS AT THE TIME OF TORTURE
(A-variable, reply rate = 0.90).

Torture is almost exclusively carried out by men. Female torture
victims, because of their sex, are subjected to special types of
torture, including sexual humiliation and rape.

Verbal sexual assaults were experienced by 22 of the 39 exam-
ined women (56%); 5 said they had been raped (13%), and another
5 that foreign bodies were forced into their vagina (cf. Chapter
IV). Sexual problems after torture have been discussed earlier (cf.
Chapter V:F).

At the time of torture, 24 women (61%) complained of symptoms
from the genital tract, 11 (28%) did not, and nil was registered in
the remaining 4 (10%) (Table V:H,1).

Irregular uterine bleeding was the most common symptom, re-
ported by 22 women. 10 developed amenorrhoea after the arrest
and beginning of torture. It lasted a median of 3 months (range
2-13 months) and was usually followed by a period of irregular
menstruation. 5 women had unexpected vaginal bleeding in con-
nection with the torture. One of these was a 39-year-old Greek
woman who developed very heavy metrorrhagia after severe tor-
ture. Her menstruations prior to arrest had always been regular.

She was transferred to hospital and a hysterectomy was per-
formed, after which she was returned to prison. 2 women began
to bleed when they were deprived of their contraceptive pills. 5
women had minor changes in their menstrual cycles.

Abnormal menstrual bleeding was reported by 12 women, 5 with
hypermenorrhoea and 7 with hypomenorrhoea.

Intermediary bleeding between normal menstrual periods was
reported by 7 women.

Painful menstruations, not present before the arrest, were men-
tioned by 5 women.

5 women complained of inflammatory symptoms from the gen-
ital tract, 4 had increased fluor vaginalis, and 3 of these said they
had suffered from salpingitis. 2 of these women had been raped.

Sexual assault also includes deliberate injury of the breast. Elec-
trical torture of the nipple resulted in small areas of necrosis in 3
women.

2 women were pregnant at the time of arrest. One of them was
in her third month of pregnancy when arrested in 1973 in Santi-
ago. After very severe torture, including beating of the abdomen,

Table V:H,l. Symptoms from the female genital tract at the time of torture
and at the time of examination. n=39.

At the time At the time of

of torture examination
Symptoms n % n %o
Irregularity in menstruation . .............. 22, 56 6. . 15
Increased menstrual bleeding . ............. St 13 R
Diminished menstrual bleeding ............ Tewl8 =D
Intermediary bleeding between menstruation . 7 18 B
PaniulFmensmuation.. . . . . losesiitint d Lk 5:513 4 10
Increased fluor vaginalis.................. 4 10 S 3
SAIPIMPSHSEIETC L e e 3 8 R 10)
Pregnant during imprisonment .. ........... 2565 - -
Abortions during imprisonment . ........... 1eiag - -
Total y & 24 6l 1231
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rape, and electrical torture in the vagina, she began to bleed. The
bleeding continued, and three months later she had a spontaneous
abortion while still in detention. She was referred to a hospital,
where she stayed for one month before she was returned to the
prison. The other woman was in her second month of pregnancy
when arrested. She began to bleed in connection with severe tor-
ture. The bleeding persisted throughout her pregnancy. She gave
birth to her child while still in detention. A detailed account on
her history is given in the appendix, case history V:H,1.

SYMPTOMS AT THE TIME OF EXAMINATION
(A-variable, reply rate = 0.97).

12 women (31% of the examined women) complained of genital
tract symptoms at the time of examination (Table V:H,1).

A change in menstruation was reported by 8 women, in 6 of
whom the cycle was irregular. The examination of these women
took place a median of 25 months (range 1-72 months) after torture.

Persistent abnormal bleeding was reported by 3 women, hyper-
menorrhoea in 1, and hypomenorrhoea in 2. Intermediary bleeding
persisted in 1 woman. Painful menstruations were reported by 4
women, and fluor vaginalis by 5 women.

MEDICAL EXAMINATION

Gynaecological examination was performed in one case only, and
no abnormalities were found.

DISCUSSION

Torture of female detainees includes sexual assault in more than
80% (chapter IV, Lunde 1981, Genefke & Nielsen 1985). The
mental consequences after sexual torture are tremendous and have
been discussed earlier. From a somatic point of view, sexual tor-
ture, including rape, insertion of foreign bodies in the vagina, etc.,
can have dreadful results. The vagina can be damaged by bro-
ken glass. Venereal disease, including AIDS, might be transmitted.
Other female tract infections might be contracted, either through
genital torture or due to the very bad hygienic conditons which the
inmates often suffer. Pregnant women are not spared, and the tor-
ture can induce an abortion. Conversely, the victim may become
pregnant following rape and have to carry her torturer’s child.

Fright and emotional disturbance are well-known factors in the
development of secondary amenorrhoea. It is therefore not surpris-
ing that the most frequently reported symptom in connection with
the arrest and subsequent torture was a change in uterine bleeding.

Amenorrhoea is known to occur due to dietary restrictions
(Anonymous 1978), but in female German concentration camp vic-
tims the disorder generally appeared before the women had been
affected by underfeeding (Helweg-Larsen et al 1952). Direct affec-
tion of the ovaries after stress has been observed (Stieve 1952), but
stress-induced secondary amenorrhoea is usually the result of a hy-
pothalamic-pituitary dysfunction characterized by a low secretion
of gonadotrophic hormones (Ufer 1969).

The menstrual disturbances ceased in approximately half the
cases and those that persisted were mainly irregularities in the
menstrual cycle. Studies of female torture victims are rarely found
in the medical literature. The existing studies contain only few
samples, and general conclusions are therefore difficult to make
(Randall et al 1985, Petersen & Jacobsen 1985a, Hougen et al
1988). No hormone analysis of female torture victims has been
found in the literature. Epidemiological studies of gynaecological
symptoms in the general population are still few (Ballinger et al
1985).

CONCLUSION

Contraction of female genital tract diseases has been observed in
connection with sexual torture and bad hygienic prison conditons.
No direct mutilation of the female genital tract due to torture was
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found in the present survey. However, only one gynaecological
examination was made.

Pregnant torture victims risk abortions.

Rape can result in pregnancy, but was not reported in this survey.

The most frequently reported gynaecological symptom reported
at the time of torture was a change in uterine bleeding. Amen-
orrhoea occurred in more than 25% of the female torture victims.
Fear-induced amenorrhoea is known to be the result of a hypo-
thalamic-pituitary failure disorder, with decreased secretion of go-
nadotrophic hormones. The same mechanism probably lies behind
the bleeding disturbances found in female torture victims.

Menstruation irregularity is the dominant persisting symptom.
No hormonal analysis of female torture victims was available.

I: OTORHINOLARYNGOLOGICAL

SYMPTOMS AT THE TIME OF TORTURE
(B-variables, reply rate = 0.58).

63 persons (31%) complained of symptoms from the ear, nose or
throat at the time of torture (Table V:I,1).

Hearing problems and pain in the ear were the commonest com-
plaints. The type of torture that carries a high risk of damaging
the hearing function is beating, particularly in the form of “telé-
fono”, in which both ears are beaten simultaneously with the flat of
the hand. Hearing problems and pain in the ear were significantly
associated with “teléfono” (Table V:I,2).

SYMPTOMS AT THE TIME OF EXAMINATION
(A-variable, reply rate = 0.86).

42 persons (21%) complained of symptoms from ear, nose or throat
at the time of examination (Table V:I,1).

A significant association between “teléfono” and ear symptoms
was found (Table V:I,3), but not between severe beating on the
head and ear symptoms (Table V:1.4).

Two persons complained of difficulty in breathing through the
nose because of septal deviation following blows to the nose during
torture.

MEDICAL EXAMINATION

A whispering test for the hearing function, performed in 79 persons,
was reduced in 13. Audiometry was performed in 33 persons and
showed reduced hearing in 7.

Otoscopy (185 persons) showed abnormalities of the eardrum in
7. Scar tissue consistent with an earlier perforation was found in
4 persons, and signs of infection in another 4.

Of the 19 persons who had been tortured with “teléfono”, 6 had
reduced hearing by the whispering test, 2 an abnormal audiometry,
and 3 an abnormal eardrum.

In 3 persons a fractured nose was found.

Table V:I,1. Symptoms from ear, nose and/or throat at the time of torture
and at the time of examination. n=200.

At the time At the time of

of torture examination
Symptoms n % n %o
Heanngsproblemsst o S oo s L, 40 20 33 16
| PTG Ot ST e 01 S it 30 15 9 4
RS S e o S T s e 4 1O S TAR B
Earinfection! e s ottt hn s etn it 25 e 8 4 4 2
INOSC DICEAING 1= = oot e i ops oot toisrenoiess: shoiorogene 7 3 0 0
SIUSIS = ok T s s s e e 4 .2 0
INOSE T AGTUTE 4 i oot s Raras Ko ks e 17 0 o e imehs o 3 1 3 1
Bleedingifromithetear Saiui L b e 25| 050
(O] T ORI (YR T OS5 s et i (s o e 0% 50 Daay 1
Erequentitonsillitiss i St e ()8 (1) 5410
Total 63 31 42 21

Danish Medical Bulletin

Table V:1,2. The torture form "teléfono” correlated to hearing problems
and ear pain at the time of torture. n=200.

"Teléfono™
yes __ no & n.i*) Total
n Goh*) n o) n Gok)
Hearing problems
ST gl ot o it INEESESR 29 16 40 20
s A A R e Lo 5 26 D5 30 60 30
I e R i e 3 16 97 54 100 50
Ear pain
VS el s, S LA | 9 47 21 12 30 15
B sioreiarior s 5 vins & 8 A BSOS 6 32 56 . 3l 62 31
IR NS O RO 2 4 21 105 58 109 54
Total 19 100 181 100 200 100
*) Not indicated.
** Column percentage.
Hearing problems Ear pain
Dl S a2 G W e ettt M <0.001 <0.001
O e R e S A B oy N.S. N.S.

Table V:1,3. Symptoms from the ears at the time of examination correlated
to the torture form " teléfono” . n=200.

Ear symptoms

yes no & n.i.*) Total
"Teléfono” n %o**) n ) n %o**)
T AE ol e e Blrs 10 53 9 47 19 100
Noi&na "ot domnt 5 -atiliel 285515 153 84 119 100
Total : 3819 162 81 200 100

*) Not indicated.
**) Row percentage.
p:1 <0.001.

p:2 <0.001.
p:corr<0.001.

Table V:1.4. Symptoms from the ears at the time of examination correlated
to severe beating of the head.

Ear symptoms

yes no & n.i.¥) Total
Severe beating
of the head n Do**) n oty n GoA¥)
Yes AR A 33 123 11357 146 100
Noir&s i) wl Bl an - mhia Sy 119, 49 91 54 100
Total Sldiadl 162 81 200 100

*) Not indicated.
**) Row percentage.
p:l N.S.

DISCUSSION

It is rather surprising that fracture of the nose was reported by only
3 persons and nose bleeding by only 7, considering that more than
70% of the victims were severely beaten on the head. However,
torture is very different from a “normal fight”, in that the victim is
quite defenceless and totally at the mercy of the torturers. When a
person is prevented from fighting back, he or she tries to avoid the
beating and turns the face away, and this may explain the small
number of nasal fractures.

“Teléfono™ produced immediate as well as long-lasting symp-
toms from the ears. It produces a shock wave against the eardrum,
probably very similar to the one produced by explosions. It seems
therefore reasonable to quote Kerr’'s (1978) clinical observations
after blast injuries in Belfast:

“Usually sensorineural deafness occurs accompanied by tinnitus.
In mild cases this tinnitus and deafness may recover fully in a
matter of hours. Severe cases may never recover fully. Perforation
of the tympanic membrane is common and occurs in the pars tensa
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which is the lower five-sixths of the tympanic membrane. These
perforations vary in appearance and may be linear tears, small holes
or subtotal defects. From time to time, there is also damage to the
ossicular chain.

Especially high frequency sensorineural deafness occurs with
preserved normal hearing for the speech frequencies.

The hearing loss may recover up to six months after the explo-
sion.”

Experimental animal studies have described damage of the
cochlear sensory hairs following exposure to a blast (Yokoi & Yana-
gita 1984).

A case history of a person who had been tortured with “teléfono”
is presented in the appendix. The symptoms and findings in this
person are very similar to the blast injuries just described.

CONCLUSION

Otorhinolaryngological sequelae after torture are mainly associated
with the hearing function.

Of particular importance is the type known as “teléfono”, which
seems to cause immediate as well as long-lasting symptoms. It is
suggested that its mechanism of action is similar to that of blast
injuries.

J: OPHTHALMOLOGICAL

SYMPTOMS AT THE TIME OF TORTURE

(B-variable, reply rate = 0.42).

20 persons (10%) complained of ocular symptoms at the time of
torture. 14 persons had visual disturbances, including blurred or
double vision or both. In the majority of cases, these symptoms
were said to be of short duration. 6 persons complained of infec-
tions in the eyes, thought in 4 to be caused by filthy cloths used
for blindfolding, in one the result of some kind of powder thrown
in his eyes, and in one the infection was due to “bafiera”.

SYMPTOMS AT THE TIME OF EXAMINATION
(A-variable, reply rate = 0.82).

16 persons (8%) had symptoms from the eyes at the time of exam-
ination. Visual disturbances were present in 15 persons, typically
in the form of optical problems requiring glasses, mostly for short
sight. No significant association between visual disturbances and
length of blindfolding or length of isolation could be found. One
person complained of repeated infections of the eyes, which began
during detention.

MEDICAL EXAMINATION

Conjuctivitis was recorded in 3 persons. The field of vision was
reduced in 2 men, homonynous hemianopia in one and unilateral
hemianopia in the other. Both were sent for further neurologi-
cal examination. Vison testing was not performed at the medical
examination.

DISCUSSION

None of the persons with eye symptoms could correlate the symp-
toms with direct trauma to the eyes, and no specific event during
torture or imprisonment could be correlated to the permanent visual
disturbances.

Traumatic injuries to the eyes have been reported after torture
(Al 1980 (Colombia)).

Infection was the most frequently recorded acute ocular symp-
tom in torture victims, probably caused by dirty cloths used for
blindfolding which the victims often had to wear day and night for
many days.

Short sight has been blamed by torture victims on prolonged
blindfolding or isolation, but no evidence for it was found in the
present study, nor in the literature.
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CONCLUSION

Acute eye symptoms from conjunctivitis were the most frequent
complaints. Reports of direct eye damage from blows have been
found only in the literature.

Very few long-lasting eye symptoms which could possibly be
related to torture and detention were found.

K: DENTAL

SYMPTOMS AT THE TIME OF TORTURE

(B-variable, reply rate = 0.59).
Acute dental symptoms were reported by 64 persons (32%) (Table
V:K,1). As a consequence of severe beating towards the head,
fractures of the teeth occurred in 27 persons, and loosening of
teeth in 19 persons. Bleeding from gingiva was reported by 9
persons. 8 persons said that they bled from the mouth, without
knowing the exact localization of the bleeding. In some of these
last, the bleeding might have come from the gums.

2 women reported that their fillings fell out about one month
after the torture. One of the women had been electrically tortured
against the teeth.

SYMPTOMS AT THE TIME OF EXAMINATION
(A-variable, reply rate = 0.79).

12 persons (6%) complained of dental symptoms at the time of
examination. 5 persons were complaining of toothache, and 8 of
gingival infection, to such an extent that the teeth were beginning
to fall out.

MEDICAL EXAMINATION

The dental examination was performed by the examining doctors,
except in 48 in which it was carried out by a dentist. 35 of these
were examined because a dentist participated in a medical mis-
sion, while in the remaining 13 the examination by a dentist was
performed in Denmark, mainly because dental problems were ex-
pected.

27 persons showed sequels of injury to the teeth, reportedly after
torture, some of which were missing in 18 and broken in 15. One
man, who was examined one month after torture, had an irregular
frenulum of the lower lip with small sores on it, allegedly caused
by beating. He also had a broken tooth and a detailed account of
his case is presented in the appendix.

The lower jaw was abnormal in 2 men, both following fractures
during arrest or detention. One of the men could only open his
mouth half way, and the other had a considerable deviation on
opening the mouth.

The presence of gingivitis or parodontitis was registered in 18
persons.

Description of caries was lacking in most of the cases.

DISCUSSION

Clavel (1973) described dental torture as follows: “Fayal de Lire
in Brazil was subjected to “the mad dentist”, which consisted of
his being tied in a chair, having his mouth forced completely open
with an instrument, his teeth drilled with a dentist’s drill.

Table V:K,l. Number of persons with dental symptoms at the time of torture
in 200 examined persons. n=200.

Symptoms n %
T HCE T 0T 0) ) RN SR o o DB o A s ) 3 o € i 27 13
iTeethiloosened i A < e S e R e s 19 9
TOONAPAIIL 2. - e cr i A Ll it o R 2 19 9
Bleeding from gingiva S S e e 9 4
Total 64 32
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During this treatment three of his teeth broke. He was then taken
to a doctor who gave him an injection, and shortly after, the torture
continued.”

No comparable accounts were given in the present study. How-
ever, in some cases electrical torture involved the teeth. Damage
to the teeth was mainly caused by severe beating of the mouth,
resulting in fractures or loss of teeth. The dental status of the vic-
tim at the time of arrest was sometimes very poor, and the teeth
which became damaged were actually “rotten”. Poor oral hygienic
conditions during detention with the lack of optimal dental clean-
ing by regular use of a toothbrush no doubt caused deterioration in
the dental state and development of varying degrees of parodon-
tal diseases, ranging from gingivitis and necrotizing gingivitis to
more profound forms of parodontitis. Similar findings have been
reported among prisoners of war (Diem & Richlin 1978), including
“trench mouth” or acute necrotizing ulcerative gingivitis among
persons suffering stress (Gonzales 1983). Dental treatment during
detention was usually lacking, and, if available, it was of a very
poor standard, often limited to extractions. Torture victims have
reported that amalgam fillings fell out after electrical torture of the
teeth, but X-ray examinations of teeth with amalgam fillings, re-
portedly electrically tortured, have not shown changes in the bone
or pulp (Bglling 1978).

The examination revealed sequels of damage to the teeth in 13%
of the victims, allegedly caused by torture. It is quite impossible
to assess whether the damage of a tooth originates from torture or
not. In the case of fracture, X-ray examination gives only little
information of the age of the fracture.

Considering that the prevalence of gingivitis is some 90% in a
normal Danish population (Kirkegaard et al 1987), the figure of 9%
in the present study seems ridiculously low. However, gingivitis
gives only few symptoms in the early stages. The inflammation
was said to worsen or begin during imprisonment as a consequence
of the poor oral hygienic conditions. However, this is impossible
to verify without knowing the dental state prior to arrest, and this
was not sought. Such information could possibly be obtained from
the local dentists who have treated the victims prior to arrest, but
no such studies have been found in the literature.

In the few controlled studies of torture victims (Thorvaldsen
1986, Hougen et al 1988) dental examination was not included.

66 torture victims have been treated at the Rehabilitation Centre
for Torture victims in Copenhagen, and Jerlang has reported (1987,
personal communication) that 111 teeth with caries were filled, 56
persons were treated for gingivitis, 23 teeth were extracted, 10
crowns and/or bridges built, 23 dentures fitted, and 4 roots treated.

Thorough examinations of torture victims by dentists have shown
that tenderness and actual pain in the temporo-mandibular joint and
masticatory muscles (fibrositis) are very frequent (Jerlang & Mar-
strand 1984). The painful, fibrotic muscles are often associated
with grinding of the teeth and headache. Dental treatment com-
prises occlusal splints, occlusal adjustments, muscle blocks using
local infiltration anaesthesia, and physical therapy such as massage.

CONCLUSION

Broken teeth and loss of teeth are common in torture victims.
Dental treatment during detention is often lacking or consists
only of extraction of damaged teeth.

Poor oral hygienic conditions during detention with lack of op-
timal dental cleaning can cause a deterioration in the dental state.
Long-lasting symptoms mainly comprise affection of gingiva.

Examination of the masticatory muscles should be included in
the medical examination of torture victims, since fibrositis has been
described to be present at a high frequency.
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CHAPTER V1. THE INFLUENCE OF
EXILE ON HEALTH COMPLAINTS IN
TORTURE VICTIMS

INTRODUCTION

QDdegdrd (1932) was the first to examine, in a controlled study, the
effect of exile on mental disorder. He studied Norwegian emigrants
living in the United States, and compared them with a control
group of Norwegians at home in Norway. He found a higher
frequency of mental disorders among the emigrants, measured as
the number of admissions to mental hospitals. He concluded that:
“the old belief in emigration to America as the best treatment for
peculiar, troublesome, unmanageable and maladjusted youngsters
is a fallacy. Many such young people are actually suffering from
incipient mental disorders of a very serious nature, and emigration
would be disastrous in these cases”. Internal migration has been
studied by Astrup & @degard (1960) and Qdegdrd (1982). The
internal migration was voluntary and had nothing to do with forced
internal exile, as some States use against political opponents. They
found that the rate of mental disorders, measured as the rate of first
admission to psychiatric hospitals, was lower among the group that
had migrated within the country (Norway) than those who had not.

The “emigrants” we are dealing with in the present study, how-
ever, are very different from the emigrants studied in the above-
mentioned studies. They are not emigrants of their own free will.
They are refugees, and thus forced into exile by the political situ-
ation in their own country. They have not had a free choice.

Refugees have been examined in a controlled study by Eitinger
(1958, 1959). He examined all refugees in Norway who had been
admitted to mental hospitals since the Second World War, and com-
pared them with a control group of Norwegian matched patients
with the same age, sex and diagnosis, and hospitalized at the same
time as the refugees. A significantly higher frequency of mental
disorders, especially reactive psychotic disorders, was found among
the refugees. However, the refugees had spent some time in con-
centration and refugee camps before arrival in Norway, and this
could serve as a part of the explanation.

The only other controlled studies have been made by Thor-
valdsen (1986) and Hougen et al (1988) who found a higher
frequency of mental complaints in tortured compared with non-
tortured refugees. A study comparing torture victims living in
exile with torture victims living in their home country could not
be found in the literature.

MATERIAL AND METHOD

In order to study the possible influence of exile on torture victims,
the present material was divided into those who were examined
when living in exile and those who were living in their country of
origin at the time of examination.

In addition, the Chileans living in Chile have been compared with
the Chileans living in Denmark. The examination of the Chileans
was performed in Santiago in 1982 (Wallach & Rasmussen 1983,
Al 1983 (Chile)), and conducted in Spanish, using the most recent
data-collecting form, thus resulting in very few missing values.

RESULTS
PERSONS IN EXILE COMPARED WITH THOSE LIVING IN
THEIR COUNTRY OF ORIGIN

At the time of examination, 111 persons were living in exile while
89 persons lived in their country of origin (Table VL, 1). Those
who were examined in their own country mainly comprise Greeks,
Spaniards, and Chileans.

The two groups were comparable with respect to age and sex,
but their countries of origin were very different.

Thus, 70 of the 89 persons not in exile lived in Europe, while
all 111 persons in exile came from countries outside Europe.

Important alleged torture forms for the two groups are shown in
Table VI,2. Significant differences were found concerning expo-
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sure to falanga and isolation (>14 days), the use of these having
been most frequent in the group of torture victims not living in
exile, while electrical torture, torture for more than 3 days, and
sham execution were more frequent in persons living in exile. This
difference can be related to the fact that falanga torture was pre-
dominantly exercised on Greek victims (not living in exile), and
electrical torture on Latin Americans (living in exile).

The symptomatology for the two groups is shown in Table VI,3.
Symptoms from the brain and the spinal cord were significantly
more prevalent in torture victims living in exile (p<0.01), com-
pared with those living in their own country. Otherwise the symp-
tomatology was not different in the two groups.

Symptoms from the central nervous system are shown in Table
VIL4. Impaired memory and impaired concentration were both sig-
nificantly more prevalent in torture victims living in exile (p<0.01).

The mental symptoms are shown in more detail in Table VIL,5.
Their prevalence in the two groups was in general similar, but
nightmares (p<0.01) and depression (p<0.05) were significantly
more prevalent in the groups in exile.

CHILEANS IN EXILE COMPARED WITH CHILEANS IN
CHILE

Differences in nationality could be the reason for the differences in
the symptomatology among the torture victims and thus act as im-
portant confounders. Chileans who have been examined in Chile
have therefore been compared with Chileans examined in Den-
mark. 18 Chileans were examined in Santiago, Chile, while 54
were examined in Denmark (Tables VI,6-10).

The two groups differed with respect to sex and age: those
examined in Chile are younger and have a higher percentage of
females.

The two groups experienced very similar forms of torture, but
most types of torture were registered with a higher percentage in
the exiled victims, and the torture method called suspension and

Table VI,1. Sex, age and country of origin in relation to exile at the time of
examination. n=200.

Living in exile

torture for more than 3 days were more prevalent (Table VL7).
The symptomatology in Chileans living in Chile was very similar
to that in Chileans living in exile in Denmark (Table VI.8). Den-
tal symptoms and symptoms from ears-nose-throat, however, were
only recorded in those living in Denmark. The only mental symp-
tom or symptom from the central nervous system recorded with a
significantly higher frequency among Chileans living in their own
country was “general tiredness” (Table VI,9-10).

DISCUSSION

There are several descriptive studies of the problems faced by both
tortured and not tortured refugees living in exile (Murphy 1977,

Table VI,2. Alleged torture types in relation to exile at the time of exam-
ination. n=200.

Living in exile

no (n=89) yes (n=111)
Torture type n %o*) n %o*) Total
Beatingya!lel. crppihreen. fasie: Alnar Jee or 87 98 111 100 198
ST e et A A e e b 85 96 1108995195
Beating onithethead SHEE S o 64 72 82 74 146
Electrical torture®*) . ..........ovsuee. 26 29 83 75 109
Falanga’hy 14 00 SRy Anasinns 43 48 [OVESI TN 62
Siispension| Jatede.fr, B C=an e ra i 2021122 3001227 255 50
Physical lexhaustion . = ot o: i ot 58 o 31035 37 = 335 68
Isolation’>> 14 days*)=. Jemp o oot 56 63 50 45 106
RAPE. Jooc aiion s s sslere b ket seets 1 1 6 5 7
Tortured foyers S day sttty 64 72 97 87" 161
hreats s e s e e 72 81 99 =NEOM 71
Sham: execution®*). . /1L L vinlisatan ve, 21424 42 38 63
Total 89 i1 200
*) column %.
##) p<0.01.
#4%) p<0.05.

Hakk) p 20,01,

Table VI,3. Symptoms from different organ systems at the time of exam-
ination in relation to exile. n=200.

Living in exile
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no yes
no (n=89) yes (n=111)
Organ system n %*) reply % n %*) reply % Total
n Yo*) n Jo*) Total
R LEocomotor e ST S 29 33 (91) 42 37 (O5)*N70
ale SKinFaes S S GRET R (67) 4 4 (88) 10
SR VEATSIN TS a0 i, Dl 57 64 62 56 119 DR talis e o o, e 5 6 (66) 7 6 (88) 10
% Sl T e oo e B e T 14 16 28e0 25 421 Ege o B S e O 108 (D) 7 6 1) 16
Ear-nose-throat ......... 17 19 (78) 2523 (93) 42
L iy 0B 18 e andne 19 21 (74) S g ) R S
Female Digestive tract. .- Lk 19521 =/(73) 32. 29 94) 51
SRSIVeAIS o 14 16 18 16 32  Kidney and bladder .. ... 2 2 (66) 10Ese90 2 (09)5ees1D
35 I il et e ) ¥ 2l 7 Female genital tract .. ... 4 22 (94) 8 38 (100) 12
XAl e 8 9 (45 16 14 (50) 24
Total female 18 20 2S5O 39 Brain and spinal cord**) . 48 54 (84) B N73 RN (RTH 120
= Peripheral nerve ........ 1213 (66) 13 12 (68) 25
ATIENUNANIIEI i AR Lt b R 0 18 18 '
it o n o il A el 0 1 1 Mentalss a8 S e inaney 59 66 (87) 78170 87) 137
ghile ; k ............................ 18 54 72 Total 89 111 200
BRI (ot ke e T T ot 1 0 1
ST g e A L Al 0 1 1 *) column %
BRODIANE RS s e 0 1 T e
(BIEEED o e U S S 35 0 35
IAOTCSIA P T e b sia o i st e s ek e 0 1 1 Table V1,4. Symptoms from the Central Nervous System at the time of ex-
JETAIET e o s A R AT SRS 1 0 1 amination in relation to exile. n=200.
[TE101 oy AL A ok R S et NI a Rl Bt 0 16 16 Living in exile
Nosthermnylreland vsivi. St Gk sass S 0 5)
Rhodesiatatotetesm o i oo <o 0 1 1 no (n=89) yes (n=111)
Spain e e b 28 0 28 Symptoms n %*) n o) Total
RO R ey i S i e 0 1 1
Switzeriandb W, I, =Jel Rl 1 0 1 Headache mars T S e S 28 31 48 43 76
i AnZANIANEY RSN 5 Ty, SR blnlirire 0 2 D2 Imnpairedimemory**) s v v usmatns s 22 25 49 44 71
Noandaie e . ) d e ik s s e 0 1 1 Impaired concentration**) ............. b 5731 85
T K S S R 0 13 13 Generalitiredness ...l oo DS n RS 138815 QN8 22
AT DTN T ot i e 0 1 1 Total with symptoms from CNS***)_ . .. 48 54 . 31 73 129
_ Total 89 111 200 *i) cohé)n(l)r: %.
. . ) p<0.01.
*) column %. *k) p<0.01.
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Chavez 1981, Tyhurst 1982, Grupo Colat 1982, Bustos 1986, Bus-
tos & Ruggiero 1986, Arenas et al 1987).

Mental disorders have been found to occur more frequently in
refugees than in the native population (Eitinger 1958). Refugees
who have been tortured have a higher incidence of health com-
plaints, compared with refugees who have not been tortured (Thor-
valdsen 1986, Hougen et al 1988). In particular, headache, sleep-
lessness, nightmares, and impaired memory were found to an in-
creased extent among the torture victims. Examinations of torture
victims living in their own country (Petersen & Jacobsen 1985a,
Petersen et al 1985, Puebla & Fuentes 1981, Ceres et al 1986,
Kordon et al 1983a,b), have shown a symptomatology similar to
that in torture victims living in exile.

The present very mixed study, including torture victims from
many different countries, shows that torture victims living in their
own country exhibit a very similar symptomatology compared with
those living in exile, though impaired memory, impaired concentra-
tion, nightmares, and depression were significantly more frequent
in persons living in exile.

Table V1,5. Mental symptoms at the time of examination in relation to exile.
n=200.

The findings must, however, be interpreted with great care, since
quite a number of variables might have influenced the results, the
most important being:

1. The nationalities in the two groups were very dissimilar.

2. The medical examination was very likely different when it was
conducted in a foreign country. ;

3. Some kind of selection could have been used when selecting
exiled persons.

4. Those forced into exile have possibly been tortured more
severely than those who stayed in their own country.

The comparison between Chileans living in their own country with
Chileans living in exile in Denmark did not demonstrate any differ-
ences measured as frequency of different symptoms except for gen-
eral tiredness, which was more frequently recorded among Chileans
living in their own country.

The two groups were comparable in alleged torture forms, but
different in sex, age, and the duration of torture. As the examina-
tion of Chileans living in Chile was carried out in Spanish by the

Table VI,8. Symptoms from different organ systems at the time of exam-
ination in relation to exile among examined Chileans. n=72.

Living in exile Living in
no (n=89) yes (n=111) Chile Denmark
Symptoms n %o*) n %*) Total Organ system n %*)  reply % n %*)  reply % Total
Sleepiigiproblerms oL L . s e 40 45 62 56 102 Locomotor.......... 5 28 (100) 20" 37 93) 25
N himATess Sy e 2PN =95 53 48 75 Skin#Bniss 2% 2L, .5 18556113 (100) Rl (80) 2
Irritability and/or anxiety .............. 47 53 B3NST 110 DPental i o1l i 0100+ ((100) 2rinis (87) 2
Bepression™ s Yin . s it 9 10 2523 34 By s . 2o Ak (100) 20 4 (85) 4
T (3 R T T S R R SS p 202 3 3 5 Ear-nose-throat . .. ... 0 0 (100) 13 24 (89) 13
RsychiatiCitieatments o v s - ot swiro s 10 11 7 6 17 Heart and lung ...... 5 28 (100) 6 11 (87) 11
Digestive tract....... 4 22 (100) 13 24 (87) 17
Mental symptoms 59 66 78 70 137  Kidney and bladder .. 1 6 (100) 5 9 (93) 6
*) column %. Female genital tract 2 40 (100) 3 60 (100) 5
*+) p<0.01. el 2 11 (50) 6 11 (41) 8
Brain and spinal cord . 11 61  (100) 37 69 (80) 48
) ) y ; ~ Peripheral nerve ..... 1 6 (100) 61 (52) T
Table VI,6. Sex and age at time of torture in relation to exile at the time of  Mental . . . .. ........ 13 72 (100) 3259 «i(78) 45
examination among examined Chileans. n=72.
A Total 18 54 2
Living in
Chile Denmark Sicolimiid
3 i 2 b8 oul Table VI,.9. Mental symptoms at the time of examination in relation to exile
NG el S e L Tt L AR TRMEFAT S S 8T 6] among examined Chileans. n=72.
Eemaleimas i v et ot el G Ao e 4 22 i 13,0 11 T
SRV TERTEY o i oA ol o R D ST 16 89 34 63 50 BN S L
SRR Sttt e e Y A 20 011 20 37 22 Chile Denmark
n=18 n=54
Total 18 100 54 100 12 Symptoms n Do*) n Yo*) Total
Hliesime iy, Sleeping problems~ J. it i, S0 TR AT 11561 24 44 35
Nightmaresswl. Ddasl Ja Vau el mnl 2e 15 10 56 184 33 28
Table VI,7. Alleged torture forms in relation to exile at the time of exam- Irritability and/or anxiety .............. 10 56 25 46 35
ination among examind Chileans. n=72. Depressioniat Aelatel S tate o et e 1 7 Sl 9
e in Suicide;Wish e et e S e 106 IS 2
Chile e Mental symptoms 130472, 324159 45
Torture forms n %*) n %o*) Total *) column %.
Beatin ot e 0T, Loty L 17 94 54 100 71
SeVEre DEAtiNgs v o s s ss = ssrbiaioisia s oiais 16 89 53 98 69 Table VI,10. Symptoms from the Central Nervous System at the time of
Beating on the head .. ................ 10 56 34 63 44 examination in relation to exile among examined Chileans. n=72.
Electrical torture .S mttios oo 14 78 47 87 61 o
R T e S e AR T el 1 6 (S | ) L SIS E e oI
SuspensionF RNt oL e L 1 6 175031818 Chile Denmark
Physical exhaustion .................. 20 il 1SH25 214 Bl L=
Isolation .14 days**®). .- ... oo 7 .39 21 39 28 Symptoms N %Y n %% Total
Rapeue.o TS h o i a5 o B = 1 6 2 4 3
Tortured over 3 days**¥) . ............. 10 56 47 87 57 Headache. | w07 (ous e, 50 595 Thesniss 528 19:="3§ 24
Ehhreats I BROTORT B ORI 90 AT 165 g9 MR RT 163 Impaired memory .................... 4 22 25 46 29
Sham execution. .. ................... 5 28 19 35 24 Impaired concentration . ............... 3 A 26 48 34
General tiredness**).................. 4 22 2 4 6
Total 18 100 SAERI Q072
Symptoms from Central Nervous System 11 61 37 269 48
*) column %.
*%) p<0.05; *) column %.
*4%) p(.01. **) p<0.05.
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mission delegates, possibly more symptoms were unveiled. Hav-
ing taken these reservations into account, the similarity of the two
groups could be an indication that the stressful situation of living
in a country where rearrest and torture are a daily threat could be
similar to the stressful situation of living in exile in Denmark.

CONCLUSION

Studies have shown that refugees have a higher incidence of mental
disorder than the native population.

Other studies of torture victims have shown that tortured refugees
have a higher incidence of health complaints, compared with non-
torture victim refugees.

The present study finds that the symptomatology among refugee
torture victims is rather similar to torture victims living in their
own country.

Torture sequels might not be more severe among exiled torture
victims than among victims living in their own country in a situa-
tion full of stress and fear of re-arrest and torture.

CHAPTER VIIL.
INTRODUCTION

One important aspect in a doctor’s relation to the patient is to
make a diagnosis. A diagnosis is made by the doctor on the basis
of symptoms, clinical signs, and clinical tests. It is crucial for
the medical profession, when dealing with diseases, to agree on a
common terminology in order to institute correct treatment and be
able to compare results of different treatments.

Clinical signs and clinical tests are normally well-defined con-
cepts, while symptoms described by the patient have a tendency to
lack delimitations concerning the quality and grading concerning
the quantity.

In earlier days doctors described and defined new syndromes,
often due to the lack of knowledge of the exact aetiology of a
disease. A syndrome was a constellation of symptoms and signs
which were thought to have the same causative origin. A classical
example is Robert James Graves who in 1835 described “toxic
exophthalmic goitre” as the combination of thyroid enlargement,
nervousness, sweating, and pronounced stare.

Today, syndromes are still used for descriptive purposes when
the aetiology is unknown. AIDS was such a case when the medical
profession, parallel with intensive search for a causative organism,
described the disease, its prognosis, and different treatment models.

Although different definitions of torture can be used, a possible
"torture syndrome” is different from the syndromes just mentioned
in that the cause is known. It is the effect of torture on the human
body and mind which is investigated. Torture types are numerous
and disclosure of new horrible types seems to be interminable.
Common to all are the stress and especially the anxiety imposed
upon the victim. All these types of torture may have so similar
an effect on the victims that the concept of a symptom complex, a
torture syndrome, has been discussed (Rasmussen et al 1977, War-
menhoven et al 1981, Allodi & Cowgill 1982, Thorvaldsen 1986).

Examination of torture victims has mainly been of a descriptive
nature, without a control group and often evaluated retrospectively
as in the present survey.

TORTURE SYNDROME?

METHOD

Torture types and torture sequelae can be both physical and men-
tal. The relationship between these four factors is probably ex-
tremely complicated, with considerable overlapping: physical se-
quelae caused not only by physical torture but also by mental tor-
ture, and mental sequelae caused by both physical and mental tor-
ture. The quantity of sequelae depends on the intensity of the
torture and the constitution of the victims prior to torture. Many of
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these aspects have already been dealt with earlier and this chapter
will focus on:

a) specific physical sequelae caused by specific torture types.
b) the constitution of a possible mental torture syndrome caused
by either physical or mental torture or a combination of the two.

RESULTS
A. SPECIFIC PHYSICAL SEQUELAE CAUSED BY
SPECIFIC TORTURE TYPES

Alleged physical torture types have been summarized in Table
VIL 1. Only torture types occurring with a frequency over 10%
have been included. Each torture type should in its description
include quantity and quality of the torture.

A detailed account has been given in chapter V of the possible
damage that these torture types could cause in the different organ
systems. Some torture types cause rather specific sequelae, and
the following is a presentation of some of these "specific torture
syndromes” .

Beating is the commonest torture type, ranging from a few slaps
in the face to severe beating with a club on the skull. Beating
should be differentiated according to a) quality: the instrument
used (fists, police baton, etc.), b) quantity: number of times and
the force with which the beating is carried out, and finally c) the
place on the body and whether the body is protected in any way
(clothes, shoes, etc.).

Severe beating on the head can produce postconcussion syndrome
(Kosteljanetz et al 1981). Severe beating under the soles of the feet
(falanga) can produce a closed compartment syndrome (Bro-Ras-
mussen & Rasmussen 1978, Bro-Rasmussen et al 1978, 1982).

Simultaneous beating with the palms of the hands against both
ears (teléfono-torture) can lead to lesions of the tympanic mem-
brane similar to blast injuries (Kerr 1978).

Beating can damage the red blood cells and thereby produce
haemoglobinuria similar to footstrike haemolysis (Eichner 1985).

Tight ropes around the wrists, handcuffing, or suspension by the
wrists might damage peripheral nerves to the hand in a similar way
to the handcuff neuropathy (Massey & Pleet 1978, Smith 1981).

Electric torture leaves changes in the skin which might be di-
agnostically significant, similar to changes that have been demon-
strated in experimental animal studies (Thomsen 1984).

Other skin lesions have been important factors in establishing
evidence of alleged torture because different torture types, e.g.
cigarette burns leave very characteristic changes.

Table VIL1. Most frequent (>10%) types of alleged physical torture.
n=200.

female male
(n=39) (n=161) Total
Torture forms n % n %o n %
Beatinor =y 2., O LT L F e o 38 97 160 99 198 99
Severeibeating:. .o o Siilos S UG S e 3590 160 99 195 97
againstitheshead .o S e ot oo Con oS 26 67 120 75 146 73
falangay S o ol o e pe s L R 923 5031 5929
in senitadlSte . i s . S S 0 0 4125 4120
Banging the head against the wall or floor... 5 13 26 16 31 15
Elccmicitorture R B R S e 20 51 89 55 109 54
Physicalfexhaustion’ ot ol e 6 15 6239 68 34
STANING = s o RN e N s ST v LR 7/
maintain abnormal body position. . ....... 2° 524 157 26718
forced, gymNastiC. i« e -l o iaet 10230 3 = 28]
ClimMAtiCASITESS: Syt inls « s emtora oo 153 385 052" 32 67538
ASPOYXIATION o1t eieiesasmionators o o o in o o sssotossio s ohs 14 36 45 28 59 29
wet submarino (la bafiera) .............. 718 32 20 39 19
Suspension by:arms or legs:......o.uwooa 410 29 18 33 16
suspension==lasbarral st et s s 3Bl el il e 20510
Torturetbyiheat il ol S S L e 2, 98 255 16NS9TaIg
Sexual violation using instrument .......... 8 21 12 =7 = 2081
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B. THE CONSTITUTION OF A POSSIBLE TORTURE
SYNDROME CAUSED BY BOTH PHYSICAL AND MENTAL
TORTURE

Types of mental torture and their frequency are tabulated in Table
VIL,2. Only types of torture occurring with a frequency above 10%
have been included.

Threats are the commonest type of mental torture. They may
threaten further torture, that the family will be arrested and tortured,
or that the detainee will be killed. It is questionable whether threats
alone should be called torture, but when combined with other types
of mental or physical torture, they clearly aggravate the situation.

31% experienced sham execution. Threats and sham execution
were associated with a higher number of mental complaints at the
time of examination (cf chapter VL:F).

Table VII,3 shows the most often recorded mental and neurolog-
ical symptoms. These symptoms were not caused by one specific
torture type. They are rather a total accumulated effect of all the
different “stressors”.

The most often recorded mental and neurological symptoms were
1) sleep disturbances with or without nightmares, 2) irritability,
change in mood, and/or anxiety, 3) impaired concentration, 4)
headache, and 5) impaired memory .

The individual number of the above-mentioned 5 symptoms at
the time of examination is shown in Table VII, 4. It should be noted
that more than 40% of all the persons had more than three symp-
toms, and that more than 20% had none of the above-mentioned
symptoms.

DISCUSSION

It should ideally be possible to treat the sequelae that result from
torture in the same way as other injuries like bus accidents, bomb
explosions, war lesions, etc. Lesions in each category have a sim-
ilar pattern although the intensity often varies. It is known that a
detailed description of the sustained lesions is a prerequisite for an
optimal treatment and its correct evaluation. However, torture vic-
tims often receive medical attention, usually in a foreign country,
only after a delay of several months, or even years. Follow-up is
correspondingly difficult.

The question of a possible torture syndrome was raised for the
first time by Rasmussen et al (1977): “The identification of a torture
syndrome (a well-defined group of symptoms experienced by indi-
viduals who have been tortured) had been expected, also that this
syndrome would differ from the KZ syndrome (Eitinger 1964, Hel-
weg-Larsen et al 1949), although there would be similarities which
could be related to the common factor of stress. The symp-
tomatology recorded closely resembles the post-traumatic cerebral
syndrome, and, to some extent, the KZ syndrome, in compari-
son with which there were fewer complaints or manifestations of
lethargy, and only one person had vegetative symptoms”.

The clarification of the concentration camp syndrome has been
extremely helpful in the rehabilitation and compensation procedure
(Socialministeriet 1974, Nielsen 1986), and the defining of a torture
syndrome might have a similar effect on the society’s granting of
compensation for torture victims (Daly 1980).

" Warmenhoven et al (1981) concluded: ’the question arises
whether a post-torture syndrome exists or whether it is likely to
develop with the passage of time in the same way that a post-
concentration camp syndrome arose. This question cannot be an-
swered at present”.

Allodi & Cowgill (1982), who basically found the same sequelae,
reported that ’the whole picture constitutes the so-called “torture
syndrome™”, and stated that it was similar to the post-traumatic
stress disorder as defined in DSM-III" (American Psychiatric As-
sociation 1980, Bech & Jepsen 1987). However, it is not stated
how many of the 41 examined torture victims would fulfil the cri-
teria of DSM-IIL

Post-traumatic stress disorder, as defined by DSM-III, includes
only mental sequelae.
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Table VII.2. Most frequent (>10%) types of alleged mental torture. n=200.

Sex
female male
(n=39) (n=161) Total
Torture forms n % n % n %
ThreatS? o iy by s A AN A s 38 97 133 83 171 85
(15 o ST E (5] 10 e s e S s o s 2 24 62 96 60 120 60
towards the prisoner‘s family and/or friends 22 56 64 40 86 43
ShamicXECUION &« e lo7s = oo oies oo e bt 13533 S 031l 63 31
LIndresseds, el il g O S 2SR o 22,56 6943 91 45
Sexual verbal assaults: e «sahiaiie . et 22 56 19 12 41 20
Changing attitude during interrogation
@the 'soodSaan’d) ore Y. oe ai RN e S 6, 15 19N IS 812

Table VIL3. Most frequently recorded mental and neurological symptoms
at the time of examination. n=200.

Sex

female male

(n=39) (n=161)  Total
Symptoms n % n % n %
Sleep disturbances and/or nightmares . ...... 24 62 78 48 102 51
Irritability, change in mood and/or anxiety ... 21 54 67 42 88 44
Impaired concentration................... 16 41 69 43 85 42
Headache . susesas dosiin s s maamisimate 16 41 60 37 76 38
Impaired MEemOryi . o% o 5 s rowos i, S 16:41° 55534 T35
[DEPFESSIONS = i are Rt L v s o ol Sy SH211 S 26516 a4 T
Feeling of. general tirtedness. ot S m s ol il 76 E - |

Table VII 4. The individual number of the following symptoms at the time
of examination: 1. Sleep disturbances and/or nightmares. 2. Irritability,
change in mode and/or anxiety. 3. Impaired concentration. 4. Headache.
5. Impaired memory. n=200.

female male

(n=39) (n=161)  Total
Number of symptoms n % n % n %
Q28 2005 ey s e R RO TR L 4 10 40 25 44 22
 (RLAARI R Sortaing e age: - - il el e ek i 6 16 28 17 34 17
A S e 14 36 25 16 39119

Kee et al (1987) found that 23% of victims of violence seeking
compensation for “nervous shock™ in Northern Ireland were suf-
fering from post-traumatic stress disorder as defined in DSM-III.

Thorvaldsen (1986), in his study, did not identify a torture syn-
drome: “No particular constellation of symptoms was found to be
specifically related to exposure to torture, and the findings have
not been considered sufficiently consistent to constitute the basis
for a syndromatically defined entity, explicitly indicating a causal
relationship between such a syndrome and exposure to torture”.

The present survey demonstrated a high incidence of both mental
and neurological complaints among the examined torture victims.
Without a suitable control group, however, it is impossible to deter-
mine whether a constellation of symptoms can justifiably be called
a “torture syndrome”, and likewise to make an estimate of the
number suffering post-traumatic stress disorder.

Petersen et al (1985) re-examined 22 Greek persons who were
tortured during the period 1967-74. 8 of them (36%) fulfilled the
criteria for a chronic organic psychosyndrome (COP). They de-
fined COP as persons with daily symptoms in at least three of the
following groups:

1) Reduced memory, reduced ability to concentrate, to fixate.
2) Disturbances of sleep, nightmares.

3) Psychological lability, anxiety, depression.
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4) Vegetative symptoms (diffuse gastrointestinal and/or cardiopul-
monary symtoms without detectable organic foundation).

Petersen & Jacobsen (1985a), in a prospective controlled study
from Spain, used a scoring system for the severity of symptoms in
the following way:

a) Somatic symptoms from more than one organ system = 1 point.

b) At least two of the following symptoms: depression, anxi-
ety, emotional lability, reduced ability/desire for contact, self-
reproach, sense of guilt, disturbed sleep, nightmares = 1 point.

c) At least two of the following: impaired memory, impaired con-
centration, fatigue, sexual disturbances = 1 point. They found
significant differences between the scores of the torture victims
and the controls.

Hougen et al (1988) used the same scoring system, and in their
controlled study they found significant differences between torture
victims living in exile and their controls.

The scoring system can be useful in comparing two groups in a
controlled study, but it is less likely to help identifying a possible
torture syndrome.

OTHER RELATED SYNDROMES

The concentration camp syndrome was first described by Hermann
& Thygesen (1954). The syndrome consisted of somatic and mental
symptoms. Each single symptom in itself was thought to be non-
characteristic and non-pathognomonic. It was the consistency and
regularity of the symptom complex which justified its designation
as a syndrome. Eitinger & Askevold (1968) defined the syndrome
with the use of a scoring system. 11 symptoms were included
(Table VIL5) and a minimum of 5 was sufficient for the syndrome
to be present. In non-selected material Thygesen et al (1970) found
that the majority were disablement-assessed at the 50% level or
higher. The group consisted of 52 concentration camp victims not
claiming compensation. The group could thus act as a kind of
control group, although they were possibly less affected compared
with those claiming compensation. Table VIL,6 shows that the
frequency of sleep disturbance, headache, impaired memory, and
irritability is very similar to the findings in the present study, while
the frequency of vegetative symptoms, depression, and tiredness is
much higher.

Follow-up investigations of Norwegian concentration camp sur-
vivors (Eitinger & Strgm 1973, Nielsen 1986) have demonstrated
increased mortality and morbidity.

Askevold (1980) described a war sailor syndrome among sailors
in wartime convoys with a similar symptom complex to the kz-syn-
drome. The complaints were divided into four clusters of symp-
toms: symptoms of asthenia, autonomic and somatic symptoms,
anxiety symptoms, and organic brain symptoms. The frequency of
the different symptoms is shown in Table VII,7. All the symptoms
are present at a much higher frequency compared with torture vic-
tims. One of the reasons might be that the examination took place
more than 20 years after the war and some of the symptoms are of
the kind usually encountered in the ageing process.

In the discussion of the aetiology of the war sailor syndrome,
comparison was made with the concentration camp survivors and
two common factors were found: the constant fear of death and the
isolation because of communication cut-off from their family and
country. These factors are also part of torture victims’ experience.

Post-traumatic stress disorder (PTSD), chronic or delayed, is
described by the American Psychiatric Association (1980), Bech et
al (1986), Bech & Jepsen (1987), and U.S. Dept. of Health and
Human Service (1980): The essential feature is the development
of characteristic symptoms following a psychologically traumatic
event that is generally outside the range of usual human experi-
ence. The trauma may be experienced alone (rape or assault) or in
the company of groups of people (military combat). Stressors pro-
ducing this disorder include natural disasters (floods, earthquakes),
accidental man-made disasters (car accidents with serious physical
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Table VILS. Symptoms included in the concentration camp syndrome
(Eitinger & Askevold 1968).

Symptoms:

1) Failing memory and difficulty in concentration
2) Nervousness, irritability, restlessness
3) Fatigue

4) Sleep disturbances

5) Headaches

6) Emotional instability

7) Dysphoric moodiness

8) Vertigo

9) Loss of initiative

10) Vegetative lability
11) Feelings of insufficiency

Table VIL6. Predominant somatic and mental symptoms 20 years after lib-
eration in 52 concentration camp victims not claiming compensation (Thyge-
sen et al 1970).

Symptoms n 3
Rapidstiting. oos. - ovipemmprt i st G itoboal e s SN 38 73
Persistent weight'deficit{(stated for SISl S5 S manm ey 10 20
ABE apDEaTance Sl I S 20 38
Beriodic Al e e 32 62
Hot flushes/sweating SSuE SRS R s i e P 38 i3
DBistutbance ofipotfeneyari .t i ts SRR W e R 15 29
Depression/lability-of meod. - ou. s S8 e e 22 42
Lability of affect/hypersensitivity to noise ................ 34 65
Nightmares/other symptoms of anxiety ................... 30 58
Psychoprovocation of somatic symptoms (hot flushes,

sweating, palpitations, diarrhoea, frequency of micturition) 21 40
Deterioation of memory/power of concentration ........... 44 85
Emotionalsncontinence i ety S s S SNSRI TS U s 16 31
Clinically assessed as demented ........................ 22 42

Table VIL,7. War sailor syndrome (Askevold 1980).

Symptoms %o

Asthenia group:

Bati gt s I e e A N e R B e P 94
Ttritabilitys o mrait s f: et d o S e R o SO R I S 84
Liackof initiatives ., . sl sl i i e S v ety 69
Emotiondliincontinence et i R sl s gy s e 73
Autonomic & Somatic group:
|B YV T Rt ot Skt At o el o SIS o it o i 62
SweatingattaeKs e . o R v e 79
Dy spepsiasy Attt i asi it s S R 52
I DOEHCE, e s smrotne st o ol W op sl et Rabilh PR ey S 82
SOMAC PR wisersienie rosisn oS Prs S S i PP S Vil
Anxiety group:
N TS R oL LI 94
RestlesSness 4 it il (S B Sl S L s R 87
Disturbedisleep:. samrte Ao wi St AN A et AT S S 86
ISElationiE it ettt IR ST 71
Organic brain symptoms group:
Imipaired ieHmOnRyS . atisit 5 e e S et SRS 96
Goencentration'difficulties s e e 89

injury, airplane crashes, large fires), or deliberate man-made dis-
asters (bombing, torture, death camps). Some stressors frequently
produce the disorder (e.g. torture) and others produce it only oc-
casionally (e.g., car accidents) ...

The diagnostic criteria for post-traumatic stress disorder:

A. Existence of a recognizable stressor that would evoke signifi-
cant symptoms of distress in almost everyone.

B. Reexperiencing of the trauma as evidenced by at least one of
the following: 1) recurrent intrusive recollections of the event
2) recurrent dreams of the event 3) sudden acting or feeling as if
the traumatic event were reoccurring, because of an association
with an environmental or ideational stimulus.

C. Numbing of responsiveness to or reduced involvement with the
external world, beginning some time after the trauma, as shown
by at least one of the following: 1) markedly diminished interest
in one or more significant activities 2) feeling of detachment or
estrangement from others 3) constricted affect.
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D. At lest two of the following symptoms that were not present
before the trauma: 1) hyperalertness or exaggerated startle re-
sponse 2) sleep disturbance 3) guilt about surviving when oth-
ers have not, or about behavior required for survival 4) memory
impairment or trouble concentrating 5) avoidance of activities
that arouse recollection of the traumatic event 6) intensification
of symptoms by exposure to events that symbolize or resemble
the traumatic event.”

The frequency of torture victims who fulfil the diagnostic criteria
for PTSD has not been found in the literature and the present
retrospective study does not allow such an estimation.

The human organism seems to have a rather limited way of re-
sponse to different traumatic events and therefore a considerable
overlapping of symptoms is found after very different traumatic ex-
periences (Sund 1976, Retterstpl et al 1982). Many different syn-
dromes have been named according to the cause, but they have a
rather similar symptomatology: chronic anxiety syndrome (Traut-
man 1964, 1971); combat exhaustion syndrome (Grinker 1945,
Archibald 1965, Kettner 1972, Putten & Emory 1973, Klonoff et al
1976, Beebe 1975); Traumatic war neuroses (Futterman & Pum-
pian-Mindlin 1951); survivor syndrome (Koranyi 1969, Niederland
1968); Hiroshima survivors (Lifton 1963); persecution syndrome
(Lederer 1965, Hoppe 1971); traumatic neurosies in Vietnam re-
turnees (Putten & Emory 1973); disaster survivors (Bennet 1970,
Lifton & Olson 1976, Gleser et al 1981); post-traumatic stress
disorder in Vietnam veterans (Sonnenberg et al 1985); hostages
survivors (Stofsel 1980, Burgess 1981), war prisoners (Gill & Bell
1981, Kral et al 1967, Nefzger 1970, Wolf & Ripley 1947).

CONCLUSION

Specific types of physical torture lead to specific physical seque-
lae. Specific description of the types of torture, including both
quality and quantity, could help to identify the association between
physical torture types and physical sequelae in more detail.

Torture victims complain of a range of mental and neurological
symptoms which still have to be studied in order to see if they con-
stitute a specific torture syndrome, different from other syndromes
after stressful events.

Clarification of terminology and definitions, especially concern-
ing the victims’ description of symptoms, should be stressed.

The creation of a well-defined torture syndrome, including so-
matic aspects, might be to the benefit of the torture victim, partic-
ularly in the seeking of compensation, such as has been granted to
concentration camp victims.

CHAPTER VIII. MEDICAL
INVOLVEMENT IN THE PRACTICE OF
TORTURE

INTRODUCTION

The explicit verbal expression for the medical/ethical responsibili-
ties of a doctor goes back to the Hippocratic oath (420 B.C.). Very
important aspects of a doctor’s responsibility are outlined in the
oath: I will prescribe regimen for the good of my patients accord-
ing to my ability and my judgement, and never do harm to anyone.
To please no one will I prescribe a deadly drug, nor give advice
which can cause his death.” (Duncan et al 1981, Andersen et al
1985). The Hippocratic oath has been the basis for the medical
oath that doctors swear when they graduate. Most national medi-
cal societies have developed their own medical oath, based on the
Hippocratic tradition.

After the Second World War, a war crimes tribunal at Nurem-
berg, 1947, gave judgement on 23 German defendants, mostly
physicians, who were accused of crimes involving experiments on
human subjects (Mitscherlich & Mielke 1985). The judgement laid
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down 10 standards to which physicians must conform when carry-
ing out experiments on human subjects, and this "Nuremberg code”
was accepted by the WMA. In Geneva in 1948, the Association
adopted an international code of ethics which included the state-
ment: “The health of my patients will be my first consideration”™.

In Helsinki in 1964, the WMA adopted more detailed recommen-
dations to guide medical doctors in bio-medical research involving
human subjects.

But it was not until 1975 that the WMA adopted a medical dec-
laration on torture, forbidding doctors from taking part in “torture
or other forms of cruel, inhuman or degrading procedures” (The
Tokyo declaration is reproduced in the Appendix).

On 18 September 1982, the General Assembly of the United
Nations adopted unanimously the “Principles of Medical Ethics
relevant to the role of health personnel, particularly physicians,
in the protection of prisoners and detainees against torture and
other cruel, inhuman or degrading treatment or punishment” (The
resolution is printed in the Appendix).

The Standard minimum rules for the treatment of prisoners
and related recommendations adopted by the first United Nations
Congress on the prevention of crime and the treatment of offend-
ers in Geneva, 1955, includes guidelines on the medical services
in penal institutions. The medical part of the rules is printed in the
Appendix.

In spite of these declarations, which clearly stipulate the re-
sponsibility of medical personnel with regard to torture, there are
numerous examples of unethical medical conduct (Clavel 1973,
Kandela 1981, 1986, American Association for the Advancement
of Science 1981, Wagner & Rasmussen 1983b, Kirschner 1984,
British Medical Association 1986).

Medical doctors are not the only group of medical personnel
who have participated actively in torture.

Nurses and others are known to have been involved (Rasmus-
sen 1982). It should be stressed that the International Council
of Nurses (ICN) adopted the Singapore resolution in 1975, which
contains guidelines for the care of detainees and prisoners. This
chapter, however, will be limited to the examination of the doctors’
role in connection with torture.

RESULTS

41 of the 200 examined torture victims in the present study reported
that medical personnel were involved in their torture. Varying
degrees of this involvement took place (Table VIIIL,1).

Non-therapeutic administration of drugs was used against 9 per-
sons. Detailed accounts have been given earlier (see Chapter V).

10 persons said that a doctor was present during their torture and
in some cases performed a medical examination, including blood
pressure and auscultation of the heart. On the basis of the exami-
nation, advice was given as to whether the torture could continue.

15 persons said that they received medical resuscitation because
they lost consciousness during the torture. The resuscitation in-
cluded artificial respiration by mouth to mouth method, and one
man woke up and realized that he was receiving heart massage.

It would clearly have been difficult for the detainees to be sure
whether the people by whom they were treated were in fact doctors
or health workers, or people pretending to be them. In 5 cases the
victims knew the actual names of the doctors. In other cases the
victims could give a very detailed description of the supposed doc-

Table VIIL 1. Medical involvement and attention at time of detention.
n=200.

Type of medical involvement/attention n %o

Non-therapeutic administration of drugs .................. 0 4
Medical personnel present during the torture .............. 10 D)
Medical resuscitation during the torture .................. 15 i
Medical attention resulting in hospitalization .............. 30 15
Medical attention' and treatment . .ivi . o e niges s SR 31 15
Total 41 20
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tor and would certainly be able to recognize him if a confrontation
could be arranged. The medical treatment or the medical terminol-
ogy used by the supposed doctor gave in some of the cases very
strong reasons to believe that the individual was a doctor who had
had a thorough medical training.

Only 23 of the examined persons thought that adequate medi-
cal care was provided during their detention. 61 persons received
some kind of medical attention during their detention. The med-
ical attention resulted in admission to hospital of 27 persons. 24
persons were admitted to hospital for treatment of a somatic dis-
ease or injuries. The different reasons for admission to hospital are
given in Table VIII,2. 6 persons were transferred to a psychiatric
department directly from detention, and 3 from a somatic hospital
department.

DISCUSSION
IN WHICH WAYS CAN THE MEDICAL PROFESSION BE
INVOLVED IN TORTURE?

The present study shows that the medical involvement in torture
can be exercised at many different levels. 34 doctors were ac-
cused of direct medical involvement, either by non-therapeutic ad-
ministration of drugs, being present during the torture, or actually
performing medical resuscitation during the torture.

The normal relationship between a doctor and his patient can
generally be divided into 3 major functions: 1) to make a diagnosis,
2) to treat the patient, and 3) to do prophylactic work. A rather
similar classification can be used about doctors’ involvement in
torture, and it is important to stress that these doctors are acting in
the interest of the torturers and not of the “patient”.

1) To make a diagnosis

(a) A doctor may examine a prisoner prior to torture to determine
whether the victim has any serious illness which must be taken
into consideration.

(b) A doctor may examine a victim between torture sessions to
determine whether he or she is likely to die if tortured further.

(c) A doctor may examine a victim after torture, e.g. prior to
release, in order to issue a medical certificate where the se-
quelae to torture are not reported. He can also fill out death
certificates, falsely listing natural causes of death.

2) To treat the patient

(a) A doctor may treat a detainee prior to torture in order that the
future victim can cooperate better with the torturers.

(b) A doctor may treat a torture victim between torture sessions in
order that the torture can continue.

(c) A doctor may treat torture victims after torture, for instance
to conceal the bruises, etc. The treatment in itself can not
be classified as medically unethical behaviour, but the lack of
reporting the incident might be (see later).

3) The opposite of prophylactic work

(a) Doctors can use their medical knowledge to create sophisti-
cated types of torture which do not leave any marks but are
maximally painful.

(b) Doctors may also in fact be responsible for torturing the victim,
e.g. by injection of drugs (Rasmussen 1982). In the present
survey no cases of doctors falsifying medical documents were
reported.

Medical treatment of torture victims did occur in quite a number
of cases, although it cannot be classified as unethical.

Quite a lot of torture victims were admitted to hospital to be
treated for injuries sustained by torture. This implies that hospital
staff had the possibility to observe and report incidences of torture.

In the appendix, case histories that illustrate medical involvement
at different levels are reproduced. The histories are taken from the
literature and from the present study.
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Table VIIL,2. Cause for admission to non-psychiatric hospitals of 24 torture
victims. n=200.

Cause n

5 6 (611 o) R b e o P MR S A e e s ST S BT
Haematomas®, =G i 0 Sl UGS SUSRE R st
Haematiraiandicomant sl Sames vl ol oA R Uil S cou R e
Ventricularnlcen and NacmMatOMIAS - s s ions sk oo et siegeisheess st
1) (518 €710 1 P00 U o A O R I P I i i G 0
Sequels tohungeEStEKELY. -0 . L oires e s SISO
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Total 24
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*) Details have been presented in Chapter VI, "locomotor systems”.

The medical involvement in torture has also been studied by
Allodi & Cowgill (1982), who found that, in a group of 41 Latin
American refugees who alleged having been subject to political per-
secution and torture under the military rulers of their own country,
medical care was not available for more than half of the individuals.
21 doctors saw and treated the torture victims, and the behaviour
of the doctors would be classified as ethical in only 5 cases when
the doctor offered comfort and protection to the patients. In 4 cases
the doctor collaborated, approving and allowing torture to continue.
In the rest, the doctor was neutral, never spoke to the patients or
inquired about injuries, and never offered comfort.

Testimonies of doctors involved in torture have among others
been published by Clavel (1973), Kandela (1981), Wagner & Ras-
mussen (1983b), Al 1983 (Chile), 1984 (Recent torture testimonies
implicating doctors in abuses of medical ethics in Chile) and Mar-
tirena (1987a,b).

Amputations

Doctors in Islamic countries have performed punitive amputations,
clearly cruel, inhuman, and degrading punishment, which contra-
vene international law and should be abolished. The doctors who
perform the operations are obviously violating the World Medi-
cal Association’s Tokyo Declaration, which forbids doctors from
participating in torture or any form of cruel or inhuman treatment
as punishment. The United Nations, in its 1984/22 resolution, ex-
plicitly stated that amputations are incompatible with the Universal
Declaration of Human Rights.

About 110 judicial amputations were inflicted in Sudan between
September 1983 and April 1985 under Islamic laws introduced
by President Nimeiri’s government. Most were amputations of
the right hand, but about 25 cross limb amputations (of the right
hand and left foot) were performed for violent or repeated theft.
The defendants were mostly convicted in summary trials without
legal representation. The Islamic law penalties of amputation are
no longer enforced in Sudan. However, the Transitional Military
Council has not revoked the penalties or rescinded between 40
and 50 sentences of amputation which have been imposed but not
carried out (A7 1985 (Sudan)). In Pakistan, President Zia ul-Hagq
also adhered to Islamic law and sentenced 22 convicted thieves
to the same punishment. The punishment has never been carried
out, however, because there are no doctors who will perform the
operation. The same is true in Libya.

However, it is known that the punishment has been used with
increasing numbers in Saudi Arabia and Iran during 1986. One
amputation was recorded in Saudi Arabia in 1983, while there were
10 in 1985 and 10 in 1986 (A/ 1987 (Cross-limb amputations)).

Floggings

Floggings are prescribed by the Koran as punishment for certain
crimes. Criminals have been sentenced to flogging in Pakistan,
Iran, Mauritania, Libya, Saudi Arabia and the United Arab Emi-
rates. In Iran more than 6,400 court sentences of physical punish-
ment were passed during a period of 12 months that ended in March
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1987 (Al 1987 (Amputations and floggings), (Iran)). This form of
punishment is mentioned not merely because it is a form of torture
in itself, but also because in several of the countries mentioned,
a doctor is required to examine the sentenced person to determine
whether he or she is “fit for flogging”, which is clearly a violation
of the Tokyo Declaration. Doctors have the possibility to protest
against such forms of punishment and work against their use, as
well as to give support to doctors who do not wish to participate
on ethical grounds.

Death penalty

In the United States several states have adopted a new method of
capital punishment, using lethal intravenous injection of a drug.
The preparation and administration of the drug is monitored by
medically trained personnel.

The medical participation in capital punishment by an injection
of a lethal overdose of medicine must be considered contrary to
the fundamental ethics of the medical profession. The American
Medical Association has protested and the World Medical Associa-
tion, at its meeting in Lisbon in 1981, adopted a resolution against
physicians’ participation in capital punishment.

Abuse of psychiatry

Abuses of medical skills directed against political state opponents
have been practised by psychiatrists particularly in the USSR (Fire-
side 1979, Drucker 1979, Al 1980 (USSR), Schulsinger 1982, Wag-
ner & Rasmussen 1983a, Al 1983 (USSR)).

The use of the diagnosis “’sluggish schizophrenia” in East Euro-
pean countries has been thoroughly analysed by Merskey & Shafran
(1986). It is well documented that this diagrosis is used forcefully
to confine to psychiatric hospitals human rights activists, nation-
alists, religious believers, and would-be emigrants (Tonge 1974,
Nightingale & Stover 1985, Wilkinson 1986).

HOW TO ENSURE THAT THE MEDICAL PROFESSION
OBSERVES THE MEDICAL/ETHICAL RULES?

National Medical Associations

International declarations such as the World Medical Association
Declaration of Tokyo and the U.N. Principles of medical ethics
(1982) have no automatic legal binding for individual doctors or
medical associations. These declarations serve as international
guidelines only. The national medical associations will have to
incorporate international conventions and declarations in their na-
tional rules, to which the medical profession is responsible.

In paragraph 12 of the medical oath and medical/ethical rules
for Danish doctors, it is stated: every member ought to study the
provisions of the medical law and other valid regulations, including
the international convention and declarations accepted by the Dan-
ish medical association, e.g. the Geneva, Helsinki, Sydney, and
Tokyo declarations. These declarations have all been translated
into Danish and are included in the Annual Medical Directory sent
to all members of the Danish Medical Association.

As a rule, a national medical association only has the jurisdiction
to condemn, fine or expel a member from the association. In grave
cases of medical/ethical abuse, a medical association can refer the
case to the national courts, which can prohibit the accused from
working as a doctor.

In totalitarian states where torture is practised, the the govern-
ment often obstructs the national medical association when it tries
to prevent members from participating in torture and to make them
obey the medical/ethical rules. Fortunately, however, there are in-
stances in countries where torture is practiced when the medical
association was able to contact individual doctors accused of par-
ticipation in torture and subsequently bring this to an end. The
following account serves as an example of this:

In the 7th National Medical/Ethical conference held in July 1984
with more than 600 participants in Montevideo, Uruguay, a resolu-

Danish Medical Bulletin

tion against doctors’ participation in torture and medical neglect of
sick prisoners was approved. The declaration included the creation
of an ethical tribunal to judge doctors’ participation in torture (Mar-
tirena 1987a,b). As a result of the activities of the ethical tribunal,
5 doctors were expelled for involvement in torture or unethical be-
haviour in relation to prisoners and many other cases were to be
investigated.

In mid-1982, an Amnesty International delegation visited Chile
to examine people who said they had been tortured (A/ 1983
(Chile)). While in Chile, Amnesty International medical delegates
(Wallach M & Rasmussen OV) met the head of the Chilean medi-
cal association, Dr. Juan Luis Gonzales, who said the association
was aware that doctors had been accused of taking part in torture,
and had condemned such participation. However, he had not been
able to identify the doctors involved, and had therefore been unable
to act against them. He added that the problem had caused great
concern among Chilean doctors.

This concern resulted in the creation by the Chilean Medical
Union of an investigation commission to look into the participation
of doctors in torture (Colégio Médico de Chile 1986). In July 1984,
the investigation of one case was completed and the doctor was
expelled from the medical organization; 7 other Chilean doctors
had been charged.

National medical associations play an important role in ensur-
ing that the ethical guidelines for doctors are not violated by their
members, and, if they so wish, national medical associations can
play a very significant role in the prevention of torture as a whole.
A part of the serious preventive work might be to elucidate how
such an interest can be created in national medical associations
(Bloche 1987, Claude et al 1987, Rayner 1987, Stover & Night-
ingale 1985a,b, Stover 1987). It would for instance be very useful
to analyse ways by which the Argentinian and Philippine Medical
Associations could be stimulated to take their medical/ethical obli-
gations seriously in the same way as the Medical Associations in
Chile and Uruguay.

International organisations

Doctors from both Uruguay and Chile (Martirena 1987a, Larrain
1987) have stressed the utmost importance of national as well as
international organizational support in the condemnation of doctors
participating in torture and other inhuman or degrading treatment.

There is a need for a greater international medical effort, not only
to stop individual doctors from participating in torture, but in the
overall use of medical doctors and medical organizations in the fight
against torture. The World Medical Association, in its 1975 Tokyo
Declaration, initiated this international effort. The World Medical
Association, however, does not represent the medical associations
on a world-wide basis, since many national medical associations
have left the organization. There is therefore need for another
international organization that would really represent the medical
profession world-wide, and would take up these important issues.
With the existence of the U.N. Declaration on medical/ethical prin-
ciples, an effort by the World Health Organization to implement
this declaration by U.N. member countries would be significant.

The WMA'’s Tokyo Declaration very clearly outlines the medical
profession’s responsibilities against torture and the cruel, inhuman
or degrading treatment of detainees.

It is, however, a sad fact that, although the Tokyo Declaration
is incorporated in most National Medical Associations’ guidelines
for their members, it is often violated.

Conflicts between national legislation and medical ethical guide-
lines such as the Tokyo Declaration have also been demonstrated
in a peaceful country like Denmark (Daugaard 1981, Rasmussen
& Kelstrup 1984, Ortmann et al 1986). Guidelines concerning
force-feeding deserve special attention (Kleinman 1986).

Only a limited number of doctors in a society are likely to be-
come associated with torture. The recruitment is made especially
among military doctors, police and prison doctors, and forensic
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medical specialists. These groups of doctors have therefore been
called high-risk doctors” by a "Prevention of Torture Group” un-
der the auspices of Amnesty International (Wagner & Rasmussen
1983b). One of the goals of this group was to contact these doctors
in countries where torture took place, to alert them to the existing
ethical codes, and encourage them to abide by them. Another was
to give them moral and other support if they were subject to perse-
cution by the authorities as a result of observing the ethical codes
and working against torture.

The education of the medical profession in medical ethics and
human rights has increasingly been included in the medical curricu-
lum. The forensic medical faculties have been particularly active
in this effort, and the topics have been included in International
Forensic Congresses (Bergen 1981, Oxford 1984, Sri Lanka 1986,
and Vancouver 1987).

It was an important step in the work against torture when the
International Forensic Association decided to include concern for
human rights in its programme. The World Psychiatric Association
(WPA) was another example of an international medical organisa-
tion which showed concern for the observation of medical ethi-
cal obligations among its members. In its Declaration of Hawaii
(1977), the WPA laid down ethical guidelines for psychiatrists all
over the world. The WPA has repeatedly protested against the
abuse of psychiatry in the USSR.

Other international medical organisations ought to incorporate
concern for the observation of medical ethics among their members
and give help to members who are endangered because of their
human rights activities.

International congresses provide a good forum to discuss these
issues and to alert doctors from countries where the human rights
are violated of their medical obligations. They also allow important
contacts between doctors who are concerned for the observation of
human rights in their own countries and colleagues who might be
able to give support.

It is the responsibility of the individual doctor to observe the
medical code of ethics, but to do this, a firm knowledge of these
codes is a prerequisite (Heijder & Geuns 1976, Al 1984 (Codes of
professional ethics), A/ 1984 (Ethical codes and declarations rele-
vant to the medical profession)). The teaching of medical ethics
in medical schools throughout the world is very limited (Allbrook
1983). In Denmark, it is only during the last few years that medical
ethical questions have been included in examination requirements
for medical students. It is the national medical associations’ respon-
sibility to raise the consciousness about medical ethics among their
members. International organizations such as the World Medical
Association and the World Health Organization should encourage
a greater activity in this subject.

LEGAL PROCEEDINGS AGAINST DOCTORS WHO ARE
ACCUSED OF PARTICIPATING IN TORTURE

Examples of legal actions against doctors accused of participating
in torture are rather few. The Nuremberg process was one of the
first, and, as indicated in the beginning of this chapter, on the basis
of the disclosure of the cruel, inhuman and unethical behaviour of
these doctors, the Nuremberg Code and Geneva declaration were
adopted.

An attempt was made to bring to trial those doctors who were
accused of torture during the junta period in Greece. However,
only few were sentenced, and they were released a few years later
(AI 1977 (Greece)). No attempts were made to bring doctors to
trial after the end of the dictatorship of Salazar in Portugal (1974),
during which many doctors were accused of participation in torture.

The medical associations in Argentina and the Philippines have
taken only few actions (Stover & Nightingale 1985a) to prosecute
their many members accused of torture, in spite of the numerous
testimonies which can help to identify the individual doctor. It
is thus noteworthy that over 10% of the examined torture victims
in the present study said that they thought they could identify the
supposed doctor who participated in their torture.
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In contrast to, for example, Argentina and the Philippines, the
medical associations in Uruguay and Chile have taken steps to
prosecute torture doctors (Danish Medical Bulletin 1987). The
Turkish Medical Association has taken similar initiatives. Such
efforts need and should receive international support. The Dan-
ish Medical Association, together with the Rehabilitation Centre
for Torture Victims in Copenhagen, contributed by organizing the
International Meeting on Doctors, Ethics and Torture in August
1986. The World Medical Association contributed with the Secre-
tary General’s mission to Chile in August 1986 (Wynen 1987).

In an International meeting in Montevideo in December 1987, it
was decided to create an International Commission against doctors’
participation in torture (Rasmussen et al 1988).

RECOMMENDATIONS

Their is a need for a powerful International Medical Organisation
to coordinate and work actively for the prevention of torture, and
receive and investigate allegations of doctors’ participation in tor-
ture. WHO has recommended the incorporation of these ideas in
their health programme.

Analysis of epidemiology of torture, and in particular of the
political and social factors that are related to its use, has increased
our understanding of why torture is used, and to a certain extent of
how it can best be eradicated (Fanon 1963, Lippman 1979, Baker
1980, Bergesen 1982, Harboe 1982, AI 1983 (Umenneskelighedens
ansigter), Bonaparte 1984, Forest 1982, 1987). Such studies are
very important for preventive measures against torture.

The British Medical Association set up a working group in 1985
to “investigate claims that in some countries doctors are cooper-
ating in the use of torture as a routine instrument of repression
by governments of all political persuasions”. The group’s work
resulted in an important publication (British Medical Association
1986), in which the problem was investigated and recommenda-
tions given.

Among the recommendations, the following seem to be espe-
cially important:

“National or regional medical associations accept publicly, by rat-
ifying declarations such as the Declaration of Tokyo, a collective
responsibility for the determination of the limits of ethical cooper-
ation between doctors and the State.”

“The training of doctors should include positive guidance about the
ethical framework within which doctors are expected to apply their
skills and knowledge. Positive training is necessary to identify the
circumstances in which pressure may be applied to distort a doctor’s
judgement about the moral framework within which decisions have
to be taken. Recognition by doctors of overt or hidden pressures
is the greatest safeguard against a drift to acquiescence in torture.”

”The medical profession has a responsibility to support any prac-
titioner who refuses to keep silent about abuses of human rights.”

”All deaths of citizens whilst detained in custody must be the sub-
ject of independent objective and competent medico-legal autopsy.”

“Doctors having knowledge of any activities covered by the Decla-
ration of Tokyo have a positive obligation to make those activities
publicly known. It is easy for the medical professions which prac-
tise in free democracies to honour this obligation. In totalitarian
regimes it is far more difficult and doctors in countries where tor-
ture does not occur have a responsibility to their colleagues to assist
them in this matter.”

At the International Meeting on Doctors, Ethics, and Torture in
Copenhagen in August 1986 (Danish Medical Bulletin 1987), the
following agreed recommendations deserve special attention:

”

. to urge all national medical associations which have not yet
done so to ratify, publicize, and implement the Declaration of
Tokyo as the definitive statement of the position of the medical
profession with regard to this topic;”
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. to urge all scientific and professional medical bodies on the
local, regional, national, and international level to incorporate the
principles of the Declaration of Tokyo into their statutes;”

”»

. to urge the profession in all countries of the world to intro-
duce into all their contracts and agreements with the authorities,
as relevant, paragraphs emphasizing that physicians may not be
forced under any circumstances actively or passively to act against
established medical ethical traditions;”

”

to urge the establishment of an international reporting and
information system regarding such ethical infractions within the
profession to facilitate the international exclusion from the medical
profession of doctors found guilty of participating in torture;”

”... to urge that international support be given by the profession to
colleagues who take action such as has been taken by the medical
profession in Chile and Uruguay and to mount international protests
against any efforts taken to hinder the profession in such attempts
to uphold the highest ethical principles of physicians;”

”... to urge the inclusion and integration in the medical educational
curricula, from the earliest possible stage of information about the
existence of this problem and instruction in the ethical responsibil-
ities and ethical regulations by which the doctor is bound and to
which he may refer when subjected to pressure to act contrary to
the best ethical principles of the medical profession;”

”... to urge that the educational curricula for all health professions
as well as for the police, the legal and military professions include
information about the ethical and legal prohibition of torture.”

CONCLUSION

The medical profession’s participation in torture is well-docum-
ented. The participation varies from treating torture victims in
custody, with lack of reporting the incident, to active participation
in the torture itself.

In spite of numerous testimonies in which torture victims identify
the doctor, very few legal prosecutions have taken place.

The national medical associations are responsible for the ethical
conduct of their members, and very clear declarations, such as the
Tokyo Declaration, serve as unambiguous guidance. The national
medical associations should be encouraged by all national as well
as international means to live up to these obligations.

Doctors who are found guilty of torture should not be allowed
to practice as a doctor in any country of the world.

Both governmental and non-governmental International Medi-
cal Bodies should be encouraged to incorporate the prevention of
torture into their programmes. It is recommended that WHO in
particular should include these ideas in its health activities.

CHAPTER IX. MEDICAL PROFESSION
AGAINST TORTURE

The role of the medical profession in relation to torture mainly falls
into three parts:

1) Rehabilitation and treatment of torture victims.

2) Prevention of torture.

3) Medical participation in torture (this item has been covered in
chapter VIII).

1) REHABILITATION AND TREATMENT OF
TORTURE VICTIMS
CHILE

Systematic rehabilitation and treatment of torture victims and their
families were initiated in 1973 in Chile as a consequence of the
many people who suffered from t’]e massive repression and torture
which began when President Pinochet came to power in Septem-
ber 1973 (Al 1981 (Labor de la profesion médica), Allodi 1980).
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Doctors and health workers were alarmed at the consequences of
the torture on the victims, their families, and the whole society.
Different political and religious groups began to form minor cen-
tres where treatment could be initiated. The author had the privi-
lege of visiting some of these in 1979 and was impressed by their
work. The applied treatment model mainly constituted family ther-
apy and group therapy. The use of testimonies in treatment was
emphasized: by telling the story the victim could begin to recover
from the pain and suffering. The pain should actively be shared in
a group of solidarity. The group solidarity also included political
solidarity with the main goal of reinstituting the respect for hu-
man rights in Chile. Children affected by the political repression
are treated in special centres (Latin American Documentation 1986,
Sveaass 1987, Carli 1987). In other Latin American countries, as
well as in refugee centres in Europe, treatment models inspired by
the “Chilean School” have been created. The literature about the
treatment in the different centres is mainly in Spanish and mostly
descriptive (Puebla & Fuentes 1981, Barudy 1981, Kordon et al
1984, Gomez 1985, Vicaria de la Solidaridad 1985, Neto 1985,
Ceres et al 1986, Kordon & Edelman 1986, Bustos 1986, Deutsch
1986, Dominguez & Weinstein 1987, etc.).

AMNESTY INTERNATIONAL

At the Amnesty International Medical Seminar: "Violation of Hu-
man Rights: Torture and the Medical Professions” Athens 1978
(Al 1978 (Violation of Human Rights)), a working party on the
rehabilitation and financial compensation of torture victims was es-
tablished (hereinafter referred to as the Al rehabilitation working
party). It was noted that “from medical studies on torture vic-
tims, sufficient evidence has been gathered to substantiate that, in
most cases, torture and cruel and inhuman or degrading treatment
have long-term effects on the victims, which impair his/her phys-
ical, psychological and social functioning, and these effects invite
strongly the attention of the medical profession in regard to care
and treatment; and that questions of financial compensation and of
free medical, dental and mental care for victims of torture play an
important part in their medical treatment and rehabilitation”.

From the first evaluation (Rasmussen et al 1977), it was strik-
ing how much symptoms found in torture victims resembled the
symptoms found in concentration camp victims, convoy sailors,
and hostages. On this background, an international seminar was
arranged in Copenhagen in 1979 inviting doctors with experience in
these areas to discuss mutual aspects and give guidance for future
research (Danish Medical Bulletin 1979).

There was general agreement that treatment and rehabilitation
should be carried out by a team with expertise as well as social
and human understanding and appreciation of the victims’ situa-
tion. This team should include doctors, nurses, psychologists, and
social workers. The establishment of centres for the rehabilitation
and treatment of torture victims was recommended. These centres
should function independently of Amnesty International.

When the working party met in London in 1980 it was agreed
to encourage the development of the first centre for the rehabilita-
tion of torture victims in Copenhagen. Other rehabilitation centres
have since been established in Europe and other parts of the world
(Danelius 1986).

REHABILITATION AND RESEARCH CENTRE FOR
TORTURE VICTIMS IN COPENHAGEN (RCT)
The RCT was founded in Copenhagen in 1982 (RCT 1985, 1986,
1987, Nielsen et al 1985).

During the period 1980-1982 a specific therapeutic method was
developed at the Department of neurology, Rigshospitalet, Univer-
sity of Copenhagen. The centre was officially inaugurated in 1984.

Treatment model

The treatment of torture victims was based on individual psy-
chotherapy. Victims of torture seaking treatment have both so-
matic and psycho-social problems. Consequently a holistic model
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was being applied. The treatment model has proved to be applica-
ble and the first results have been published (Barfoed et al 1982,
Agger et al 1985, Bloch & Myller 1988, Ortmann et al 1987, Ja-
kobsen 1987). The fundamental principle of the treatment, which
is the basis for the RCT’s treatment today, has been defined by
Lunde et al (1987):

”1) that procedures which may remind the patient of the torture
he or she has been exposed to should be avoided as far as
possible;

2) that the treatment shall be both physical and mental, with phys-
iotherapy as an important element of the physical treatment;

3) that the physical and the psychical treatment shall run in par-
allel with each other;

4) that the treatment shall include not only the individual victim
of torture but also his or her entire family;

5) that the social conditions shall be included as a factor, and
personal social service shall form part of the treatment”.

Research

The treatment model is being evaluated and adjusted according to
the findings (Genefke & Aalund 1983).

Research of the applied clinical model and the results achieved
by the treatment are however confronted by some major problems:

It has not been feasible to make a prospective controlled ran-
domized study of a treatment and a control group, mainly because
it is considered unethical only to examine and not treat a control
group. In addition, however, there are other factors which make
research studies of the treatment of torture victims very difficult.
Torture victims come from countries where there is very little tradi-
tion for controlled randomized studies, and from a foreign culture.
Torture victims who are in need of treatment are generally speak-
ing very shy and mistrustful, wanting to isolate themselves. The
treatment model in RCT is based on mutual trust, and any kind of
research which gives the torture victims the feeling of being used
as guinea-pigs will automatically ruin the contact and confidence
which is the prerequisite for successful treatment. Treatment of tor-
ture victims, as of other patients, is based on knowledge. Research
into treatment models is therefore in the interest of the torture vic-
tims, and the terrible experiences the torture victims have suffered
do not legitimize any low methodological standard (Boysen 1984,
Riis 1987, Thorvaldsen 1987). Research is carried out at the RCT
(Lunde et al 1987), using “a prospective, descriptive method based
on self-reported description of health — by interview — the exam-
iner’s assessment at entrance, open intervention (treatment) and
open evaluation of treatment — by the torture survivor and by the
examiners”.

UNITED NATIONS (UN)

There was a recommendation in 1978 (Al 1978 (Violations of hu-
man rights)) that the UN should set up a special United Nations
fund to guarantee free and adequate medical treatment for torture
victims, whether refugees or residents in their own countries. The
United Nations Voluntary Fund for Victims of Torture was estab-
lished by General Assembly resolution 36/151 of December 1981,
for the purpose of receiving voluntary contributions for distribu-
tion, through established channels of assistance, -as humanitarian,
legal and financial aid to individuals who have been tortured and
to their relatives. The Fund has since its establishment played an
important role in supporting many therapy and rehabilitation pro-
grammes in several countries in different parts of the world. The
Voluntary Fund has also supported the training of medical profes-
sionals in the treatment of torture victims (Danelius 1986, Rodley
1987).

2) PREVENTION OF TORTURE

Since the beginning of the 1970s an increasing interest has been
shown in how the medical profession can assist in the preven-
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tive work against torture (Baker et al 1973, Bowden 1976, Riis
1977, 1978, 1980, Danish Medical Bulletin 1979, 1987, Burges
1980, Anonymous 1980, 1981, 1982a, 1982b, 1985, Berger 1981,
Berro et al 1986, Bankowski 1982, Council for International Orga-
nizations of Medical Sciences 1984, Kosteljanetz & Aalund 1983,
Marcussen et al 1983, Leon 1983, Wilson 1983, Payne & Rus-
sell 1984, Gaylin et al 1985, Goldman 1985, Stover & Nighting-
ale 1985a,b, Bendfeldt-Zachrisson 1985, Knoll & Lundberg 1986,
Bloche 1986, Beardsley 1986, Nightingale & Stover 1986, Ras-
mussen 1986, Genefke 1986a,b, Hanauske-Abel 1986). Lery &
Labarthe (1984) have published an extensive bibliography on tor-
ture of special interest for the medical profession.

PREVENTION ON A NATIONAL LEVEL
The individual doctor

Doctors who work against torture and for fundamental human rights
are often at great risk of becomming themselves victims of the
repression they try to prevent.

Many doctors have been arrested and tortured, accused of subver-
sive activities because they have treated torture victims, denounced
torture, or in other ways worked actively against the practice of tor-
ture (Al 1976 (Medical personnel in prison), Meltzer 1979, Jadresic
1980, Onaindio 1980, Al 1986 (Olivares), 1987 (Macaya), 1987
(Gomez & Taborda)). Doctors, themselves imprisoned, have as-
sisted and treated fellow prisoners and helped to understand the
horrors which take place behind the barbed wire (Thygesen 1945,
Engzell 1981, Koskela 1981, Laino 1983). In spite of the notorious
danger, doctors continue to use their medical skills against torture,
and they should receive all possible international support and pro-
tection in their activities. The medical profession is probably the
one which is most likely to be confronted with torture victims. It
might be as a general practitioner when one of the patients com-
plains of symptoms following torture. Torture victims are brought
to the first-aid department or intensive care unit of a hospital, and
hospital doctors are in charge of the treatment. Forensic doctors
see torture victims when a medical certificate is required by the
police or at the autopsy of dead torture victims. Prison doctors,
police doctors or military doctors who work in close contact with
the institutions responsible for the torture are more than likely to
see torture victims or even to collaborate with the torturers.

A doctor who sees a torture victim should be obliged by law
to report the case to the authorities for further investigation by the
police, as for instance in the case of a suspected battered child syn-
drome. The problem with reporting torture cases to the authorities
is that the authorities who will be in charge of the investigation
are probably those responsible for the torture, and this would be
like asking a murderer to investigate his own crime. At best, the
notifying doctor will be told that the case will be investigated —
but nothing is actually done. Another possibility is that the torture
victim or his family will be subject to threats, harassments, rear-
rest, or even torture. Finally, the doctor who has complained to the
authorities is at risk of being arrested and tortured, charged with
subversive activities.

National medical organizations

Doctors might turn to the National Medical Association, but this
is likely to be controlled by the government. They.might also
turn to their national specialist association, such as general practi-
tioner, forensic specialist, psychiatrist, etc. National associations,
through international specialist contacts, can play an important role
in creating an international awareness about human rights abuses
(Rafaelsen 1987). These efforts, however, are still very few, and
they depend on the initiative of local doctors who run a big risk
themselves. An International Medical Body outside the control of
the local authorities is called for, which could receive allegations
of torture and take appropriate action.
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PREVENTION ON AN INTERNATIONAL LEVEL
Non-governmental organizations

The proposed International Medical Body (IMB) could be a non-
governmental organization, with the advantage of independence
from national interests. Several such organizations actually exist,
but have still not proved to be very powerful.

Two main purposes would be achieved by establishing an IMB
to receive medical evidence of torture:

1) The IMB would receive first-hand medical accounts of torture,
on which they should take appropriate action (see later).

2) The individual doctor who gives the evidence shows in this way
that he or she does not approve of torture. This might be helpful
if legal prosecution for being involved in torture at a later stage
should take place.

Governmental organizations

There is a need for a powerful International Medical Governmental
Organization. The World Health Organization (WHO) is probably
the best existing organization to incorporate a programme on the
prevention of torture in its activities. WHO has contributed to im-
portant meetings on health hazards of organized violence (World
Health Organization 1983, 1987), dealing with the curative aspects,
but has as yet abstained from active involvement in preventive and
monitoring work. If WHO was to create a committee to receive
medical evidence of torture, a system of reporting to the UN Com-
mittee against torture could be established. The UN Committee
could also take action from the received information, because, ac-
cording to Article 22 in the Convention against torture (1984),
States that are parties to the Convention may declare that they:
“recognize the competence of the Committee to receive and con-
sider communications from or on behalf of individual subjects to
its jurisdiction who claim to be victims of a violation by a State
party of the provisions of the Convention™.

According to Article 20 of the same Convention, the Committee
can on its own initiative, with the consent of the State in ques-
tion, decide to perform a fact-finding mission: “If the Committee
receives reliable information which appears to it to contain well-
founded indications that torture is being systematically practised
in the territory of a State Party, the Committee shall invite that
State Party to co-operate in the examination of the information and
to this end to submit observations with regard to the information
concerned”.

WHO has created the International Classification of Diseases,
and this has been adjusted at regular intervals (World Health Or-
ganisation 1977). Torture is not specifically mentioned among the
non-accidental causes of violence. If WHO were to include torture
as a specific cause with a specific number, it would be feasible
to receive information from different countries with the number of
cases under treatment for sequels of torture. The proposed com-
mittee in WHO could be responsible for obtaining these diagnoses
and publishing the results at regular intervals, in the same way
as malaria is handled for example. These reports could serve as
important indicators of the spread of torture and the need for treat-
ment, provided the reporting system was reliable.

Doctors to protect detainees from torture

If a government so wishes, the medical profession can be used very
effectively in the prevention of the torture of detainees (A/ 1978
(Northern Ireland), 1980 (Spain), 1983 (Chile), Kelstrup 1986).
All arrested persons, and especially those accused of anti-state ac-
tivities, should be offered a medical examination by an indepen-
dent doctor prior to interrogation. A detainee should at any time
have the right to independent medical assistance, and an indepen-
dent medical examination should be offered to all prisoners before
transfer from police custody to prison or release. The findings of
all medical examinations and details of any medical treatment must
be recorded in detail and made available on demand to any parties
in case of allegations of torture.

Danish Medical Bulletin

Although the following legal instruments (1-4) all serve as very
important stimuli to avoid torture and perform investigations of tor-
ture allegations, there are no recommendations for suggestions of
specific, detailed, practical preventive safeguards in the text: 1) UN
Declaration on the protection of all persons from being subjected
to torture and other cruel, inhuman or degrading treatment or pun-
ishment (1975), 2) UN Convention against torture and other cruel,
inhuman or degrading treatment or punishment (1984), 3) UN stan-
dard minimum rules for the treatment of prisoners (1977), and 4)
UN Code of Conduct for law enforcement officials (1979). But it
is known that simple measures like closed-circuit television moni-
toring of interrogations by senior officers, detailed record-keeping
of detainees, the offer of a medical examination every 24 hours,
and access to a lawyer after each 48 hours in custody proved to be
an effective way of decreasing the complaints of torture in North-
ern Ireland (A7 1984 (Torture in the eighties)). The Human Rights
Committee in 1982 adopted a general comment that states should
take additional preventive and remedial steps to ensure effective
control of the prohibition of torture, as stated in the International
Covenant on Civil and Political Rights (Al 1984 (Torture in the
eighties)). Al (1984 (Torture in the eighties), 1984 (Against tor-
ture)) and the Swiss Committee against torture (1983) have exam-
ined the preventive safeguards that governments should implement
if they wish to stop torture. It is the belief of Al that a govern-
ment, using these guidelines, can stop torture if the political will
exists, and Al offers specific guidelines to individual governments
in its reports (1980 (Israel), 1984 (China, Iran), 1985 (Iraq, Mozam-
bique, Spain, Turkey), 1986 (Afghanistan), 1987 (Iran, Guatemala,
Kampuchea, Kenya, China)).

Protection of interrogators from becoming torturers

During peace as well as war, interrogation of criminals and prison-
ers of war, respectively, is necessary and unavoidable. However,
it is essential that the interrogator abstains from the use of torture
during the interrogation in order to extract information. Medical
investigation of former torturers has increased our understanding
of how torturers are created (Christie 1972, Gibson & Haritos-Fa-
touros 1986, Haney et al 1973, Haritos-Fatouros 1981, Wagner &
Rasmussen 1983a.b).

Such investigations should continue and are the prerequisite for
active prophylactic work within the military and police forces (Ras-
mussen 1987).

Medical delegates on ”fact-finding missions”

Fact-finding missions are used in order to perform on-the-spot in-
vestigations of alleged human rights violations. The delegates usu-
ally have a legal or political background (Studie- en Informatiecen-
trum Mensenrechten 1983). The organizations which use fact-find-
ing missions vary from a non-govern mental human rights organi-
zation such as the International Committee of the Red Cross (/nter-
national Committee of the Red Cross 1976), Amnesty International
(Al 1984 (Torture in the eighties)), and other organizations (Amer-
ican Associations for the Advancement of Science 1983, Sagan &
Denney 1983, Gellhorn 1983, Breslin et al 1985, Goldstein & Bres-
lin 1986, International Human Rights Law Group 1987). Interna-
tional Governmental organizations such as the United Nations, and
nations such as the United States of America also use fact-finding
missions increasingly to investigate human rights abuses.

The Belgrade Minimal Rules of Procedure for International Hu-
man Rights Fact-finding Missions, approved by the International
Law Association in 1980 (Franck 1981), recommended that fact-
finding missions should be composed of “persons who are respected
for their integrity, impartiality, competence and objectivity and who
are serving in their own capacity”.

Fact-finding missions by International Non-governmental Hu-
man Rights Organizations have been studied in detail by two Amer-
ican lawyers (Weissbrodt & McCarthy 1981, Weissbrodt 1985).
They observe that some organizations have recognized that a mis-
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sion can be assisted in its fact-finding by a doctor as long as he is
given evidence about physical abuse. Amnesty International first
included doctors in its mission in 1974 (Al 1975 (Israel and the
Syrian Arab Republic)). Medical doctors have since been included
in several Al fact-finding missions (Al 1977 (Korea), 1978 (North-
ern Ireland), 1980 (Spain, Argentina, Colombia), 1981 (Iraq), 1983
(Chile, Canada), 1984 (El Salvador), 1985 (Congo, Uganda, Caru-
ana), 1986 (Thailand)).

The medical delegates can mainly offer expertise in examination
of persons who allege torture. But also aspects like medical neglect
of prisoners, prison conditions, and the participation of doctors in
torture can be included (Al 1983 (Chile)). If the mission includes
the medical examination of a dead person suspected of being tor-
tured, a forensic medical specialist should be included (Albrectsen
1982).

Forensic pathologists work routinely with descriptions of phys-
ical injuries for possible criminal proceedings. It would therefore
seem logical for forensic experts to participate in fact-finding mis-
sions with respect to torture victims (Levine 1984, Lonardo et al
1984, Tedeschi 1984a,b). Amnesty International has used forensic
experts on a number of medical missions (Al 1984 (El Salvador),
Al 1985 (Uganda)). The different aspects of the forensic work in
Amnesty International have been covered by Thomsen et al (1984).

During the last 5 years, forensic pathologists have increasingly
been involved in human rights work. In 1984 the “Committee of
Concerned Forensic Scientists and physicians for the documenta-
tion of human rights abuses” (CCFS) was formed. One of its main
purposes was to support doctors who, due to their work for the
authorities, were at risk of participating in torture.

The members of the committee are available for organizations
who want to send a fact-finding mission to investigate allegations
of torture. The members of the committee should also support
each other if a pathologist is in danger of imprisonment and torture
because of human rights activities.

Human rights sessions have been included in the scientific pro-
grammes of the last three meetings of the International Association
of Forensic Science (Bergen 1981, Oxford 1984, Vancouver 1987).
Several sessions at the 2nd Indo-Pacific congress on legal medicine
and forensic sciences (Columbo 1986) included human rights ques-
tions (Thomsen et al 1986).

The American Association for the Advancement of Science
(AAAS) has used forensic experts in missions to Argentina in order
to examine skeletal remains of possible “disappeared persons” dur-
ing the junta period (Snow et al 1984). AAAS in 1986 organized
a teaching mission to the Philippines in order that forensic experts
from Denmark, USA, and Argentina could teach Filipino forensic
experts the technique of identification of skeletal remains, possibly
the remains of “disappeared persons” (Hannibal 1987). The Min-
nesota Lawyers International Human Rights Committee has pub-
lished guidelines for the investigation of dead persons (Minnesota
Lawyers International Human Rights Committee 1986). Interna-
tional rules for the completion of death certificates are missing, but
such guidelines might become a valuable tool in order to improve
the standards in some countries where the procedures are primi-
tive. In December 1985, the United Nations adopted a resolution
recognizing and encouraging the efforts to establish international
minimum standards for autopsies and investigations.

Members of the Danish Parliament have brought the issue up in
the Council of Europe after notification of examples of extremely
primitive autopsy performance in some parts of Europe. The Coun-
cil of Europe should ensure that all medico-legal procedures in
Europe are conducted to the highest possible scientific standards.
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SUMMARY IN ENGLISH

The horror of torture is so coupled with mad-
ness, pain, suffering, and nightmares that it
can never be fully understood by those who
have not experienced it on their own body.

CHAPTER I. INTRODUCTION AND AIM OF THE PRESENT
STUDY

The historical aspect of torture is briefly presented, and the main
differences between ancient torture, e.g. The Inquisiton, and to-
day’s torture is emphasized:

1. Ancient torture was accepted, to-day’s is not.

2. Ancient torture was executed in public, today it is in secret.

3. Ancient torture was carried out after “legal” proceedings, today
it is arbitrary.

Definitions of torture have been offered by The United Nations and
The World Medical Association, among others. These definitions
are discussed, and it is argued that the WMA'’s definition is the
most relevant for the medical profession, and thus the one which
will be applied in the present survey.

The medical work against torture in Amnesty International was
initiated in 1973 and the first Medical Group in the organization
was created in Denmark in 1974. A brief outline of the different
studies published by the medical group is presented.

The author of the present survey has been active in the medical
work against torture since 1974, and this book has been written
in order to fulfil an increasing desire to gather the accumulated
knowledge and recommendations on the subject in one book. The
views and conclusions expressed are mine and do not necessarily
represent those of the organizations I have worked for.

The purpose of the present study included four specific items:

1. Based on the medical records from the examinations of 200
persons who alleged having been tortured, to describe differ-
ent types of torture and resulting symptoms and lesions, and
to evaluate their consequences with regard to diagnostic signifi-
cance and the person’s health, and to relate the results to today’s
accumulated knowledge on the subject.

2. To evaluate the influence of exile on health complaints in torture
victims.

3. To describe the kind and frequency of medical involvement in
torture, using the data from the present study.

4. To describe the existing relationship between the medical pro-
fession and torture, and to make proposals as to how the medical
profession can be used in the prevention of torture.

CHAPTER II. METHODS

The procedure for the examination of the torture victims is de-
scribed. The interview technique and reporting system have con-
stantly been improved as the Danish medical group gained more
experience. The group consisted of 25 Danish doctors with dif-
ferent specialities and background. When enrolled in the medical
examination team, new doctors had to go through a training period
during which they examined a number of torture victims together
with an experienced investigator from the team.

Except for a few cases, all the examinations were performed by
two doctors from the group, in most of the cases with the help of
an interpreter.

82 examinations were carried out in Denmark, and the rest during
missions to other countries.

Data from the 200 examined torture victims was filed on an
electronic data base. A description is given of the handling of
missing data.

If the reply frequency was less than 75% no further statistical
evaluation was performed.

Other existing ways of examining torture victims are also de-
scribed. Examples are presented of a self-reporting questionnaire
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and a data collecting protocol for use by local doctors in countries
where torture takes place.

A Mantel-Haenszel test was used in the statistical evaluation after
stratification for possible confounders, and a Wilcoxon’s rank sum
test for paired data (SAS statistical library, NEUCC) to evaluate
age distribution.

CHAPTER III. MATERIAL

All 219 persons examined by the Danish medical group from its
formation up to May 1982 entered the study. 19 persons were
excluded, 12 because their treatment did not fulfil the criteria of
torture and 7 because their report was insufficient. The remaining
200 persons, 39 women and 161 men, comprise the present study.

19 nationalities were represented, and the alleged torture took
place in 18 countries. The three largest groups of persons said that
they had been tortured in Chile, Greece or Spain.

In general the examined persons were young (median age at the
time of examination 30 years) and they were well educated (about
% had vocational/technical or college/university degrees at the time
of arrest) and only 4% were unemployed. About half were single
at the time of arrest and the others engaged or married.

The examination took place at varying periods after the alleged
torture (median 2 years, range 3 days to 12 years).

The reported state of health before the arrest was good, and
86% did not make complaints of any serious diseases. Mental
complaints before the arrest were only mentioned by 2 persons.

CHAPTER IV. TYPES OF ALLEGED TORTURE

Types of Torture are presented according to the allegations made
by the examined persons.

The torture and maltreatment mainly took place during the early
period of captivity. The medium number of days of torture per
person was five (range 1-250 days).

The reported types of torture have been classified into physical
and mental, but there was considerable overlapping.

Beating was by far the most commonly applied type of physical
torture. 99% of the examined persons reported having been beaten,
and 95% said that the beating had included severe beating with fists
or an instrument, or by kicking. 73% had been severely beaten on
the head. Severe beating on the soles of the feet (falanga) was
reported by 29%, particularly in Greece and Iraq. Simultaneous
beating of both ears with the palms of the hands (teléfono torture)
was experienced by 9%.

54% had been subjected to electric torture, particularly in Chile
and Uruguay. Electric torture was very often applied to sensitive
parts of the body, and 50% of it included the genital region.

Suspension was reported by 50 persons. A special form, called
”la barra” or “the parrot perch”, was experienced by 20 persons.
The wrists are tied together and lowered in front of the knees before
a bar is pushed behind the knees and in front of the elbows. The
bar is lifted and the victim, with the head hanging downwards,
is often tortured in other ways, e.g. electric torture, beating, and
falanga.

Water torture (”la baflera” or “wet submarino”) was described as
the forcing of the head into a bathtub filled with filthy water and
keeping the victim there until nearly suffocated. Dry submarino
consisted of having a plastic bag forced over the head, and kept
there again until the victim was nearly suffocated.

Sexual violation was reported by 2 men and 5 women. 2 of the
women had been raped by several of their interrogators. 8 women
and 12 men reported sexual violation by means of an instrument.

Other types of physical torture included forcing the victim to
mantain an abnormal body position for long periods, forced gym-
nastics, climatic stress, burning with cigarettes, tearing off nails,
elc:

Mental types of torture usually included threats of, for example,
further torture, execution, and the arrest and torture of the family,
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including the children. Threats of execution were experienced by
60%, and against family or friends by 43%.

Sham execution was reported by nearly one-third of the exam-
ined persons.

Deprivation techniques such as interrogation for long periods,
deprivation of sleep, and deprivation of water and food were very
common allegations.

Humiliations in the form of sexual verbal assaults were reported
by 20%, and 45% had been stripped naked during the interrogation.

Non-therapeutic administration of drugs occurred in 9 cases and
a detailed account is given.

13% said that the interrogation used changing attitudes, including
a friendly interrogator (the good man), in between the torture.

75% had been kept in solitary confinement for a median length
of 2 weeks (range 1-274 days).

CHAPTER V. SYMPTOMS AND SIGNS

Immediate symptoms after the alleged torture, symptoms at the
time of examination, and the results of the medical examination
are presented. An analysis was made of the different types of
alleged torture and their relation to symptoms and lesions in the
victims. The diagnostic significance of the sequelae and their influ-
ence on the person’s heath are evaluated and related to the present
accumulated knowledge on the subject. The presentation is made
according to organs:

A: Dermatological

70% of the examined torture victims reported that acute skin lesions
had been present immediately after torture. In particulalar, torture
forms such as beating, burning and electrical torture left acute skin
lesions. The main significance of the skin changes is that they
may support allegations of torture, and medical examinations of the
acute lesions presumably yield better evidence than examinations
performed several years later. The characteristic acute and late
changes after electrical torture are presented and compared with
experimental studies on fully anaesthetized pigs.

The most characteristic lesions followed burning and electrical
torture, the former leaving permanent lesions more often then the
latter.

B: Cardiopulmonary

The most common torture form against the chest was blunt trauma.
Fractures of the chest were reported by 10 victims, while 2 men re-
ported haemothorax and one man pneumothorax. ”Wet submarino”
caused acute lung symptoms in a number of persons.

At the time of examination, 42 persons complained of cardiopul-
monary symptoms, most often chest pain, which in about half the
cases could be related to the reported torture. In 15 persons no
obvious organic causes could be found and the symptoms were
classified as vegetative.

Bad prison conditions were incriminated in acute lung infections
and tuberculosis in some of the victims.

C: Gastrointestinal

Fatal intra-abdominal lesions following torture have been reported
at autopsies. Severe intra-abdominal traumatic injuries were not
recorded in the present study.

Abdominal traumas were of a blunt nature and the immediate
symptoms were located to the abdominal wall.

Weight loss was reported by rather more than half of the exam-
ined persons, with a mean value of 10 kg (range 2-36kg).

6 persons reported haematemesis in connection with the torture.

Alteration in defecation was reported by 59 persons, and 41
persons reported vomiting during detention.

15 persons complained of pain or bleeding, or both, after torture
of the perineal region.

Gastrointestinal symptoms at the time of examination were com-
parable with those of a normal population.
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D: Musculoskeletal

Acute symptoms from the locomotor system were reported with a
high frequency (81%) following torture, particularly severe beating.
26 persons reported fractures and 15 persons were admitted to
hospital.

Special torture procedures resulted in rather specific acute symp-
toms. These are described for different forms of suspension, e.g.
the “parrot perch”, and for torture forms like “the motorcycle”,
“the operating table”, and falanga.

Falanga torture produced acute as well as long lasting symptoms.
The development of an acute closed compartment syndrome in the
foot due to falanga torture is explained on a pathophysiological
basis.

Apart from falanga torture sequels, only a few cases of persistent
changes could specifically be related to torture, since most symp-
toms and abnormalities were unspecific and did not occur with
a higher frequency in torture victims than in the normal Danish
population.

X-ray examination for the documentation of fractures is a valu-
able contribution in supporting the allegation of torture, most often
independent of the time of examination.

E: Neurological

Neurological symptoms at the time of torture were reported by 75%
of the examined persons. The most frequently reported symptom
was headache.

Loss of consciousness occurred in nearly 20% of the victims
who sustained head trauma. Loss of consciousness unrelated to
head trauma but due to the inflicted pain, exhaustion, or for other
reasons was frequent (31%).

Head injuries leading to skull fractures, intracranial haemor-
rrhage, and brain laceration were reported in a few cases.

23% complained of acute peripheral nerve symptoms. In the
majority the symptoms were related to pressure at the wrists from
handcuffing or tight binding with ropes. Peripheral nerve symptoms
after electric and falanga torture were also reported.

12% complained of persistent peripheral nerve symptoms.

At the time of examination 64% complained of neurological
symptoms. Headaches, loss of concentration or attention, and
memory disturbances were the most frequently reported neurolog-
ical symptoms. A relationship was demonstrated between severe
head traumas with loss of consciousness and impaired memory
and headache at the time of examination. Some of the victims
who were complaining of neurological symptoms were thought to
have a postconcussion syndrome due to organic brain damage, but
in the majority the inflicted head trauma had not been so severe
that a postconcussion syndrome was likely to develop.

The neurological symptoms in the present survey are compared
with sequelae of other severe stress events.

It is suggested that factors other than trauma of the head may
play an important role in the development of acute and long-lasting
neurological symptoms. Excessive fear and anxiety normally trig-
ger a stage of alertness in man, and it is suggested that this trigger
mechanism has been altered in such a way in torture victims that
small amounts of fear induce overreaction.

F: Psychiatric
The horror of torture is so coupled with madness, pain, suffering,
and nightmares that it can never be fully understood by those who
have not experienced it on their own body. Alternative “languages”
like films, poems, paintings, etc. have helped us to increase the
understanding and perception of torture. The presentation of the
mental symptoms at the time of torture should be seen in this light.
In addition to fear due to the arrest and torture, mental symptoms
and mental complaints at the time of torture were reported by 68%.
Sleep disturbances, nightmares and severe anxiety were the most
frequent symptoms. !
Hallucinations were described by 14 persons, and a detailed ac-
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count is given for each case. Of 6 persons admitted to psychiatric
hospital, 4 complained of hallucinations. A total of 21 persons
received psychiatric or psychological treatment immediately after
their release.

At the time of examination, 68% complained of mental symp-
toms. Sleep disturbance was the most frequently recorded symp-
tom, but nightmares, irritability, and a change in mood were also
frequent. 24 persons complained of sexual problems.

The frequency of mental symptoms could not be related to the
age of the victims or special types of torture, but threats and sham
execution had often been experienced by those complaining of men-
tal symptoms at the time of examination.

At the medical examination, 28 persons were found to be de-
pressed, while 13 were passive with lack of response. Only one
person was aggressive, and 8 were abnormally labile.

The mental symptoms in the present survey were similar in many
respects to those in other studies of torture victims, and in victims
of severe stress, e.g. war sailors, concentration camp victims, etc.

G: Urological and genital

25% complained of symptoms from the kidney or bladder, or both,
at the time of torture. The two most common complaints were
haematuria and dysuria. Haematuria could be explained by direct
trauma to the genital region and by renal trauma. Some cases of
“haematuria” were probably haemoglobinuria caused by the beat-
ings by a mechanism similar to “footstrike haemolysis” in runners.
Dysuria was probably caused by torture instruments in some cases,
and by cold plus poor hygienic standards in the others.

At the time of examination, bladder or kidney complaints were
not more frequent than in control groups from other studies of
torture victims.

H: Gynaecological

24 (61%) of the 39 women in the present study complained of
symptoms from the genital tract arising at the time of torture.
The most frequent symptom was a change in uterine bleeding,
e.g. amenorrhoea in more than 25% of the female torture vic-
tims. Fear-induced amenorrrhoea is known to be the result of a
hypothalamic-pituitary failure disorder with decreased secretion of
gonadotrophic hormones. The same mechanism probably lies be-
hind the bleeding disturbances in female torture victims.

2 women were pregnant when arrested and they both began to
bleed after severe torture. One of them had a spontaneous abortion
while still imprisoned, and the other gave birth in prison.

5 women complained of inflammatory symptoms from the gen-
ital tract, and 2 of them had been raped.

31% of the women complained of genital tract symptoms at the
time of examination, particularly menstruation irregularities. No
hormonal analysis of female torture victims has been found in the
literature.

I: Otorhinolaryngological

Otorhinolaryngological sequels of torture were mainly associated
with the hearing function. The torture form “’teléfono” in particular
caused immediate and long-lasting symptoms. It was suggested that
the mechanism was similar to that after blast injuries.

J: Ophthalmological
10% complained of ocular symptoms at the time of torture. They
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