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 Fig. |. Falanga suspended by the legs. Fig. 2. Falanga with fixated legs.

Falanga (falaga, bastionade) is the term for repeated applications of blunt trauma to the soles
- an ancient physical torture method, which is widely practised especially in the Middle East
countries. The torture victim is beaten with wooden implements, iron bars, or other rounded
instruments and is very often tied up during the torture, lying on the floor, on a table, sitting in a
chair or suspended by the legs.

The victim may have the feet placed in cold water after the torture - or may be forced to walk in
between or after the blows, to increase the impact of the mistreatment.
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Symptoms and signs in the acute phase

The immediate effect of falanga is. bleedng'_ i

and oederna in the soft tissues of the feet with - .-
swelling, that may progress up the Iower legs e
and severe pain. R

At clinical examination changes are confinedto =
the soft tissues. Swelling of the feet and lower =
legs, discoloration of the soles due to haema-”g B
toma formation and various degrees of skm."-- o
lesions are typical and diagnostic ﬁndmgs

s Bl Extensive ulceration’s and gangrene of toes:: -
Fig. 3. Acute changes. Discoloration due to haemato-  due to ischaemia have been described but arenot A
mas in the soles. - common. Fractures of tarsals, metatarsals and @
phalanxes are reported to occur occasmnally

The acute changes disappear spontaneously after a few Weeks as the oedema and extravas
of blood resolve, but the induced soft tissue lesions may be permanent, e

Symptoms in the chronic phase B N
The majority of torture victims who have been submitted to falanga develop a chronic pam syn— '_ '
drome and impaired walking. R TR

The cardinal symptom is pain in the feet and calves. Two types of pain is usually present: -

» Adeep, dull cramping pain in the feet, which intensifies with weight bearing and muscle acu— g
vity spreading up the lower legs. g

« A superficial burning, stinging pain in the solés - spontaneous or evoked.

The pain are often accompanied by sensory disturbances; tingling, prickling sensations and fre-
quent also a tendency for the feet to alternate between being hot and cold and for mcreased o
sweating, symptoms suggestive of autonomic instability. P

Due to pain walking is impaired in most falanga victims. Walking speed and walking distance ‘-
is reduced. Typically the torture victim is only able to walk a limited distance, during which the
pain will increase and make continued muscle activity impossible. At rest the pain subsides and
the victim can resume walking. v

Other frequent complaints are feelings of tiredness and heaviness in the thighs and lower Ieg"s,? :
pain in the knee and ankle joints, muscle cramps and lumbar pain when walking and standing. . -
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Theories explaining the persistent pain and foot dysfunction

Reduced shock absorbency in the heel pads

The footpads are situated under the weight
bearing bony structures, where in particular
the heel pads act as the first in a series of
shock absorbers. During heel strike a shock
wave is generated and transmitted from the
heel trough the skeleton to the skull. It is there-
fore necessary to have built-in shock absorb-
tion, to reduce the impact on the bones and to
protect the brain and vision from vibrations.
Apart from the heel pads the arches of the
foot, the knees, pelvis and mtervertebral discs  Fig. 4. (Blechshmids, 1934) Architecture of a normal
serves as such shock absorbers. heel pad.

The heel pad 1s normally a firm, elastic structure covering the calcaneus. It has a complex inter-
nal architecture consisting of closely packed fat cells surrounded by septae of elastic connective
tissue, which also contains the nerve and vessel supply to the tissues. Due to its structure the
heel pad is under a constant hydraulic pressure and maintains its shape during weight load in the
standing position.

After falanga the heel pads may appear flat and wide, with displacement of the tissues laterally
during weight loading. This is observed at inspection from behind, with the torture victim in the
standing position.

_ At palpation the elasticity in the heel pad may
! ; \ by be reduced and the bony structures therefore
g casily felt through the tissues. The heel pad is
then described as severely damaged.

The pathophysiology of the reduced elasticity
in the heel pad is thought to be tearing of its
connective tissue septae, leading to depriva-
tion of blood supply and secondary atrophy
of fat cells. Once the architecture is destroyed
Fig. 5. A normal heel pad and a flat, wide heel pad after it cannot be rebuild, and the shock absorbing
Sfalanga. ability of the heel pad is lost.

Correspondingly, reduced elasticity can be found in the lateral and medial forefoot pads.

Damaged footpads are not pathognomonic of falanga, but are also described in connection with
other conditions unrelated to torture. Reduced shock absorbency in the heel pads is e.g. found in
long distance runners and patients with fractures of the heel bone. It should also be stressed, that
normal footpads at clinical examination does not rule out exposure to falanga.
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Changes in the plantar fascia

The plantar fascia springs from the calcaneum and proceeds to the forefoot. Here it gives off super-
ficial fibres to the skin and fibres, which insert at the bases of the proximal phalanxes of the toes.

Aponeurosis plantaris

Skin

Tuber calcanei

aponeurosis plantaris

lig. metatarseum trans. prof.

Fig. 8. Tightening of the plamtar fascia atr toe-off.
(Modyfied after Hicks, 1954} :

f{l\, Mooning ligament
Fibrous flexor sheath
= Plantar interdigital ligament
> «-\X Insertion of tongitudinat fibres
of plantar aponeurosis

Digital nerve
Subcutaneous
transverse bands

Sagittal septurn

Plantar ligament

Vertical fibres  Transverse metatarsat ligament

Fig. 7. Superficial and profound fibres from the plantar
Jascia.

The plantar fascia is tightened during walking.
In this way the skin is firmly anchored to the
underlying tissues and prevented form sliding
during push-off and at heel strike. The fascia
also supports the longitudinal arches of the
foot, assisting the foot muscles.

Changes in the plantar fascia are common after
falanga and are probably due to the repeated
direct traumas to this superficial structure
during the torture.

Plantar fasciitis, a well-known problem in long

. distance runners, is a condition caused by

overloading of the fascia, This leads to inflam-
mation at the attachment site on the medial
tubercle of the calcaneum, eliciting pain and
tenderness locally in that area.

After falanga the fascia often appears thickened
with an uneven surface at palpation. Tenderness
is present throughout its whole length from
spring to insertion. Disruption of the plantar
fascia from its distal insertion has been reported .
based on the finding of increased passive dor-
siflexion of the toes at clinical examination.

In a MRI study comparing torture victims
exposed to falanga with healthy volunteers,
significant thickening involving the entire
plantar fascia was found in all the victims.
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Apart from this, morphological changes were also present. Two layers of the fascia were demon-
strated: a deep, thin portion with a normal homogeneous appearance and a superficial thicker
portion with an inhomogeneous appearance possible representing scar tissue formation.

No signs of disruption of the fascia, closed compartment syndrome or visible changes in the heel
pads were shown in this study.

Fig. 9. MR-scan of a normal foot. Fig. 10. MR-scan of a »falanga foote with an uneven,
thickened planiar fascia,

Closed compartment syndrome _

The plantar muscles of the foot are arranged in tight compartments. A medial compartment
which contains the abductor hallucis muscle and the medial portion of the hallucis brevis. A
lateral compartment which contains the muscles for the fifth toe; and a central compartment with
the flexor hallucis longus, adductor hallucis, flexor digitorum brevis, quadratus plantae and the
flexor digitorum longus tendons with the lumbrical muscles. This anatomical arrangement makes
it possible for a closed compartment syndrome to develop.

A closed compartment syndrome is defined as »a painful ischaemic, circulatory disturbance in
connection with an increase in pressure and volume inside a well-defined muscle compartment
with fairly unyielding walls«. It may be acute or chronic.

In the acute form, with a rapidly increasing
s | pressure inside the muscle compartment e.g.
& caused by bleeding, the symptoms are alar-
ming and the consequences severe, with necro-
sis of the involved muscles if the condition is
left untreated.

Chronic compartment syndromes can occur

AR Y ab3ea 198 bl tutrs

o -l"m ion s b as a result of an increase in the muscle bulk

e Wi 0 i vemee | OF narrowing of the compartment. At rest the

muscles fill the whole compartment. During

Fig. [1. The muscle compartments of the foot. exertion, the extensive muscle capillary net-
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work opens up and the resulting increase in blood flow expands the volume of the muscles. The
pressure inside the muscle compartment raises causing at first an obstruction of the venous blood
flow but subsequently also of the arterial flow. The resultant pain is due to lack of oxygen and

tension, which gradually gets worse.

Clinically the condition presents itself with pain that intensifies with loading, and finally makes
continued muscle work impossible. The pain disappears after a short period of rest, but recurs
when physical activity is resumed - a clinical picture not unlike that seen in torture victims with

impaired walking after falanga.

Changed proprioception

The skin of the soles in the normal foot are apart from the arch area, very thick and firmly tied to
the underlying tissues. It is very rich in sensory nerve endings, which register touch and pressure.
Postural reflexes are elicited from the soles. Together with the ability to register distribution of

pressure, these reflexes are essential for balance and gait.

Poor fixation of the skin of the soles is found in some torture victims after falanga. On palpation
the skin can then be displaced from side to side, whereas normally it should be firmly anchored.
This poor fixation most likely influences the proprioception, leading to compromised balance an

altered gait.

An other possible explanation is that falanga causes nerve lesion with sensory disturbances
involving the feet. Poor balance and altered gait is well-described in patients with peripheral

neuropathy of other causes, e.g. diabetic neuropathy.

Neurogenic pain

Neurogenic pain is pain caused by lesions or alterations in the pain signalling parts of the ner-
vous system. Peripheral nerve lesion affecting the small nerves of the soles is a very possible
consequence of falanga. Neurogenic pain due to nerve lesion is therefore a potential contributing

pain mechanism after this torture method.

Clinically neurogenic pain is characterised by the lack of apparent signs of tissue damage and
by a delayed onset. The pain is described in different ways - often as diffuse, burning, stinging
(dysaesthesiae), and/or lancinating, following the nerve distribution (neuralgia). Neurogenic
pain varies in intensity, but typically there is summation (increasing intensity by repeated stimu-
lation) and aftersensation (persistent pain long after stimulation has ceased). In addition, there
may be signs of hyperactivity of the sympathetic nervous system e.g. increased sweating, change
of skin temperature, and trophic and colour changes of the skin.

A prominent feature of neurogenic pain is sensory disturbances e.g. decreased sensation (hypoa-
esthesia), increased sensation (hyperaesthesia), decreased pain sensation (hypoalgesia), or in-
creased pain sensation (hyperalgesia). Especially characteristic is allodynia i.e. pain caused by
stimuli that do not usually evoke pain, e.g. pressure, touch, cold and heat, and dysaesthesia i. e.
an unpleasant, abnormal sensation - spontaneous or evoked.

As described earlier, many of the above mentioned symptoms are typical complaints in torture
victims exposed to falanga. Sensory disturbances e.g. hypoaesthesia, allodynia and dysaesthesia
are likewise frequent - and can be demonstrated at objective examination
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Foot and muscle dysfunction after falanga

Disorders of the foot

The foot can be divided into three parts. The back, or heel, consists of the talus and the calcaneus.
The middle part consists of the naviculare bone, the cuboid and the three cuneiform bones, and
the metatarsal bones. The front part consists of the five toes.

There are two arch systems in the foot: a transverse, anterior arch and a longitudinal arch which
follow the inside of the foot from the calcaneus to the basic joint of the big toe. The front arch
is held together by ligaments, which in an unloaded state maintain the shape of the arch and in a
loaded state are stretched, as the arch is pressed against the surface.

The normal foot has a central positioned heel bone, extended mobile toes and load distribution in
3 regions: capitulum of 1st metatarsal bone, capitulum of 5th metatarsal bone and the calcaneus.

Many movements of the foot and toes are controlled by muscles, which have their origins in the
lower leg and whose tendons are attached to the foot. Movements of more precision are control-
led by muscles, which have both their origins and insertions in the foot itself.

Changes in the normal anatomical structure of the foot and an impaired function of the foot are
common after falanga torture:

* Insufficiency of the anterior transverse arch (forefoot flatfoot): the normal function of the
anterior transverse arch is considered to be the provision of elasticity. If a slacking of the
ligaments between the metatarsal bones occurs, the arch looses its arched shape and load-
absorbing ability. The foot becomes broader and the metatarsal bones as well as the toes
acquire a fan-like spread.

Pain may be present, when the anterior transverse arch is loaded. Calluses from under the ball
of the foot may appear as a result of the skin being exposed to increased pressure.

* Flatfoot (pes plano-valgus): flat-footedness is defined as a loss of the longitudinal arch on

the medial side with prominence of the naviculare and the head of the talus. The calcaneus
is in valgus position. Distinction is made between: 1) the flexible flatfoot, characterised by
restoration of the medial arch in toe-standing and 2) the rigid flatfoot, where the medial arch
is not restored.

Flat-footedness may lead to an increased load on the whole of the lower extremity since it
results in an increased inward rotation of the lower leg. This in turn leads to a change of
the biomechanical work pattern of the thigh muscles subjecting the lower leg, the knee joint
and the hip joint to an increased load. Flat-footedness may therefore be the cause of overuse
injuries and other painful conditions in these areas.
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Impaired walking

Walking is a complex function encompassing many elements, all of which must function optimal
and in coordinated manner.

Under normal circumstances the foot is placed on the surface with the outside of the heel
touching the ground first. The load hereafter passes gradually forward along the lateral edge of
the foot towards the metatarsophalangeal joint of the 5th toe, transverse the forefoot towards
the metatarsophalangeal joint of the 1st toe with unwmdmg over this toe, the basic joint being
maximally extended at take-off.

The gait should be flowing and rhythmic with a stride of approximately 35-41 ¢m. An
accompanying swing of the upper extremities should be present, in an opposite rhythm as com-
pared to that of the lower extrematies.

Deviations from the normal gait pattern are a very frequent after exposure to falanga. Many tor-
ture victims develop a compensatory altered gait with loading of the lateral border (supinating
the foot) or loading of the medial border (hyperpronating the foot) to avoid pain at heel strike.
The unwinding of the foot is likewise abnormal. Maximal extension of the big toes basic joint
and weight loading of the capitulum of the 1st metatarsal bone is avoided at take-off.

Stride and walking speed is reduced. The gait is broad, stiff and insecure as scen in patients with
peripheral neuropathy of other causes.

As with foot deformities - alterations in the gait pattern may cause overload of the joints and
muscle-tendon apparatus in the lower legs.

Muscuiar dysfunction
As a consequence of the altered function of the foot, abnormal gait, and very frequently con-
current exposure to other torture methods involving the lower extremities a chain reaction of

muscular imbalance may occur. The various muscle groups of the lower legs are often painful

due to increased muscle tone, short muscles, tight fasciae and development of tender points, trig-
ger points and musculo-tendinous inflammation.

» Muscle tone: applying a digital pressure to a muscle, resistance in the tissue opposing defor-
mation occurs. Variations in this resistance is referred to as muscle tone or muscle tension
and is described in a continuum from high (hypertone) to low (hypotone). Several causes may
lead to deviations in muscle tone and traditionally these are grouped in three main categories:
1) organic determined e.g. neurological disorder, 2) mechanically determined e.g. overload,
3) psychological determined e.g. prolonged stress conditions.

+ Restricted stretch range of motion (short muscles): a normal muscle can be stretched to

its full length with a springy, elastic resistance at the end of range. Stretching of a short,
tight muscle evokes pain and causes - depending on the muscles involved - reduced range of
movement in the corresponding joint. Restricted range of movement in muscles can be caused
by: 1) sustained activation of the contractile mechanism of the muscle fibres e.g. painful trig-
ger points or 2) reduced elasticity in the passive tissues components e. g. shortening due to
fibrosis (muscle contracture).
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Tender point: a hyperirritable spot in a muscle, that is painful on compression. Tender points
are to be distinguished form trigger points.

Trigger point: a hyperirritable spot in a muscle or its fascia, that is painful on compression and
gives rise to a characteristic pattern of referred pain. A trigger point may be active or latent,

Active trigger point: a myofascial trigger point, which is symptomatic with respect to pain;
it refers a pattern of pain at rest and/or at activity that is specific for the muscle. An active
trigger point is always tender, prevents full lengthening of the muscle and usually refers pain
to a remote location on compression.

Latent trigger point: a myofascial trigger point, that is clinically silent with respect to spon-
taneous pain and painful enly when palpated. A side from this, a latent trigger point may show
all the other clinical characteristics of an active trigger point. A latent trigger point may persist
for years after an apparent recovery from an injury. It predisposes to acute attacks of pain
since minor overstretching, overuse or chiiling of the muscle may reactivate it.

After falanga active trigger points are often present in the muscles of the lower extremities and
at clinical examination, there will be typical findings:

Passive or active stretching of the muscle increases pain.

The stretch range of motion is restricted.

Pain is increased, when the affected muscle is contracted against fixed resistg_nce.
‘The maximum contractile force of the affected muscle is weakened,

Muscle in the immediate vicinity feels tense at palpation.

The trigger point is found in a palpable band as a sharply circumscribed spot of exquisite
tenderness.

Deep tendermness and dysaesthesia are commonly referred by active trigger points to the zone
of referred pain.

Moderate, sustained pressure on a sufficiently irritable trigger point causes and intensifies
pain in the reference zone.

Digital pressure applied to an active trigger point usually elicits a »jump sign« i.e. general
pain Tesponse in the patient.

Snapping palpation of the trigger point evokes a local »twitch response« i.e. transitory con-
traction of the group of muscle fibres that contains the trigger point.
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Torture victims exposed to falanga should be carefully examined, in order to detect active trig-
ger points in the muscles of the lower legs. Many of these trigger points refer pain, tenderness
and sensory disturbances to the feet. Pain in the feet can therefore not always be ascribed local

pathology.

Trigger points have a remarkably constant localisation and the zone of the referred pain is repro-
ducible and related to the site of origin. It is therefore important to know where to find them and
to be familiar with their characteristic pain patterns. Some of the most frequent active trigger
points and their zone of referred pain are illustrated in the following figures:

Fig. 12. Pain pattern referred from a trigger point in  Fig. 13. Pain pattern referred from a trigger point in the
quadratus plantae muscle. (Travell, Simons) tibialis posterior muscle. (Travell, Simons)

Fig. 14. Pain referred from a trigger point in the  Fig. 5. Pain referred from trigger points in the pero-
gastrocnemius muscle. (Travell, Simons) neal muscles. (Travell, Simons)
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Fig. 16. Pain referred from a trigger point in the tibialis  Fig. 17. Pain referred from a trigger point in the biceps
anterior muscle. (Travell, Simons) Semoris muscle. (Travell, Simons)

Fig. 18. Pain referred from a trigger point in the piri-  Fig. I9. Pain referred from a trigger point in the gluteus
Jormis muscle. minimus muscle.
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Musculo-tendinous inflammation

Inflammation represents the body’s response to tissue injury caused by pressure, friction,
repeated load or overload and external trauma. Whatever the nature of the underlying cause, the
inflammatory response leads to impaired and painful mobility of the affected part. Inflammatory
reactions in the musculo-skeletal system may occur in tendons, tendon and muscle attachments,

bursae and the periosteum.

» Inflammation of muscle-tendon attachments to bone: attachments of muscle to bone invol-
ves a gradual transition from muscle-tendon to cartilage and from mineralised cartilage to
bone. Bone-tendon junctions are poorly supplied with blood and this may explain why these
injuries often take a long time to heal and often become chronic.

Inflammation of the muscle-tendon attachment is caused by repeated strain on the attachment
and periosteum. The resultant minor ruptures and bleeding causes irritation and inflamma-

tion.

Tenoperiostitis is characterised by: pain at the attachment site of a muscle or tendon to bone;
slight swelling and some degree of impaired function; distinct, localised tenderness to pres-
sure over the affected attachment; and an increase of pain at the site of attachment, when the
muscle group concerned is contracted.

» Inflammation of the tendon (tendinitis): an inflammatory reaction in a tendon or its sheath
may be initiated by repetitive, one-sided movements or persistent mechanical irritation. The
condition frequently becomes chronic.

Tendinitis and peritendinitis causes pain and impaired function. Swelling and crepitus may be
present in the acute stages.

+ Inflammation of the periosteum (periostitis): periostitis of the lower leg is a common con-
dition in athletes. Any athlete who trains intensively on a hard surface may be affected e.g.
runners. Insufficiency of the anterior transverse arch and increased pronation may be contri-

buting factors.

Periostitis should be suspected if pain is elicited on the inside of the shine at activity and local
tenderness along the medial, anterior edge of the shine is present.

Musculo-tendinous inflammation especially around the knee and in the ankle region is
frequent after falanga.

+ Patellar tendinitis: the patellar tendon runs between the patella and the tibial tuberosity. Pain
and tenderness is present over the tendon, often at its point of attachment to the lower pole of
patella. Pain is triggered if the quadriceps is contracted.

* Anserine tendinitis: the pes anserinus is composed of the conjoined tendons of the sartorius,
gracilis, and semitendinosus muscles. Anserine tendinitis produces pain and tenderness over
the medial aspect of the knee, just below the joint margin.
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+ The ilio-tibial band syndrome (runners knee): »runners knee« is the everyday name of a
painful condition, which is located in the lateral side of the knee joint over the epicondyle of
the femur. Pain and local tendemess is present over the lateral femur condyle where the ilio-
tibial band at knee flexion and extension slides across the condyle causing local inflammation.
Often there are signs of increased foot pronation.

« Medial tibial stress syndrome (shine splint): periostitis of the medial margin of the tibia
is to be suspected if tenderness is present over the distal margin of the tibia. The pain is
especially pronounced over the lower half of the bone. The pam ceases at rest but returns on
renewed loading. Pain is triggered by plantar flexion in ankle and toes.

» Tibialis anterior tendinitis: the tendon of the tibialis anterior muscle runs down the front of
the lower leg and across the ankle joint. The tendon can become inflamed in any part of its
course. Pain is triggered by dorsiflexion in the ankle joint. Tenderness occur over the course
of the tendon. Swelling and crepitus may be present in acute stages.

» Tibialis posterior tendinitis: the tibialis posterior muscle arises from the back of the tibia
and the fibula and emerges into a tendon enclosed in a sheath, which runs behind the tibia
and medial malleolus and attaches to the navicular bone on the inside of the foot. Increased
pronation of the foot results in increased load and tension on the tendon or its insertion leading

to inflammation.

Pain is triggered when the tendon is subjected to passive loading and active exercise. Tender-
ness occur over the attachment to the navicular bone and over the course of the tendon behind
the medial malleolus. Swelling and crepitus may be present in acute stages.

¢ Achilles tendinitis: pain, swelling and tenderness occur over the tendon, its attachment and
in the area proximal to the attachment. Pain is triggered by dorsiflexion in the ankle joint.

» Flexor tendinitis: the tendons which dorsiflexe the toes run along the dorsum of the foot and
merge with muscles, which are attached to the anterior aspect of the tibia. [{ flexor tendinitis is
present, pain is located on the top of the foot with tenderness along the course of the tendouns.

If tenoperiostitis or tendinitis are suspected the clinical assessment should, a side from a palpa-
tory examination, include an isometric testing. [sometric testing is a stress-test, which strains the
involved tendon during tsometric contraction of the corresponding muscle. The test is positive,
if a distinct, localised pain is evoked at the site of attachment.
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Guidelines for objective examination after falanga

At RCT, the clinical assessment of torture victims submitted to falanga includes a specific exa-
mination of the feet. The examination is divided into three sections: 1)} examination of the soft
tissues, 2) neurological examination, and 3) assessment of the function of the foot and gait. Writ-
ten guidelines for the exammation have been developed.

Fig. 20. Palpation of the heel pad.

heel pad is normal, slight to moderately redu- .

ced or severely reduced with immediate bony
contact through the tissue. Furthermore, ten-
derness at palpation 1s registered if present.

+ Plantar fascia:

Palpation: The client supine. The examiner
passively tensions the plantar fascia with one
hand by dorsal flexing the 1st to 3rd toe. With
the fingers of the other hand the entire plantar
fascia, from its spring on the tuberosity of
the calcaneus to its insertion on the proximal
phalanxes, is palpated. It is registered if the
fascia appears thickened with an uneven sur-
face and if tendemess is present at palpation at
the spring, the insertion and/or diffusely invol-
ving the entire fascia.

1) Examination of soft tissues
* Heel pads:

Inspection: with the client standing, the heel
pads are inspected from behind. It is registe-
red if the heel pads appear flat and wide with
displacement of the tissues laterally during
weight loading.

Palpation: The client supine. The examiner
stabilises the calcaneus with one hand, and
applies a light pressure with the fingers of the
other hand over the tuberosity of the calca-
neus. It is registered, if the elasticity in the

Fig. 21. Palpation of the plantar fascia.
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» Cutis and subcutis:

Inspection: The client supine. The skin of the soles is inspected and it is registered if cicatri-
ces are present.

Palpation: The client supine. The examiner passively tensions the plantar fascia with one
hand by dorsal flexing the Ist to 3rd toe. A light pressure is applied in the mid-foot just in
front of the heel bone with the fingers of the other hand and the skin and subcutis is tried
displaced forward and backwards in the sagittal plane. It is registered if the tissues appear
firmly anchored or loosened, being abnormal displaceable over the underlying fascia.

2) Neurological examination

The client supine. The soles, the dorsum of the foot, the posterior region of the heels and lateral
and medial borders of the foot are examined.

+ Light touch is examined with a cotton swab that gently touches the skin. A comparison with
the sensibility on the other side is made and eventually with more proximal skin areas.

+ Ability to distinguish blunt from pinprick is examined with a needle and a blunt object. It is
registered if the client is able to distinguish between blunt and pinprick with the eyes closed.

= Thermal sensation is examined with the forks on a tuning fork, where one fork is heated in the
palm of the hand and the other has normal room temperature. It is registered if the client with
his eyes closed can distinguish the hot fork from the cold fork, when it touches the skin.

* Dysesthesia is defined as »an unpleasant abnormal sensation, spontaneous or provokedc. It is
registered if a light touch of the skin is perceived as unpleasant.

+ Allodynia is defined as »pain provoked by a stimulus, which does not normally evoke pain«.
It is registered if light touch or light pressure is inducing pain.

* Vibration sensation is tested with a tuning fork placed at the medial malleolus and at the pulp
of the 1. toe. It is registered if the client can feel the vibrations from the tuning fork at the

mentioned levels.

* Two-points discrimination is examined with a pair of compasses where the distance between
the legs of the compasses are adjusted to the desired mm. The skin of the soles and the dorsum
of the foot are examined. It is registered whether touching with the legs of the pair of compas-
ses are acknowledged as two points at distances <Smm, between 5 and 10mm or >10mm. The
client is asked to close his eyes during the examination.
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Sensory disturbances, if present, are marked on a drawing of the feet.

Cutaneous nerve supply Planta Pedis:
S: n. suralis, SA: n. saphenus, T: a. tibialis,
MP: n. plantaris mediale, LP: n. plantaris laterale

Cutaneous nerve supply from front and behind of the foot::
S: n. suralis, SP: n. peroneus superficialis,

DP: n. peroneus profundus, SA: n. saphenus,

MC: n. calcaneus mediale

-

Lp Lp

Fig. 22. Planta pedis, sensory disturbances are marked  Fig. 23. Foot from the front and behind, sensory distur-

with relevant signs.

Fig. 24. Valgus position of the heel.

bances are marked with relevant signs.

3) Assessment of the function of the

foot and gait

Inspection: The feet are inspected from
behind, from the front and from the sides with
the client standing.

The following is registered:

. = The position of the heel bone as assessed

from behind. 5°-10° valgus position is
within normal limits.
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Flat foot (Pes plano-valgus) defined as flattening and lowering of the medial, longitudinal
arch with the medial arch being in contact with the surface in the standing weight bearing
position. Distinction is made between: 1) the flexible flat foot, characterised by a restoration
of the medial arch standing on the toes and 2) the rigid flat foot, where the medial arch is not
restored in toe-standing.

Forefoot flatfoot (Pes transverso-planus) defined as a flattening and lowering of the anterior,
transverse arch, with load distribution on the medial metatarsal heads rather than normal on
the lst and 5th metatarsal heads. Due to the lowerning of the anterior transverse arch a simul-
taneous spreading of the metatarsal bones occur and the forefoot therefore appears wide and

flat.

Whether the client is capable of standing on his heels and toes. If problems keeping the
balance, slight support is allowed.

Assessment of gait:

Inspection: The client is inspected from behind, from the front and from the sides during walking
and in particular the unwinding of the foot and compensatory gait patterns if any is noticed.

The following is registered:

If a compensatory gait pattern is present with loading of the lateral border, supinating the
foot.

If a compensatory gait pattern is present with loading of the medial border, pronating the
foot.

If the unwinding over the Ist toe is normal with maximal extension in the metatarsophalan-
geal joint and weight loading of the head of the 1st metatarsal bone or if weight loading of the
1st toe is avoided throughout the whole gait cyclus.

If the client is capable of walking on his toes, heels, lateral and medial border of the foot.

The following is measured:

Crus circumference on both legs, 10 cm below the lower patella edge.
Femur circumfernee on both legs, 10 cm above the upper patella edge.

Walking distance measured on a tread mill as the maximal distance in metres the client can
walk before pain in the feet and/or lower legs prevents further muscle activity.
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Introduction to treatment

The symptoms and signs after falanga are often complex. Multiple muscles and joint dysfunction,
impaired and painful gait and a general poor physical condition form a typical pattern, which emer-
ges on the assessment. The therapist should carefully explain the results of the physical examination
and work out a treatment plan — a “contract” — with the client. The treatment plan renders respon-
sibilities for the therapist and the client and should be written down to maintain the agreement.

The treatment plan should focus on 3 parts, defined in WHO’s Classification of Functlonmg,
Disability and Health.

1. Body function: The treatment includes soft tissue treatment, mobilising of joints and stretch-
ing of muscles.

2. Activities: The treatment includes training in postural control and body awareness, fitness
training to improve physical condition. Cognitive behavioural training in relation to pain and

treatment of neurogenic pain.

3. Participation: The treatment includes activities where the clients participate in groups and
are guided to participate in community activities

All treatment and training should be adapted and adjusted to the context and environmental factors.

At RCT the following treatment methods - paced and adjusted to the requirement of the torture
victim - are used: '

» Treatment of soft tissues in the lower legs and feet

+ Mobiklising of joints in the foot and ankle

» Strengthening and stretching of muscles in the lower legs and the foot
+ Exercises to improve circulation

+ Balance training

 Training in walking

» Improvement of general physical function and body awareness
 Individual aids to reduce pain

» Self-management of pain

« Encourage the client to join in participatory activities

In the following chapter a variety of treatment methods are described. These methods are not complete
and should be regarded as inspiration — not as a recipe. The therapist should use the best possible evi-
dence based practice, adopt and adapt new methods and at the same time be innovative and creative.

There are some basic principles, which the therapist should consider in the treatment of torture
victims. Imprisonment — torture — escape and asylum in another country have often had many

personal consequences. Distrust and apprehension have often overtaken the basic trust in other

people. The therapist must therefore show empathy, create an atmosphere of mutual respect and

trust, and encourage the torture victims to take an active part in the treatment. Humour and spon-

taneity, when the situation allows it, create a relaxed and lively atmosphere. An open dialogue

and good communication are prerequisite for-a successful treatment. An interpreter must facili-

tate this communication and act as a cultural mediator.
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1. Bodyfunction

Manual treatment

The touch of hands and body contact are important elements in the manual treatment. The PT
must be aware of how and where to touch. The history has often given a picture of the pain
quality, pain intensity and extent of the pain, all of which should be used as guidelines. A gentle,
but reassuring, confident hold will often feel more safe and acceptable than a loose one.

Various forms of hands-on treatment may be used e.g. effleurage, kneading, myofascial release,
acupressure and mobilising of joints in the feet. The aim of applying these methods is to provide
a certain amount of pain relief and relaxation, and for the therapist to receive information about
tissue and pain response. They are superb as a preliminary for a more active treatment. The met-
hods are also excellent means for pure communication through the body and to create an atmos-
phere of trust and confidence. The physiotherapist has a continuous dialogue with the client who
often spontaneously tells about his experience and the pain from when he was tortured. All this
information helps to form a picture of the pain pattern and the client’s own perception of his body
and should be integrated in the treatment.

In some cases the client suffers from hyperalgesia and allodynia. Massage increases the pain
condition, which may last for hours or days. Massage should therefore be avoided.
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1.1 Soft tissue treatment of legs and feet muscles

Fig. 25. Soft tissue treatment of the tibialis anterior muscle.

Purpose: To reduce neuro-muscular tension and improve muscle function.

Procedure: Palpate the trigger point in the muscle belly. Apply gentle pressure and stretch the
muscle fibres with the tip of the thumb, supporting the leg with the other hand.

QOutceme: Reduction of muscle tone and pain reduction.
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Fig. 26. Soft tissue treatment of the peroneus longus muscle.

Purpose: To reduce neuro-muscular tension and improve muscle function.

Procedure: With a reassuring firm grip the PT holds the lateral side of the tibia with the thenar of
one hand. The other hand on the peroneal muscles, both thumbs parallel. While holding a slight

pressure with both hands and at the same time moving away from each other, the myofascial
tissue is stretched.

Outcome: Release of tightness in the fascia and pain reduction.
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Fig. 27. Soft tissue treatment of the gastrocnemius muscle.

Purpese: To reduce neuro-muscular tension and improve muscle function

Procedure: With a firm flat pressure both hands hold across the muscle. The myofascial tissue
is stretched when one hand moves away and the other towards the PT.

Outcome: Release of tightness in the fascia and pain reduction.
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Fip. 28. Soft tissue treatment of the fascia plantaris and m. quadratus planta.

Purpose: To reduce neuromuscular tension and improve muscle function.

Procedure: One hand supports the forefoot. With the thumb of the other hand scar tissue of the
fascia is stretched.

Outcome: Release of tightness in the fascia and pain reduction.

The same hold is used for treatment of the m. quadratus planta. Palpation and gentle pressure
identify the triggerpoint. Apply a gentle stretch.

Outcome: Reduction of muscle tone and pain relief.
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1.2 Mobilising the joints of the feet

Fig. 29. Mobilising the intermetatarsal joinis.

Purpose: To mobilise the intermetatarsal joints..

Procedure: The thenar and thumbs of both hands placed.on. adjacent metarsal bones move each
metatarsal bone in opposition to each other repetitively aprox. x 5.

Outcome: Improvement of the general function of the foot.
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Fig. 30. General mobilising of the arches of the foot.

Purpose: To mobilise the arches of the foot

Procedure: Grasping the foot with both thumbs on dorsum and the 2-5 fingertips in planta, the
arches of the foot are increased repetitively aprox. x 5.

Outcome: Improvement of the general function of the foot.
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Fig. 31. Training of the quadratus planta muscle (making a short foot}.

Purpose: The quadratus plantae is a supporter of the medial arch of the foot. After falanga this
arch is often decreased. The purpose is therefore to gain strength in this muscle, to support the
medial arch, and to self-mobilise the joints of the feet.

Procedure: In standing or sitting with bodyweight on the foot, the client makes a short foot
without activation of the flexor muscles of the toes.

Outcome: Improvement of foot function.
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1.3 Stretching the muscles

Altered function of the foot and abnormal gait pattern often lead to tight muscles with restriction
in range of motion and poor postural control. The consequences are tight muscle fascia, incre-
ase in muscle tone, tender- and triggerpoints in the muscles and tendinitis at the attachments of
the tendons on the bones. Various stretching methods should be applied to improve the normal
muscle function of the legs and to avoid overuse.
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Fig. 32. Stretching the hamstrings.

Purpose: To stretch the hamstrings to improve range of motion in the hip and knee and to
mmprove musclebalance.

Procedure: Lying supine with an elastic string around the foot. The hip and knee are first flexed,

then the knee extended to the end of range and kept in this position for 20 seconds (stretching).
The procedure is repeated 5-6 times. Breathing may be used during the stretching procedure.

Outcome: Neuro-muscular relaxation of the hamstrings.
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Fig. 33. Stfetching of i‘hé"h’if 'teﬂ.éb'i'fajcia'ldféz;'

Purpose: To stretch the tensor fascw lata to 1mprove range of motion in the hip and knee and to
improve musclebalance. - '

Procedure: Lying supine with the hip and knee in flexion and adduction internal rotation. The
client applies resistance to abduction and external rotation for a few seconds with the opposite
hand. Then relax and pull the knee into further adduction/internal rotation and hold this position
for 20 seconds. Breathing may be used during the stretching procedure.

Outcome: Neuro-muscular relaxation of m. tensor fascia lata.
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2. Activities

Training to improve postural control and general physical condition
The function of several tissues and inner organs is dependent on physical activity. These tissues
have a built-in capacity, which adapt to activity or inactivity, e.g. muscles, joints, and the blood

circulation.

Before torture many of the torture victims lived a normal active life and had a good physical
condition. Training in fitness centres is not unknown for most. Other forms of sport like football,
basketball etc. were often an integrated part of their daily routines. After torture, many years in
prison in small cells, prohibition of movement and none the least pain have often changed their

total life situation.

Graded physical training can therefore influence their physical capacity and general health in a
positive direction. Graded training modalities are undertaken slowly with respect for the indivi-

dual’s ability and pain threshold.

Working with large muscle groups enhance the general physical condition, increase the heart-
beat and the general blood circulation. Bicycling on a ergometre-bicycle may be a treatment
modality. The client’s train up to their working pulse, which may continuously be measured by
a Polar Heart Rate monitor to demonstrate increase in the client’s physical capacity. Other ways
of improving the general level of fitness are body awareness exercises and aerobic training. To
increase the walking distance the therapist helps the client to pace the training according to his

capacity.

A variety of training methods is depicted below. They are not at all exclusive but should be used
as inspiration for development, improvement and adaptation to the needs of the client. The PT’s
engagement and ability to adapt her/his skills to the benefit of the client enhance the motivation
and learning process. All methods aim at improving the clients physical condition, body aware-
ness, walking distance, and participation in daily activities.
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2.1 Balance training, improvement of postural control and body awareness
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Fig. 34. Training balance on an Airex pillow.

Purpose: To improve balance, postural control and body awareness.

Procedure: Standing legs apart on a soft Airex pillow. The body weight is shifted in all direc-

tions allowing pressure on various parts of the soles..

Outcome: To become aware of body alignment and postural control.
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Fig. 35. Training balance on an Airex pillow standing on one leg.

Purpose: To improve balance, postural control and body awareness.

Procedure: Standing legs apart on a soft Airex pillow the body weight is shifted to one leg. The
other leg is lifted and the body is kept aligned.

Outcome: To become aware of body alignment and postural control.
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Fig. 36. Trdiﬁ'ing on a baldrice board.

Purpose: To improve balance, postural control and body awareness.

Procedure: Standing on a balance board placed on top of the Airex pillow. The body weight is
shifted in all directions.

Outcome: To become aware of body alignment and postural control
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Fig. 37. Training on a balance board.

Purpose: To improve balance, postural control and body awareness.

Procedure: Standing on a balance board placed on the floor. The body weight is shifted in all
directions. This procedure may be combined with shifting the body weight to one leg and lifting
the other keeping the body aligned.

Outcome: To become aware of body alignment and postural control
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Fig. 38. Training balance on a mini-trampoline.

Purpose: Improve balance, postural control and body awareness

Procedure: Jumping on the minitrampoline the client shifts the position of the feet in various
positions.

Outcome: To enhance postural control, increase body awareness and physical condition.
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Fig. 39. Training m. quadriceps with a rubber band.

Purpose: To strengthen the quadriceps muscle.

Procedure: Lying prone with flexed knee. Knee extension against resistance of a rubber band.

Qutcome: Strengthening the quadriceps muscle
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Fig. 40. Step up on a board with weights.

Purpose: To improve postural control and increase muscle strength in the legs

Procedure: Standing with one foot on ground, the other on a board with the height of one stair.
Transfer the bodyweight to the foot on the board and step up and down several times.

Outcome: Increase muscle strength in the legs and increased body awareness
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Fig 41. General balance training.

Purpose: To train balance, postural control and co-ordination.

Procedure: Standing on 4. Diagonal rhythmic lift of arms and legs with moments of keeping the
asymmetric position.

QOutcome: Improvement of proprioception, postural control, balance and co-ordination.
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2.2 Training in Body Awareness

Physical training is meant to teach the torture victim that movements may be associated with
good experiences and well being, and that physical activity is not harmful to the body. The client
participates in cognitive and awareness exercises and learns how new abilities can be adapted
and integrated in his daily activities. This demands good comumunication skills from the physi-

otherapist.

The training includes various elements of change in posture and balance, proprioceptive training
and sensory and motor skills by means of thythmic and co-ordination exercises. These exercises
may be combined with breathing exercises. Humour and games during training - supported by
music - have a motivating and stimulating effect, and thus promote the learning process. . -

Fig. 42. Training body awareness in front of a mirror.

Purpose: To raise awareness of maladaptive movements and to change these

Procedure: In front of a mirror various movements are performed with the view to change mala-
daptive movement patens within pain limits.

Outcome: To integrate new movement patterns in daily activities
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Fig. 43. Throwing balls.

Purpose: To enhance postural control and body awareness.

Procedure: Balls are thrown towards a board with various holes of different size. The balls
should be aimed at going through the holes. The body moves forward and the body weight is
shifted to the front leg.

Outcome: Increase of balance, postural control, and co-ordinate body movements within pain
limits.



40 Falanga Torture - Diagnostic Considerations, Assessment and Treatment

2.3 Apparatus training

Training with specialised equipment (Medical Training Equipment) has many advantages. Tt is
specially designed to functional training in movements within the range of motion, where the
client feels secure and experiences minimal pain. The movement is carried out without manual
interference from the physiotherapist, but under continuous guidance. The choice of exercise is
based on the assessment of the client’s functional capacity and should include a variety of func-
tional qualities, which should be adapted during the exercise. These qualities include stabilisation,
co-ordination, postural balance and control, joint mobility and circulation-enhancing exercises.

An individual training programme is produced from a specially designed software programme
and is tailored to the client’s ability. During the training period the number of repetitions are
increased, and notes are taken to reflect progress and improvement in the client’s physical capa- -
city. This programme, reflecting progress in the client’s physical performance, is highly motiva-
ting to continuous training.

Fig. 44. Training in a rowing machine.
Purpose: To strengthen the muscles, improve co-ordination and balance and the general physi-

cal condition.

Procedure: Rowing slowly and rhythmically. On a display in front distance, speed, and time can
be observed. Gradually the performance is increased.

Outcome: Measured improvement of general physical condition.
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Fig 45. Training on a ergometre bicycle.

Purpose: To strengthen the leg muscles and improve general physical condition.
Procedure: The physical function test forms the basis for the planning of continuous training on
the ergometre bicycle. The intensity should be submaximal and the pulse rate is measured before

and after the training.

Outcome: Measured improvement of general physical condition.
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Purpose: To train muscle strength in the leg and the ability to walk on stairs.

Procedure: Step up with one leg. Supported by the pulley the body weight is relieved with e.g.
0-30 kg.

Note.: Transfer of the body weight forward reduces the compression in the knee. The exercise is
repeated with breaks between each series.

Qutcome: Increased muscle strength in the legs.
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P i

Fig. 47. Training in physical function.

Purpose: To train physical function adapted to individual ability.
Procedure: The therapist guides the client to use the Medical Training Apparatus in movements,
which include stabilisation, co-ordination, postural balance and joint mobilisation. The exercise

is repeated with breaks between each series,

Outcome: Increase in physical function and body awareness.
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Fig. 48. Walking on a treadmill.

Purpose: To increase the distance in walking.

Procedure: Walking on a treadmill. The speed is adjusted to the client’s ability. The walking
time and distance are shown on a display in front. Both time and distance are gradually increased

and paced to the client’s ability .

Outcome: Ability to walk longer distances and improved physical condition.
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2.4 Personal Individual Tailored Exercise program

Lying or sitting.

’G-

\"\ Bend and straighten your toes briskly.
Repeat times.

© Physio Tools [1d

Sitting or lying.

Rotate your ankle. Change directions.

Repeat times.

© Physio Teol

Sitting with your foot on the floor.

Shorten your foot by tightening the muscles on the sole of your foot.
J, _ ) Keep your toes pushed straight against the floor.
/\- .
-

Repeat times.

© Physio Tools Lid

Stand in a walking position with the leg to be stretchen straight behind you
and the other leg bent in front of you. Take support from a wall or chair.

Lean your body forwards and down until you feel the stretching in the calf
of the straight leg. Hold approx. 30 secs. - relax. Stretch the other leg.

Repeat times.

© Physio Tools Ltd

Stand in a walkin gposition with the leg to be stretched behind you. Hold
on to a support.

Bend the leg to be stretched and let the weight of your body stretch your
calf without lifting the heel off the floor. Hold approx. 30 secs. - relax.

Repeat times.

© Physio Tools Ltd
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© Physio Tools Ltd

Stand with your legs apart and feet parallel.
Transfer your weight from one leg to the other.

Repeat times.

© Physio Tools Ltd

Stand with your legs apart and feet parallel.
Transfer your weight onto your heels, then transfer your weight onto your toes.
Note. Keep the sole of your foot on the floor throughout the exercise.

Repeat times.

© Physie Tools Lid

Stand straight. Take a step forwards and take the weight onto the front leg.
Push off your front leg bringing legs back together.
Repeat with other leg.

Repeat times.

© Physia Tools Ltd

Stand.
Lift one leg.

Repeat times.

© Physio Tools Lid

Stand.
Push up on your toes.

Repeat times.
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2.5 Individual advice and adjustment of physical aids

In many cases the client needs physical aids which will reduce pain in the feet and calves, incre-
ase walking distance and thus enhance functional abilities. The physiotherapist helps the client
to apply for such aids in the communities, which some times offer special grants. After falanga
torture the most common aids are shoes with supporting heels and shock absorbing soles. Some-
times special individually measured shock absorbing foot orthosis should be considered.

Fig. 49. Shoes with flexible, shock absorbing soles.
Purpose: To reduce pain, enhance ability to unwinding of the foot and increase walking
distance.

Procedure: The therapist guides the client to acquire shoes with good hee! support and shock
absorbing flexible soles. The client train walking with correct unwinding of the foot.

OCutcome: Pain reduction in the feet and legs. Increased walking distance.
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Fig. 50. Inlays in shoes.

Purpose: To apply individually measured inlays in shoes with arch support and to further the
shock absorbing effect when walking.

Procedure: A print of the weight Bearing feet forms the basis for the production of the inlays,
which are made of a soft shock absorbing material.

Outcome: Pain reduction and increased walking distance. ‘
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Fig. 51. Taping.

Purpose: To support and stabilise the ankle and foot joints.
Procedure: In-clastic or elastic tape is applied to support the ankle and the arches of the foot.

Outcome: Pain relief and ankle/foot support when walking. Increased walking distance
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Fig. 52. Ankle bandage.

Purpose: To support and stabilise the ankle and foot joints.

Procedure: A pre-manufactured elastic bandage is applied to support the ankle and the arches
of the foot.

Qutcome: Pain relief and ankle/foot suppbrf when walking. Increased walking distance
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2.6 Treatment of Neurogenic Pain

Education in self management of pain

Neurogenic pain differs in many ways from “ordmmary”nociceptive pain. The pathophysiology,
clinical picture, and treatment are different. In many cases the client’s beliefs and attitudes
towards pain has led to fear, catastrophizing thoughts, avoidanc behaviour in anticipation of
pain, leading to longstanding physical inactivity and detrimental impact on the musculo-skeletal
system. The objectives for the physiotherapist is therefore:

= Educate the client in the basics of the physiology of pain and pain mechanism.

« Promote cognitive behavioural changes including awareness of fear and avoidance beha-
viours.

» Reassure changes in behaviour

» Advice to maintain activities

Some clients suffer from severe allodynia and hyperalgesia. They describe areas on the feet and
legs as extremely sensitive. Light touch from e.g. loose clothes that rub against the skin can
elicit exquisite pain. The clients should find clothes that {it closely to the skin to avoid interspace
to the body. The material should have an even surface e.g. silk or polyamide or other smooth
surfaces, that the client finds accommodating. Inner seems in pants should be avoided and the
surface inside the shoes should be smooth with no hard bumps or pressures. In many cases tight
elastic bandages e.g.“tubigrib” on the legs and feet is a good solution. Especially characteristic
for allodynia is that pain is provoked by stimuli that do not usually provoke pain e.g. cold. The
clients are therefore advised to keep the body and feet warm and avoid outdoor activities in
damp, cold and windy weather.

Self treatment with Trancutaneus Electrical Nervous Stimulation (TENS)

All types of electrical apparatus and medical equipment can provoke anxiety and apprehension.
We know from experience, however, that clients in most cases accept self-treatment with TENS
after receiving thorough oral and written information and instruction. They learn how to place
the electrodes in relevant places on the legs and feet, and most important to regulate the stimu-
lation themselves. Both low and high frequency stirnulation is used, depending on the character
of pain and the reporting of the effect. It is very rare for the clients not to accept this treatment,
even when they have been exposed to electric torture.

There is good evidence that TENS has a pain relieving effect on chronic nociceptive as well
as neurogenic pain. The therapist should therefore NOT refrain from introducing this method.
Another advantage is that the clients can control the stimulation themselves, both when at rest

and when moving around.
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Fig 53. Stimulation with TENS.

Purpose: Self-management of pain. Increased physical activity.

Procedure: Application of electrodes on relevant places and stimulation with TENS several
times a day for 2 hour. Both high and low frequency stimulation can by applied.

Outcome: Pain reduction and increased physical activity.

Note: There is no need to take off the electrodes between each stimulation. When the client
wear long trousers the connection from the electrodes to the apparatus can be adjusted inside
trousers. The apparatus can be tugged away in the trouser pocket. Then the client can move
around or go for a walk and control his TENS stimulation whenever needed,
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Fig. 54. Pain bandages.

Purpose: To relieve pain in the calves and legs.

Procedure: Apply elastic bandages, which give an even compression on the skin, the muscles
and their fascia. The bandages may cover the calves and/or the legs.

The bandages should be used during the day and taken off at night.

Outcome: Pain reduction and increased walking distance and physical function.
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3. Participation

The objective for training in groups is to enhance the client’s ability to engage in participatory
and meaningful social activities. The client should experience the body and actions to act as a
possibility for development. His movement-potential gradually changes both in view of “expres-
ston of movement - and in action”

3.1 Training in participatory activities

Fig. 55. Ti‘m’ning in groups.

Purpose: Training in group activities.

Procedure: A group of client engages in group activities with the view to stimulate interaction,
co-ordination and co-operation. The picture shows a group lifting a “parachute” from the ground
and at the same time throwing a ball in the air.

Outcome: Experience of body potentials and ability to act.
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Purpose: To participate in group activities, stimulating co-operation and interaction and co-
ordination.

Procedure: The clients work together in pairs. Everybody tries to keep a ball moving at various
parts of the body without letting the ball fall to the ground.

Outcome: Experience of body potentials and ability to act.
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Conclusion

The chronic sequelae after falanga have a substantial impact on the every day life of the torture
victim. The resultant, functional limitation, may lead to significant disability, such as the inabi-
lity to work or to engage in social activities.

Disability is a complex phenomenon that incorporates physical pathology, the individual’s
response to the physical assault, and environmental factors that can serve to maintain the disabi-
lity. Clinical assessment of disability should therefore concentrate on loss of function rather than
pain. The question is not, “is that activity painful?”, but rather “are you actually restricted in that

activity?”.

Assessment of a torture victim exposed to falanga should — in order to provide a goal oriented
treatment — include:

e thorough physical examination - evaluation of .impairment
¢ assessment of the ability to carry out structured activities - evaluation of functional capacity
o assessment of the impact on the lifestyle — evaluation of the caused disability

The recommended treatment modalities in this booklet are like a jig-saw puzzle. The therapist
must put together the pieces in order to plan a treatment program, that is applicable to each par-
ticular client and based on the specific needs. Realistic and mutually agreed treatment goals are
essential and must be established before the start of the treatment. The client should not expect
total pain relief or full restoration of physical functions. Improvement of functional capacity - in
order to diminish the resulting disability - should be the mutual aim.
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