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BACKGROUND: The prevalence of torture among foreign-born patients
presenting to urban medical clinics is not well documented.

OBJECTIVE: To determine the prevalence of torture among foreign-
born patients presenting to an urban primary care practice.

DESIGN: A survey of foreign-born patients.

PATIENTS: Foreign-born patients, age > 18, presenting to the Primary
Care Clinic at Boston Medical Center.

MEASUREMENTS: Self-reported history of torture as defined by the
UN, and history of prior disclosure of torture.

RESULTS: Of the 308 eligible patients, 88 (29%) declined participa-
tion, and 78 (25%) were not included owing to lack of a translator. Par
ticipants had a mean age of 47 years (range 19 to 76), were mostly fe-
male (82/142, 58%), had been in the United States for an average of 14
years (range 1 month to 53 years), and came from 35 countries. Fully,
11% (16/142, 95 percent confidence interval 7% to 18%) of participants
reported a history of torture that was consistent with the UN definition
of torture. Thirty-nine percent (9/23) of patients reported that their
health care provider asked them about torture. While most patients
(15/23, 67%) reported discussing their experience of torture with
someone in the United States, 8 of 23 (33%) reported that this survey
was their first disclosure to anyone in the United States.

CONCLUSION: Among foreign-born patients presenting to an urban
primary care center, approximately 1 in 9 met the definition established
by the UN Convention Against Torture. As survivors of torture may have
significant psychological and physical sequelae, these data underscore
the necessity for primary care physicians to screen for a torture history
among foreign-born patients.
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R ecent events at Abu Ghraib and Guatanamo Bay have
raised the public’s awareness of torture. The United
States of America became a signatory of The United Nations
Convention Against Torture and Other Cruel, Inhuman, and
Degrading Treatment or Punishment (C.A.T.) in 1988.' The
American Medical Association’s Code of Ethics states that phy-
sicians must not “countenance, condone, or participate in
the practice of torture or other forms of cruel, inhuman, or
degrading procedures, whatever the offence of which the victim
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of such procedures is suspected, accused or convicted.”?® The
C.AT. defines survivors of torture as those who have endured
“severe pain or suffering, whether physical or mental, . . . when
such pain or suffering is inflicted by or at the instigation of or
with the consent or acquiescence of a public official or any
other person acting in an official capacity.”* The Offices of the
United Nations High Commissioner for Human Rights has
documented the broad prevalence of torture around the
world.?

The purpose of torture is to break the mind, body, and
spirit of victims and to send fear into communities. Torture
often includes beatings, psychological torment, rape, burning,
suspension, electrical shocks, and detention under inhumane
conditions.® Torture is one of the most traumatizing of human
experiences and can result in significant long-term medical
and psychological sequelae.”"'?

Several community-based surveys of the prevalence of
torture survivors in specific immigrant communities have been
published. Marshall et al.'® surveyed a cohort of 586 Cambo-
dian adults in Long Beach, California, who lived in Cambodia
during the Khmer Rouge reign, and found that fully 54% re-
ported a history of torture. Jaranson et al.'* surveyed 622 So-
mali and 512 Oromo refugees in Minneapolis-St. Paul and
found the prevalence of torture to be 36% and 55%, respec-
tively. We are aware of 2 clinic-based surveys examining the
prevalence of torture. Eisenman et al.’® reported a prevalence
of torture of 6.6% among a sample of 121 foreign-born patients
presenting to an ambulatory clinic in New York City. Signifi-
cantly, none of these patients were recognized to be survivors
of torture by their treating physicians. In addition, Eisenman
et al.’® surveyed 638 Latino adult patients in 3 community-
based primary care clinics. Fifty-four percent reported political
violence, and 8% reported torture. Those exposed to political
violence had higher rates of physical and psychological prob-
lems compared with those not exposed to political violence. In
Eisenman’s'® study, only 3% of the patients who had experi-
enced political violence reported telling any clinician, and none
reported that their current physician asked about a history of
political violence.

These studies all have relevance to primary care physi-
cians (PCPs) serving immigrant populations. However, despite
these important data, it is unclear how well these studies
are replicable across a broad spectrum of immigrant primary
care populations. Insufficient data have been presented on
demographic factors that can be used by PCPs to identify
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high-risk groups and guide screening practices in the primary
care setting.

The primary objectives of this study are to determine the
prevalence of torture among foreign-born patients presenting
to an inner city primary care clinic in Boston and to evaluate
whether or not patients have discussed their history of torture
with their physicians. A secondary objective was to evaluate
demographic variables (age, sex, duration in the United States,
and region of origin) as associated factors with having a history
of torture.

METHODS

This is a survey of foreign-born patients presenting from July
2003 to August 2004 to the Boston Medical Center Primary
Clinic, a large urban medical center. On days covered by
project staff, study interviewers screened all patients present-
ing for care through registration data or interview. Foreign-
born patients were asked to participate in a survey while
waiting to see their primary care providers. Inclusion criteria
were as follows: age > 18 years, foreign-born (outside of the
United States and territories), and presenting to the Primary
Care Clinic at Boston Medical Center. Patients were excluded if
they were unwilling to participate in the survey. In addition,
subjects were not able to participate if a professional inter-
preter was not available. Patients referred to the Primary Care
Clinic by the Boston Center for Refugee Health and Human
Rights, who were known to be survivors of torture, were also
excluded from this survey.

Data Collection

After obtaining informed consent, a research associate inter-
viewed subjects using a structured instrument to ascertain
baseline information including the following: age, sex, country
of origin, year of arrival in the United States, and to ascertain
whether the subject had a history of torture. Questions on
personal and family exposure to torture were modified from
Eisenman et al.'®!” While our wording differs, Montgomery
and Foldspang'® found a sensitivity of 82% and a specificity of
92% on comparing self-reported exposure with torture on a
structured interview with in-depth psychological assessment.
We asked, “Were you ever harmed or threatened by the follow-
ing: government, police, military or rebel soldiers?” Patients
who endorsed this question were then asked, “Some people in
your situation have experienced torture. Has that ever hap-
pened to you or your family? Please explain.” Patients were
considered to have either personal or family exposure to tor-
ture if they answered affirmatively to both questions and if the
explanation given was consistent with the UN C.A.T. definition
of torture, as described above. Subjects who identified trauma
at the hands of robbers or bandits, or whose history of trauma
was not clearly government sponsored or inflicted by a group
that the government was not willing or was unable to control,
were not defined as conforming to the UN definition of torture.

Patients reporting a history of torture were referred with
their consent to the Boston Center for Refugee Health and Hu-
man Rights, a comprehensive program that cares for survivors
of trauma and torture at Boston Medical Center. No informa-
tion was retained for subjects who refused to participate. The
study was approved by the Institutional Review Board at
Boston Medical Center.

Statistical Analysis

The percent of patients reporting a personal or family history
of torture is described through exact 95% confidence inter-
vals (CI) for a binomial percentage. To evaluate regional
variations, subjects’ countries of origin were categorized as
follows: (1) Central America, South America, and the Carib-
bean, (2) Asia, or (3) Africa. The percent of patients with a his-
tory of torture is compared across demographic groups
through the %2 test of independence (for nominal characteris-
tics such as sex, area of origin) and the x2 test for linear trend
in percentages (for ordinal categorizations [quintiles] of age
and years in the United States). Results significant at a 2-
tailed P<.05 level are considered statistically significant. Com-
putations were performed using STATA, version 8 (Stata, Col-
lege Station, TX).'°

RESULTS

Of the 453 identified as potentially foreign-born based on reg-
istration data, 145 (32%) were excluded due to being born in
the United States or territories. Of the 308 eligible patients, 78
(25%) were not asked to participate owing to the lack of a pro-
fessional translator. Of the 230 eligible patients asked to par-
ticipate, 142 (62% of the 230 asked, 46% of 308 eligible)
consented to participate in the survey. This sample had a
mean age of 47 years (range 19 to 76), was mostly female
(58%, 82/142), had been in the United States for an average of
14 years (range 1 month to 53 years), and came from 35 dif-
ferent countries (Table 1). Fully, 16% (23/142, 95% CI 11% to
23%) reported a history of being personally tortured or having
a family member tortured. Among these patients, 9 of 23 (39%)
reported both personal and family member experience of tor-
ture, 9 (39%) of 23 reported only a history of being personally
tortured, and 5 (22%) of 23 reported only a history of torture
experienced by a family member. Among the 18 patients who
reported personal experience of torture, the UN definition of
torture was met in 16 (89%) of these cases to reveal a preva-
lence of 11% (16/142, 95% CI 7% to 18%). Among the 5 pa-
tients who reported only a history of torture experienced by a
family member, the UN definition of torture was met in 4 (80%)
of these cases.

Most patients (15/23, 67%) reported discussing their ex-
perience of torture with people in the United States. However,
only 39% (9/23) had ever discussed their experience of torture
with a health care provider and 8 (33%) of 23 reported that this
survey was their first disclosure to anyone in the United
States.

Subjects in the United States for a shorter period of time
had a significantly higher rate of reporting a history of personal
or family torture than subjects who had been in the United
States longer (P<.01) (Fig. 2). For example, subjects in the
United States for < 3.5 years (lowest quintile) had a 38% (95%
CI 19% to 57%) rate of personal or family torture and subjects
in the United States for > 30 years (highest quintile) had a 4%
(95% CI 0% to 12%) rate of personal or family torture.

Significant regional variation is apparent. Whereas 6%
(95% CI 1% to 11%) of subjects from Central America, South
America, and the Caribbean reported a history of personal or
family torture, 18% of subjects (95% CI 0% to 45%) from Asia,
and fully 41% of subjects (95% CI 24% to 57%) from Africa re-
ported a history of personal or family torture (P<.001).
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Table 1. Demographics of Study Population with a History of Torture
Exposure

% (n’s) With A History P Value™
of Torture Exposure

Patient Group

Overall sample 16 (23/142) —
Sex .86
Males 17 (10/60)
Females 16 (13/82)
Age (quintiles) .70
19 to 32 21 (6/29)
33 to 45 6(2/31)
46 to 50 22 (6/27)
51 to 60 26 (8/31)
61to 76 4 (1/24)
Years in the United States (quintiles) <.01
<3.5 38 (11/29)
3.5t09 14 (4/29)
9.1 to 15.5 11 (3/27)
15.6 to 22 13 (4/30)
23 to 53 4 (1/26)
Area of origin <.01
Central America, South America, 6 (6/94)
and the Caribbean
Asia 18 (2/11)
Africa 41 (15/37)

*P-value comparing the percent with a history of torture exposure across
patient groups via the 52 test of independence for nominal variables (sex,
area of origin) and the y? test for trend._for ordinal variables (age, years in
the United States).

There was no statistical trend relating the rate of reporting a
history of torture with subjects’ age (P=.70) or sex (P=.86).

DISCUSSION

We found that 11% (16/142, 95% CI 7% to 18%) of partici-
pants reported a history of being personally tortured in a man-
ner that met the UN definition of torture. Two associated
factors for higher rates of torture were region of origin (Africa)
and having been in the United States for a shorter period of
time. However, the observation that subjects in the United
States for a shorter period of time were more likely to be tor-
tured is likely due to the fact that the duration for which sub-
jects had been in the United States was associated with the
region of origin (P<.01). For example, while half of all subjects
who had been in the United States for less than 3.3 years (first
quintile) were of African origin, only 5% of those who had been
in the United States for greater than 31 years (fifth quintile)
were of African origin.

Our finding that 39% of subjects reporting torture had
disclosed this history to a health care provider is extraordi-
narily high when compared with the existing literature. Eisen-
man et al.'® reported only 3% ever telling a clinician about
political violence, and 0% reported that their current clinician
asked about political violence. There are several hypotheses
for this unexpected finding. The greater Boston area is a re-
settlement site for many immigrant communities, and there
are multiple organizations that serve the needs of these pop-
ulations, including specific attention to the needs of survivors
of torture and human rights abuses. Some of these organiza-
tions are Physicians for Human Rights, The International Inst-
itute of Boston, and The Boston Center for Refugee Health and

Human Rights. The presence of, and awareness about these
organizations in communities may increase awareness of tor-
ture among both patients and providers. We have also provided
training about caring for survivors of torture to health care
providers in multiple clinical sites in the greater Boston area,
directly raising awareness of this topic among primary care
providers.

Our findings on the prevalence of torture in African
primary care patients (41%) is similar to that reported by
Jaranson et al.'* in a community-based population of East
African refugees (25% to 69%). The prevalence of torture
in subjects from Central and South America and the Carib-
bean was 6%, compared with 8% reported by Eisenman'® in
Latino primary care patients. Our prevalence of torture was
higher than Eisenman'® reported in a primary care sample of
121 patients in NYC (6.6% vs 11%). It is possible that differ-
ences in subjects’ countries of origin may account for this
difference.

Several important limitations should be considered when
interpreting these data. Few studies have examined the valid-
ity of self-reported history of torture. The reference that we cite
(Montgomery and Foldspang'®) reports good validity of a per-
sonal report of torture to a clinical determination of torture as
defined by the Tokyo Declaration. The validity of our questions
in determining torture as established by the UN Convention
has not been directly established. We did not evaluate socio-
economic status and it is possible that the prevalence of tor-
ture may vary with socioeconomic status. We excluded
subjects who were known to the Boston Center for Refugee
Health and Human Rights, which is based at Boston Medical
Center. This was appropriate, as two-thirds of patients seen at
Boston Center for Refugee Health and Human Rights have
been referred for care at the Boston Center for Refugee Health
and Human Rights by outside sources (attorneys and resettle-
ment agencies) and including such patients would inappropri-
ately enrich our sample. Conversely, as one-third of the
patients at the Boston Center for Refugee Health and Human
Rights are referred from within Boston Medical Center exclud-
ing such patients will deplete the sample and yield an under-
estimation of the true prevalence of torture in the clinic
population. The magnitude of this effect, however, is quite
small due to the relative sizes of the Primary Care Clinics at
Boston Medical Center (>20,000 unique patients/year, >33%
foreign-born) and The Boston Center for Refugee Health and
Human Rights (359 patients last year). Inclusion of subjects
removed from the sampling pool due to internal referral would
have increased our prevalence estimate from 11% (95% CI 7%
to 18%) to 13%. It is also possible that the prevalence we report
is an overestimate due to the presence of a specialized center
for survivors of torture within the institution. Although pa-
tients of the Boston Center for Refugee Health and Human
Rights were not included in this survey, relatives and ac-
quaintances of such patients, who themselves likely would
have a high rate of exposure to violence, may have been drawn
to the institution for this reason. It is possible that overesti-
mation of prevalence rates could be due to high utilization of
health care services, as seen with domestic violence popula-
tions.2° Weighting the subject selection process by health care
utilization was not possible because the surveys were admin-
istered anonymously.

We collected no information on nonparticipants. While it
is possible that some survivors of torture would choose to
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avoid this study because of fear and stigma, we are unable to
confirm this conjecture. While the interview instrument used
in this study has been validated previously, we were not able to
confirm that the instrument operates effectively across the
many cultures represented by the participants in this study.
We did not ask whether participants were refugees or asylum
seekers. This might have provided useful data for primary care
providers, as immigration status may be an important easily
identifiable associated factor. It is unclear whether the point
prevalence we report can be generalized to the foreign-born
patients in other primary care practice settings. It is important
to realize that the actual point prevalence of torture will vary
among clinical practices depending on the proportion of for-
eign-born patients from different countries and various parts
of the world. In addition, prevalence will change over time with
country-specific situations, such as wars, oppressive leaders,
and politics.

The high prevalence of torture in foreign-born primary
care patients highlights the importance of clinical interview
and exam skills for primary care providers to identify patients
who have experienced torture or potential vicarious trauma.
Lack of recognition and treatment may result in significant
psychological and physical sequelae.

The clinical presentation of survivors of torture has been
shown to be highly varied.?'?? For example, patients may
present to their primary care providers with chronic headache
or organic brain syndromes due to head trauma, nerve palsies
due to suspension, genital pain due to genital torture, foot pain
due to falanga, chest pain, abdominal pain, hearing loss, or
dental trauma.'® Often, there are no telltale marks, and phy-
sicians are not generally trained to detect the specific sequelae
of torture.?® In addition, mental illness, including posttrau-
matic stress disorder, depression, anxiety, adjustment disor-
der, and psychosomatic illness, are all prevalent in torture
survivors, but may not be easily diagnosed in the absence of an
appropriate history.?4?> This lack of recognition may result in
unnecessary investigations, or labeling patients as “hypochon-
driacs.” At worse, the lack of a history will result in failure to
get treatment and prolongation of suffering.

Our results showed that this survey was their first dis-
closure to anyone in the United States of being personally
tortured or having a family member tortured for one-third
of the subjects. Survivors of torture may try to avoid medical
care due to fear of further persecution, deportation, and
humiliation. They may not identify themselves to physicians,
even when seeking services. Such patients may harbor a
basic mistrust of physicians and may be reluctant to tell their
caregivers about their history. For communities without ded-
icated immigrant and refugee services, providers may need
more diligence to elicit a torture history in foreign-born
patients.

In our population, variables associated with a higher
risk of torture were recent arrival to the United States, and
immigration from the African and Asian continents. We believe
that clinicians should routinely ask patients from the African
and Asian continents who are recent arrivals to the United
States about a history of torture. Further studies of large num-
bers of foreign-born patients across a broad spectrum of
primary care practices are needed to stratify risk factors
for torture in clinical settings, and to provide further guidance
to clinicians for torture history screening in primary care
settings.

Screening programs, educational initiatives, and inter-
ventions for treatment should be further studied. Physicians
seeing immigrant patients in their practices should be familiar
with the general backgrounds of their patients’ countries of
origin, common medical and psychological sequelae of torture,
and should be knowledgeable about specialized referral cen-
ters for survivors of torture. The Boston Center for Refugee
Health and Human Rights has a web course available for pro-
viders on caring for survivors of torture (www.bcrhhr.org). In-
formation about specialized treatment centers for survivors of
torture can be found at The National Consortium of Torture
Treatment Programs Web site.26
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