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Reconstructing Safety: Adjustments to the Therapeutic Frame in the
Treatment of Survivors of Political Torture

Mary R. Fabri
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What are the special needs in the treatment of survivors of political torture? This article examines the
issues of safety and power within the therapeutic relationship and calls for adjustments to conventional
techniques, such as the therapeutic frame, to accommodate the needs of survivors. Understanding the
context of the survivor’s experience of loss of safety and control during the torture experience and
promoting the empowerment of the survivor guide the development of the necessary treatment modifi-
cations. With these adjustments, the therapeutic process is likely to avoid the revictimization of the

SUrvivor.

Images of refugees from Bosnia, Rwanda, Kosovo, and East
Timor have consistently flashed across television screens through-
out the past 8 years. Words fail to describe the urgency of these
images, as journalists and other firsthand witnesses are over-
whelmed by their emotions. It is hard to ignore the horrified
expressions on the faces of these refugees and remain impassive
observers to their plights.

In its 2000 annual report, Amnesty International (2000) stated
that there is documentation from more than 140 countries and
territories of torture and other human rights violations. In the fiscal
year 1999, more than 85,000 refugees entered the United States
seeking to escape intolerable political conditions (Amnesty Inter-
national, 2000). In 2000, the U.S. State Department projected
that 73,000 refugees would enter the country and has proposed
that 80,000 refugees will enter in 2001 (Department of State,
Department of Justice, & Department of Health and Human Ser-
vices, 1999). The needs of these refugee children, women, and
men range from the most basic needs of food, shelter, and clothing
to employment, English as a second language instruction, social
adjustment, and health care. The June 2000 report from the Asy-
lum Division of the Immigration and Naturalization Service indi-
cated that 35,392 asylum claims were filed from January through
June 2000 and that 332,418 cases are pending (Immigration and
Naturalization Service, 2000). A series of unique clinical chal-
lenges arises from these staggering statistics. One such challenge
is presented by many of the refugees and asylum seekers who are
survivors of torture.
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Clinical Challenges in the Treatment of Survivors of
Political Torture

Torture is a strategic means of controlling, limiting, and repress-
ing the basic human rights of individuals and communities and
creating a condition of silence. Torture survivors do not have a
specific profile. They are children—daughters and sons. They are
women— grandmothers, mothers, wives, sisters, and aunts. They
are men— grandfathers, husbands, brothers, and uncles. They are
the educated and the uneducated, the rich and the poor, the polit-
ically active and the apolitical, the working and the unemployed,
the farmer and the businessperson, the rural and the urban. A
survivor of torture does not fit a composite.

Many survivors have been instructed by their torturers that no
one will believe them if they disclose what happened to them.
Others are overwheimed by shame from the experience and prefer
not to identify themselves as torture survivors. Therapy is often the
venue in which this silence is first broken. The reconstruction of
trust in another person is the first task of treatment. By believing
survivors as they describe the horrific acts of torture to which they
were subjected, the therapist becomes witness through the process
of listening and validating the broken silence. The fact that torture
prevails in an environment of impunity creates enormous chal-
lenges to the establishment of trust in therapy. Furthermore, while
survivors may have found refuge in a host country, family mem-
bers and friends remain behind and continue to live under oppres-
sive regimes. News reports or letters from home can quickly
recreate a profound sense of vulnerability that can undermine trust
and relationships.

Most survivors of political torture presenting at treatment cen-
ters in the United States are from other countries and cultures.
Many are unfamiliar with the idea of psychotherapy and therapists.
Clinicians need to explain to survivors what they know about the
psychological consequences of torture. One survivor related to me
that once she came to the United States, she found it difficult to
find a place to settle. She visited different friends in various cities
but never felt like she fit in anywhere. While staying with one
friend, she made contacts within her country’s community in that
city. It was here that she met a woman working with survivors of
torture and learned, “The pain I have has a name.” This survivor
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related how much it helped her to feel better that others understood
and even expected her to feel the way she did—that the anxiety
and alienation she was experiencing were part of something called
posttraumatic stress disorder and not a sign of her going crazy
(personal communication, October 1997).

As clinicians, it is important to put the experience of torture
within the context of the survivor’s experience in order to under-
stand the client and be of service. This places a responsibility on
the therapist to become tamiliar with the political conditions of the
country of origin, the social situation of the survivor, and the
cultural norms that influence the survivor (Fischman, 1998; Fisch-
man & Ross, 1990:; Gonsalves, Torres, Fischman, Ross, & Vargas,
1993). Without this information, it can be difficult to create an
environment where the therapist is prepared to respond to the
survivor with a genuine understanding. A conventional therapeutic
stance of neutrality may revictimize the survivor, who may per-
ceive the therapist as incredulous. A directive questioning ap-
proach may replicate the experience of interrogation. The therapist
must be sensitized to the complexities of the survivor’s torture
experience to the best of his or her ability. This task requires a
personal consideration of each survivor because torture survivors
do not fit a specific protile.

Clinicians affiliated with treatment centers who have been
working with survivors have ventured into the treatment realm
with faith in the foundation of their psychological training, their
intuition of what will be helpful, and their compassion for another
human being (Pope & Garcia-Peltoniemi, 1991). The care of
torture survivors has developed as service providers have created
treatment plans that address the specific needs of each survivor
(Jaranson & Popkin, 1998: Randall, 1991). Clinicians who have
experience working with survivors of torture have developed their
approaches as they have problem solved to meet the presenting
challenges of a particular client. Language is often a barrier to
treatment, and models of providing psychotherapy with the assis-
tance of an interpreter have been developed by torture treatment
centers. Survivors from non-Western cultures may not have a
concept of psychotherapy or of speaking with a stranger about
problems. Some survivors fear being perceived as crazy for re-
ceiving mental health services. Outreach to refugee communities
or to identified torture survivors to educate and engage them in
treatment is often necessary. A public health model is helpful when
conceptualizing the need to step out of an office-based model of
therapy and to respond to cultural differences in mental health
services.

The challenge of working with non-English speaking survivors
of torture from diverse regions of the world and from conditions
unfamiliar to most clinicians in the United States requires reex-
amining therapeutic models and redefining them for this special
population. Conventional therapeutic standards may hold different
meaning to the survivor. Taking steps to mold the environment, in
unconventional ways, to the unique needs of the survivor creates a
foundation of safety for the arduous work of therapy

Creating a Safe Environment

The following comments are based on my experiences provid-
ing psychotherapy to torture survivors for more than 14 years in
affiliation with the Marjorie Kovler Center for the Treatment of
Survivors of Torture in Chicago, lllinois, and in consultation with

other clinicians at treatment centers across the United States. One
of the first steps clinicians must take is recognizing that, not having
torture experiences, they do not know what it is like to be tortured.
Although some health care professionals who have dedicated their
careers to the care of torture victims are torture survivors and have
a special insight, most clinicians lack this intimate awareness. It is
important to recognize that the vile acts of torture are often
“unbelievable™ and that not believing a credible survivor is an act
of collusion with the torturers. The political aspect of torture
creates a dimension of assault that cuts deeper than other forms of
abuse. The betrayal of the absolute safety typically provided by
one’s homeland, countrymen, and government carries psycholog-
ical ramifications that are different than other forms of trauma
(Fischman, 1998; Gonsalves et al., 1993). In the psychological
terrain of torture and its consequences, the survivor becomes the
teacher and guide for the clinician. Each survivor must teach the
therapist the details of his or her posttorture profile. It then be-
comes the task of the therapist to allow the survivor to guide them
in making the necessary adjustments to the therapy process based
on the survivor’s context of the torture experience, culture, and
social norms. Collaboration between survivor and therapist affords
treatment the expertise of the therapist’s psychological training
and the empowerment of the survivor to participate in defining the
therapeutic context.

It is critical to realize fully the power dynamic that is inherent in
serving a torture survivor. The act of torture creates a power
imbalance. The torturer dictates every aspect of the victim’s life,
stripping the individual of his or her personal integrity and agency.
The victim is totally vulnerable to the strategic acts of torture that
break down the individual—physically, psychologically, or both.
Survivors indicate the experience of torture as dismantling their
personalities and that even though they may physically survive, the
person they were before being tortured died at the hands of the
torturers (personal communications, October 1992). These condi-
tions hold significant importance to the therapy experience. Tor-
ture results in an ongoing vulnerability within the survivor to feel
disempowered or controlled by others. This vulnerability is often
stimulated by the therapy experience, in which the therapist can be
viewed as an imposing authority figure. In addition to viewing
therapists as negative power figures, many survivors come from
cultures where psychiatry or psychology are reserved for the
chronically mentally ill. The idea of talking with a stranger about
problems can also pose an obstacle when the tradition in most
cultures is to seek assistance within one’s family, religious, or
cultural community. The notion of talking with a stranger who is
supposed to be an “expert” can inherently create a dynamic that
can be counterproductive to treatment.

The need to understand the survivor, not only in the context of
his or her experience of torture but also with an understanding of
his or her cultural and social traditions, requires that clinicians
approach survivors of torture as our teachers and guides. This
approach informs the therapist and empowers the survivor to
construct boundaries to the therapy experience. For example, an
indigenous woman from Central America filing for asylum was
referred to me for treatment. In addition to therapy, we needed to
create a written testimony documenting her torture experience for
her asylum case. She found it awkward meeting with an interpreter
and me in my office. She would arrive for her appointments
without announcing her arrival to the receptionist and often would
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present reasons to leave early. Our conversations were superficial,
even though we discussed the task of creating a testimony docu-
ment within a set time frame. Eventually, I conveyed my concern
that she was feeling uncomfortable and that we had a task that we
were not addressing. She admitted she felt awkward. She indicated
that if she were in her homeland, she would meet with a priest if
she needed help. Additionally, she stated that she would like to
bring ritual and prayer into our sessions to create a connection for
her with her traditional belief system. She suggested that we all
participate in creating an altar and decided on items to bring, which
included candles and incense. The next session opened and closed
with prayer and ritual created by the survivor. However, we still
did not begin the needed testimony.

When [ presented this observation to her, she reflected that
although the session felt better to her than prior meetings, she was
aware that if she were in her native country and went to meet with
the priest, it would be at his home. To address this, we discussed
where we should meet. Having previously confronted the issue of
meeting in an office and understanding that for some survivors an
office environment transforms the therapist into an authority fig-
ure, I was not opposed to the idea of meeting elsewhere. Practi-
cality came into play, as neither the survivor’s nor the interpreter’s
living situations were suitable meeting spaces. We decided to use
my home for the next meeting. I made the necessary arrangements,
and our next meeting took place in my living room. The three of
us sat on the floor; the survivor led us in ritual and prayer, and only
after this did we begin our task of creating a testimony and
beginning her therapy. We proceeded as such for 6 months, with
each session beginning and ending with ritual and prayer, and the
slow collecting and processing of her torture experiences in
between.

It is essential to consider the above example within the context
of the survivor’s cultural worldview. The survivor had a distinct
need to create a safe space that paralleled the help she would have
accessed in her native country. It was only by empowering her to
create this space that she was able to communicate her painful
memories and torture experiences. It is important to acknowledge
that most survivors make adjustments to meet in the therapist’s
office. This example illustrates the survivor acting as teacher and
guide to her particular needs for therapy. As a follow-up note, once
the testimony was completed, the following sessions shifted to my
office. The setting became less important and our relationship
more important in providing a sense of safety.

Where Do We Sit?

Safety is a major concern for torture survivors. Following the
experience of torture, many survivors describe being unable to feel
safe again because they are persistently plagued by intrusive
memories, dreams, and flashbacks, all of which are stark reminders
of their torture experiences. It is the core responsibility of treat-
ment to assist in the reconstruction of safety. This may take place
in different ways for different clients because each survivor has
specific needs. The setting, as illustrated in the previous example,
may be a focal point of negotiation between the survivor and
therapist. Using the survivor as guide to the needed adjustments in
the therapy process restructures the power dynamic and allows the
survivor to have a leadership role in his or her own therapy.

Another aspect of safety involves the personal relationship
between survivor and therapist. The act of torture involves one or
more human beings turning on another within a political context in
the infliction of physical pain, psychological pain, or both and the
resulting manifestation of having power over the other. The torture
survivor learns from experiencing extreme harm at the hand of
another human being that danger is inherent in all relationships.
The resulting mistrust of others nags at the survivors, even after
they have been able to come to terms with the fears they live with
after torture. This deep wound inflicted in a survivor’s relation-
ships has significant implications for the therapeutic relationship.
The therapist must be aware of the possibility of revictimization in
obvious but also in subtle or unanticipated ways (Martinez &
Fabri, 1992).

Clinicians working with survivors of torture need to be cogni-
zant of the numerous ways in which safety and power issues can
intrude into the therapeutic relationship. Again, there is no set
profile; each survivor presents specific needs. Clinicians need to be
aware of the different possible strategjes of torture that are in-
flicted on survivors. For example, a survivor who endured severe
brutality in the interrogation process carried out by her torturers
found sitting in a room with a closed door, face to face with
another person, intolerable. She was able to identify this and
negotiated the sitting positions so that I sat with her viewing my
profile. Eventually, we began each session with her arranging the
chairs for that day. This allowed her the sense of control that she
needed. Gradually, the chair arrangement moved from the original
position of her viewing my profile to us sitting side by side facing
the same direction, still with no eye contact. Once we were sitting
side by side, our relationship had become a safer realm for her, as
she no longer needed to be the sole observer. Over the next few
months, she slowly began to move the chairs, an inch at a time,
until she positioned them so that we were facing each other. Her
sense of control and trust in the relationship was reflected in the
position of our chairs. It was a very tangible measurement for both
of us.

As illustrated above, eye contact and seating arrangement are
two factors that therapists need to consider when meeting with
survivors. Another important element is physical environment.
What do our offices look like aesthetically? Having worked in
public and not-for-profit settings, this issue has repeatedly
arisen. For example, once, after finding my usual space occu-
pied, I asked a survivor if he minded meeting in an available
conference room. He agreed, and we met in a large bare-walled
room with hard, uncushioned chairs, a long table with metal
legs, and several metal cabinets. After we sat down, he sur-
veyed the room, looked at me, and stated, “You know, this
reminds me of the room I was interrogated in.” Fortunately, this
was not one of our initial meetings; this survivor, the inter-
preter, and myself had been working together for several
months. We were able to talk about his observation and the
impact it had on his ability to feel safe. This example describes
how institutional settings often represent environments that
may remind a survivor of the torture experience. The therapist
must develop an awareness to the potential cues in the envi-
ronment that remind the survivor of the torture experience and
provide modifications that avoid revictimization.






