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FACT SHEET No. 12  

Chronic pain as consequence of torture: Assessment 
 
Chronic pain, including neuropathic pain, has a high prevalence in torture survivors and a low rate of 
spontaneous resolution [9]. Prevalence is hard to establish, but estimates are around 80% [6,9]. Since pain 
can exist without tissue pathology or findings on investigation, a thorough grounding in pain science is 
necessary for adequate assessment, with attention to the following: 
 

•  Torture can involve disruption of nervous, immune and endocrine systems, all of which can affect 
pain physiology and subjective experience [2,6,8]. 

•  Central sensitization induces hypersensitivity to pain and other somatic symptoms. Descending 
pain modulation modulates the urgency of the pain signal according to situational variables, 
particularly threat. Torture often induces a long-lasting sense of threat (post-traumatic stress) that 
facilitates pain signaling and decreases pain inhibition [2,5]. Pain should therefore not be 
interpreted as a nonspecific symptom of stress or considered ‘psychosomatic,’ but investigated 
fully as a problem in its own right. Physical and psychological sequelae worsen each other. 

• There is almost no research on injuries of the type inflicted in physical torture, nor on the added 
effects of detention in conditions of poor hygiene; deprivation of food, water, and sleep; extreme 
temperatures; and severe and prolonged fear [3]. 

• Assessment, bearing in mind the points above, may require interpretation, either face-to-face or 
by phone: it should always be offered. It is important to ask directly about torture or violence; 
most goes undisclosed in medical consultations [4]. It is also important to build rapport, 
appreciating how difficult trust can be for survivors of torture. Content of assessment should 
include: 

o Detailed questions about torture and other ill-treatment experienced, explaining why this 
is necessary in order to understand the pain better. However, the patient should not be 
required to repeat this information to each new member of a healthcare team, who 
should instead share information fully. 

• Thorough pain assessment, with examination of the musculoskeletal system and neurological 
evaluation for negative and positive symptoms and signs, is necessary. This should be 
accompanied by explanation of what information is sought, by sensitive feedback of findings, and 
explanation of chronic pain. 



© Copyright 2019 International Association for the Study of Pain. All rights reserved. 
 
 
 

     

IASP brings together scientists, clinicians, health-care providers, and policymakers to stimulate and 
support the study of pain and translate that knowledge into improved pain relief worldwide. 

The European Pain Federation EFIC is a multidisciplinary professional organization in the field of pain 
research and medicine, consisting of the 37 European IASP Chapters  

© Copyright 2019 European Pain Federation EFIC. All rights reserved. 

• Awareness of pain that is specific to the site(s) and methods of torture, such as foot pain after 
falaka (beating the soles of the feet [7]), shoulder pain after suspension by the arms, or genital 
pain after sexual torture, may be generalized as widespread musculoskeletal pain. Headache and 
back pain are common [6]. 

• Physical assessment may need to be spread over several episodes, or even deferred, if physical 
examination, touch, or being partly or fully undressed is too aversive. It is important to ask 
whether the patient is willing to undergo each stage of examination. 

• The patient should be asked directly about his or her beliefs about what is wrong, and those beliefs 
addressed in explanation by the healthcare team. Many patients may be unfamiliar with a 
multidimensional model of pain, so information needs to be shared in order for questions about 
psychological and social aspects of the pain to make sense. 

•  The patient should also be asked about current conditions and ongoing risks to health: poor 
accommodation or homelessness, disrupted sleep, poor diet/inadequate money for food, 
isolation, uncertain immigration and civil status, and any other ongoing problem. 

• Many standard assessment scales are not available in necessary languages, but pain may be 
assessed with simple pain scales, function by pain interference scales, or quality of life inventories; 
distress is harder to assess, and may need extra clinical expertise. 

• There are several additional considerations for assessment in children: pain is one of the most 
common results of torture experienced by children. Failure to recognize and treat a child's pain is 
common, but can have physical and psychological sequelae into adult life, and reduce treatment 
effectiveness. 

• Little is known on prevalence and type of pain in children who have directly experienced torture or 
witnessed torture of people close to them (parents, siblings, friend, other member of family and 
community). 

• Pain assessment is essential for proper pain treatment but can be complex and difficult.  
Standard assessment tools for children’s pain should be used (for more information, consult the 
2019 Global Year fact sheets on pain assessment in children). Clinical history taking and 
examination can determine if pain experience is associated with torture or other factors [1]. 
Neither physiological markers (heart rate, blood pressure) nor behavior can be used as a substitute 
for the child’s account of his or her pain experience, although they can contribute to pain 
assessment. 
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[Please be sure to translate the text inside this box and on the next page as well as the text in the 
footer below.] 

 

 

 
As part of the Global and European Year Against Pain in the Most Vulnerable, IASP and EFIC offers 
a series of Fact Sheets that cover specific topics related to pain. These documents have been 
translated into multiple languages and are available for free download. Visit GYAP Page and EYAP 
Page more information. 
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