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Series Foreword 

Praeger’s series on Trauma and Disaster Psychology provides a forum for sharing 

thoughtful and progressive perspectives on some of the most compelling issues 

facing humanity today. Contributors to this series bring expertise from various 

disciplines, cultures, and backgrounds ranging across academia, clinical practice, 

public health, law, journalism, community activism, humanitarian agencies, 

human rights organizations, governmental intelligence agencies, and others too 

numerous to mention. The theme that aligns these volumes and their authors 

to form a meaningful series is the recognition that peoples lives are profoundly 

and enduringly affected by disasters and other potentially traumatic events that 

are increasingly common and troubling in today’s global community. Those 

who contribute to this series are engaged in more than an intellectual enterprise, 

and their efforts not only illuminate the darker recesses of the human experience, 

but also light the way toward preventing trauma and relieving suffering. 

The newest entry in this series addresses an issue that is far from new, but 

which has until recently been neglected, ignored, minimized, euphemized, and 

rationalized until graphic evidence became available that has at least temporarily 

lifted the curtain of denial obscuring the fact that forms of torture are practiced 

even by democratic governments. These acts are performed in secrecy and in vio¬ 

lation of these nations’ espoused observance of human rights conventions and 

international law. Once they are exposed, the illicit practices are vehemently 

denied, piously denounced, and circuitously debated, while in practice they con¬ 

tinue unabated. 

The present volume is titled The Trauma of Psychological Torture, and it 

addresses a particular aspect of the broader issue of torture, that being the 
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intentional infliction of psychological pain. As the authors demonstrate, this is a 

dark art that has been studied and practiced for centuries and that has only 

recently been designated as a crime against humanity, and thus the lines of 

demarcation between acceptable practices and those that amount to torture are 

not so well established as to prevent transgressions or preclude moral equivoca¬ 

tion. What seems too often lost in both the agreements and the controversies is 

any recognition of the psychological trauma that is inflicted upon not only the 

guilty persons toward whom these techniques are ostensibly directed for the 

greater good, but also upon the innocently accused, their loved ones, and the 

communities that look on in horror and wonder at what is done to others of their 

kind and might next be visited upon them. 

One line that is sometimes notoriously transgressed is one that would bar the 

involvement of health care professionals in torturous practices. Among the most 

horrendous and well documented of these transgressions were atrocities per¬ 

formed under the auspices of research or experimental treatment against prison¬ 

ers during the Second World War by doctors who were later prosecuted at the 

Nuremberg Trials. Safeguards have since been put in place to protect prisoners 

and other highly vulnerable groups from this kind of exploitation in the name 

of science or progress, and other restrictions have been placed on what can be 

done under cover of war, but there is little in place to prevent practitioners of 

the healing professions within military or intelligence agencies from participating 

in aggressive practices that are tantamount to psychological torture. 

Recent revelations regarding the participation of specialists in psychology, psy¬ 

chiatry, and behavioral sciences in interrogations described as coercive or abusive 

triggered a heated debate over the ethical, moral, and legal implications of the 

alleged activities. Professional organizations including the American Medical 

Association, the American Psychiatric Association, and the American Psychologi¬ 

cal Association weighed in on the subject and issued statements articulating their 

positions regarding the involvement of their members in interrogations where 

coercive or abusive tactics were involved, or in which other human rights protec¬ 

tions were being violated. 

Of particular note was the escalating and cyclical conflict among the members 

and leadership of the American Psychological Association, which became and 

continues to be strikingly polarized and contentious. News media coverage of 

the controversy has further fueled the conflict, and none of the ensuing negotia¬ 

tions and decisions has produced a satisfactory resolution of the central point of 

contention: To what, if any, extent may mental health professionals ethically par¬ 

ticipate in the interrogation of suspects when the methods or conditions of the 

interrogation are abusive, deceptive, or degrading? No book, including this 

one, can definitively and authoritatively resolve this issue to the satisfaction of 

all sides. But the authors and the editor have provided a foundation of knowledge 

and principles for understanding what psychological torture is and how it affects 
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those upon whom it is inflicted and those who practice it, with case examples that 

illustrate what is or may be at stake. 

Reading this book should prepare most anyone for reasoning critically about 

this very complicated and vexing set of issues and arguments. What is also made 

clear is that this is the furthest thing from a merely academic debate, because 

these actions are taken with great regularity across the entire spectrum of authori¬ 

tarian to democratically elected governments in the name of their people, their 

values, and their security. Like it or not, we are all involved to some extent, and 

those of us living in the most privileged and democratic societies carry the highest 

obligation to stand accountable for what is done by those whom we authorized to 

use force on our behalf. 

Gilbert Reyes, PhD 

Series Editor 

Praeger Series on Trauma and Disaster Psychology 
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Introduction 

Psychological torture is generally construed as a set of practices used worldwide 

to inflict pain or suffering without resorting to direct physical violence. Psycho¬ 

logical torture (henceforth PT) includes the use of sleep deprivation, sensory dis¬ 

orientation, the cultivation of anxiety, solitary confinement, mock execution, 

severe humiliation, mind-altering drugs, and threats of violence—as well as the 

exploitation of personal or cultural phobias (for a more precise definition of 

PT, see Ojeda, Chapter 1). PT thus contrasts with its physical counterpart in that 

the latter opts for physical violence and includes practices such as beating, whip¬ 

ping, burning, drowning, and electrocution (see Rejali, 2007). It is because it 

foregoes direct physical violence that PT is sometimes regarded as a distasteful 

but benign practice—torture lite, in fact. But there is nothing life about PT. 

The origins of PT can be traced back to the Middle Ages, where it was 

employed by the Spanish Inquisition and the witch hunt trials (see Streatfeild 

2007, 356ff). Yet, the core techniques that now constitute it were isolated by 

the two totalitarian systems of the twentieth century—fascism and communism. 

During the Cold War, and particularly after the Korean War, PT experienced a 

veritable scientific revolution, as it benefited from hundreds of studies of “coer¬ 

cive behavior” that took place at leading research institutions in the United King¬ 

dom, the United States, and Canada (see McCoy, 2006, and Chapter 3). 

Distilled and refined by this research, the techniques of PT were immediately 

applied worldwide—from Latin America to Ireland; from Jordan to Eritrea; 

from Turkey to Pakistan; from Vietnam to Guantanamo and Abu Ghraib (see 

Ojeda, Gildner, and Fields, Chapters 1, 2, and 8). 
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PT has undeniably traumatic psychological consequences. A recent cross- 

sectional study of 279 survivors of torture in the Balkans found, for example, that 

the effects of psychological torture were comparable to those of physical torture. 

In fact, it was discovered that physical torture and psychological torture were 

similar in terms of the severity of the mental suffering they caused (see Basoglu 

et ah, 2007). But the psychiatric sequelae of PT are traumatic as well. They 

include delirium, psychosis, regression, self-mutilation, cognitive impairment, 

and anxiety disorders, including Posttraumatic Stress Disorder (see Physicians 

for Human Rights, 2005, and Grassian, Chapter 6; see Kupers, Chapter 7, for 

the social consequences of these sequelae). Neuroscience research on these and 

related mental disorders continues to establish their neurobiological underpin¬ 

nings, thus challenging the view that PT is not physical, not serious, and perhaps 

not even torture at all (see Fields, Chapter 8, Jacobs, Chapter 9, and Catani, 

Chapter 10). It is these traumatic effects of PT that the present volume intends 

to chart. 

In light of the traumatic nature of its effects, PT must be considered torture 

under the internationally recognized definitions of the practice. Two such defini¬ 

tions are currently in use. The first is that of the World Medical Association. It 

reads as follows. 

[Torture is] the deliberate, systematic, or wanton infliction of physical or mental 

suffering by one or more persons acting alone or on the orders of any authority, to 

force another person to yield information, to make a confession, or for any other 

reason. (World Medical Association, 1975) 

The second is the definition advanced by the United Nations in the Conven¬ 

tion Against Torture and Other Cruel, Inhuman and Degrading Treatment or 

Punishment 

[Torture is] any act by which severe pain or suffering, whether physical or mental, is 

intentionally inflicted on a person for such purposes as obtaining from him or a 

third person information or a confession, punishing him for an act he or a third per¬ 

son has committed or is suspected of having committed, or intimidating or coercing 

him or a third person, or for any reason based on discrimination of any kind, when 

such pain or suffering is inflicted by, or at the instigation of, or with the consent or 

acquiescence of a public official or other person acting in an official capacity. 

(United Nations, 1988) 

As the reader of this volume will be able to ascertain, PT is a practice by which 

official agents intend to inflict severe pain or suffering on their victims. Invaria¬ 

bly, they succeed. 

In the summer of 2006, The UC Davis Center for the Study of Human Rights 

in the Americas and the UCDavis Center for Mind and Brain initiated a long¬ 

term collaboration to investigate the neurobiology of psychological torture. The 

two centers launched their collaborative efforts by holding The First UCDavis 
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Workshop on the Neurobiology of Psychological Torture. The workshop was hosted 

by the Center for Mind and Brain on September 30, 2006. The goal of that 

workshop was to bring together researchers and practitioners from different spe¬ 

cialties and research groups in order to set off a unified, long-term, research pro¬ 

gram on the ways in which PTaffects the central nervous systems of its victims. 

All of this was done in an effort to understand PT in relation to the more tradi¬ 

tional forms of physical torture, and to establish clearly articulated ethical, legal, 

and medical descriptions of this set of practices. We expected that these descrip¬ 

tions would help understand, document, treat, and deter PT. We still do. 

The deliberations at The First UC Davis Workshop on the Neurobiology of 

Psychological Torture served as the basis of the publication we now offer to the 

reader. In addition to the presentations made at that workshop, the present vol¬ 

ume includes another chapter on the expansion of PT (see Gildner, Chapter 2), 

and a number of chapters on the ethical issues raised by the participation of psy¬ 

chologists in settings where PT is known to have taken place (see both Soldz and 

Olson, Chapter 4, and Marks, Chapter 5). The volume closes with a couple of 

“case studies” of victims of psychological torture—those of Mohammed al Qah- 

tani and Salim Hamdan. The former was written by the lead attorney in al Qah- 

tani’s case (see Gutierrez, Chapter 11); the latter is a declaration by a psychiatrist 

offering expert witness in the Hamdan case (see Matthews, Chapter 12). 
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CHAPTER 1 

What Is Psychological Torture? 

Almerindo E. Ojeda 

Psychological Torture (PT) is a practice that is often proscribed but seldom 

defined. This is to be expected, as a series of complex issues arise as soon as we 

take on the question of PT. What is psychological pain? How is it different from 

physical pain? And does not physical torture produce psychological pain as well? 

How much psychological pain should a practice induce in order to count as 

torture? And do not individuals vary as to the amount of pain they can tolerate? 

If so, how can we justify a universal threshold of torturous pain? 

Finding a satisfying definition of PT is a challenge. It is also an imperative, as a 

clear, legally binding, definition of PT is essential for the detection, prosecution, 

and erradication of this pernicious practice. 

Indeed, back in 1972, Lord Hubert Lister Parker, Baron of Waddington, 

was asked to review earlier inquiries into the abusive treatment of suspected 

members of the Irish Republican Army (see below). In his final report, Lord Parker 

of Waddington asked “where, however, does hardship and discomfort end and for 

instance humiliating treatment begin, and where does the latter end and torture 

begin? Whatever words of definition are used, opinions will inevitably differ as to 

whether the action under consideration falls within one or the other definition.” 

More recently, on July 13, 2003, Lieutenant General Randall M. Schmidt 

appeared before the Armed Services Committee of the U.S. Senate to testify about 

the interrogation methods used at Guantanamo. There General Schmidt found 

that “the lines were hard to define. Humane treatment, torture I felt were the clear 

lines. . .anything else beyond that was fairly vague.” He believed that “[sjometh- 

ing might be degrading but not necessarily torture. And it may not be inhumane. 

It may be humiliating, but it may not be torture.” General Schmidt felt that “the 

cumulative effect of simultaneous applications of numerous authorized tech¬ 

niques had an abusive and degrading impact on the detainee [with ISN 063].” 
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Yet, in the general’s judgement, the application of those techniques “did not rise to 

the level. . .of inhumane treatment.” Overall, “no torture occurred.”2 

In essence, the questions that arise when we attempt a definition of PTare two: 

1. What is psychological pain (as opposed to physical pain)? 

2. How much of it must torture produce (in order to count as such)? 

We will call (1) the qualitative question, as it inquires about the nature of 

psychological pain. We will call (2) the quantitative question, as it asks about 

the amount thereof needed to qualify as PT. The purpose of this essay is to argue 

that neither one of these difficult questions needs to be answered in order to 

define PT. We will proceed constructively, by proposing a satisfying definition 

of PT that does not try to dispose of the thorny issues above. 

AN EXTENSIONAL DEFINITION 

In principle, there are two ways in which we could define PT. One of them is 

to list all (and only) the practices that constitute PT. The other is to identify the 

property or properties that practices must satisfy in order to count as instances of 

PT. The former is the extensional definition of the term; the latter is the inten- 

sional one. 

Intuitively, when we think of PT we think of a set of practices that include: 

Al. Isolation: solitary confinement (no human contact whatsoever) or semi-solitary 

confinement (contact only with interrogators, guards, and other personnel ancillary 

to the detention). 

A2. Psychological Debilitation: the effect of deprivation of food, water, clothes, or 

sleep, the disruption of sleep cycles, prolonged standing, crouching, or kneeling, 

forced physical exertion, exposure to temperatures leading to stifling or hypothermia. 

A3. Spatial Disorientation: confinement in small places; small, darkened or otherwise 

nonfunctional windows. 

A4. Temporal Disorientation: denial of natural light; nighttime recreation time; erratic 

scheduling of meals, showers, or otherwise regular activities. 

A5. Sensory Disorientation: use of magic rooms, i.e., holding facilities or interrogation 

chambers that induce misperceptions of sensory failure, narcosis, or hypnosis. 

A6. Sensory Deprivation: use of hooding, blindfolding, opaque goggles, darkness, 

sound proofing/canceling headsets, nasal masks (possibly deodorized), gloves, arm 

covers, sensory deprivation tanks or vaults. 

A7. Sensory Assault (Overstimulation): use of bright or stroboscopic lights; loud noise 

(or music); shouting or using public address equipment at close range. 

A8. Induced Desperation: arbitrary arrest; indefinite detention; random punishment 

or reward; forced feeding; implanting sense of guilt, abandonment, or “learned 

helplessness.” 
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A9. Threats: to self or to others; threats of death, physical torture, or rendition; mock 

executions; forced witnessing of torture (visually or aurally). 

A10. Feral Treatment: berating victim to the subhuman level of wild animals; forced 

nakedness; denial of personal hygiene; overcrowding; forced interaction with pests; 

contact with blood or excreta; bestiality; incest. 

All. Sexual Humiliation: forcing the victim to witness or carry out masturbation, 

copulation, or other forms of sexual behavior. 

A12. Desecration: forcing victims to witness or engage in the violation of reli¬ 

gious practices (irreverence, blasphemy, profanity, defilement, sacrilege, incest, 

Satanism). 

A13. Pharmacological Manipulation: nontherapeutic use of drugs or placebos. 

We propose to define PT, extensionally, as the set of practices A1 through A13. 

The instances of the practices in A1-A13 can be defined with an unusually 

high degree of precision. Forced nakedness and contact with pests or excreta 

are already precise. Isolation, sleep deprivation, temporal disorientation, and 

prolonged standing can be quantified in terms of time; sensory assault can be 

measured in terms of lumens, decibels, and standard equipment; food and water 

deprivation can be measured as ratios of caloric intake or volume of water taken 

per day; overcrowding can be defined as a ratio of detainees to area; sensory dep¬ 

rivation, forced feeding, spatial and sensory disorientation, and mock execution 

involve straightforwardly specifiable equipment or holding conditions; acts of 

sexual humiliation and desecration have been carefully codified by religion; phar¬ 

macological manipulation can be established through chemical analysis; arbitrary 

arrests and indefinite detention have perfectly clear legal meanings; verbal threats 

and berating involve linguistic expressions that can be tested for their effects on 

the victims’ peers. 

An extensional definition of PT as the set of practices in A1-A13 would thus 

inherit the high degree of precision with which their instances can be defined. 

Needless to say, the practices in Al—A13 could be revised (or supplemented by 

other equally well-defined practices). Given the modular nature of the proposed 

definition, these revisions can be done on one practice (or module) of the defini¬ 

tion without compromising the others. The definition under consideration is, 

therefore, one that paves the way to its own improvement. 

Now, it might be objected that some of the practices mentioned in A2 are 

forms of physical rather than psychological torture. There is no question that 

prolonged standing, kneeling, and crouching can produce pain and bodily harm 

that qualify as physical torture. Similarly, prolonged shackling in stressful or 

painful positions (as is always the case with “short-shackling”), and manipulation 

of bodily temperature (be it by exposure to inclement weather, by heating or 

cooling equipment, or by dousing with cold water), should be considered physi¬ 

cal torture. Yet, A2 pertains not to them, but to the psychological debilitation 
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they produce in their victims. This debilitation, which includes cognitive impair¬ 

ment, is what A2 is about. 

It should be noted, finally, that the definition of PTunder consideration is phe¬ 

nomenological rather than teleological, as it proceeds by defining a set of practices 

in themselves rather than in terms of the goals, intended or attained, of those 

who designed these practices or carried them out. This means that the pain these 

practices may produce plays no role in the definition of PT. Thus, no reference is 

necessary to a definition of psychological pain (as opposed to physical pain) nor 

to the necessary amount thereof (to establish torture). In short, we have arrived 

at an extensional definition of PT that voids, as desired, both the qualitative 

and the quantitative questions. 

RELEVANCE OF THIS EXTENSIONAL DEFINITION 

The set of practices embodied in the extensional definition of PT have been 

applied throughout the world for more than 50 years. They have also been 

widely characterized either as psychological torture or as another form of cruel, 

inhuman, or degrading treatment or punishment—as we will presently see. 

Stunned by the unlikely confessions made at the Stalinist show trials of the 

1930s, at the Hungarian trial of Cardinal Mindszenty in the 1940s, and at the 

American POW camps in the Korean War, hundreds of studies were published 

in the 1950s and 1960s to identify the methods whereby Communist regimes 

could exact implausible confessions from their enemies (and to understand, more 

broadly, the psychology of coercion).3 

The methods in question, it was soon discovered, were psychological rather 

than physical in nature. Outlined in Biderman (1956, 6-13), the “basic commu¬ 

nist techniques of coercive interrogation” were as follows.4 

Bl. Isolation: complete solitary confinement (where prisoner has no social contact 

whatsoever); complete isolation (where prisoner lives only with interrogator or 

guard), semi-isolation (where two to four prisoners are isolated from the rest, 

frequently making sure that one of them is more inclined to capitulation than the 

rest); group isolation (where eight to 30 prisoners are isolated from the rest under 

extremely crowded and difficult conditions calculated to promote destructive compe¬ 

tition and dissension). 

B2. Monopolization of Attention: physical isolation (small, bare, windowless cells, 

sometimes in complete darkness); other restrictions of sensory stimulation (denial 

of gratifying sensations or the pleasure of movement; forbidding deviations from a 

fixed posture; hearing real or feigned cries of anguish from another victim; receiving 

a visit from a “friendly” interrogator); prolonged interrogation and forced writing 

(regarding answers to very general questions). 

B3. Induced Debilitation and Exhaustion: semi-starvation (survival rations); exposure 

(intense cold, intense heat, or dampness); exploitation of wounds and chronic illness 
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(which are not immediately life-threatening; offering medical treatment after inter¬ 

rogations are completed); sleep deprivation (through uncomfortable positions, with 

minimal protection from the cold, and on hard or vermin-infested surfaces; waking 

prisoners up for interrogation or “bed-checks”); prolonged constraint (forced sitting, 

standing at attention, or in other forced positions; confinement to a hole or box; 

shackles permitting only painful, unnatural postures); prolonged interrogation and 

forced writing (lasting many hours a day and over weeks or months, and carried out 

by successive interrogators). 

B4. Cultivation of Anxiety and Despair: threats of death (verbal threats, grave digging, 

fake executions, death sentences in fake trials); threats of non-repatriation (absent 

compliance); threats of punishment as a “war criminal” (possibly at civilian hands); 

threats of endless isolation (or interrogation; prisoners are told that “interrogators 

are not in a hurry”); vague threats (either by veiling threats in order to fake a benevo¬ 

lent interest in the prisoner, or by threatening with “a fate more terrible than words 

can express”); threats against prisoner’s family; mysterious changes of treatment or 

place of confinement (of the prisoner and his “belongings”), changes in questioning 

and interrogators. 

B5. Alternating Punishments and Rewards: occasional “favors” (to plant the belief that 

the interrogators are “good people,” to remind the prisoner of how pleasant things 

can be, and to prevent him to adjust to doing without comforts); extreme fluctuations 

of interrogator’s attitudes (either within a single interrogator or within a team playing 

the good cop/bad cop routine, where the interrogator with higher authority plays the 

good cop and pretends not to approve of the methods of his subordinate); promises 

of improved conditions (including POW status, given compliance), special promises 

(jobs, status, or other rewards in exchange for cooperation), rewards given for partial 

compliance (all of which would be trivial), tantalizing (displaying prisoners receiving 

better treatment; offering cigarettes with no matches or appetizing food in miniscule 

quantities). 

B6. Demonstrating “Omnipotence” and “Omniscience” of Captor: omniscience (by 

painstakingly gathering detailed facts about the prisoner, interrogators attempt to 

create the impression that they know all about him, including the answers to the 

questions they ask, so that the interrogation is only “a test of the cooperativeness 

and veracity of the prisoner,” who is constantly accused of lying and being caught 

in lies); omnipotence (displaying overwhelming force, repeated mention of the 

captor’s might; taking cooperativeness for granted and resistance as a foolish aberra¬ 

tion; presenting “evidence” that other prisoners, especially acquaintances of his, have 

capitulated). 

B7. Degradation: personal hygiene prevented (withholding of combs, and shaving 

equipment; individual may even be forced to live in his own filth); filthy or infested 

surroundings (prisoners are kept in filthy, vermin- or rodent-infested places of con¬ 

finement), demeaning punishments (slapping, ear-twisting, and other degrading but 

physically mild punishments may be inflicted); insults and taunts (repeating insults 

that seem to affect the prisoner; casting aspersions about wife’s morality; issuing false 

diagnoses of venereal diseases), denial of privacy (subjection to constant surveillance; 
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if vulnerable to embarrassment, prisoners may be forced to perform private functions 

in public). 

B8. Enforcing Trivial and Absurd Demands: forced writing (and rewriting answers to 

numerous, exceedingly trivial questions; very general instructions are given out, but 

prisoners are forced to rewrite their answers over and over again until an “acceptable” 

answer is completed), enforcing rules (numerous rules are handed out; punishments 

are meted for unstated rules; rules may include the positions to be assumed when 

sleeping, with the prisoner awakened if he changes position; permission is required 

to perform almost any act, including washing or going to the latrine), “upping the 

ante” (pretending that only a relatively trivial demand needs to be met, only to place 

increasingly taxing demands afterwards; the interrogator may demand, for example, 

that the prisoner write a denial of the accusations levelled against him, then go on 

to ask him to break down those denials into increasingly detailed denials, and then 

convince him to eliminate each of these denials—thus turning the denial of an accu¬ 

sation into a confession of guilt). 

After outlining these techniques authoritatively, Biderman (1956, 16) goes on 

to qualify them as “abominable outrages,” adding that “[p]robably no other 

aspect of communism reveals more thoroughly its disrespect for truth and the 

individuals than its resort to these techniques” (Biderman 1956, 3f). Yet, by 

1963, several of these techniques had become recommended CIA practice. 

In July 1963, the CIA drafted a comprehensive interrogation manual titled 

KUBARK Counterintelligence Interrogation,5 It is a systematic presentation of 

successful and unsuccessful interrogation techniques drawn from the author’s 

review of the literature on the psychology of coercion produced between 

1950 and 1961. Originally secret, the handbook was declassified in 1997 

through a Freedom of Information Act (FOIA) request initiated by the Baltimore 

Sun6 

The KUBARK Counterintelligence Interrogation manual recommends a number 

of the interrogation techniques identified in Biderman (1956), namely: 

Cl. Monopolization of Attention: The more completely the place of confinement 

eliminates sensory stimuli, the more rapidly and deeply will the interrogatee be 

affected. . .An early effect of such an environment is anxiety.. .The interrogator can 

benefit from the subject’s anxiety.. .The deprivation of stimuli induces regression 

[of the interrogatee’s to his childhood] by depriving the subject’s mind of contact with 

an outer world and thus forcing it upon itself (90). 

C2. Induced Debilitation and Exhaustion: An over-stuffed chair for the use of the 

interrogatee is sometimes preferable to a straight-backed, wooden chair because if he 

is made to stand for a lengthy period or is otherwise deprived of physical comfort, the 

contrast is intensified and increased disorientation results (45, emphasis supplied) \ 

When the individual is told to stand at attention for long periods... [t] he immediate 

source of pain is not the interrogator but the victim himself. The motivational 

strength of the individual is likely to exhaust itself in this internal encounter (94, 

emphasis supplied). 
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C3. Cultivation of Anxiety and Despair: The interrogator can and does make the 

subject’s world not only unlike the world to which he had been accustomed but 

also strange in itself—a world in which familiar patterns of time, space, and sensory 

perception are overthrown (52). | A pale face indicates fear and usually shows that 

the interrogator is hitting close to the mark (55). | What we aim to do is to ensure that 

the manner of arrest achieves, if possible, surprise, and the maximum amount of mental 

discomfort.. .The ideal time at which to arrest a person is in the early hours of the 

morning because surprise is achieved then (85, emphasis in the original). | The cir¬ 

cumstances of detention are arranged to enhance within the subject his feelings of 

being cut off from the known and the reassuring, and of being plunged into the 

strange. Usually his own clothes are immediately taken away, because familiar clothing 

reinforces identity and thus the capacity for resistance.... Detention permits the inter¬ 

rogator to cut through these links and throw the interrogatee back upon his own 

unaided internal resources.... Control of source’s environment permits the interroga¬ 

tor to determine his diet, sleep pattern, and other fundamentals. Manipulating these 

into irregularities, so that the subject becomes disorientated, is very likely to create 

feelings of fear and helplessness... In any event, it is advisable to keep the subject upset 

by constant disruptions of patterns (86f). | It is usually useful to intensify [the subject’s 

feelings of guilt] (103). | (see also Monopolization of Attention). 

C4. Alternating Punishments and Rewards: The commonest of the joint interrogator 

techniques is the Mutt-and-Jeff routine: the brutal, angry, domineering type con¬ 

trasted with the friendly, quiet type. This routine works best with women, teenagers, 

and timid men.. .An interrogator working alone can also use the Mutt-and-Jeff tech¬ 

nique. . .(72f). | Half-hearted efforts to cooperate can be ignored, and conversely he 

can be rewarded for non-cooperation. (For example, a successfully resisting source 

may become distraught if given some reward for the “valuable contribution” that he 

has made.) (77) | Meals and sleep granted irregularly, in more than abundance or less 

than adequacy, the shifts occurring on no discernible time pattern, will normally 

disorient an interrogatee and sap his will to resist more effectively than a sustained 

deprivation leading to debility (93). 

C5. Demonstrating “Omniscience" of Captor: [The interrogator] can create and amplify 

an effect of omniscience in a number of ways. For example, he can show the interrog¬ 

atee a thick file bearing his own name. Even if the file contains little or nothing but 

blank paper, the air of familiarity with which the interrogator refers to the subject’s 

background can convince some sources that all is known and that resistance is futile 

(52) | The interrogator.. .explains to the source that the purpose of the questioning 

is not to gain information; the interrogator knows everything already. His real pur¬ 

pose is to test the sincerity (reliability, honor, etc.) of the source. The interrogator 

then asks a few questions to which he knows the answers. If the subject lies, he is 

informed firmly and dispassionately that he has lied. By skilled manipulation of the 

known, the questioner can convince a naive subject that all his secrets are out (67). 

C6. Demonstrating “Omnipotence" of Captor: [The interrogator] exercises the powers 

of an all-powerful parent, determining when the source will be sent to bed, when 

and what he will eat, whether he will be rewarded for good behavior or punished 

for being bad (52). 
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In addition, it recommended four of the practices listed in Al— A13 above, 

namely: 

C7. Temporal Disorientation: The subject may be left alone for days; and he may be 

returned to his cell, allowed to sleep for five minutes, and brought back to an interrog¬ 

ation which is conducted as though eight hours had intervened. The principle is that 

sessions should be so planned as to disrupt the source’s sense of chronological order 

(49f). | There are a number of non-coercive techniques for inducing regression... 

Some interrogatees can be re[g]ressed by persistent manipulation of time, by retarding 

and advancing clocks and serving meals at odd times—ten minutes or ten hours after 

the last food was given. Day and night are jumbled. Interrogation sessions are similarly 

unpatterned[;] the subject may be brought back for more questioning just a few 

minutes after being dismissed for the night (76f). 

C8. Sensory Disorientation: The confusion [or Alice-in-Wonderland\ technique is 

designed not only to obliterate the familiar, but to replace it with the weird... When 

the subject enters the room, the first interrogator asks a double talk question—one 

which seems straightforward but is essentially nonsensical.. .the second interrogator 

follows up.. .with a wholly unrelated and equally illogical query.. .No pattern of 

questions and answers is permitted to develop... as the process continues, day after 

day if necessary, the subject begins to try to make sense of the situation, which 

becomes mentally intolerable (76). | [As an example of the magic room technique,] 

the prisoner.. .is given a hypnotic suggestion that his hand is growing warm. How¬ 

ever, in this instance, the prisoner’s hand actually does become warm, a problem easily 

resolved by the use of a concealed diathermy machine. Or it might be suggested... 

that... a cigarette will taste bitter. Here again, he could be given a cigarette prepared 

to have a slight but noticeably bitter taste (77 f). 

C9. Threats: The threat of coercion usually weakens or destroys resistance more effec¬ 

tively than coercion itself. The threat to inflict pain, for example, can trigger fears 

more damaging than the immediate sensation of pain. . .The same principle holds 

for other fears: sustained long enough, a strong fear of anything vague or unknown 

induces regression, whereas the materialization of the fear, the infliction of some form 

of punishment, is likely to come as a relief... Threats delivered coldly are more effec¬ 

tive than those shouted in rage (90f). 

CIO. Pharmacological Manipulation: Persons burdened with feelings of shame or guilt 

are likely to unburden themselves when drugged, especially if these feelings have been 

reinforced by the interrogator.. .drugs (and the other aids discussed in this section) 

should not be used persistently to facilitate the interrogative debriefing that follows 

capitulation. Their function is to cause capitulation, to aid in the shift from resistance 

to cooperation (100). 

Many of the techniques advocated in KUBARX Counterintelligence Interroga¬ 

tion were applied, within the United States, in the “hostile interrogation” of Soviet 

defector Yuri Nosenko—an affair that lasted 1,277 days from 1964 to 1967.7 At 

the same time, the CIA “set about disseminating the new practices worldwide, 

first through U.S. AID’s Office of Public Safety to police departments in Asia 
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and Latin America and later, after 1975, through the U.S. Army Mobile Training 

Teams active in Central America during the 1980s” (McCoy 2006, lOf). 

A detailed account of the application of these techniques in Latin America can 

be found in Timerman (1981). 

But the practices spread to Europe as well. In 1971, the Royal Ulster 

Constabulary (the Belfast police) resorted to the combined application of five 

particular techniques during the “interrogation in depth” of 14 alleged members 

of the Irish Republican Army. Based on facts established by the European 

Commission of Human Rights, the European Court of Human Rights described 

these techniques as follows.8 

Dl. Wall-standing: Forcing the detainees to remain for periods of some hours in a 

“stress position,” described by those who underwent it as being “spread eagled against 

the wall, with their fingers put high above the head against the wall, the legs spread 

apart and the feet back, causing them to stand on their toes with the weight of the 

body mainly on the fingers.” 

D2. Hooding: Putting a black or [navy-colored] bag over the detainees’ heads and, at 

least initially, keeping it there all the time except during interrogation. 

D3. Subjection to Noise: Pending their interrogations, holding the detainees in a room 

where there was a continuous loud and hissing noise. 

D4. Deprivation of Sleep: Pending their interrogations, depriving the detainees of 

sleep. 

D5. Deprivation of Food and Drink: Subjecting the detainees to a reduced diet during 

their stay at the centre and pending interrogations. 

These five techniques were soon regarded as instances of torture, inhuman or 

degrading treatment or punishment. Thus, in their report on the case surround¬ 

ing these techniques, the European Commission of Human Rights concluded, 

unanimously, that the combined use of the five techniques in the cases before it 

constituted a practice of inhuman treatment and of torture in breach of Article 3 

of the Council of Europe Convention for the Protection of Human Rights and Fun¬ 

damental Freedoms 9 Similarly, in its judgment of the case, the European Court 

of Human Rights concluded that recourse to the five techniques amounted to a 

practice of inhuman and degrading treatment (though not torture), which 

practice was in breach of Article 3 of the said Convention.10 Within the United 

Kingdom, both the prime minister and the attorney-general spoke for the 

Government, saying that the five techniques would not be reintroduced, under 

any circumstances, as an aid to interrogation.11 

Intelligence training to Latin American military officers was also offered at the 

U.S. Army School of the Americas. This training took place from 1965 to 1976, 

when it was halted by the Carter administration and by a Congressional panel 

that witnessed the training. But training soon resumed under the Reagan 

administration. Indeed, according to Sergeant Florencio Caballero from the 
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Honduran army, he was taken to Texas with 24 others for six months between 

1979 and 1980. There, Americans 

taught me interrogation, in order to end physical torture in Honduras. They taught 

us psychological methods—to study the fears and weaknesses of a prisoner. [El] 

Make him stand up, [E2] don’t let him sleep, [E3] keep him naked, [E4] and 

isolated, [E5] put rats and cockroaches in his cell, [E6] give him bad food, [E7] 

serve him dead animals, [E8] throw cold water on him, [E9] change the tempera¬ 

ture. (James LeMoyne, ’’Testifying to Torture,” New York Times Magazine, June 5, 

1988) 

And these lessons did not fall on deaf ears. Both Sergeant Caballero and Ms. Ines 

Murillo (one of his victims at a clandestine prison near Tegucigalpa, Honduras) say 

that, while she was in captivity in 1983, “Mr. Caballero and other interrogators 

gave her raw dead birds and rats for dinner, threw freezing water on her naked body 

every half hour for extended periods and made her stand for hours without sleep 

and without being allowed to urinate” (James LeMoyne, “Testifying to Torture,” 

New York Times Magazine, June 5, 1988). 

In 1983, another CIA manual was produced.12 It was the Human Resource 

Exploitation Training Manual-1983. It drew heavily—if not verbatim—from 

the KUBARKmanual. Yet it elaborated upon many of the techniques found there 

and in the Biderman outline. These elaborations bear citing in some detail (see 

below). Like the KUBARK manual, the Human Resource Exploitation Training 

Manual-1983 was declassified under a EOIA request initiated by the Baltimore 

Sun.13 Curiously, the version declassified for this newspaper was amended by 

hand in ways that invariably soften the more objectionable passages of the 

original. In the selections found below, passages crossed out by hand are indi¬ 

cated by strikethrough characters, while the material added by hand is given in 

italics. Parenthesized references of the form Y-X are to page X of section Yof 

the manual. Throughout the manual, all the derivatives of the verb to question 

appear in quotes. 

FI. Isolation: Total isolation should be maintained until after the first ’’questioning” 

session (F-4). 

F2. Monopolization of Attention: [Cell] window should be set high in the wall with the 

capability of blocking out light. (This allows the “questioner” to be able to disrupt the 

subject’s sense of time, day and night.) (E-3) | [The “questioning” room should have] 

no windows, or windows that can be completely blacked out (E-5). | Deprivation of 

Sensory Stimuli. Solitary confinement acts on most persons as a powerful stress. 

A person cut off from external stimuli turns his awareness inward and projects his 

unconscious [sic] outward. The symptoms most commonly produced by solitary con¬ 

finement are superstition, intense love of any other living thing, perceiving inanimate 

objects as alive, hallucinations, and delusions. Deliberately causing these symtoms [sic] is 

a serious impropriety and to use prolonged solitary confinement for the purpose of 

extracting information in questioning violates policy (K-6). 
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F3. Induced Debilitation and Exhaustion: Heat, air and light should may be externally 

controlled [fullstop], but not to the point of torture (E-3). 

F4. Cultivation of Anxiety and Despair: Cell doors should be of heavy steel... The 

slamming of a heavy steel door impresses upon the subjct [sic] that he is cut off from 

the rest of the world (E-3). | Bedding should be minimal—cot and blanket—no mat¬ 

tress. (The idea is to prevent the subject from relaxing and recovering from shock.) 

(E-3). | The ideal time at which to make an arrest is in the early hours of the morning. 

When arrested at this time, most subjects experience intense feelings of shock, insecu¬ 

rity, and psychological stress and for the most part have great difficulty adjusting to 

the situation (F-l). | Subject should be made to believe that he has been forsaken 

by his comrades (F-4). | The effectiveness of most “questioning” techniques depends 

upon their unsettling effect. The “questioning” process itself is unsettling to most 

people encountering it for the first time. The “questioner” tries to enhance this effect, 

to disrupt radically the familiar emotional and psychological associations of the sub¬ 

ject. Once this disruption is achieved. The subject’s resistance is seriously impaired. 

He experiences a kind of psychological shock.. .during which he is far more open 

to suggestion and far likelier to comply, than he was before he experiences the shock. 

Frequently the subject will experience a feeling of guilt. If the “questioner” can inten¬ 

sify these guilt feelings, it will increase the subject’s anxiety and his urge to cooperate 

as a means of escape (J-l and J-2). | [The “questioner”] is able to manipulate the sub¬ 

ject’s environment, to create unpleasant or- intolerable situations, to disrupt patterns 

of time, space, and sensory perception (J-2). 

F5. Demonstrating “Omnipotence” and “Omniscience” of Captor: Throughout his 

detention, subject must be convinced that his “questioner” controls his ultimate 

destiny, and that his absolute cooperation is essential to survival (F-4). 

F6. Degradation: There should be-ft« If there are no built-in toilet facilities, the subject 

should have to ask to relieve himself then he should either be given a bucket or 

escorted by a guard to a latrine. The guard stays at his side the entire time he is in 

the latrine (E-3). 

With a nation traumatized from the terrorist attacks of September 11, 2001, 

President George W. Bush announces, a month later, the initiation of military 

strikes against al Qaeda and Taliban positions in Afghanistan. On January 16, 

2006, the first suspected al Qaeda and Taliban prisoners arrive at the detention 

facilities of the Naval Base at Guantanamo Bay, Cuba. Nine months later, on 

October 11, 2002, LTC Jerald Phifer sent a memorandum to the commander 

of Joint Task Force 170 (Guantanamo) claiming that current guidelines for inter¬ 

rogation procedures at the detention facilities were limiting the ability of the 

interrogators to counter “advanced resistance” from the detainees. He therefore 

requested the base commander to approve the use of the following “counter¬ 

resistance strategies” at the base (if the “direct approach” to interrogation 

failed).14 

Gl. Yelling at the detainee (not directly in his ear or to the level that it would cause 

physical pain or hearing problems). 
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G2. Techniques of deception (multiple interrogator techniques; the interviewer may 

identify himself as an interrogator from a country with a reputation for harsh treat¬ 

ment of detainees). 

G3. Use of stress positions (like standing), for a maximum of four hours. 

G4. The use of falsified documents or reports. 

G5. Use of isolation facility for up to thirty days (permission may be requested for 

isolation to cover medical visits of a non-emergent nature and extend beyond the 

initial thirty days). 

G6. Interrogation of the detainee in an environment other than the standard inter¬ 

rogation booth. 

G7. Deprivation of light and auditory stimuli. 

G8. Detainee may also have a hood placed over his head during transportation and 

questioning. The hood should not restrict breathing in any way and the detainee 

should be under direct observation when hooded. 

G9. Use of twenty-hour interrogations. 

G10. Removal of all comfort items (including religious items). 

Gil. Switching the detainee from hot rations to MRE. 

G12. Removal of clothing. 

G13. Forced grooming (shaving of facial hair, etc.). 

G14. Using detainees’ individual phobias (such as fear of dogs) to induce stress. 

G15. The use of scenarios designed to convince the detainee that death or severely 

painful consequences are imminent for him and/or his family. 

G16. Exposure to cold weather or water (with appropriate medical monitoring). 

G17. Use of a wet towel and dripping water to induce the misperception of suffoca¬ 

tion [or waterboarding]. 

G18. Use of mild, non-injurious physical contact such as grabbing, poking in the 

chest with the finger and light pushing. 

These 18 techniques were put into three categories in the Phifer memo. 

Category I included techniques G1 and G2. Category II techniques covered 

techniques G3 through Gl4 and required permission of the OIC, Interrogation 

Section. Category III techniques involved G15 through G18 and required 

approval of the commanding general and information to the commander of 

U.S. Southern Command.15 

Category III techniques “and other aversive techniques, such as those used in 

U.S. military interrogation resistance training or by other U.S. government agen¬ 

cies, may be utilized,” the memo proposed, “to help interrogate exceptionally 

resistant detainees.” Thus, defensive programs designed for the resistance to inter¬ 

rogation would become offensive programs for the enhancement of interrogation. 

As detailed in an August 25, 2006, report from the Department of Defense 

Inspector General, one of these defensive-turned-offensive training programs 
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was SERE (for Survival-Evasion-Resistance-Escape). This is a program that incor¬ 

porates physical and psychological pressures that “replicate harsh conditions that 

the Service member might encounter if he or she is held by forces that do not 

abide by the Geneva Conventions.” 

Indeed, a month prior to LTC Phifer’s memo, a SERE psychologist conference 

was organized in Fort Bragg, North Carolina, for Guantanamo interrogation 

personnel. At that conference, Guantanamo personnel understood 

that they were to become familiar with SERE training and be capable of determin¬ 

ing which SERE information and techniques might be useful in interrogations at 

Guantanamo. Guantanamo Behavioral Science Consultation Team personnel 

understood that they were to review documentation and standard operating 

procedures for SERE training in developing the standard operating procedure for 

the JTF-170 [Guantanamo], if the command approved those practices. 

And, on at least two occasions, “SERE instructors from Fort Bragg responded to 

Guantanamo requests for instructors trained in the use of SERE interrogation 

resistance techniques.”16 

On December 2, 2002, Secretary of Defense Donald Rumsfeld approved all the 

techniques Gl through Gl4, as well as G18. On that very month, Dr. Michael 

Gelles, chief psychologist at the Naval Criminal Investigative Service, said that 

Guantanamo interrogators were using “abusive techniques” and “coercive psycho¬ 

logical procedures” on one of the Guantanamo prisoners (Mohammed al Qahtani; 

on his interrogation, see Gutierrez, Chapter 11). Furthermore, Alberto Mora, 

general counsel for the U.S. Navy, told his superiors at the Pentagon that 

these methods were “unlawful and unworthy of the military services,” and that 

the use of “coercive techniques” placed all involved in risk of prosecution (McCoy 

2006, 128). 

Six weeks later, on January 15, 2003, Mr. Rumsfeld rescinded his blanket 

permission to use previously approved categories G3 through Gl4, and category 

G18 (but allowed their use on a case-by-case basis and with approval of the 

secretary of defense). He also convenes a working group of top legal advisors 

from the U.S. Armed Forces to assess legal, policy, and operational issues relating 

to the interrogation of detainees. On April 4, 2003, this working group issued a 

report recommending the following 35 techniques “for use with unlawful 

combatants outside the U.S.”17 

HI. Direct: Asking straightforward questions. 

H2. Incentive/Removal of Incentive: Providing a reward or removing a privilege, above 

and beyond those [POW privileges] required by the Geneva Convention, from 

detainees.... 

H3. Emotional Love: Playing on the love a detainee has for an individual or group. 

H4. Emotional Hate: Playing on the hatred a detainee has for an individual or 

group. 
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H5. Fear Up Harsh: Significantly increasing the fear level in a detainee. 

H6. Fear Up Mild: Moderately increasing the fear level in a detainee. 

H7. Reduced Fear: Reducing the fear level of a detainee. 

H8. Pride and Ego Up: Boosting the ego of a detainee. 

H9. Pride and Ego Down: Attacking or insulting the ego of a detainee, not beyond the 

limits that would apply to a POW. 

H10. Futility: Invoking the feeling of futility of a detainee. 

Hll. We Know All: Convincing the detainee that the interrogator knows the answer 

to questions he asks the detainee. 

H12. Establish Your Identity: Convincing the detainee that the interrogator has 

mistaken the detainee for someone else. 

H13. Repetition Approach: Continuously repeating the same question to the detainee 

within interrogation periods of normal duration. 

Hl4. File and Dossier: Convincing the detainee that the interrogator has a damning 

and inaccurate file that must be fixed. 

H15. Mutt and Jeff: A team consisting of a friendly and harsh interrogator. The harsh 

interrogator might employ the Pride and Ego Down technique. 

H16. Rapid Fire: Questioning in rapid succession without allowing the detainee to 

answer. 

H17. Silence: Staring at the detainee to encourage discomfort. 

HI 8. Change of Scenery Up: Removing the detainee from the standard interrogation 

setting (generally to a location more pleasant, but no worse). 

HI 9. Change of Scenery Down: Removing the detainee from the standard interroga¬ 

tion setting and placing him in a setting that may be less comfortable; would not 

constitute a substantial change in environmental quality. 

H20. Hooding: This technique is questioning the detainee with a blindfold in 

place. For interrogation purposes, the blindfold is not on other than during the 

interrogation. 

H21. Mild Physical Contact: Lightly touching a detainee or lightly poking the 

detainee in a completely non-injurious manner. This also includes softly grabbing 

of shoulders to get the detainee’s attention or to comfort the detainee. 

H22. Dietary Manipulation: Changing the diet of a detainee; no intended deprivation 

of food or water; no adverse medical or cultural effect and without intent to deprive 

subject of food or water; e.g. hot rations to MREs. 

H23. Environmental Manipulation: Altering the environment to create moderate dis¬ 

comfort (e.g. adjusting temperature or introducing an unpleasant smell). Conditions 

would not be such that they would injure the detainee. 

H24. Sleep Adjustment: Adjusting the sleeping times of the detainee (e.g. reversing 

sleep cycles from night to day). This technique is NOT sleep deprivation [sleep 

deprivation is a separate technique; see H31 below]. 
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H25. False Flag: Convincing the detainee that individuals from a country other than 

the United States are interrogating him. 

H26. Threat of Transfer: Threatening to transfer the subject to a third country that 

subject is likely to fear would subject him to torture or death. (The threat would 

not be acted upon nor would the threat include any information beyond the naming 

of the receiving country.) 

H27. Isolation: Isolating the detainee from other detainees while still complying with 

basic standards of treatment. 

H28. Use of Prolonged Interrogations: The continued use of a series of approaches that 

extend over a long period of time (e.g. 20 hours per day per interrogation). 

H29. Forced Grooming: Forcing a detainee to shave hair or beard. (Force applied with 

intention to avoid injury. Would not use force that would cause serious injury.) 

H30. Prolonged Standing: Lengthy standing in a “normal” position (nonstress). This 

has been successful, but should never make the detainee exhausted to the point of 

weakness or collapse. Not enforced by physical restraints. Not to exceed four hours 

in a 24-hour period. 

H31. Sleep Deprivation: Keeping the detainee awake for an extended period of time 

(Allowing the individual to rest and then awakening him, repeatedly). Not to exceed 

four days in succession. 

H32. Physical Training: Requiring detainees to exercise (perform ordinary physical 

exercises actions) (e.g., running, jumping jacks); not to exceed 15 minutes in a two- 

hour period; not more than two cycles, per 24-hour periods). Assists in generating 

compliance and fatiguing the detainees. No enforced compliance. 

H33. Face Slap/Stomach Slap: A quick glancing slap to the fleshy part of the cheek or 

stomach. These techniques are used strictly as shock measures and do not cause pain 

or injury. They are only effective if used once or twice together. After the second time 

on a detainee, it will lose the shock effect. Limited to two slaps per application; no 

more than two applications per interrogation. 

H34. Removal of Clothing: Potential removal of all clothing; removal to be done by 

military police if not agreed to by the subject. Creating a feeling of helplessness and 

dependence. This technique must be monitored to ensure the environmental condi¬ 

tions are such that this technique does not injure the detainee. 

H35. Increasing Anxiety by Use of Aversions: Introducing factors that of themselves 

create anxiety but do not create terror or mental trauma (e.g. simple presence of 

dog without directly threatening action). This technique requires the commander to 

develop specific and detailed safeguards to insure the detainee’s safety. 

Several of the Phifer/Working Group techniques have been considered torture 

in the U.S. State Department Country Reports on Human Rights Practices 

(CRHRP). Consider, for instance, the following.18 

The Constitution prohibits torture; however, the security service routinely and 

systematically tortured detainees. According to former prisoners, torture techniques 



16 The Trauma of Psychological Torture 

included... denial of food and water, extended solitary confinement in dark and 

extremely small compartments [G3, G7], and threats to rape or otherwise harm 

family members and relatives [G15] (CRHRP 2001, Iraq, §l.c). 

The most frequently alleged methods of torture include sleep deprivation 

[H31].. .and extended solitary confinement [G5, H27] (CRHRP 2001, Jordan, 

§l.c). 

Common torture methods include:.. .prolonged isolation [G5, H27] • • .denial 

of food or sleep [H31].. .and public humiliation [H9, H34] (CRHRP 2001, 

Pakistan, §l.c). 

[Sjecurity officials mainly used torture methods that did not leave physical 

traces, including repeated slapping [G18, H33], exposure to cold [G16, H23], 
stripping [G12, H34] and blindfolding [G8, H20], food and sleep deprivation 

[H31], threats to detainees or family members [G15], dripping water on the head, 

squeezing of the testicles, and mock executions [G15] {CRHRP 2004, Turkey, §l.c). 

[I]n recent years, government officials have inflicted severe prisoner abuse and 

torture in a series of “unofficial” secret prisons and detention centers outside the 

national prison system. Common methods included prolonged solitary confine¬ 

ment [G5, H27] with sensory deprivation [G7, H20].. - long confinement in con¬ 

torted positions [G3].. .threats of execution if individuals refused to confess 

[G15].. .sleep deprivation [H31] {CRHRP 2004, Iran, §l.c). 

During the year there continued to be reports that security forces used extreme 

physical abuse such as bondage, heat exposure [H23] {CRHRP 2005, Eritrea, §2.c). 

But criticisms would not come only from the State Department. An early draft 

of the April 2004 report circulated by the Working Group had elicited objections 

from top legal advisers in the military. Deputy judge advocate general for the Air 

Force, Major General Jack Rives, observed that “the more extreme interrogation 

techniques, on their face, amount to violations of domestic law and the UCMJ 

[Uniform Code of Military Justice],” placing interrogators “at risk of criminal 

accusations.” Similarly, the Navy’s chief lawyer, Rear Admiral Michael F. Lohr, 

expressed concern that the American people would condemn the military for 

“condoning practices that, while technically legal, are inconsistent with our most 

fundamental values” (McCoy 2006, 1280. 

Ail these objections would be cast aside. In a memo issued on April 16, 2003, 

Secretary Rumsfeld approved techniques H1 —H19, FI22-H25, and H27 

(Greenberg and Dratel 2003, Memo 27). Beyond this, all of these techniques 

(plus two others) would be eventually authorized for use in the interrogation of 

Iraqi prisoners. 

In the summer of 2003, at a Pentagon briefing on the growing Iraqi resistance 

to American forces in Iraq, Secretary Rumsfeld gave oral orders for the Guanta¬ 

namo commander, Major General Geoffrey Miller, to “Gitmoize” Iraqi intelli¬ 

gence. Traveling to Iraq, the general issued a report for army headquarters in 

Iraq. In it he argued for a radical restructuring of detainee policy, to make Iraq’s 

prisons the front line for information warfare (McCoy 2005, 133). Five days 
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after General Millers departure from Iraq, on September 14, 2003, Lt. General 

Ricardo S. Sanchez, commander of the Coalition forces in Iraq, issued a memo 

authorizing an interrogation policy for Iraq “modeled on the one implemented 

for interrogations conducted at Guantanamo Bay, but modified for applicability 

to a theater of war in which the Geneva Conventions apply.”19 

The techniques recommended in this memo were HI-HI9, H22-H25, H27, 

H31,20 and a particular instance of H35, namely 

Presence of Military Working Dog: Exploits Arab fear of dogs while maintaining 

security during interrogations. Dogs will be muzzled and under control of MWD 

handler at all times to prevent contact with detainee. 

In addition, it recommended an expansion of the Phifer techniques G1 and G3, 

and a blend of techniques G2 and G4: 

• Yelling, Loud Music, and Light Control: Used to create fear, disorient the detainee, 

and prolong capture shock. Volume controlled to prevent injury. 

• Deception: Use of falsified representations including documents and reports. 

• Stress Positions: Use of physical postures (sitting, standing, kneeling, prone, etc.) for 

no more than 1 hour per use. Use of technique will not exceed 4 hours and 

adequate rest between use of each position will be provided. 

In a subsequent memo General Sanchez limited his recommendations to tech¬ 

niques H1-H17, but justified isolation (called there segregation) of “security 

detainees” for up to 30 days (or longer if his permission was granted). 1 

In February 2004, the International Committee of the Red Cross (ICRC) pre¬ 

sented a Report on the Treatment by the Coalition Forces of Prisoners of War and other 

Protected Persons by the Geneva Conventions in Iraq During Arrest, Internment and 

Interrogation.22 This report, which was based on visits made by the ICRC to Iraqi 

places of detention between March and November 2003, found that the methods 

of ill treatment most frequently alleged during interrogation included: 

Jl. Hooding, used to prevent people from seeing and to disorient them, and also to 

prevent them from breathing freely.. .Hooding was sometimes used in conjunction 

with beating thus increasing anxiety as to when blows would come... Hooding could 

last for periods from a few hours to up to two or four consecutive days. 

J2. Threats (of ill-treatment, reprisals against family members, imminent execution, 

or transfer to Guantanamo). 

J3. Being stripped naked for several days while held in solitary confinement in an 

empty and completely dark cell that included a latrine. 

J4. Being held in solitary confinement combined with threats (to intern the 

individual indefinitely, to arrest other family members, or transfer the individual 

to Guantanamo) insufficient sleep, food or water deprivation, minimal access to 

showers. . .denial of access to open air and prohibition of contacts with other persons 

deprived of their liberty. 
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J5. Being paraded naked outside cells.. .sometimes hooded or with women’s under¬ 

wear over the head. 

J6. Acts of humiliation such as being made to stand naked against the wall of the cell 

with arms raised or with women’s underwear over the head. .. while being laughed at 

by guards, including female guards, and sometimes photographed in this position. 

J7. Being attached repeatedly over several days, for several hours each time, with 

handcuffs to the bars of their cell door in humiliating (i.e. naked or in underwear) 

and/or uncomfortable position causing physical pain. 

J8. Exposure while hooded to loud noise or music, prolonged exposure while hooded 

to the sun over several hours, including during the hottest time of the day, when 

temperatures could reach 50 degrees Celsius (122 degrees Fahrenheit) or higher. 

J9. Being forced to remain for prolonged periods in stress positions such as squatting, 

or standing, with or without the arms lifted. 

On April 28, 2004, pictures of abuse at Abu Ghraib exploded into the public 

consciousness. Response to this was swift. In 2005, Physicians for Human Rights 

issued a scathing report, which found that “there is sufficient evidence available 

now to show a consistent pattern of the use of psychological torture as a key 

element in the interrogation of detainees by US personnel” during the War on 

Terror.23 The report furthermore identified four techniques of “a regime of 

psychological torture,” sometimes used in combination: 

Kl. Prolonged Isolation 

K2. Sleep Deprivation 

K3. Severe Sexual and Cultural Humiliation 

K4. Use of Threats and Dogs to Induce Fear of Death or Injury 

COMPREHENSIVENESS OF THE DEFINITION 

The extensional definition of TTembodied in A1-A13 is quite comprehen¬ 

sive. As shown in Table 1.1, it encompasses all of the well-defined techniques 

of PT described in the preceding section. 

The practices included in this table span a period of fifty years and spread over 

three continents. They are taken from descriptions composed by victims 

(cf. Biderman and ICRC), perpetrators (Caballero), training manuals (KUBARK, 

HRETM 83), military officers (Phifer), military lawyers (Working Group), and 

human rights judges (Ulster) or physicians (PHR). The fact that they are encom¬ 

passed by our extensional definition thus attests to its comprehensiveness. 

But the proposed definition is at the same time discriminating. Excluded by it 

are techniques which should not count as torture—i.e., direct interrogation 

(HI), comfort item removal (G10, G11, H2, H22), misleading the detainee into 

believing there is false information about him (G4, HI2, HI4), or the ostensibly 

inane interrogation “in an environment other the interrogation booth” (G6). 
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Excluded also are forms of physical contact like pushing, poking, or slapping, 

which may or may not fall within the parameters of physical torture (G18, 

H21, H33). 

CONCLUSION 

I have presented an extensional definition of PT that avoids settling the com¬ 

plex quantitative and the qualitative questions raised by PT. This definition is 

precise, modular, phenomenological, relevant, comprehensive, and discriminat¬ 

ing. Thus, it is, in many respects, satisfying. 

Yet, it might be thought that the proposed definition is wanting in some 

respects. One may wonder, for example, whether the definition is fully exhaus¬ 

tive. To settle this issue, one should test the definition against more data. 

Although the data from official sources is notoriously difficult to come by, testi¬ 

mony from victims is, unfortunately, abundant. Testimony found in the online 

Guantanamo Testimonials Project currently being developed by the UC Davis 

Center for the Study of Human Rights in the Americas may be a good place to 

turn to in this regard. Other collections of testimony gathered by human rights 

groups and truth commissions are rich sources as well. 

But beyond exhaustiveness, it might be thought that we should have an under¬ 

standing of the practices in A1-A13 that will explain why they constitute PT. In 

other words, we should have an intensional definition of PT. One approach that 

will not work is to define it by the psychological pain (or mental suffering) it pro¬ 

duces, as all forms of torture produce it. A more promising approach in this 

regard is to define PT by its modus operandi—i.e., by the fact that it does not 

involve direct physical violence (beating, lashing, slashing, burning, electrocut¬ 

ing, hanging, pulling, or twisting, to name a few). Whether PT can indeed be 

defined as “no-touch torture” (McCoy 2006) is an issue that must be left for 

future research. 

NOTES 

I am indebted to Nelson Martinez Berrios, Jonathan Marks, and Alfred McCoy for 

comments to earlier versions of this chapter. 

1. See the Report of the Committee of Privy Counsellors Appointed to Consider Author¬ 

ized Procedures for the Interrogation of Persons Suspected of Terrorism (The Parker Report), 

Section I, paragraph 9. Available at http://cain.ulst.ac.uk/hmso/parker.htm 

2. U.S. Senate Armed Services Committee, Hearing on Treatment of Guantanamo 

Bay Detainees, July 13, 2005. 

3. See Streatfeild (2007) for a gripping account of the mindset of the period. Accord¬ 

ing to the KUBARK Counterintelligence Interrogation Manual to be discussedfielow, more 

than a thousand works were published on the counterintelligence interrogation of resist¬ 

ant sources by 1963. See KUBARK 1963, 103. 
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4. Like all bracketed material in this chapter, the codes heading the various practices 

cited throughout the chapter have been supplied by the author in order to ease future 

reference to them. 

5. KUBARK is widely thought to be an old cryptonym for CIA Headquarters. 

6. See Gary Cohn, Ginger Thompson, and Mark Matthews, “Torture was taught 

by CIA. Declassified manual details the methods used in Honduras. Agency denials 

refuted,” Baltimore Sun, January 27, 1997. The manual can be downloaded from the 

Web site of the National Security Archive at George Washington University. See http:// 

www.gwu.edu/-nsarchiv/. 

7. See the testimony of John Hart at the Hearings of the House Select Committee on 

Assassinations (HSCA), September 15, 1978. HSCA Hearings, Volume II, September 11- 

15, 1978, pp. 497-504 and 508. Available at: http://history-matters.com/archive/jfk/ 

hsca/reportvols/vol2/contents.htm. According to these hearings, John Hart was a career 

agent with the CIA, where he served for 24 years. He was the chief of station in Korea, 

Thailand, Morocco, and Vietnam. He also held senior posts at CIA headquarters in 

Virginia. In 1976, he authored an extensive study of the handling of Yuri Nosenko 

by the CIA. See also The CIA Family Jewels Report, p. 522, available at http:// 

www.gwu.edu/-nsarchiv/NSAEBB/NSAEBB222/index.htm. 

8. European Court of Human Rights, Case of Ireland v. The United Kingdom, 

Application No. 5310/71, paragraph 96. 

9. European Court of Human Rights, Case of Ireland v. The United Kingdom, 

Application No. 5310/71, paragraph 147. Article 3 of the Convention for the Protection 

of Human Rights and Fundamental Freedoms reads, in its entirety, as follows: No one shall 

be subjected to torture or to inhuman or degrading treatment or punishment. 

10. European Court of Human Rights, Case of Ireland v. The United Kingdom, 

Application No. 5310/71, paragraph 168. 

11. European Court of Human Rights, Case of Ireland v. The United Kingdom, 

Application No. 5310/71, paragraphs 101-2. 

12. See DOD, SOUTHCOM Cl Training-Supplemental Information, 31 July 1991. 

This document can be downloaded from the National Security Archive at http:// 

www.gwu.edu/-nsarchiv/NSAEBB/NSAEBBl 22/index. htm#south com. 

13. See Cohn, Thompson, and Mark Matthews, “Torture was taught by CIA.” 

14. This memorandum can be downloaded from the Human Rights Watch Web site 

at http://hrw.org/english/docs/2004/08/19/usdom9248_txt.htm. 

15. See Greenberg and Dratel (2005, xxvii). According to a November 27, 2002, 

memo from an FBI agent to his superiors, there was also a Category IV technique by 

which “Detainee will be sent off GTMO, either temporarily or permanently, to Jordan, 

Egypt, or another third country to allow those countries to employ interrogation tech¬ 

niques that will enable them to obtain the requisite information.” See Margulies (2006, 

98). 

16. The report from the Department of Defense Inspector General can be obtained 

from the Web site of the Center for the Study of Human Rights in the Americas at http:// 

humanrights.ucdavis.edu/projects/the-guantanamo-testimonials-project/testimonies/ 

testimonies-of-the-defense-department/review-of-dod-directed-investigations-of- 

detainee-abuse/. 
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17. This report can be downloaded from the Human Rights Watch Web site at 

http://hrw.org/english/docs/2004/08/19/usdom9248_txt.htm. 

18. Cited in Human Rights Watch (2006) and Margulies (2006, 106). 

19. This memo was made public by the ACLU. See: http://www.aclu.org/safefree/ 

general/17562prs20050329.html. 

20. Except that the technique is called “Sleep Management,” rather than “Sleep 

Deprivation,” here. 

21. This memo was made public by the ACLU. See http://www.aclu.org/safefree/ 

general/17562prs20050329.html. 

22. This report can be found in Greenberg and Dratel (2005, 383-404). 

23. See Physicians for Human Rights (2005, 2). Available at: http://physiciansfor 

humanrights.org/torture/. 
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CHAPTER 2 

Psychological Torture as 
a Cold War Imperative 

R. Matthew Gildner 

In 1950, the U.S. Central Intelligence Agency (CIA) initiated extensive, often- 

clandestine research into the behavioral and cognitive sciences to develop more 

effective methods of counterintelligence interrogation. By 1963, this research 

yielded a novel approach to torture that eschewed physical duress and instead 

targeted the human mind.1 Isolation, degradation, threats, sleep deprivation, 

temporal disorientation, sensory manipulation, and narcosis were each part of a 

systematic psychological torture paradigm that the CLA codified in the KUBARK 

Counterintelligence Interrogation manual (KUBARK) and then deployed as a 

secret weapon in Washington’s global struggle to suppress local communist sub¬ 

version. Focusing on the CIA’s efforts to develop and propagate the KUBARK 

paradigm, this chapter seeks to illuminate the central role that psychological 

torture played in the containment strategy that guided U.S. foreign policy for 

the duration of the Cold War. Introduced by the Truman administration, the 

containment strategy was intended to consolidate the free-market capitalism 

and liberal democracy that underlie the so-called “American system” by prevent¬ 

ing the expansion of communism in general and the Soviet Union in particular.2 

While shrewd diplomacy, alliance formation, and nuclear brinkmanship estab¬ 

lished “the long peace” that characterized relations between the two superpowers, 

the Cold War increasingly became a geopolitical struggle over the Third World.3 

And during the 1960s, as Washington and Moscow increasingly competed to 

expand their political influence and attendant economic reach, psychological 

torture emerged as a crucial component of U.S. efforts to establish a bulwark 

against communist expansion into Africa, Asia, Latin America and the Middle 

East. 
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For 25 years, the CIA disseminated psychological torture techniques to foreign 

internal security forces as part of a broader containment initiative aimed at forti¬ 

fying Third World governments against local communist subversion. First oper¬ 

ating through the Office of Public Safety (OPS), a U.S. foreign police training 

program, between 1963 and 1975, and then collaborating with U.S. Army 

Green Berets Mobile Training Teams from 1982 to 1987, the CIA’s efforts to 

propagate psychological torture attended to the specific challenges posed by com¬ 

munist subversion. Similar to the War on Terror that the United States is today 

waging against a stateless enemy extending from metropolitan Europe to the 

remote jungles of the Philippine archipelago, during the Cold War, Washington 

confronted in Third World communist subversion, underground networks of 

ideologically motivated militants seeking to subvert U.S. interests abroad. Of 

course, during the Cold War, those ideological motivations were not religious, 

but secular—particularly Communist, Socialist, Maoist, Trotskyite, or some 

local derivative thereof. In the Cold War, moreover, U.S. interests abroad were 

typically manifest in anticommunist governments whose maintenance was an 

absolutely essential objective of American foreign policy. The greatest common¬ 

ality between the two conflicts then lies in the nature of the enemy: the “non¬ 

state actor”—immortalized in the being of Ernesto “Che” Guevara during the 

Cold War and, today, in that of Osama bin Laden—who, abandoning national 

allegiance for ideology, operates in clandestine, often transnational networks that 

rely on propaganda and terrorism to realize their objectives. And with this 

common enemy, another, perhaps more significant, though infinitely more trou¬ 

bling similarity between the two conflicts becomes especially salient: the CIA’s 

continued reliance on psychological torture to acquire the intelligence necessary 

to identify, infiltrate, and ultimately defeat this invisible adversary. 

RESEARCH AND DEVELOPMENT 

The U.S. government initiated the vast research and development program 

that would later produce the CIA’s psychological torture paradigm in response 

to increasing reports of communist success in brainwashing, hypnosis, and the 

use of drugs in interrogation. Already bewildered by Stalin’s show trials of the 

1930s, U.S. officials were transfixed by the “bizarre” and trance-like confession 

of Hungarian dissident Cardinal Joseph Mindszenty in his February 1949 trial.4 

U.S. officials were further perplexed by the implausible confessions of American 

Korean War POWs. Upon being released, former POW Colonel Frank 

H. Schwable, reflected on his confession, stating, “the words were mine, but 

the thoughts were theirs.”5 Indicating the extent to which such cases made the 

study of more effective interrogation methods a top priority within the U.S. 

intelligence community, the CIA chief of medical staff observed in a 1952 

memo that “there is ample evidence in the reports of innumerable interrogations 
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that the Communists were utilizing drugs, physical duress, electric shock and 

possibly hypnosis against their enemies.” Lamenting America’s “apparent laxity” 

in pursuing such methods, he contended that “we are forced by this mounting 

evidence to assume a more aggressive role in the development of these 

techniques”6 

Further compelling U.S. policymakers to pursue more effective interrogation 

methods were broader foreign policy concerns regarding the Soviet Union’s 

“design for world domination.”7 The 1954 Hoover Report on Government 

Operations (worth quoting at length below) illustrates the perceptions crystalliz¬ 

ing within the U.S. foreign policy and intelligence communities: 

It is now clear that we are facing an implacable enemy whose avowed objective is 

world domination by whatever means and at whatever cost. There are no rules in 

such a game. Hitherto acceptable norms of human conduct do not apply. If the 

U.S. is to survive, long-standing American concepts of “fair play” must be reconsid¬ 

ered. We must develop effective espionage and counterespionage services. We must 

learn to subvert, sabotage and destroy our enemies by more clever [sic\, more sophis¬ 

ticated, and more effective methods than those used against us. It may become 

necessary that the American people will be made aquatinted with, understand and 

support this fundamentally repugnant philosophy. 

Policymakers no longer deemed conventional methods of realizing foreign policy 

objectives as entirely effective against an adversary that would seemingly use any 

means necessary to subvert U.S. influence abroad. 

By the time this report was written, both the Pentagon and the CIA had 

already been exploring the effectiveness of drugs, hypnosis, electric shock, and 

polygraph techniques in interrogation for the better part of five years. In 1949, 

the Navy—maintaining liaisons with the Army, the CIA, and the FBI—initiated 

Project CHATTER to research “the identification and testing of truth drugs 

for use in interrogation and in the recruitment of agents.”7 The CIA launched a 

similar effort in 1950, Project BLUEBIRD, to determine the efficacy of “uncon¬ 

ventional” interrogation techniques such as hypnosis and a variety of drugs, 

including sodium pentothal, mescaline, LSD, THC, and heroin.10 In August 

1951, the CIA shifted the focus of the project from experimental to operational 

and renamed it ARTICHOKE. The renewed focus underlying ARTICHOKE 

“included in-house experiments on interrogation techniques, conducted under 

medical and security controls which would ensure that no damage was done to 

individuals volunteering for the experiments.”11 However, these techniques 

were also tested on unwitting human subjects—a trend that would continue in 

later CIA projects. With the creation of ARTICHOKE, moreover, all U.S. 

government research and development programs in interrogation techniques— 

being simultaneously carried out by the Army, Navy, and Air Force-—were 

increasingly placed under the operational jurisdiction of the CIA. 
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In 1953, the CIA folded ARTICHOKE into a much larger, more ambitious 

new project studying human behavior modification, MKULTRA. Between its 

creation in 1953 and dismantlement on 1964, MKULTRA researched, among 

other things, the effects of behavioral drugs and/or alcohol on witting and unwit¬ 

ting human subjects; hypnosis; the effect of combinations of hypnosis and drugs; 

sleep deprivation; behavioral changes during psychotherapy; polygraphs; brain¬ 

washing; and the effects of electroshock and sensory deprivation.12 Classified 

top secret, MKULTRA was placed under the direction of the CIA’s Technical 

Services Division (TSD), where it was headed by Dr. Sidney Gottlieb. Besides 

the obvious Cold War espionage concerns, the secrecy was also due to the nature 

of the research. Many people “both within and outside the Agency” found 

human testing and the manipulation of human behavior—in the words of 

the CIA—“unethical and distasteful.”13 While Gottlieb oversaw all of the 

“in-house” research and development programs of MKULTRA at the TSD in 

Langley, most of the projects were “externally contracted” through various covert 

funding conduits, including the Josiah J. Macy Foundation, the Geschickter 

Fund for Medical Research, Psychological Assessment Associates, the Scientific 

Engineering Institute, and perhaps most importantly, the Society for the Investi¬ 

gation of Human Ecology (SIHE).14 

The SIHE was founded by two renowned neurologists, Dr. Harold Wolff and 

Dr. Lawrence Hinkle, at Cornell Medical College in 1955 as what John Marks 

has described as a clandestine “CIA controlled funding mechanism for studies 

and experiments into the behavioral sciences.”15 The Agency had originally 

contracted Wolff and Hinkle in 1953 to study communist brainwashing and, at 

Cornell, they greatly expanded their research—specifically exploring the relative 

usefulness of brainwashing in interrogation.16 Yet by 1958, the CIA severed the 

SIHE’s relationship with the medical college, as the university was becoming 

critical of the organization’s more questionable research. The separation ulti¬ 

mately benefited the Agency. Not only did its cover remain intact, but with the 

SIHE independent from the Cornell bureaucracy, the CIA had greater discretion 

over the direction of the research. Proposals continued to flood in from some of 

the most prestigious research institutions in the United States. Even world- 

renowned psychologists Carl Rodgers and B.F. Skinner received grants from 

the SIHE for their work during the late 1950s and early 1960s.17 The SIHE 

awarded Albert Biderman of the Bureau of Social Science Research (BSSR) at 

American University a grant to study prisoner interrogation methods.18 Accord¬ 

ing to Christopher Simpson, the BSSR also received SIHE funding to research 

“the relative usefulness of drugs, electroshock, violence and other coercive tech¬ 

niques during interrogation of prisoners.”19 The SIHE also awarded a grant to 

Dr. D. Ewen Cameron of the Allen Memorial Institute at McGill University in 

Montreal to study the effects of extended sensory deprivation, electroshock, 

and drugs on human subjects. Both Dr. John Lilly and Dr. Maitland Baldwin 
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of the National Institute of Health also studied the impact of sensory deprivation 

with SIHE funding.20 

By July 1963, 10 years of research into the behavioral and cognitive sciences 

carried out by MKULTRA’s team of scientists, doctors, and academics had 

yielded a systematic psychological torture paradigm that the CIA codified in 

KUBARK Counterintelligence Interrogation. According to the manual itself, the 

interrogation methods contained within are “based largely upon the published 

results of extensive research, including scientific inquiries conducted by special¬ 

ists in closely related subjects.”*"1 Indeed, most of this research was made possible 

with SIHE funding. While Hinkle’s research is cited most often, the work of 

Biderman, Lilly, and Cameron is also noted with frequency. 

The objective of this new psychological torture paradigm was to break down 

the interrogation subject by inducing psychological regression. Through various 

projects underwritten by the SIHE, MKULTRA researchers concluded that 

psychological regression causes the interrogation subject’s “mature defenses” to 

crumble “and he becomes more childlike.”22 Having regressed into this childlike 

state, the subject’s will to resist will have deteriorated, and he will be more likely 

to yield information. The CIA’s most significant contribution to this “cruel 

science” was that it renounced regression by way of physical pain and instead 

stressed human psychology.*"3 MKULTRA researchers had deemed physical 

torture as an ineffective means of inducing regression because it generates pain 

externally and often intensifies the subject’s resistance. The application of 

psychological methods, on the other hand, causes the victim’s pain and discom¬ 

fort to be generated from within. Quoting the research of Albert Biderman, 

KUBARK states: 

It has been plausibly suggested that, whereas pain inflicted on a person from outside 

himself may actually focus or intensify his will to resist, his resistance is likelier to be 

sapped by pain which he seems to inflict upon himself. “In the simple torture situa¬ 

tion the contest is one between an individual and his tormentor (.. .and he can 

frequently endure). When the individual is told to stand at attention for long 

periods, an intervening factor is introduced. The immediate source of pain is not 

the interrogator but the victim himself.”24 

KUBARK presents several methods to generate internalized pain and psycho¬ 

logical regression, including “arrest, detention, deprivation of sensory stimuli 

through solitary confinement or similar methods, threats and fear, debility, pain, 

heightened suggestibility and hypnosis, and induced regression.”"5 The exact 

method (or combination of methods) to be employed is dependent upon several 

variables such as the personality of the prisoner, their psychological health, their 

personal history, the interrogation setting, and local laws regarding prisoner 

detention and treatment. Some techniques are more severe than others, but 

all can unquestionably be considered psychological torture. For example, as 
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SIHE researcher Lawrence Hinkle notes, isolation techniques such as sensory- 

deprivation 

seemed to be the ideal way of “breaking down” a prisoner, because, to the unsophis¬ 

ticated, it seems to create precisely the state that the interrogator desires: malleability 

and the desire to talk, with the added advantage that one can delude himself that 

he is using no force or coercion... However, the effect of isolation on the brain 

function of the prisoner is much like that which occurs if he is beaten, starved, or 

deprived of sleep.26 

Augmenting isolation, KUBARK outlines the specific practices an interrogator 

should employ to take advantage of his complete control over the environment 

to weaken the subject: 

The interrogator should use his power over the resistant subject’s physical environ¬ 

ment to disrupt patterns of response, not to create them. Meals and sleep granted 

irregularly, in more than abundance or less than adequacy, the shifts occurring on 

no discernable time pattern, will normally disorient an interrogatee and sap his will 

to resist more effectively than a sustained deprivation leading to debility.27 

KUBARK may also allude to electroshock as a means of acquiescence—a method 

to which foreign internal security forces would later become especially partial. 

“If a new safehouse is to be used as the interrogation site,” KUBARK states, 

“the electric current should be known in advance, so that transformers or other 

modifying devices will be on hand if needed.”28 The manual clearly advises, 

however, that prior approval from headquarters was necessary, “if medical, 

chemical, or electrical methods are going to be used to induce acquiescence.”29 

THE INTERNAL SECURITY IMPERATIVE AND FOREIGN 
POLICE TRAINING 

As the CIA secretly worked to develop more effective methods of interrogation 

during the 1950s, the dynamics of the Cold War were changing. While by 

no means subsiding, Cold War tensions had at least stabilized in Europe. The 

Marshall Plan was providing development capital to the free-market economies 

in the West. NATO had been ratified. The United States had successfully aided 

in the suppression of communist movements in both Greece and Turkey. And, 

with NSC-68, the United States had put into play a viable containment strategy 

that confronted the broader Soviet military and nuclear threats. Yet, with 

decolonization in Africa, Asia, and the Middle East, and poverty and so-called 

“underdevelopment” in Latin America, the danger of communist subversion in 

the Third World loomed larger than ever. What was even more troubling to 

policymakers was the fact that the United States lacked the adequate means to 

confront this growing threat. Eisenhower had already twice dispatched the CIA 

to overthrow moderate leftist governments—Iran in 1953 and Guatemala in 
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1954. And with the French losing ground in Southeast Asia, the need for U.S. 

intervention seemed imminent. In short, by the mid-1950s, foreign internal 

security was fast becoming a paramount concern among U.S. policymakers. 

In December 1954, Eisenhower adapted the existing containment strategy 

to confront the threat of communist subversion by strengthening the internal 

security capabilities of Third World governments. Given the clandestine nature 

of subversion and the specific challenges it presented, National Security Council 

Action Memorandum 1290d (NSC-1290d) identified local police as the key to 

maintaining foreign internal security.30 Intimately linked to the community 

and familiar with its residents, local police were best suited to identify, and 

ultimately “prevent,” subversion before it developed into a full-scale insurgency 

that would necessitate costly military intervention. Accordingly, in 1955, 

Eisenhower launched a not-inconsiderable foreign police training program, the 

Civil Police Administration (CPA). The Defense Department had already been 

administering similar programs in postwar Japan, Korea, and the Philippines, 

as had the CIA in Turkey.31 Yet with the creation of the CPA, Eisenhower began 

coordinating these existing—albeit bureaucratically disjointed—efforts within 

the State Department to more effectively mitigate Third World internal security 

deficiencies. 

Upon taking office in 1961, Kennedy made foreign internal security the 

number one priority of his foreign policy agenda. In light of the 1959 Cuban 

Revolution and an escalating military commitment to contain communism in 

Southeast Asia, the administration developed an aggressive new counterinsur¬ 

gency strategy to confront the global threat of communist subversion.32 Accord¬ 

ing foreign police training a central role in this new initiative, Kennedy and his 

Special Group (Counterinsurgency)—General Maxwell Taylor, CIA director 

John McCone, and National Security Adviser McGeorge Bundy—both 

expanded and centralized Eisenhowers foreign police training program, creating 

the Office of Public Safety (OPS) in November 1962. Although housed within 

the Agency for International Development (AID) bureaucracy, OPS was a hybrid 

agency that incorporated personnel and training from the CIA’s Counterintelli¬ 

gence Division. A top secret Kennedy administration report from June 1962 

underscored the important assistance the CIA could render to U.S. foreign 

police training efforts. Not only did the CIA provide “the latest information on 

developments in Sino-Soviet strategy and techniques to its personnel in the 

AID police programs who are working as advisors in the counterinsurgency, 

counterespionage, counterguerrilla, and other countersubversive fields.” But the 

Agency was also particularly knowledgeable of the “investigative mechanisms 

capable of detecting subversive individuals and organizations, collecting and 

collating information.. . and neutralizing their effort. 3“ 

To lead this new hybrid agency, Kennedy’s Special Group handpicked Byron 

Engle, a career CIA officer who, while working in the Counterintelligence 
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Division, had trained and advised foreign police forces since 1950.34 Upon 

settling into his new position (which he held until 1972), Engle began formulat¬ 

ing policy and recruiting personnel. His first move, according to historian 

David Lobe, was to obtain “the transfer of CIA officers who had worked with 

foreign police in the past, and who had an understanding of the intelligence 

objectives to be promoted among Third World police.”35 Once hired, CIA 

officers were trained and sent abroad, where they worked alongside legitimate 

OPS advisors to provide “technical assistance, using training aids and equipment 

demonstrations,” to serve “as guest instructors in the police academies and 

schools of the host country,” and to “direct training in AID sponsored courses 

and seminars.”36 

Augmenting the OPS in-country training programs, Kennedy founded the 

Inter-American Police Academy (IAPA), a police training school at Fort Davis 

in the Panama Canal Zone. Here, OPS trained over 700 police officials from 

throughout Latin America in counterinsurgency methods with a curriculum 

largely formulated by the CIA’s Counterintelligence Division between 1962 

and 1963.37 Yet, before long, reports began filtering back to Washington that 

“the training in Panama was rougher than the United States would tolerate on 

its own shores.”38 As a result, the White House began gradually transferring 

the IAPA to Washington, DC, in December 1963, renaming it the International 

Police Academy (IPA). IPA instructors taught basic courses in “internal security, 

riot control, scientific aids, firearms, narcotics, border control, and counterinsur¬ 

gency” while CIA officers offered more “specialized courses” on bomb making, 

investigation, and interrogation.39 

THE OFFICE OF PUBLIC SAFETY AND PSYCHOLOGICAL 
TORTURE 

Interrogation training was a crucial component of both OPS in-country 

and IPA curriculum. In communist subversive movements such as the 

Tupamaros National Liberation Movement (Uruguay), The Movement 8th 

of October (Brazil), and the National Liberation Front (South Vietnam), for 

example, local police and security forces confronted clandestine networks of 

ideologically motivated militants operating under furtive command structures. 

The ability of local security forces to successfully identify, infiltrate, and suppress 

these movements depended not only on the acquisition of reliable intelligence, 

but also on interrogation methods that could effectively extract that intelligence. 

It was here that OPS’s relationship with the CIA’s Counterintelligence Division 

began to bear fruit. After completing KUBARK in July 1963, the CIA began 

collaborating with OPS to disseminate its practices to foreign internal security 

forces—specifically, through OPS “Technical Interrogation” and IPA “Interviews 

and Interrogation” courses.40 
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In Uruguay, for instance, OPS advisors introduced psychological torture 

techniques to police and internal security forces to help crush the left-wing 

Tupamaros National Liberal Movement (Tupamaros). One former CIA officer 

working under OPS cover recalled that the “academic, almost clinical atmos¬ 

phere” of OPS interrogation courses in Uruguay emphasized “the use of electric 

shocks, special chemicals, and modern psychological techniques.”41 While OPS 

advisors “advocated psychological methods to create despair,” Uruguayan police 

forces became especially partial to electric shock.42 Using field telephones 

supplied by the United States—and oftentimes allegedly bearing the U.S. AID 

crest—to generate a powerful electric current, Uruguayan interrogators would 

electrocute their Tupamaro prisoners until they divulged the names of other 

members of the secret organization.43 Oftentimes, while a prisoner was being 

held in solitary confinement, tapes of screaming women and children would be 

played in an adjacent room to simulate the torture of that prisoner’s family— 

the desired outcome being increased feelings of helplessness and despair.44 

Not only had MKULTRA researchers discovered that psychological torture 

was more effective than physical torture, but it seems that U.S. policymakers 

believed OPS was doing the host countries a service by dissuading the use of 

brutality and force, and instead instructing what they considered as more 

“humane” or “humanitarian” psychological interrogation techniques (what 

Alfred McCoy has keenly dubbed “no-touch torture”). 5 Yet, despite the empha¬ 

sis OPS placed on psychological techniques in its training curriculum, some 

foreign police officials initially rejected the new methodology and continued to 

rely on physical torture. Incidents of physical torture carried out by local police 

and security forces caused alarm among State Department officials—particularly 

if those incidents involved OPS trainees. Being associated with the instruction of 

such methods could potentially jeopardize the public perception of an already 

sensitive U.S. program. 

In response to two separate cases of “misconduct in police interrogation” in 

Latin America in March 1964, Secretary of State Dean Rusk circulated a memo 

to all OPS in-country advisors regarding the effectiveness of interrogation train¬ 

ing. He recognized that “training programs in the application of modern 

humanitarian methods of police interrogation have been stressed” and that, 

“the effectiveness of these new methods has been demonstrated whenever 

possible to police officials at every level.” Rusk expressed concern, however, that 

“many Public Safety Advisors have encountered much difficulty in getting these 

humanitarian concepts accepted by police officials who have grown up in an 

environment which has been insensitive to human rights or human dignity.” 

Seeking to improve the effectiveness of OPS interrogation training, he requested 

instructive information from bureaus that had successfully inculcated “modern 

humanitarian interrogation techniques.” The information would not only 

benefit in-country advisors, Rusk stressed, but it would also be “valuable for 
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lecture or reading material at the OPS International Police Academy in Washing¬ 

ton and the Inter-American Police Academy in the Panama Canal Zone.”46 

Successful OPS advisors apparently provided valuable counsel to the organiza¬ 

tion and, in subsequent years, instruction in “modern humanitarian interrogation 

techniques” seems to have become more effective. At the IPA, for example, the 

lesson plans for the “Interviews and Interrogation” course discouraged physical 

torture, emphasizing instead psychological methods similar to those contained 

within KUBARK: solitary confinement, sensory deprivation, “‘emotional 

appeals,’ ‘exaggerated fears,’ and psychological ‘jolts.’”47 The theses of IPA gradu¬ 

ates demonstrate that the instruction stuck. Nickolas V. Fotinfpfulos of Greece, 

who attended the IPA in 1968, wrote in his thesis that “the interrogation of 

reluctant witnesses is devoted to a discussion of the psychological tactics and tech¬ 

niques of an effective interrogation of reluctant witness by means of instrumental 

aids or drugs.”48 A thesis entitled “The Use of Force and Threat in Interrogation” 

by Lam Van Iduu of South Vietnam concluded, “we have four sorts of torture: use 

of force as such; use of threats; physical suffering, imposed indirectly; and mental 

or psychological torture.”49 The thesis of Nguyen Van Thieu, also from South 

Vietnam, outlines “three ways of interrogation” one of which included the 

“utilization of threats and scaring the prisoner: (a) by using torture; (b) by deny¬ 

ing food and water; (c) by causing moral tension so that the prisoner’s mind is 

so depressed the prisoner seems to be out of mind and recognizes his imaginary 

faults.”50 Thieu further revealed that “thanks to foreign aid from other countries 

in the freed [sic] world, the U.S. most of all, has assisted the national police in 

technical and equipments aid [sic] to help an interrogator in his interrogation of 

communist prisoners to be more effective.”51 

The interrogation courses were effective—perhaps too effective—and by 

1970, allegations of OPS complicity in torture training began circulating in the 

international media. The accusations were triggered by the kidnapping and sub¬ 

sequent execution of OPS advisor Dan Mitrione by Tupamaros in Montevideo, 

Uruguay, in August 1970. Particularly damning was a Jornal do Brazil article 

quoting Uruguay’s Chief of Police Intelligence, Alejandro Otero, that Mitrione 

had instructed Uruguayan police in “violent techniques of torture and repres¬ 

sion.”5" Although the U.S. Embassy in Uruguay dismissed Otero’s allegations 

as “absolutely false,” the incident not only raised suspicion among U.S. law¬ 

makers and the public alike, but cast a sinister legacy for the OPS program— 

most saliently exemplified by the 1972 Costa Gavras film, State of Siege.55 

With OPS interrogation training already mired in suspicion, increasing 

reports of the widespread use of torture in Brazil sparked a congressional investi¬ 

gation into U.S. assistance programs there.54 Brazil was the largest recipient 

of OPS assistance in a Latin America—and the second largest in the world, 

behind South Vietnam. During its 13-year tenure in Brazil, OPS trained over 

100,000 police in the country, and a total of 691 in the United States and other 
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third-country programs.55 OPS operations in Brazil were especially peculiar, 

however. In March 1964, when the military deposed the democratically elected 

populist president, Joao Goulart, OPS advisors had suddenly found themselves 

training the security apparatus of a repressive dictatorship. By 1971, Brazil had 

one of the most dismal human rights records in the hemisphere and liberal 

U.S. Senators, already critical of the Vietnam War, sought to explore the connec¬ 

tion, if any, between the repression and U.S. assistance programs. When the Sub¬ 

committee on Western Hemisphere Affairs of the Senate Foreign Relations 

Committee convened to discuss U.S. assistance programs in Brazil on May 4, 

1971, Chairman Frank Church turned almost immediately to allegations 

of OPS torture training. After remarking on the “continuous” reports of “the 

widespread use of torture” by Brazilian police and security forces, Senator 

Church questioned Theodore Brown, Chief Public Safety Advisor on OPS’s role 

in police torture.56 Brown acknowledged that he was aware of the use of torture 

by Brazilian security forces. He assured Church, however, that OPS “emphasized 

humane methods” in interrogation training, reminding the senator that, “as with 

any organization, there is always the possibility that there might be isolated cases 

of unnecessary use of force.”57 

Despite the controversy surrounding OPS, it was not until 1973 that Congress 

began to take the torture allegations seriously. James Abourezk, an otherwise 

obscure liberal freshman senator from South Dakota, launched a sweeping inves¬ 

tigation into OPS torture allegations. Abourezk and his staff dredged up IPA 

theses reflecting instruction in psychological torture, uncovered “fragmentary 

but persuasive evidence” that OPS had been culpable in training torture to Brazil¬ 

ian, Bolivian, Iranian, South Vietnamese, and Uruguayan internal security forces, 

and provided mounting evidence “that representatives of U.S. agencies are even 

involved in torture with some of the national police forces in some underdevel¬ 

oped countries.”58 Although the CIA launched what Jack Anderson of the 

Washington Post described as a “discrete but intense lobbying effort to keep alive 

U.S. support for foreign police programs,” Abourezk succeeded in persuading his 

fellow lawmakers to shut down both OPS and IPA.59 By prohibiting funds for 

foreign police training in the Foreign Assistance Acts of 1973 and 1974, Congress 

terminated the primary conduit for CIA psychological torture training.5 

PSYCHOLOGICAL TORTURE AND CONTAINMENT IN 
CENTRAL AMERICA 

Yet the effort ultimately failed against the CIA, which continued to deploy its 

psychological torture paradigm according to the exigencies of Cold War contain¬ 

ment. In the early 1980s, the CIA teamed up with U.S. Army Green Berets Mobile 

Training Teams to disseminate psychological torture techniques to anticommunist 

forces in Central and South America. On June 5, 1988, the New York Times 
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Magazine published a piece by James LeMoyne entided “Testifying to Torture, 

alleging that between 1980 and 1984, the CIA had trained an elite Honduran 

Army Intelligence Unit, Battalion 316, in psychological torture techniques as part 

of Washington’s broader effort to destabilize the leftist Sandinista regime in neigh¬ 

boring Nicaragua. Florencio Caballero, a former sergeant in Battalion 316, told 

LeMoyne, that the CIA “taught me interrogation, in order to end physical torture 

in Honduras.”61 As Caballero’s testimony unfolded, his experience as a CIA- 

trained interrogator echoed the psychological techniques introduced 20 years 

earlier with KUBARK: “They taught us psychological methods-—to study the 

fears and weaknesses of a prisoner. Make him stand up, don’t let him sleep, keep 

him naked and isolated, put rats and cockroaches in his cell, give him bad food, 

serve him dead animals, throw cold water on him, change the temperature.”62 

When the Senate Select Committee on Intelligence (SSCI) convened a closed 

session to look into the allegations on June 16, 1988, the CIA’s Deputy Director 

for Operations (DDO) Richard Stoltz revealed that an internal investigation into 

LeMoyne’s allegations uncovered “a program for instruction; that is, a guide for 

instructors to use when teaching interrogation techniques” that dated back as 

far back as 1982. A Freedom of Information Act request subsequently filed by 

the Baltimore Sun later revealed documents demonstrating that Mobile Training 

Teams and the CIA had used this “program for instruction”—that is, an interrog¬ 

ation manual entitled Human Resource Exploitation Training Manual-1983—to 

teach interrogation not only in Honduras, but throughout Central and South 

America.63 Stoltz confirmed that LeMoyne’s article was accurate: “Caballero 

did indeed attend a CIA human resources exploitation or interrogation course 

[excised] from February 8 to March 13, 1983.”64 

According to the CIA Inspector General, Mobile Training Teams provided at 

least seven Human Resources Exploitation interrogation courses to security 

forces in an undisclosed number of countries in Central and South America 

between 1982 and 19 87.65 Not coincidentally, the CIA’s 1983 Human Resources 

Exploitation Training Manual advocated the same psychological torture method¬ 

ology outlined in KUBARK—in fact, some passages are identical. Notably, the 

new manual also included more recent material that had resulted from “Project 

X”—which, according to a 1991 Department of Defense memo, was a U.S. 

Army program intended “to develop an exportable foreign intelligence training 

package to provide counterinsurgency techniques learned in Vietnam to Latin 

American countries.”66 

CONCLUSION 

For the duration of the Cold War, officials from the CIA, the State Depart¬ 

ment, the Department of Defense, and the White House compromised funda¬ 

mental U.S. ideals for what they perceived as a necessary, even virtuous, global 
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anticommunist campaign. Often cast in simple though infinitely problematic 

binaries of good versus evil, freedom versus slavery, civilization versus barbarity, 

and, of course, capitalism versus communism, the Cold War was, for U.S. offi¬ 

cials, a struggle for the very survival of the United States and what it represented: 

free-market capitalism and liberal democracy, as well as the more lofty, albeit 

subjective, ideals of freedom, liberty, and justice. By containing communism in 

general and the Soviet Union in particular, U.S. policymakers sought to secure 

the republic and its ideals. And, in what is a remarkable stroke of irony, psycho¬ 

logical torture played a crucial role in that effort. 

The CIA’s continued, even recalcitrant, deployment of the KUBARK para¬ 

digm in itself underscores the crucial role played by psychological torture in Cold 

War containment. For 25 years, psychological torture was the CIA’s secret 

weapon in establishing a bulwark against communist expansion into the Third 

World. First operating through the Office of Public Safety and then collaborating 

with Green Berets Mobile Training Teams, the CIA’s dissemination of psycho¬ 

logical torture to foreign police and military forces corresponded to the overseas 

internal security imperative that emerged as a defining characteristic of the con¬ 

tainment strategy with the Eisenhower and Kennedy administrations. As the 

Uruguay case briefly illustrates, psychological torture attended to the specific 

challenges that communist subversion posed to foreign internal security forces. 

By providing what U.S. officials considered more “humane” or even “humanitar¬ 

ian” interrogation techniques, CIA/OPS sought to strengthen the capacity of 

Uruguayan national police to identify and infiltrate the clandestine cells of the 

Tupamaros, thus suppressing the subversive threat and preventing the spread 

of communism. Working through Mobile Training Teams, the CIA pursued a 

similar goal in Honduras as the specter of communism loomed in Central and 

South America during the 1980s. 

As the U.S. government redeploys the KUBARK paradigm as a central 

weapon in the War on Terror, it becomes particularly urgent to reflect on the 

consequences of Cold War psychological torture training. In much of the Third 

World, the psychological torture methods disseminated to contain communism 

during the 1960s were, by the 1970s, folded into more elaborate state-terror sys¬ 

tems by the dictatorships that emerged as states failed to effectively reconcile 

democratic institutions with national security concerns. Although those states 

have since made the difficult transition back to democracy, the trauma of psycho¬ 

logical torture—individual and collective—lingers as a painful reminder of the 

authoritarian past, often hindering the processes of truth and reconciliation criti¬ 

cal to democratization. Today, the War on Terror corresponds to a broader U.S. 

foreign policy objective characterized by an unprecedented effort to promote 

democracy worldwide. Yet, the central role played by psychological torture in 

Washington’s global antiterrorist campaign threatens to subvert that objective. 

The Cold War consequences of psychological torture reveal that current U.S. 
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practices—from the CIA’s secret interrogation program to condoning the use of 

physical torture by foreign intelligence services through “extraordinary rendi¬ 

tions”—have the potential to derail democratic institutions in both the United 

States and abroad and to lower international standards of human rights. More¬ 

over, concerted efforts within the Bush administration to redefine torture in 

order to both legally and ethically justify coercive interrogation practices provoke 

international derision while further eroding U.S. moral authority. In a moment 

when the American public is becoming increasingly anesthetized to the horrors 

of psychological torture, we must consider the potent threat that the unapolo- 

getic promotion of this brutal practice poses not only to our long-term diplo¬ 

matic objectives, but to our own democratic ideals. 
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CHAPTER 3 

Legacy of a Dark Decade: CIA 
Mind Control, Classified 

Behavioral Research, and the 
Origins of Modern Medical Ethics 

Alfred W. McCoy 

In August 2006, U.S. Army surgeon general Kevin Kiley, dressed in full combat 

uniform, appeared before the national convention of the American Psychological 

Association (APA) to defend the participation of psychologists in interrogation. 

“Psychology,” he declared, invoking a military maxim that many present may 

have found unsettling, “is an important weapons system.”1 

Indeed, for over half a century psychology has served the U.S. intelligence 

community as a secret weapon in wars against its ideological enemies, first 

communism and now Islamic fundamentalism. From the start of the Cold 

War, several generations of select psychologists have served U.S. intelligence in 

the discovery and development of new interrogation methods whose extreme 

forms constitute nothing less than psychological torture. During the War on 

Terror, psychologists have designed “enhanced” CIA interrogation methods, 

including a cruel technique called “waterboarding,” and participated in military 

interrogations at Guantanamo Bay condemned by the International Red Cross 

as “tantamount to torture.”" In exchange, the U.S. intelligence community has 

lavished rewards upon the psychology profession, in terms of both generous 

funding for experimental researchers and employment for clinical specialists. 

Psychology’s service to U.S. national security has produced a variant of what 

psychiatrist Robert Lifton has called, in his study the Nazi doctors, a “Faustian 

bargain.” In this case, the price paid has been the APA’s collective silence, ethical 
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“numbing,” and, over time, historical amnesia.3 In understanding how state 

imperatives can corrupt medical ethics, Lifton notes that “the Nazis were not 

the only ones to involve doctors in evil,” citing the Cold War “role of... 

American physicians and psychologists employed by the Central Intelligence 

Agency. . .for unethical medical and psychological experiments involving drugs 

and mind manipulation.”4 

During the early years of the Cold War, the CIA in fact developed, through 

this secret behavioral research, a new form of torture that relied on psychological 

rather than physical pain. If genius is the discovery of the obvious, then the 

Agency’s development of this “no-touch torture” was a counterintuitive break¬ 

through, the first real revolution in the cruel science of pain in centuries. 

Through more than 2,000 years of Western judicial torture using harsh physical 

methods, the same problem persisted—the strong defied pain while the weak 

blurted out whatever was necessary to stop it. By contrast, the CIA’s psychologi¬ 

cal paradigm fused two new techniques, “sensory disorientation” and “self- 

inflicted pain,” whose combination would cause victims to feel responsible for 

their own suffering and, in theory, capitulate more readily to their torturers. 

Refined through years of practice, the Agency’s psychological paradigm relies 

on a mix of sensory overload and sensory deprivation for a systematic attack on 

all human stimuli via seemingly banal, even benign procedures—heat and cold, 

light and dark, noise and silence, isolation and then intense interrogation. 

In early 2007, a full half-century after the CIA first codified these methods, we 

have the first convincing clinical evidence that psychological torture is just as 

traumatic as its physical variant. “Ill treatment during captivity, such as psycho¬ 

logical manipulations. . . and forced stress positions,” Dr. Metin Basoglu reports 

in the Archives of General Psychiatry after interviews with 279 Bosnian victims, 

“does not seem to be substantially different from physical torture in terms of 

the severity of mental suffering.. .and their long-term psychological outcome.”5 

From the perspective of intelligence and interrogation, the development of a 

method that could inflict severe suffering from psychological, rather than physi¬ 

cal methods, was a discovery of considerable import. 

If this breakthrough had conventional instead of covert uses, then the search 

for new forms of interrogation might have become one of those heroic, history- 

of-science narratives of the brilliant scientist, working alone and besting rivals 

known or unknown, to capture the crown of discovery with all its recognition 

and reward. Just as the discovery of natural selection supposedly became a race 

between Charles Darwin and Alfred Wallace, or the development of the polio 

vaccine a rivalry between Jonas Salk and Albert Sabin, so the CIA’s development 

of psychological torture can be reduced, in all its complexity, to a narrative of 

competing approaches by two titans of twentieth-century medical science— 

Donald O. Hebb’s behavioral methods versus Henry K. Beecher’s drug experi¬ 

mentation.6 Their eminence should not be underestimated: Hebb is a towering 
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figure in cognitive science whose 1949 book is regarded by some as second only 

to Darwin’s Origin of the Species in scientific significance;7 while Beecher is 

remembered as a pioneer in American anesthesiology and, above all, clinical 

ethics.8 Yet for both, there was a fortuitous convergence between the CIA’s 

mind-control project and their own professional trajectories, providing them, at 

the cost of the ethical compromises inherent in classified work, needed funding 

for the human experimentation central to their research and rising reputations 

—hence the Faustian bargain. 

Though research into psychological torture was indeed a dark science, it was 

science nonetheless, and has a significant history that commands close attention 

rather than willful amnesia or spurious denials. For probing this covert conflu¬ 

ence between CIA research and cognitive science reveals not only the discovery 

of a virulent form of psychological torture that has persisted to the present, but 

the development of its antidote in the form of modern medical ethics. In one 

of history’s supreme ironies, this secret CLA research, with its harsh treatment 

of human subjects, also seemed to produce its own correction, making 

Dr. Beecher the ultimate victor in this silent, scientific competition. 

THE DUAL LEGACY OF DACHAU 

At the dawn of the Cold War, the human mind became a covert battleground 

in the deployment of new weapons for mass persuasion and individual interrog¬ 

ation. From 1950 to 1962, the CIA led a massive, secret effort to crack the code 

of human consciousness, a veritable Manhattan project of the mind with costs 

for psychological research and operations that reached, at peak, a billion dollars 

a year.7 

In 1950, after just a few months of this investigation, the CIA decided to 

“transfer the psychological part of the [research] program to an outside agency, 

where more adequate facilities.. .and volunteers could be utilized as subjects.” 

One of the first of these new contracts was for $300,000, through the Navy, to 

a “Department of Psychology” at an unnamed university. Within two years, the 

Office of Naval Research (ONR), with an unknown portion of its grants from 

the CIA, would become an influential patron for experimental psychology by 

funding 117 contracts at 58 universities.10 More broadly, as Christopher Simp¬ 

son explains, “The Department of Defense and the Central Intelligence Agency 

helped bankroll substantially all of the post-World War II generation’s research 

into techniques of persuasion, opinion measurement, [and] interrogation.”11 

In understanding this Cold War mobilization of behavioral science, Lifton’s 

study of the Nazi doctors offers a useful analogue. Soon after taking power, Nazi 

appeals to the German medical profession’s ingrained conservatism persuaded 

45 percent, led by a few prominent physicians, to join the party; a smaller num¬ 

ber, about 350 doctors, later participated in “medical crimes” through a process 
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of psychological numbing and “doubling.” Just as Lifton asked how these 

German doctors could betray their Hippocratic oath, so we might ask how 

American psychologists dedicated to healing pain might instead choose to inflict 

it through medical experiments or interrogation.12 

But the Nazi doctors are much more than mere metaphor or analogue in the 

history of CIA torture research. Just as the U.S. space program benefited from 

the work of Werner von Braun’s rocket scientists at Peenemuende and the Luft¬ 

waffe’s murderous medical experiments at Dachau, so this CIA mind-control 

effort continued the research of the Nazi doctors, both their specific findings and 

innovative use of human subjects. In 1942, the Luftwaffe had done pioneering 

research into altitude sickness and hypothermia on some 200 prisoners at the 

Dachau death camp, documenting their agonizing deaths in graphic films shown 

at the 1942 Nazi aviation medical conference. After the war, the U.S. Air Force, 

enticed by the scientific significance of this work, recruited 34 of these Nazi doc¬ 

tors who had eluded Nuremberg’s net to establish its School of Aviation Medicine 

at Randolph Field, Texas—bringing the Reich’s research esprit into the heart of 

U.S. military medicine.13 In 1950, the U.S. Air Force effectively expunged these 

crimes from the historical record by publishing German Aviation Medicine: World 

War II, a hagiographic account of these Nazi doctors as heroic men who “showed 

great scientific understanding. . .and personal concern in aeromedical research.”14 

More broadly, the Nazi use of human subjects, which shattered long-standing 

clinical restraints, had contradictory effects—cautioning medical science about 

the need for ethics embodied in the 1947 Nuremberg medical code, while simul¬ 

taneously alerting the U.S. national security community to the yield from inhu¬ 

mane treatment.15 “The Nuremberg Code has remained official American policy 

ever since 1946,” wrote John Marks in his landmark study of CIA mind-control 

research, “but, even before the verdicts were in, special U.S. investigating teams 

were sifting through the experimental records at Dachau for information of 

military value.”16 In sum, medical science was repulsed by Dachau’s inhumanity, 

but U.S. national security was intrigued. 

Consequently, Washington’s postwar defense research was soon infected by 

the Dachau model, whose methods it mimed across a broad spectrum of Cold 

War experiments on, literally, tens of thousands of unwitting human subjects— 

for atomic, chemical, biological, and psychological warfare.17 To cite just a 

few examples, atomic experiments exposed over 200,000 U.S. servicemen to 

radiation and used 3,000 more as human subjects; a range of “psychoactive 

chemicals,” particularly LSD, were tested on some 6,700 unwitting subjects, 

including a thousand soldiers; virulent biological warfare agents were adminis¬ 

tered to some 2,300 Seven Day Adventist volunteers; and chemicals were tested 

on thousands of soldiers, including 1,366 exposed to CS riot-control gas.18 

Behavioral scientists who collaborated with the CIA’s mind-control research 

soon drew from Dachau’s poisoned well. Reflecting this era’s ethical ethos, all 
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the behavioral researchers cited in this paper with ties to secret research— 

Baldwin, Beecher, Hebb, Milgram, Wexler, Mendelson, Leiderman, and Solo¬ 

mon—conducted experiments whose success entailed infliction of psychological 

pain upon human subjects in violation of the Nuremberg Code of medical ethics. 

THE TWO ROADS TO MIND CONTROL 

In contrast to command-economy models for scientific mobilization in the 

Soviet Union or the Third Reich, the CIA employed financial incentives and 

collegial manipulation to effect a subtle redirection of the cognitive science com¬ 

munity, making its mind-control effort a dominant research objective during this 

troubled Cold War decade. As the New York Times reported after a major inves¬ 

tigation into this “secret, 25-year, $25 million effort by the Central Intelligence 

Agency to learn how to control the human mind,” the Agency “was able to 

assemble an extensive network of non-government scientists and facilities— 

apparently without the knowledge of the institutions where the facilities were 

located.” As the CIA’s Inspector General noted in 1957, the Agency “had added 

difficulty in obtaining expert services” since some experiments “are considered to 

be professionally unethical and in some instances border on the illegal.” Hence, 

as one member of the CIA’s Technical Services Division told the Times, “secrecy 

has been used to protect the researchers from peer group pressure should it be 

known that they were working for the Agency.”19 Apart from a few lead research¬ 

ers who were knowing collaborators, most of those implicated—their colleagues, 

junior faculty, and graduate assistants—were likely unaware of the covert agenda, 

and often pursued research remote from the Agency’s goals. Nonetheless, 

the CIA presided over a scientific research effort that made important gains— 

elimination of exotic methods such as hypnosis and LSD, and, above all, discov¬ 

ery of innovative behavioral techniques. While the Agency’s exotic drug testing 

led nowhere except to endless lawsuits by its Canadian victims, obscure CIA- 

funded behavioral experiments, outsourced to leading American and Canadian 

universities, soon made key contributions to the development of psychological 

torture.20 

OUR MAN IN MONTREAL: DR. HEBB OF MCGILL 

Although the CIA’s project was initially a defensive reaction to apparent Soviet 

mind-control at communist show trials in Eastern Europe during 1948-49, 

the Agency’s effort quickly shifted from defense to offense. As the New York 

Times reported after reviewing 5,000 pages of documents and interviewing CIA 

veterans, the program’s aims had initially been defensive, a search for “ a way to 

insulate its agents from brain-washing attempts.” But “by the early 1950s... 

the program’s goals became offensive.”21 In 1951, the CIA launched a 
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determined search for offensive mind-control methods in close collaboration 

with its British and Canadian allies. In March, the Agency initiated what it 

called, in a classified memo, a “top secret” research program into “all aspects of 

special interrogation” through “exchange of information and coordination of 

related programs.”22 

Consequently, in the words of a Canadian inquiry by George Cooper, QC, 

“a high-level meeting took place at the Ritz Carlton Hotel in Montreal on June 1, 

1951.” Attending were Sir Henry T. Tizard, the influential senior scientist from 

the UK Ministry of Defense; Dr. Omond Solandt, head of Canada’s Defense 

Research Board (DRB); Dr. Donald O. Hebb, head of the DRB’s Behavioral 

Research and chair of psychology at McGill; and two Americans, Dr. Caryl 

Haskins and Commander R.J. Williams. These latter two were identified, in a 

“handwritten note” found in DRB files, as “CIA.”23 

Indicative of the import of this meeting, Dr. Tizard’s earlier trans-Atlantic 

voyage at the start of World War II had mobilized thousands of physicists to 

make radar a key weapon in the Allied defeat of the Axis powers.24 And indica¬ 

tive of the extent of CIA penetration of the U.S. scientific establishment, 

Dr. Haskins became, five years after this meeting, president of the influential 

Carnegie Institution of Washington, a position he held for 15 years until his 

retirement in 1971. 

According to the board’s minutes of this Montreal mind-control summit, 

“Dr. Hebb suggested that an approach based upon the situation of sensory 

isolation might lead to some clues” to answering “the central problem” which 

interested this covert research coalition: i.e., “‘confession,’ ‘menticide,’ ‘interven¬ 

tion in the individual mind,’—together with methods concerned in psychologi¬ 

cal coercion.’’ Speaking at length, Hebb suggested that by “cutting off all 

sensory stimulation. . . the individual could be led into a situation whereby ideas, 

etc. might be implanted.” In response, Sir Henry Tizard concurred, stating that 

these issues “had become a matter of concern in the U.K.,” and adding that 

“the methods of psychological coercion.. .had been well developed by the 
• • • • »26 
inquisition. 

As consensus formed about “research methods and design,” the group adopted 

Hebb’s suggestion that “experimental isolation in various forms for the produc¬ 

tion of sensory isolation might place subjects “in such a position psychologically 

that they would be susceptible to implantation of new or different ideas.” 

Despite the DRB’s later claims to the contrary, its minutes indicate clearly that 

their priority in backing Hebb’s brainwashing work was not defensive but offen¬ 

sive operations against communist enemies. “With respect to.. .useful results,” 

the Montreal principals agreed, “present methods of offence had moved over into 

the psychological field and that the whole area of change in public opinion and 

individual attitude was assuming rapidly increasing importance.” Then, as an 

afterthought and distinctly secondary concern, the group noted: “In addition, 
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the project itself would serve to open up this general area for research by those 

concerned with defence.”27 

The CIA’s own minutes concur with the DRB’s emphasis on offensive aims, 

recording that the Montreal group agreed there was “no conclusive evidence” that 

the Soviets had made anything akin to “revolutionary progress,” and dismissed 

their interrogation as “remarkably similar. . .to the age-old methods.” Behind 

closed doors, therefore, the defensive pretence evaporated, and these cold 

warriors decided to pursue control over human consciousness for offensive “cold 

war operations”: i.e., ideological conversion and coerced interrogation.28 

“Medical science,” reads a February 1952 CIA memo that seems to echo this 

Montreal meeting, “particularly.. . psychiatry and psychotherapy, has developed 

various techniques by means of which some external control can be imposed 

on the mind/or will of an individual, such as drugs, hypnosis, electric shock 

and neurosurgery.” 7 In another memo dated January 25, 1952, the Agency 

summarized the overarching offensive aims of its mind control effort, now 

coordinated under Project Artichoke, as “the evaluation and development of 

any method by which we can get information from a person against his will 

and without his knowledge,” allowing “control of an individual where he will 

do our bidding against his will and even against such fundamental laws of nature 

as self-preservation.”30 

Within just a few years, this allied scientific offensive would pursue classified 

research concealed within public and private facilities in at least four major 

nations—including, a British “intelligence research unit” at Maresfield, Sussex; 

an Anglo-American facility near Frankfurt for lethal experiments on captured 

Soviet-bloc “expendables”; CIA-funded psychology research at leading U.S. 

hospitals and universities; periodic allied conferences to exchange results; and, 

above all, classified Canadian studies of sensory deprivation at McGill Univer¬ 

sity.31 In marked contrast to the surprisingly poor yield from the CIA’s drug 

experiments, three behavioral projects, among the hundreds outsourced to 

academics, produced important results. 

Three months after the Montreal meeting, in one of the most significant steps 

for the gestation of the CIA’s psychological paradigm, the DRB awarded 

Dr. Hebb a “secret” grant, under Contract DRB-X38 from 1951 to 1954, for 

experiments that discovered the devastating psychological impact of sensory 

isolation. As Hebb explained in his classified 1952 report, this experiment was 

measuring “whether slight changes of attitude might be effected” by shorter 

periods of isolation intensified by “wearing (a) light-diffusing goggles, (b) ear¬ 

phones through which white noise may be constantly delivered. . . and (c) card¬ 

board tubes over his [the subject’s] forearms so that his hands. . .cannot be used 

for tactual perception of the environment.” In contrast to the modest impact 

anticipated, Hebb reported that “motivational disturbance appears great,” 

and that among 22 subjects, “four remarked spontaneously that being in the 
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apparatus was a form of torture.” Evidently encouraged, Hebb concluded, “the 

contract is opening up a field of study that is of both theoretical and practical 

significance.”32 

With a growing sense of this project’s scientific importance, and concerned 

that his McGill colleague Dr. Ewan Cameron “is now undertaking some work 

with this method,” Hebb pressed the DRB for permission to publicize his results. 

But the board resisted by insisting on secrecy and, if necessary, deceptive cover 

stories.33 A year later, Hebb argued that a full presentation, albeit one masked 

by a cover story to conceal the project’s real aim, for Dr. Cameron’s psychiatry 

conference at McGill’s Allen Memorial Institute “would be useful to me, for 

the furtherance of our work and for getting financed.” After reminding the board 

that “I have worked hard for you people, with no other pay than getting these 

experimental results,” Hebb concluded his impassioned, ultimately unsuccessful 

appeal by sketching, at the bottom of his letter, a kneeling figure with arms raised 

in supplication.34 While public disclosures were thus restricted, Hebb’s 1952 

annual report was distributed to all three branches of the U.S. military along with 

“1 copy to Central Intelligence Agency (USA).”35 

After three years of secret research, the story finally leaked to the Toronto Star 

in January 1954. In a background memo for the minister, the DRB’s Dr. Solandt 

explained that Hebb’s research had “originated from a discussion among 

Sir Henry Tizard, representatives of the US Central Intelligence Agency, 

Dr. Hebb.. .and myself in June 1951.” Hebb’s subsequent research has “given 

some indication that significant changes in attitude can be brought about by 

use of propaganda under conditions of isolation.” With a misleading cover story 

that the project was preventing monotony by those monitoring a radar display, 

the DRB soon silenced the press.36 

Even so, questions were raised in Canada’s Parliament, and the Cabinet 

decided, on “questions of principle,” that “the contract with Hebb at McGill be 

cancelled.” In an internal memo to Solandt, a Defense official noted that “there 

continues to be interest from U.S. in this project.. .Hebb has previously had 

several official US visitations.”37 In his report for the Cabinet, Dr. Solandt, hint¬ 

ing at continuing CLA contacts, noted Hebb’s work has been of “appreciable 

interest to U.S. research agencies, representatives of which have by arrangement 

visited Hebb.”38 

While Canada was cutting Hebb loose, the CIA continued its regular contacts. 

In September 1954, as more than 6,000 psychologists filled New York City’s 

Statler Hotel for the APA convention, an anonymous CIA scientist met Hebb’s 

close colleague, Dr. Edward C. Webster, later chair of psychology at McGill, 

for a detailed briefing on the sensory deprivation experiment.' At some point 

as well, according to Hebb’s colleague Dr. Peter M. Milner, “The project.. .did 

receive money from a research foundation that was later revealed to be a front 

for the C.I.A.”40 
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Two years later, the director of the U.S. National Institutes of Health, 

Dr. Robert H. Felix, demolished Hebb’s carefully constructed cover when he 

told Congress about a study by “Dr. Donald Hebb, Professor of Psychology, 

McGill University,” using 60 students “who stayed as long as they could on a bed 

in an air conditioned box.” Asked if “this is a form of brainwashing,” Dr. Felix 

replied: “You can break down anyone with this, I don’t care what their back¬ 

ground.” After coverage in the New York Times of April 15, 1956, prompted 

“Brainwashing” headlines in the Montreal Gazette, Dr. Hebb insisted, inaccurately, 

on the “defensive” nature of his research: “We were not trying to find bigger 

and better ways of torturing others, but to find out how to protect our own 
»4l 

men. 

There is good reason to doubt the credence of Dr. Hebb’s assertion that the 

prime aim of his mind-control research was defensive. As evident in extant CIA 

memoranda and the DRB minutes of the 1951 Montreal meeting, his research 

was done in a period, 1951-54, when the paramount objective of the Agency 

and its Canadian allies was the development of mind-control methods for offen¬ 

sive operations—interrogation of communist captives, turning enemy agents 

into double-agents, and imposing alien beliefs on target assets. Admittedly, there 

was later a renewed interest in the defensive uses of mind control in 1954-55 

when news of the “brain washing” of American prisoners in North Korea was 

confirmed, upon their release, by debriefings and military inquires, producing a 

number of popular and scholarly publications.42 After a yearlong Defense 

Department inquiry, President Dwight Eisenhower issued an executive order, 

dated August 17, 1955, that every soldier be given “specific training and instruc¬ 

tion designed to better equip him to counter and withstand all enemy efforts 

against him.” Consequently, the Air Force developed its SERE program (Sur¬ 

vival, Evasion, Resistance, Escape) to train its pilots in resistance to psychological 

torture.43 As the military consulted psychologists and psychiatrists to diagnose 

past POW treatment in Korea and propose an antidote, there developed two 

related strands in mind-control research—offensive for CIA interrogation of 

enemy agents, and defensive for training American pilots to resist enemy inter¬ 

rogators.44 Significantly, almost all this interest in defensive measures came in 

1954-56, well after Hebb had completed his four years of offensive mind control 

research for the CIA from 1951-54. 

Paralleling Hebb’s exculpatory press statement in response to those 1956 

“brainwashing” headlines, the DRB insisted that “the scientists. . .were extremely 

careful to limit the research techniques so that there was no possibility of damage 

to the subjects who volunteered.”45 Once again, there are grounds for a contrary 

view. An experiment that discovered the driver in CIA psychological torture may 

well have subjected students to this same torture—a complaint, in fact, made by 

four of Hebb’s original volunteers. So extreme was this sensory deprivation that 

Hebb’s subjects had unanticipated hallucinations akin to mescaline. In his 1992 
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epic poem, Listening to the Candle,” one of these student subjects, Professor 

Peter Dale Scott, described how he, not Hebb, first noticed the vivid hallucina¬ 

tions and, in a follow-up interview, recalled the researchers’ initial incredulity at 

his report.46 

yet the very aimlessness 

preconditioning my mind... 

for blank lucrative hours 

of sensory deprivation 

as a paid volunteer 

in the McGill experiment. .. 

my ears sore from their earphones’ 

amniotic hum my eyes 

under two bulging halves of pingpong balls 

arms covered to the tips with cardboard tubes 

those familiar hallucinations 

I was the first to report 

as for example the string 

of cut-out paper men 

emerging from a manhole 

in the side of a snow-white hill 

distinctly two-dimensional 

Many of Hebb’s subjects were McGill medical students. Through phone inter¬ 

views, I have learned that, a few months after participating in the experiment, 

one subject, who had no prior history of such hysteria, suffered a complete break¬ 

down, collapsing on the floor during lecture in a paroxysm of weeping so uncon¬ 

trollable and protracted that the professor was forced to clear the classroom.47 

Although repeating the DRB’s claim that Hebb had “the highest regard for the wel¬ 

fare of the volunteer students,” Cooper’s inquiry did note “an unconfirmed report 

that one student developed a form of mental illness following the experiment.” 

But he dismissed the matter after hearing an unsubstantiated “suggestion. .. 

that the illness was incipient in any event, and would have resulted regardless of 

Dr. Hebb’s experiments.”48 

By contrast, Hebb himself admitted that he did not screen his subjects for 

instability and was not prepared for the extreme hallucinations. “For subjects,” 

he recalled in a memoir written before his death in 1985, “we simply called the 

employment office at McGill and hired the student they sent us. Presently we 

found that.. .the subjects, some of them, were seeing things in the experimental 

conditions, and feeling things. One felt his head was disconnected from his body, 

another had two bodies.” Hebb was also shocked at the devastating impact of his 

experiments: “It scared the hell out of us to see how completely dependent the 

mind is on a close connection with the ordinary sensory environment, and how 

disorganizing to be cut off from that support.”49 
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The implications of Hebb’s experiment for both cognitive science and CIA 

interrogation were, in retrospect, profound. As Hebb himself later put it, “the 

experiment did give support for my theory of behavior” brst propounded, with¬ 

out experimental confirmation, in his landmark 1949 book, The Organization of 

Behaviour, and got him “recognized abroad.”50 Within seven years of his team’s 

first publications, over 230 articles on sensory deprivation appeared in leading 

scientific journals, citing Hebb’s work and contributing to his rising reputation.51 

In June 1958, for example, ONR funded a symposium on sensory deprivation at 

Harvard Medical School, featuring Hebb and some of the leading cognitive 

scientists of his generation, that confirmed the significance of his discovery and 

further explored the devastating impact of sensory deprivation on the human 

mind.52 

TESTING THE HEBB HYPOTHESIS 

Significantly, several follow-up experiments inflicted similarly dangerous 

trauma on their human subjects. In 1955, one of Hebb’s former students now 

at the National Institute of Mental Health, Dr. Maitland Baldwin, confined an 

Army volunteer inside a Hebbian sensory deprivation box. After 40 hours, the 

subject began “an hour of crying loudly and sobbing in a most heartrending fash¬ 

ion” before kicking his way out. At the prompting of Morse Allen, chief of the 

CIA’s Artichoke Project, Dr. Baldwin agreed to push the experiment further into 

“terminal type” tests if the Agency would provide expendable human subjects—a 

proposal that a CIA medical officer rejected as “immoral and inhuman.”53 

Similarly, in 1957 a team of four Harvard University psychiatrists, funded by 

the ONR, confined 17 paid volunteers “in a tank-type respirator” arranged “to 

inhibit movement and tactile contact.” After 17 hours, one subject, a 25-year- 

old dental student, “began to punch and shake the respirator,” his “eyes full of 

tears, and his voice shaking.” Four volunteers terminated from “anxiety and 

panic,” and all suffered “degrees of anxiety.”54 We have no way of knowing 

whether such trauma did lasting damage, for none of these researchers—-Hebb, 

Baldwin, or the Harvard psychiatrists—reported any follow-up treatment. 

Just a few months later, an active CIA contractor, Dr. Lawrence Hinkle of 

Cornell University Medical Center, conducted a comprehensive review of “inter¬ 

rogation ... for the purposes of intelligence,” finding Hebb’s isolation “the ideal 

way of‘breaking down’ a prisoner, because.. .it seems to create precisely the state 

that the interrogator desires: malleability and the desire to talk, with the added 

advantage that one can delude himself that he is using no force or coercion.”55 

Finally, in 1963, the CIA synthesized this decade of mind-control research in 

its “Kubark Counter Intelligence Interrogation” manual that emphasized the 

important implications of Hebb’s work for effective interrogation. Citing 

“experiments conducted at McGill University,” this Agency report explained 
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that sensory deprivation was effective because “the calculated provision of 

stimuli during interrogation tends to make the regressed subject view the inter¬ 

rogator as a father-figure.. .strengthening. . .the subject’s tendencies toward 
i* j>56 

compliance. 

PARADIGM’S CLANDESTINE JOURNEY 

In its clandestine journey across continents and decades, the CIA’s form of 

psychological torture would prove elusive, resilient, adaptable, powerfully seduc¬ 

tive, and devastatingly destructive—attributes that have permitted it to persist to 

the present and may well allow it to continue into the future. To understand the 

character and the resilience of this distinctively American form of torture, we 

need to review each attribute in some detail. 

Unlike its physical variant, psychological torture lacks clear signs of abuse and 

easily eludes detection, greatly complicating any investigation, prosecution, or 

attempt at prohibition. After British intelligence applied these CIA techniques 

on IRA suspects arrested at Belfast in 1971, an inquiry headed by Lord Parker 

of Waddington found that psychological methods complicated any determina¬ 

tion of torture. “Where,” Lord Parker asked in his report to Parliament, “does 

hardship and discomfort end and for instance humiliating treatment begin, and 

where does the latter end and torture begin?” The answer, he said, turns on 

“words of definition” and thus “opinions will inevitably differ.”57 Note Lord 

Parker’s curiously precise and eerily prescient phrase—“words of definition.” 

When Dublin sued London over this issue in 1977, the European Court of 

Human Rights found Britain guilty of “inhuman and degrading treatment,” 

but not torture. Alone among the 17 justices, Judge Demetrios Evrigenis of 

Greece understood that there are “new forms of suffering that have little in 

common with the physical pain caused by conventional torture,” whose sum 

“must have caused. . .extremely intense physical, mental and psychological 

suffering, inevitably covered by the strictest definition of torture.”58 

Perpetrators and their protectors have a strong stake in maintaining the elusive 

quality of this psychological paradigm by muddying definitions of psychological 

torture or resisting them all together. For example, at the APA convention in 

August 2006, Lieutenant General Kevin Kiley, the U.S. Army’s surgeon general, 

asked in an intimidating, almost mocking manner: “How loud does a scream have 

to be? How many angels can dance on the head of a pin?”59 Indeed, definitions of 

terms such as “severe mental pain,” “degrading,” “cruel,” and even “torture” have 

played a central role in both the protection and prosecution of perpetrators, 

making these terms a central focus in the political struggle over torture at home 

and abroad. 

Psychological torture is shrouded in a scientific patina that appeals to policy 

markers and avoids the obvious physical brutality unpalatable to the American 
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public, lending an extraordinary resilience to the practice. In the 40 years since its 

discovery, the Agency’s psychological paradigm has, moreover, proved surpris¬ 

ingly adaptable, with each sustained application producing innovations. For both 

the perpetrators and the powerful who command them, torture has, I suspect, a 

darkly erotic appeal, lending a seductive quality to its practice. Even when torture 

is initially intended for a few Soviet spies or top al Qaeda commanders, it soon 

spreads in two directions—rapid proliferation to the torture of many, and an 

inexorable escalation in the scale of brutality. So seductive is torture’s appeal that 

the powerful often concoct rationales to preserve their prerogative of torture, in 

defiance of all evidence of ineffectiveness in interrogation and the enormously 

high political costs. 

Although seemingly less brutal than physical methods, the CIA’s “no touch” 

torture has proved emotionally destructive, inflicting trauma that leaves searing 

psychological scars. Victims often need long treatment to recover from a trauma 

many experts, such as those at the Center for Torture Victims in Minneapolis, 

consider more crippling than physical pain. And, as noted above, Dr. Metin 

Basoglu’s research has recently established, through convincing research, that 

these psychological techniques are just as traumatic as physical methods. 

THE CIA AND CANADA 

Controversy over McGill’s mind-control experiments flared anew in the 

mid-1980s, when nine victims of Dr. Cameron’s CIA-funded research at Allen 

Memorial Institute sued the Agency in Washington, DC, sparking important 

revelations. With annual CIA payments of $20,000 from 1957 to 1963, 

Dr. Cameron had used approximately a hundred patients, many admitted to 

his institute with moderate problems, as involuntary subjects to test a three- 

stage method for “brain washing” or “depatterning”—first, a drug-induced 

coma, spiked with LSD for up to 86 days; next, extreme electroshock treatment 

three times daily for 30 days; and, finally, a football helmet clamped to the head 

with a looped tape repeating, up to a half-million times, messages like “my 

mother hates me.”60 

Despite the horrific abuse, the Canadian establishment closed ranks behind 

Washington—with Cooper’s report dismissing the Agency’s role as a “side issue” 

or “red herring”; medical deans finding Cameron’s research ethical by the 

standards of the day; Ottawa’s Justice Department denying legal responsibility; 

the Canadian Psychiatric Association, unlike its American counterpart, refusing 

any apology; and Prime Minister Brian Mulroney’s government offering each 

victim a nugatory $20,000 “nuisance” payment even though Ottawa had 

provided most of the funding ($495,000 versus the CIA’s $64,000).61 After years 

of denials from Ottawa and Langley, the ultimate defendants in the lawsuit, 

the CIA director and the former DRB chief Dr. Solandt, finally admitted the 
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truth—admissions that, in conjunction with CIA documents extracted in the 

trial’s discovery phase, cast considerable light on the dark side of Canada’s 

Cold War relations with the CIA. 

Throughout the litigation, Dr. Solandt spoke frankly about Ottawa’s close 

cooperation with the CIA during his tenure as DRB’s head from 1946 to 1957. 

“During the 1950’s,” Solandt stated in a sworn affidavit, “the United States 

Central Intelligence Agency had a resident representative at the United States 

Embassy in Ottawa who was publicly introduced as such.. .and was free to 

attend Defense Research Board. . .meetings where defence research programs 

were discussed.”62 In an interview with the Toronto Star, Solandt revealed 

his board’s secret protocol with the CIA: “If they wanted classified research 

they came to the board and if we thought it was suitable we paid for it and then 

passed it on to the U.S. We never knowingly let the U.S. place a contract with 

any agency in Canada.”63 After similar communications with Solandt, Cooper 

reported that this protocol let Canadian researchers like Hebb work for the 

CIA or Pentagon without being paid by Washington. In lieu of direct payments, 

there was a “rough quid pro quo in that, when Canada requested the U.S. to do 

certain work in exchange, the work would be done south of the border.” In 

defense of Ottawa’s “open policy with the CIA,” Dr. Solandt told the press that 

“we got five times the information from them that [sic] they received from us.”64 

Despite later denials by McGill colleagues that Dr. Hebb had any U.S. 

contacts, this litigation documented his close, continuing relationship with the 

CLA.65 According to the plaintiff’s attorney Joseph L. Rauh Jr., in pretrial discov¬ 

ery “the CIA formally admitted in court papers... its close ties with Dr. Hebb”— 

specifically, that Hebb received an Agency briefing in 1963 and was issued “a 

special CIA security clearance” on April 10, 1964—a decade after Canada had 

terminated its participation in the CIA mind-control project.66 

Significantly, Ottawa’s denials ended only when the Agency, after eight years 

of litigation, finally admitted its culpability. As Prime Minister Mulroney’s 

conservative, pro-American government became “an active and hostile oppo¬ 

nent” of this suit by its own citizens, Rauh, a Washington insider, noted with 

growing dismay that its nominally “independent study” was chaired by George 

Cooper, “a former M.P. who maintained close ties with the Tory machine.” His 

staffers took key assessments “from the lips of the CIA’s lawyers,” and their 

1986 report was “a complete whitewash.”67 Corroborating Rauh’s critique, 

Cooper’s report described Dr. Cameron as “a good man... trying to do the best 

he could for his patients” and even speculated that he “did not know of CIA 

involvement” in his funding.68 

Ironically, Cooper’s exculpation of the CIA was rendered risible just two years 

later when the Agency itself paid the Canadian victims $750,000, the maximum 

allowable under U.S. law. After evaluating the evidence, CIA director William 

Webster ordered the settlement, saying: “Sometimes you see the right thing to 
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do, and you do it.”69 As for Dr. Cameron’s treatment of his patients, the eminent 

psychiatrist Robert Lifton stated, in an affidavit for the plaintiffs, that his depat- 

terning experiments had “deviated from standard and customary psychiatric 

therapies in use during the 1950s”; and instead “represent a mechanized exten¬ 

sion of. . .‘brainwashing’ methods.”70 As for Cooper’s speculation about Camer¬ 

on’s ignorance of the Agency’s role, other sources show that the McGill 

psychiatrist was a close personal friend of spymaster Allen Dulles from their days 

at the Nuremberg tribunal. Years later, when Dulles was CLA director, Cameron 

met with him in Washington to arrange the Agency’s covert funding for his 

McGill experiments.71 Indeed, this Nuremberg experience and his exposure to 

the Nazi medical experiments there might explain why Cameron later conducted 

his own research with a cruelty that none, including Cooper, can explain.72 

Although acknowledging that Hebb was “a very fine scientist” and “Canada’s 

foremost psychologist,” the Cooper report still implied that his work had contrib¬ 

uted to the dark art of interrogation: “By ‘softening up’ a prisoner through the use 

of sensory isolation techniques, a captor is indeed able to bring about a state of 

mind in which the prisoner is receptive to the implantation of ideas contrary to 

previously held beliefs.”73 For his discovery of the key principle in the CIA’s new 

paradigm and his long collaboration with the Agency’s research, it seems appropri¬ 

ate to regard Dr. Hebb today as the “progenitor of psychological torture.”74 

DR. MILGRAM’S OBEDIENCE EXPERIMENTS 

As Lifton reminds us in his study of the Nazi doctors, we must explore these 

ethical compromises in the context of the response by a wider professional cohort 

to state pressures. Indeed, other leading scientists contributed to the CLA’s evolv¬ 

ing psychological paradigm—notably, Cornell neurologists Lawrence Hinkle and 

Harold Wolff, who, while working under a CIA contract to test “useful secret 

drugs (and various brain damaging procedures),” identified self-inflicted pain as 

the most effective Soviet interrogation technique—a second, key contribution 

to the Agency’s emerging psychological paradigm.75 

In retrospect, Stanley Milgram seems like an example of a junior researcher 

whose work was incorporated into this larger mind-control project. At key points 

in his career, Milgram benefited from patronage of behavioral scientists 

connected to the national security apparatus. After a review of his proposal for 

his obedience experiments by the head of Group Psychology at ONR, a key 

CIA conduit for covert funding, the National Science Foundation (NSF) gave 

Milgram a $24,700 grant—a substantial award when compared to Hebb’s 

$40,000 over four years and Cameron’s $64,000 over seven years. In later years, 

as the field shed the CIA’s once pervasive influence, Milgram never received 

another NSF grant—even though he later proposed a project that made similar 

use of a mechanical device to test human behavior.76 
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Like others linked to this mind-control project, Milgram showed an apparent 

disregard for his subjects. After recruiting participants without serious screening 

by innocuous advertisements in the local newspaper, he then manipulated them, 

through deceptive instructions, to participate in apparent torture. With the 

exception of some exit interviews for the camera, he then dismissed his subjects 

without significant counseling, bearing the unsettling knowledge that they 

were, like the Gestapo, moral monsters who could inflict calibrated cruelty upon 

fellow humans. Indeed, one subject, a military veteran named William Menold, 

recalled feeling “an emotional wreck,” a “basket case,” from the realization “that 

somebody could get me to do that stuff.” Privately, Milgram himself viewed the 

experiment as “ethically questionable” since “it is not nice to lure people into 

the laboratory and snare them into a situation that is stressful and unpleasant 

to them.”77 In this sense, Milgram clearly violated the first principle of the 

1947 Nuremberg Code, requiring that subjects should “be able to exercise free 

power of choice, without. . .force, fraud, deceit.”78 

While Hebb was a great scientist whose work had lasting importance far 

beyond the CIA’s agenda, Milgram was a technician whose single finding, that 

anyone can torture, was more appropriate for historical research. Milgram’s 

research was driven, as a close colleague explained, “by deep personal concerns 

about how readily the Nazis had killed Jews during the Holocaust.” But Milgram’s 

torture experiments do not address this historical issue as directly or, arguably, as 

effectively as Christopher Browning did in his more relevant and revealing 

archival study, Ordinary Men—and did so, lest we forget, without inflicting 

trauma on anyone.79 In this sense, Milgram failed to abide by article two of the 

Nuremberg Code: “The experiment should be such as to yield fruitful results 

for the good of society, unprocurable by other methods or means of study.”80 

Yet Milgram was a skilled publicist, filming the experiment for a documentary 

whose allure soon expunged the ethical reservations of his contemporaries. 

Whatever his motivations, which may have been admirable, Milgram also 

provided the intelligence community, in this Cold War context, with useful 

information as it began global propagation of its new psychological torture 

paradigm—i.e., anyone could be trained to torture.81 In retrospect, Milgram’s 

work might be best studied as another Faustian quest for knowledge and power 

that led, during a dark decade in the history of behavioral science, to ethical com¬ 

promises in the treatment of human subjects. 

THE NAZI DOCTOR’S APPRENTICE: HENRY BEECHER OF 
HARVARD 

In September 1951, just three months after the CIA’s secret Montreal meeting, 

Dr. Henry K. Beecher, the Dorr Professor of Anesthesiology at Harvard Univer¬ 

sity, crossed the Atlantic in a determined search for drugs that would pry open 
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the human mind for interrogation. At home and abroad for over a decade, 

Beecher pursued this secret military research, testing powerful psychotropic 

drugs, mescaline and LSD, on unwitting human subjects, and thus drinking deep 

from Dachau’s poisoned well. 

Our earliest indication of Beecher’s interest in interrogation is a letter, dated 

February 7, 1947, from Dr. Arthur R. Turner, chief of the U.S. Army’s Medical 

Intelligence Branch, reading: “Inclosed for your retention is a brochure, dealing 

with the Dachau Concentration Camp, which has just arrived. I. . .thought it 

might be of interest to you.” This brochure, by the German aviation medical 

research unit, detailed thirty mescaline experiments on Dachau inmates by 

SS-Hauptsturmfuhrer Dr. Kurt Ploetner aimed “to eliminate the will of the 

person examined. . .by the Gestapo.” In enticing words that promised to unlock 

the mind for interrogation, the report concluded: “If the Messkalin had an effect 

on the mental state of the P.E.’s, the examining person succeeded in every case in 

drawing even the most intimate secrets from the P.E. when the questions were 

cleverly put.”82 

In an apparent effort to encourage Beecher’s research in this area, the U.S. 

Army’s surgeon general sent him other reports on the Mauthausen Concentra¬ 

tion Camp and LSD research at the Swiss Sandoz Company.83 To assist the 

Army’s Medical Research Board in its search for drugs that might serve as “truth 

sera” in interrogation, Beecher reported in June 1950 that he had consulted 

colleagues about the “considerable problem here in the use of healthy young 

volunteers” to test “synthetic agents in the mescaline group.” Soon, though, he 

found that at Massachusetts General Hospital, “we have an almost ideal set-up 

here in Boston for study of this problem.”84 

Though we cannot be certain that SS-Hauptsturmfuhrer Ploetner’s report 

inspired his quest, in September 1951, Dr. Beecher set off on a scientific odyssey, 

criss-crossing Europe to search for research “on the subject of the ‘ego-depressant’ 

drugs, usually called truth serum in the newspapers,” paying particular attention 

to the Gestapo’s drug of choice, mescaline. As he explained to the U.S. Army 

surgeon general, this search was an extension of their “orderly examination of the 

merits of various drugs” for use “as part of a broad attack on the central nervous 

system”—offensively “on prisoners (civil and military),” and defensively “to know 

if by the use of such agents a man of integrity and discretion can be altered without 

his knowledge.”85 In other words, Beecher was pursuing the very same offensive 

uses of mind control that the CIA had discussed at its June 1951 Montreal meeting. 

Reflecting the Anglo-American cooperation forged at Montreal, Dr. Beecher 

had access to dozens of top scientists in his first stop, England. At the Ministry 

of Defense, Dr. B.A.R. Gater gave him a “bibliography on several drugs consid¬ 

ered as promising,” with eight citations for mescaline and 14 for LSD. In 

Stratford-upon-Avon, Sir Frederick Bartlett, professor of experimental psychol¬ 

ogy at Cambridge, agreed “that data are probably more readily obtainable with 



Legacy of a Dark Decade 57 

drugs than without and hence of special value if many men are to be interro¬ 

gated.” By stages, however, Dr. Beecher’s hunt for appropriate collaborators led 

him full circle back to the Nazi war criminals he had encountered in reading 

Dr. Ploetner’s report on Gestapo drug tests at Dachau.86 

Moving on to the Allied Headquarters (SHAPE) at Marley-le Roi, Beecher 

learned, in discussions with U.S. officers, he could best expand his secret drug 

research by going beyond the medical corps to military intelligence, since “the 

Central Intelligence Agency has representatives.. .on the Joint Intelligence 

Committee.”87 Indeed, at Heidelberg, Dr. Beecher was sharply reminded of the 

immorality of his research, from a medical perspective, when the Chief U.S. 

Surgeon for Europe, General Guy B. Denit, advised him “that as a physician 

under the Geneva Convention he [Denit] could have nothing officially to do 

with the use of drugs for the purposes in mind and turned me over to G-II.” 

Consequently, U.S. Army G-II, or Military Intelligence, transferred Dr. Beecher 

from the moral realm of military medicine to “Oberursel, to the European 

Command Interrogation Center,” the dark center of the Allied interrogation 

effort.88 

Outside Frankfurt, site of the CLA’s German headquarters, the rolling Taunus 

Hills concealed two of the most secret U.S. intelligence facilities. Once site of 

the Luftwaffe’s famed “Durchgangslage Luft” interrogation center, Oberursel 

had become Camp King, the home of the European Command Interrogation 

Center where, after 1948, a staff of ex-Gestapo soldiers and former Nazi doctors, 

including the notorious deputy Reich health leader Kurt Blome, were employed 

in inhumane interrogations of Soviet defectors and double agents. Nearby, in 

the town of Kronberg, the CIA used Haus Waldhof, a former country estate, as 

a safe house for drug testing, brutal torture, and lethal experiments on Soviet bloc 

expendables. In 1952, for example, the head the CLA’s Project Artichoke, Morse 

Allen—assisted by Dr. Samuel V. Thompson, a Navy psychiatrist, and Professor 

G. Richard Wendt, a University of Rochester psychologist—would use the site 

to test dangerous combinations of drugs such as Benzedrin and Pentothal- 

Natrium on Russian captives, under the protocol that “disposal of the body is 

not a problem.”89 

At Oberursel, Dr. Beecher discussed possible drug uses for interrogation with 

six staffers including a Major Hart, head of a “brutal interrogation team” known 

as the “rough boys,” and Captain Malcolm Hilty, chief interrogator. All agreed: 

“It would be desirable for me to return, perhaps in a year, when we know better 

the signs and symptoms of the newer derivatives of mescaline and lysergic acid 

[LSD], to interrogate especially high level escapees from Russian interrogation.” 

In the interim, they recommended he work with a Dr. Schreiber, Camp King’s 

former staff doctor, whom Beecher described as “a physician and former German 

general who is now on his way to the States, will be at the School of Aviation 

Medicine. . .Schreiber is intelligent and helpful.”90 
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Who was Dr. Schreiber, this “intelligent and helpful” partner for Professor 

Beecher’s secret drug research? He was, in fact, General Walter Schreiber, former 

medical chief for the Wehrmacht command who had presided over Nazi con¬ 

centration camp.. . experiments on inmates that usually resulted in a slow and 

agonizing death.” After Camp King commended his “high efficiency,” the Penta¬ 

gon sent him to Texas, where he joined other Nazi doctors at the School of 

Aviation Medicine, albeit only until May 1952, when complaints about his war 

crimes forced a sudden departure for Argentina.91 

Moving on to Berlin, Dr. Beecher met with a military intelligence officer and 

“Mr. Peter Sichel, C.I.A.” to discuss acquisition of human subjects for his plans 

“to interrogate as many high-level escapees as possible as to the presence of 

significant signs and symptoms [of drugs] during periods of interrogation.” All 

agreed that “the best sources of material for me are high level refugees and rank¬ 

ing political figures of the Eastern Zone who may defect.” When Dr. Beecher’s 

report on his voyage into this intelligence netherworld reached the Pentagon in 

October 1951, it was, at his recommendation, stamped “TOP SECRET” and 

not declassified until 1977, only months after his death.92 

A year later in August 1952, Dr. Beecher, discarding Dr. Ploetner’s preference 

for mescaline, returned to Europe where he now focused solely, almost obses¬ 

sively, on the threat and promise of LSD 25. In the year between his visits, 

Beecher had joined the U.S. intelligence community’s interrogation project with 

a “top secret” security clearance and a Pentagon grant to study the “Response of 

Normal Men to Lysergic Acid Derivatives.”93 Just as Dr. Ploetner’s results had 

once heralded the promise of mescaline, so the Sandoz Company’s report, pro¬ 

vided earlier by the Pentagon, hinted this new drug might open the human mind 

for interrogation: “LSD 25 can bring thoughts from the subconscious into the 

conscious, can increase associative activity and, by removing inhibitions, can also 

improve the ekphoric ability.” But Sandoz had also warned that the new drug 

produced “a peculiar personality disturbance similar to ‘split personality,”’ and 

induced a “tendency to pathological reactions (hysterical attacks, trances, epilep¬ 

tic fits).”94 Evidently intrigued, Beecher wrote its chief pharmacologist in Basel, 

Dr. Ernst Rothlin, to arrange a meeting, explaining that “we have been doing 

some work in man with.. .LSD 25, which was kindly furnished us by your 
”95 

company. 

Consequently, Dr. Beecher returned from his second European sojourn warn¬ 

ing about LSD’s effect of “severe imbalance, hysteria” on, say, “a battleship’s 

crew.” In a secret report to the U.S. Army’s surgeon general, he advised that this 

drug should be studied “(1) as aids to obtain suppressed information. . .(2) as 

threats to security when used by an enemy agent... (3) as tools of biological war¬ 

fare.” Above all, he urged the research into the use “of these agents as offensive 

weapons” since “the water supply of a large city could probably be disastrously 

and undetectably (until too late) contaminated.” Determined that “the United 
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States... not get behind in this field for want of an organized plan of attack,” he 

now planned to intensify dosages in his Boston LSD experiments, saying: “We 

need to know the effects of larger doses, of prolonged administration of small 

doses and so on.” Fortunately for Beecher’s plans, a professor he had met in 

Europe “has promised to send me for study the new L.A.E. (a mono ethyl amide 

of lysergic acid). This is said to be more excitant to normal individuals than is 

L.S.D. 25.”96 

Over the next two years, Dr. Beecher carried out these LSD tests using the 

unwitting human subjects he now believed, through his conventional work, 

essential to serious pharmacological research—creating, for Beecher, a productive 

confluence of his covert and conventional work.97 In his final report on these 

tests to the Pentagon, Beecher noted that after administering LSD doses “as 

unknowns” four among the nine subjects given the stronger LAE variant became 

“mildly hostile and paranoid; another experienced acute panic.”98 

In his decade of secret drug testing, Dr. Beecher thus sacrificed his subjects to 

the cause of national security. During his European travels in 1951-52, he had 

sought expendable subjects for secret interrogation experiments. Back home at 

Harvard, Beecher, though aware of the drug’s painful effects from the Sandoz 

report, tested powerful LSD and LAE doses that inflicted the trauma of “para¬ 

noid” reaction and “acute panic” on his unknowing human subjects—a “psycho¬ 

sis in miniature” that, he said coolly in his published report, “offers interesting 

possibilities.” In sum, knowing in advance the serious trauma these drugs would 

cause, Beecher placed his unwitting subjects at risk by giving them dangerous 

doses dictated by the demands of secret research—all in violation of the Nurem¬ 

berg Code. Yet he also maintained a perfect cover, minimizing public knowledge 

of his military research by publishing only one LSD study as third author—and 

even that was packaged innocuously as last in a series of drug tests. Throughout 

these years of secret drug research on unwitting human subjects, he sat on influen¬ 

tial biomedical bodies, such as the National Research Council, setting the U.S. 

research agenda.99 

During the period of his classified drug research, which clearly violated the 

principles of the Nuremberg Code, Dr. Beecher was, not surprisingly, vocal in 

his opposition to the federal government’s attempt to impose the Code’s ethical 

restraints on clinical researchers. In a 1959 article for the Journal of the American 

Medical Association, Beecher conducted an extended critique of the Nuremberg 

Code, arguing that a “rigid interpretation” of its first rule for “the voluntary 

consent of the human subject” would “effectively cripple, if not eliminate, 

most research in the field of mental disease” and bar the use of placebos which 

he called, not surprisingly given his own prominence in this area, “essential to 

progress in which judgment is involved in decision.” Beecher was equally critical 

of Nuremberg’s second rule requiring that experiments be “not random and 

unnecessary in nature,” and dismissed it with the flat assertion that “most of the 
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epoch-making discoveries in science have been unexpected.” Effectively 

dismissing the importance of the Nuremberg Code, he concluded that the 

problems of human experimentation do not lend themselves to a series of rigid 
i „ioo 

rules. 

Two years later, Dr. Beecher applied these criticisms, forcefully and effectively, 

when the U.S. Army’s surgeon general tried to impose its version of the Nurem¬ 

berg Code on new university research contracts. On behalf of Harvard Medical 

School, Beecher drafted new clauses that set aside the “rigid rules” he so 

disdained in favor of loose guidelines to be interpreted by the “virtuous investiga¬ 

tor.” In July 1962, a university delegation won Pentagon approval for this less 

restrictive approach.101 

MODERN MEDICAL ETHICS 

This past, particularly its more public chapter, has some important lessons for 

the present debate over ethical standards within the APA. By the early 1960s, as 

the CIA’s secret drug research wound down and his lucrative defense contracts thus 

dwindled, Beecher seems to have been freed from conflicts that may have hereto¬ 

fore prevented his moral regeneration.102 Suddenly, he put aside his nuanced 

opposition to federal restraints on clinical research and became an impassioned 

advocate of ethical standards. In 1965, Beecher first voiced his new concerns in a 

lecture to journalists titled “Ethics and the Explosion of Human Experimenta¬ 

tion,” which contained his only hint of mea culpa. “Lest I seem to stand aside from 

these matters,” he said without providing any details, “I am obliged to say that in 

years gone by work in my laboratory could have been criticized.”103 

A year later, Beecher published his famous essay, “Ethics and Clinical 

Research” in the New England Journal of Medicine, citing 22 instances of medical 

research whose human subjects “never had the risk satisfactorily explained 

to them” and thus suffered “grave consequences.. .as a direct result of 

experiments.” After reviewing these cases in which clinical researchers had 

sacrificed their subjects to advance science, Beecher concluded that the “ethical 

approach to experimentation” had two clear components: first, a genuine effort 

to obtain fully “informed consent” for “moral, sociologic and legal reasons”; 

and second, “the presence of an intelligent, informed, conscientious, compas¬ 

sionate, responsible investigator.” He warned that these unethical practices 

“will do great harm to medicine unless soon corrected,” and questioned whether 

“data obtained unethically should be published even with stern editorial 
_ „104 

comment. 

With his reputation as an ethical paragon growing, Dr. Beecher did not 

elaborate further on his opaque mea culpa and began voicing a stern moral 

opposition to counterculture LSD experimentation that seems, in light of his 

earlier classified drug research, stunningly hypocritical. When controversy 
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erupted over utopian LSD experimentation at Harvard in the late 1960s, 

Dr. Beecher played the moralist, roundly condemning one of Timothy Leary’s 

colleagues, Dr. Walter N. Pahnke, for using the drug to ease the pain of dying. 

“There is an abundance of evidence,” intoned Dr. Beecher, condemning such 

experiments, “that LSD can produce, has produced, lasting, serious damage to 
1 j?105 

young people. 

Initially controversial, Dr. Beecher’s 1966 article soon made his name synony¬ 

mous with “informed consent” and ethical treatment of human subjects—a 

legacy commemorated today with the annual award of the Henry K. Beecher 

Prize in Medical Ethics at Harvard Medical School.106 The award’s 1993 recipi¬ 

ent, Yale bioethics professor Jay Katz, praised Beecher for “the moral passion that 

punctuated his every word” in that 1966 essay.107 Typical of this laudatory treat¬ 

ment, a 2001 article in the Bulletin of the World Health Organization describes 

how Beecher drew upon his “deep Christian faith” to produce “the most influen¬ 

tial single paper ever written about experimentation involving human subjects” 

and thereby “played a significant role” in enacting strict federal regulations that 

precluded future abuse of human subjects.108 

Apart from Beecher’s own oblique references to his lab’s ethical lapses, the 

literature seems ignorant of his darker side. Even aggressive exposes of 

government abuses have hailed him a “hero” of medical ethics, while investiga¬ 

tions of the CIA’s scandalous drug experiments make but cursory references to 

his early LSD research.109 Today, every academic researcher in America and 

Canada lives under Dr. Beecher’s long shadow, forced to submit all research to 

institutional review boards that would certainly ban the experiments once done 

by Hebb, Cameron, Milgram, and, ironically, Beecher himself. 

So, what lesson might we draw from the career of Dr. Henry K. Beecher, other 

than the importance of dying before your secret reports are declassified? If mem¬ 

bers of the APA feel tainted by the work of colleagues at Guantanamo and their 

association’s inaction, then Dr. Beecher provides a clear path to ethical reform. 

Just as he transformed himself from Dachau disciple and CIA drug researcher 

into moral paragon by embracing ethical standards, so the APA can expunge 

the stigma of its association with psychological torture. By using its professional 

standing to endorse ethical standards for its members and, more broadly, to 

restrain future abuse by defining “severe mental pain” and “psychological 

torture” in, for example, a future edition of the authoritative DSM-IV(Diagnostic 

and Statistical Manual of Mental Disorders), the APA can readily recover its moral 

leadership. 

More broadly, biographers and historians alike should be cautious, in light of 

this troubled past, before rushing to canonize cognitive scientists who worked 

during the Cold War. If we do not investigate this past and the ways that it has 

shaped our present, then we cannot critique and correct. Clearly, history is too 

important to become mere hagiography. 
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CHAPTER 4 

Psychologists, Detainee 
Interrogations, and Torture: 

Varying Perspectives on 
Nonparticipation 

Stephen Soldz and Brad Olson 

Over the last several years, citizens throughout the world have been aghast at the 

American regime of abusive treatment of detainees in the so-called Global War 

on Terror. Moslems have been picked up, often on the most tenuous evidence, 

and thrown into American detention centers throughout the world, the most 

infamous of which are Guantanamo, the CIA’s secret “black sites,” and the 

former Abu Ghraib detention center. In these facilities, the detained are 

kept for weeks, months, years, or potentially their whole lives. They essentially 

have no rights, no legal mechanisms to win their release, and are subject to the 

harshest treatment, treatment that, more often than not, fits into the legal cat¬ 

egory of torture. When that treatment does not fit the legal definition of torture, 

it often constitutes “cruel, inhuman or degrading treatment” or those outrages 

upon personal dignity” that the world community pledged to forego with the 

signing of the Third Geneva Convention.1 The treatment in U.S. detention cen¬ 

ters has been condemned as illegal and immoral by Amnesty International (2004; 

Amnesty International, 2005, 2007), by the United Nations (United Nations 

Commission on Human Rights, 2006; United Nations Committee against 

Torture, 2006), by the Council of Europe (Council of Europe Committee on 

Legal Affairs and Human Rights, 2007), by countless newspapers and NGOs 

(Human Rights Watch, 2005a, 2005b, 2005c, 2006a, 2006b; Physicians for 

Human Rights, 2005; Physicians for Human Rights & Human Rights First, 
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2007), and, unforgettably, by numerous retired American admirals, generals, and 

diplomats. 

Since reports surfaced in 2004 and 2005 that psychologists and other mental 

health professionals were consulting to interrogations (Bloche & Marks, 2005; 

Lewis, 2004) of so-called “enemy combatants” in Guantanamo and other U.S. 

detention centers, there has been considerable discussion among psychologists 

as to the ethics and advisability of participation in these interrogations. 

The American Psychological Association (APA) has consistently taken a pro¬ 

participation stance (American Psychological Association, 2005a, 2005b, 

2007a; Brehm, 2007; Koocher, 2006; Levant, 2007), while numerous critics 

argued that participation violates guiding ethical principles of psychology. More¬ 

over, these critics argued that psychologist participation constitutes collaboration 

with abusive interrogations. 

Perhaps the best way to understand the differences between the APA and 

that of other organizations of health professionals is to contrast the statements 

made by the respective leaders of the APA and the American Psychiatric Associa¬ 

tion after their joint trip to Guantanamo in the fall of 2005. Psychiatric associa¬ 

tion President Sharfstein discussed the visit during his 2006 presidential address: 

If you were ever wondering what makes us different from psychologists, here it is. 

This is a paramount challenge to our ethics and our Hippocratic training. Judging 

from the record of the actual treatment of detainees, it is the thinnest of thin lines that 

separates such consultation from involvement in facilitating deception and cruel and 

degrading treatment. Innocent people being released from Guantanamo—people 

who never were our enemies and had no useful information in the War on Terror— 

are returning to their homes and families bearing terrible internal scars. Our profes¬ 

sion is lost if we play any role in inflicting these wounds. (Sharfstein, 2006) 

In contrast, APA President Levant, who was on the same trip, returned and 

issued this statement: “I accepted this offer to visit Guantanamo because I saw 

the invitation as an important opportunity to continue to provide our expertise 

and guidance for how psychologists can play an appropriate and ethical role in 

national security investigations. Our goals are to ensure that psychologists add 

value and safeguards to such investigations and that they are done in an ethical 

and effective manner that protects the safety of all involved” (American Psycho¬ 

logical Association, 2005a). 

Two years later, APA President Levant wrote a detailed account of his visit 

(Levant, 2007). He again took the military’s claims at face value, virtually ignor¬ 

ing the repeated assertions by numerous reporters that psychologists played 

a critical role in making the abuse “tantamount to torture” as the Red Cross 

reported around the time of Levant’s visit (Lewis, 2004). 

After an extended period of discussion and debate, on May 22, 2006, the 

American Psychiatric Association endorsed a policy statement that unambiguously 
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held that under no circumstances should psychiatrists take part in interrogations. 

Soon after, the American Medical Association adopted a similar policy. 

The American Psychological Association, in contrast, has adamantly refused to 

endorse any such statement, saying only that psychologists should behave ethi¬ 

cally. Initially, the organization did what organizations often do when embroiled 

in unwanted controversy—they appointed a task force, the Task Force on 

Psychological Ethics and National Security (PENS). The Task Force, appointed 

by President Levant, was given a broad mandate that shifted the focus from the 

interrogation abuses, channeling the task force to abstract principles that strongly 

endorsed participation of psychologists. 

Unlike most task forces, the PENS report did not list the participants. The Task 

Force’s membership was released only to the APA Council of Representatives and 

not to the membership at large. Only a year later, when the membership was pub¬ 

lished in Salon (Benjamin, 2006) did the broader APA membership learn that the 

Task Force contained six of nine voting members who were directly connected to 

military or intelligence agencies. Most of these six had been involved in interrog¬ 

ations at Guantanamo, or in Iraq, Afghanistan, or the CIA’s secret ’’black sites.” 

Also participating in PENS deliberations, as Task Force member Jean Maria 

Arrigo reported (Arrigo & Goodman, 2007), were several “observers,” APA 

officials, and others with high-level Defense Department, intelligence agency, 

and White House connections. 

Information about the task force’s deliberations was also kept private. PENS 

members were not to discuss either the report or the process outside the Task 

Force.2 In June 2005, a few days after its solo meeting concluded, the PENS Task 

Force issued its final report (American Psychological Association, 2005b). In a 

highly unusual procedure, the Association’s Board of Directors immediately 

adopted the report without the usual discussion and approval by the broader- 

based Council of Representatives. In fact, apparently in violation of APA bylaws, 

the report has never been ratified by the Council. Not surprisingly, given its 

composition, the PENS report explicitly stated that it is ethical for psychologists 

to engage in national security interrogations: “It is consistent with the APA 

Ethics Code for psychologists to serve in consultative roles to interrogation 

and information-gathering processes for national security-related purposes” 

(American Psychological Association, 2005b). 

WEile the PENS report reiterated that psychologists should not be involved in 

any way in “torture or other cruel, inhuman, or degrading treatment,” the Task 

Force stated that it was not charged to conduct any type of investigation, and 

thus avoided confronting the question of whether interrogation abuses had 

occurred and whether psychologists played any role in abuses.3 

Therefore, while the origin of the task force was due to controversy about psy¬ 

chologists’ participation in abuses (sometimes amounting to torture), the report 

makes no mention of any specific facility or any actual evidence regarding 
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detention and interrogation practices. In fact, discussion of alleged abuses was 

discouraged throughout the PENS process. 

A year after the PENS report, in response to membership dissent, the 

APA passed a resolution at its 2006 convention condemning torture and cruel, 

inhuman, and degrading treatment or punishment. This resolution again made 

no explicit mention of the role of psychologists in the development of U.S. abuse 

nor of the interrogations controversy at all. Because of its abstract character— 

condemning torture and abuse in all circumstances but not in any particular 

setting—and because it was developed as a consensus compromise, the 2006 res¬ 

olution had little impact on APA policy or on the participation of psychologists 

in U.S. interrogations. 

The controversy and battles continued through the August 2007 Convention 

when the APA passed a resolution (American Psychological Association, 2007b) 

banning participation in 19 specific torture techniques. The APA Council simul¬ 

taneously rejected overwhelmingly an amendment (the “moratorium” amend¬ 

ment) stating that psychologists should serve only as health providers in 

detention centers where human rights are violated. The 2007 APA resolution 

sparked further controversy. While the banning of specific techniques was a 

considerable improvement, the 2007 resolution remained riddled with signifi¬ 

cant problems. It was developed with such fine word parsing that, in places, 

it resembles the so-called “torture memos” by which the Bush administration 

redefined “torture” so that they could claim that the United States does not tor¬ 

ture (Danner, 2004; Greenberg & Dratel, 2005). 

Even in the hours prior to the vote, the resolution was modified with insertions 

that provided clear loopholes that may allow continued participation in abuse. 

Most significantly, a number of techniques are banned only when “used in a 

manner that represents significant pain or suffering or in a manner that a reason¬ 

able person would judge to cause lasting harm” (American Psychological Associ¬ 

ation, 2007b). A day prior to the vote, the word “severe” had been mysteriously 

entered in the language, thus raising the harm threshold, although “significant” 

was later accepted as a compromise. These reservations curiously echoed those 

used by the Bush administration to justify the CIA’s “enhanced techniques” as 

being distinct from torture (Benjamin, 2007b). 

While some techniques were declared unethical in all detention contexts by the 

resolution, other techniques—including forced nudity, isolation, and sleep and 

sensory deprivation—were declared unethical only when used for extracting 

information (interrogation). This limitation potentially avoids banning partici¬ 

pation in common situations where psychologists are used in the “softening- 

up” process that could be defined as separate from interrogation. Even if one 

argues that “softening up” is part of the process of interrogation, a psychologist 

participating in the use of these techniques could make a reasonable argument 

that this was not the intention. 
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THE VARIED ARGUMENTS OF DISSENT 

After several years of APA resolutions, the debate continues, largely due to crit¬ 

ics of APA policy who have tended to become more cohesive over time. Despite 

this cohesion, there are different perspectives among these critics. This diversity 

of views has the strength of making various arguments, each appealing to distinct 

constituencies. Simultaneously, critics have encountered communication difficul¬ 

ties. We attempt to distinguish and clarify these argument lines and investigate 

their underlying meanings and potential implications of these arguments for 

policy and social action. 

VIOLATION OF HUMAN RIGHTS 

Perhaps the most widely used argument against psychologist participation is 

that psychologists should not participate in interrogations in settings where fun¬ 

damental human rights are being systematically violated. To participate in such 

settings, proponents of this position argue, is to lend legitimacy to these rights 

violations. The human rights position was recently put forth by proponents of 

a moratorium on psychologist participation in interrogations at U.S. detention 

centers (Altman, 2007). This effort was defeated at the August 2007 APA Con¬ 

vention. Neil Altman, the resolution author, used this argument to justify it: 

“This moratorium is necessary as detainees may be currently denied protections 

outlined under the Geneva Conventions and interrogations techniques in viola¬ 

tion of the 2006 APA Resolution Against Torture and Other Cruel, Inhuman, 

or Degrading Treatment or Punishment may be considered acceptable practice 

according to the Military Commissions Bill of 2006” (Altman, 2006). 

Similarly, Division 48 argues that U.S. detention centers are in violation 

of international law, including the “UN Universal Declaration of Human 

Rights, the UN Basic Principles for the Treatment of Prisoners, and the UN 

International Covenant on Civil and Political Rights by denying due process of 

law to prisoners” (Society for the Study of Peace, 2007). They assert that the 

indefinite detention without trial and lack of legal representation characteristic of 

U.S. national security detentions violates the United States Reservations, Decla¬ 

rations and Understandings to the United Nations Convention Against Torture 

and the Geneva Conventions. These habeas corpus violations automatically 

make detention in those settings “cruel, inhuman, or degrading treatment or 

punishment” and thereby illegal under U.S. law. 

Lott takes this argument further, stating that psychologists should not be 

present in any capacity in these centers. As she states: 

Can our ethics say it is okay to work in situations where this is not the case, in 

secrecy, in places in which violations of human rights systematically occur as a 

matter of institutional policy? Where prisoners are detained for indefinite periods 
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and not charged with any crimes? Where they are not protected by international 

human rights protocols or provisions of the U.S. Constitution? Would we have con¬ 

doned psychologists working (in any role) in Nazi concentration camps? Should 

psychologists work in any setting where processes are not subject to open review 

by courts, community, and oversight groups? I believe the correct and ethical 

response must be NO. (Lott, 2006, p. 6) 

Whether psychologists should be engaging in torture, abuse, and interroga¬ 

tions are not necessary for Lott’s basic argument: Psychologists simply should 

not be in these settings in the present situation regardless of what they do there. 

One corollary of this human rights-based position, if held separate from 

the other positions discussed here, is that, upon restoration of detainee rights 

(usually envisaged as being accomplished by a Democratic Congress in a future 

Democratic administration), the prohibition on psychologists’ participation 

would end. From a strict human rights perspective, nonparticipation in interrog¬ 

ations is viewed as a temporary expedient, a response to the crisis facing the 

United States as human rights are systematically eviscerated under the Bush 

administration. 

In the weeks prior to the 2007 Convention, the APA Board of Directors 

proposed a rival Substitute Motion 2 to the moratorium banning psychologist 

participation in a number of especially abusive techniques. Due to the parlia¬ 

mentary procedures in effect, the likely adoption of the Board motion would 

have automatically prevented a vote on the moratorium. As a result, moratorium 

supporters proposed amendments to the Board motion, and through negotia¬ 

tions, Substitute Motion 2 became a revised Substitute Motion 3, described 

earlier as the 2007 resolution. 

Left separate as a solo amendment, a compromised variant of the moratorium 

resolution embodied a variation of the human rights perspective: ”BE IT 

RESOLVED. .. [that] the roles of psychologists in settings in which detainees 

are deprived of adequate protection of their human rights, should be limited as 

health personnel to the provision of psychological treatment.” As stated, this 

amendment was defeated by approximately 83 percent of APA Council members. 

HISTORICAL AND OPERATIONAL RECORD OF 
PSYCHOLOGISTS AND ABUSE 

A second line of critique of APA policy focuses upon the role of psychologists 

in developing, and disseminating a variety of abusive interrogation techniques, 

eventually institutionalizing those techniques as standard operating procedures. 

Psychologists have, to a large degree, been integrated into the interrogations at 

Guantanamo and the CIA’s secret “black sites,” as well as in Iraq and Afghani¬ 

stan. Psychologists may have been selected over other professional for this role 

because of their historical experience with abusive techniques, perhaps most 
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evident in the military’s Survival, Evasion, Resistance, Escape (SERE) program, 

designed to train military personnel to resist brainwashing if captured and 

tortured (Doran, Hoyt, & Morgan, 2006; Otterman, 2007). Moreover, there is 

a long historical record of psychologists in abusive interrogations, including Cold 

War experiences investigating Communist “brainwashing” techniques for the 

CIA and the U.S. military, resulting in the development of a paradigm of psycho¬ 

logical torture (Marks, 1991; McCoy, 2006). 

This line of argument points to the historical record, now confirmed by the 

Defense Department’s own Office of the Inspector General (OIG: Office of the 

Inspector General of the Department of Defense, 2006) that psychologists have 

been integral to the development of modern-day American torture and interrog¬ 

ation abuse. Awareness of physician and psychologist involvement in this abuse 

began with the 2004 leaking of reports conducted by the International Commit¬ 

tee of the Red Cross Guantanamo to the Washington Post (Slevin & Stephens, 

2004) and New York Times (Lewis, 2004). This awareness increased in 2005, 

including articles in the New England Journal of Medicine (Bloche & Marks, 

2005) and other journals (Rubenstein, Pross, Davidoff, & Iacopino, 2005). 

Jane Mayer (2005) brought this involvement to mass consciousness in her 2005 

New Yorker article ’’The Experiment,” focusing on mental health professionals, 

psychiatrists, and psychologists at Guantanamo. 

Reports in 2007 expanded knowledge of activities of former SERE psycholo¬ 

gist and CIA contractors James Mitchell and Bruce Jessen (Benjamin, 2007a; 

Eban, 2007, Mayer, 2007) in torturing Abu Zubaydah and others in the CIA’s 

secret prisons, and of how other U.S. interrogators and psychologists eagerly 

emulated the approach. The OIG Report (Office of the Inspector General, 

2006) documented how SERE psychologists willingly provided the necessary 

training, while psychologists, including SERE and BSCT psychologists (mem¬ 

bers of Behavioral Science Consultation Teams at Guantanamo and elsewhere), 

helped transform SERE-based techniques into standard operating procedures. 

In August 2007, Mayer (2005) added significant details regarding the activities 

of the CIA-contracted firm Mitchell, Jessen & Associates, and a Spokane, Wash¬ 

ington, paper reported that a former APA president, Joseph Matarazzo, is one of 

five voting principals of this firm (Morlin, 2007).4 

Mayer’s (2005) recent article and an accompanying interview on Democracy 

Now! provides an important clue as to why it was critical to have psychologists 

involved in interrogations. During this interview, Mayer stated: 

[I]f you take a look at the so-called torture memos, the forty pages or so of memos 

that were written.. .right after 9/11.. .they’re busy looking at the Convention 

Against Torture, basically, it seems, trying to figure a way around it. One of the 

things they argued, these lawyers from the Justice Department, is that if you don’t 

intend to torture someone, if your intention is not just to inflict terrible pain on 

them but to get information, then you really can’t be necessarily convicted of torture. 
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So how do you prove that your intent is pure? Well, one of the things they 

suggest Is if you consult with experts who will say that what you’re doing is just 

interrogation, then that might also be a good legal defense. And so, one of the roles 

that these SERE psychologists played was a legal role. They were the experts who 

were consulted in order to argue that the program was not a program of torture. 

They are to say, “We’ve got PhDs, and this is standard psychology, and this is a 

legitimate way to question people.” (Mayer & Goodman, 2007) 

Thus, according to Mayer, the prestige of psychology was central to the 

administration’s attempts to parse words so as to evade criminal liability for their 

actions. 

This historical and operational critique argues that the record of psychologists’ 

participation in interrogations is sobering and that something must be done to 

recognize and address the fact that psychologists participating in interrogations 

in situations where abuse is occurring have often enough been willing partici¬ 

pants and are always vulnerable to becoming contributors to and facilitators of 

abuse. 

Those countering this argument have agreed that some psychologists may have 

behaved badly but contended that others, such as Michael Gelles, worked to stop 

abuse (Dedman, 2006a, 2006b; Mayer, 2006; Savage, 2005). It should be noted, 

however, that Jane Mayer’s (2006) New Yorker article “The Memo,” describing 

the efforts to stop the abuses flowing from Gelles’s reports, is subtitled “How 

an internal effort to ban the abuse and torture of detainees was thwarted.” 

In other words, it is an account of a failure to stop abuse, not of a success. It also 

should be noted that, unlike BSCT and SERE psychologists, Gelles was sup¬ 

ported by his chain of command in his reservations regarding some of the tactics 

in use at Guantanamo (Dedman, 2006b; Mayer, 2006). We are aware of no 

instance in which a psychologist has successfully stopped abuse in opposition to 

his or her chain of command. If those instances do exist, they are rare in relation 

to the number of psychologists engaged in these activities. 

In order to clarify the circumstances surrounding Gelles’s actions, Uwe Jacobs, 

the Executive Director of Survivors International, an organization in San Francisco 

that treats torture survivors, wrote, on March 23, 2007, an open letter to Mike 

Gelles. Jacobs commended Gelles for honorably reporting human rights abuses, 

but also put forth that we, as psychologists and as citizens, need reliable and 

detailed information on exactly what did and did not happen in the various deten¬ 

tion centers, and what roles psychologists played in known abusive events. Vague 

claims by partisans that psychologists, even particular psychologists, prevented 

abuse are not evidence. This need for concrete evidence is particularly true if we 

are to soundly assess the so-far largely unsubstantiated claim that psychologists, 

more often than not, play a role in stopping abuse as opposed to perpetuating it. 

The argument from the historical record suggests that psychologists should be 

extremely leery of involvement in interrogation situations not subject to stringent 
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oversight. This record further suggests that psychologists may, in fact, be more 

willing than other health professionals to engage in ethically dubious activities, 

perhaps as a way of demonstrating their “value” to the military and intelligence 

institutions they serve (Lewis, 2006). The historical record also suggests that 

ethical platitudes to not engage in torture often are insufficient to keep psychol¬ 

ogists from engaging in or otherwise assisting unethical activities. 

SITUATIONAL CONTEXT IN MILITARY AND IN DETENTION 
CENTERS 

Another common argument used by APA critics can be called the “situational 

context” position. This argument is that there are specific factors in the armed 

forces and intelligence agencies, as well as in the U.S. detention centers, that 

militate against autonomous ethical decision making. In other words, there are 

more powerful and dangerous social influences at work than is presumed by 

APA ethics statements on this issue. Zimbardo, for example, has clearly articu¬ 

lated this position, consistent with his overall situationist orientation emphasiz¬ 

ing the influence of social situations on individual behavior (Zimbardo, 2006, 

2007). Social influence-related factors affecting psychologists aiding detainee 

interrogations include military discipline and the chain of command; norms of 

brotherhood and allegiance; secrecy; the fact that individuals are often unaware 

of the whole context of their actions as they are given only a small fraction 

of total information; pressures to conform and “not to blow the whistle on 

ethically questionable activities” (Zimbardo, 2007); the absence of easy access 

to independent colleagues for discussion of problematic or ethically questionable 

situations; and the intense pressure on interrogators to “get results.” A careful 

reading of the voluminous literature on detention centers shows these situational 

and institutional factors to have played a role in each of these closed and isolated 

settings; they are systemic. 

The recent historical record illustrates the danger of going against the grain. 

In fact, many military officers and civilians have been severely punished simply 

for conscientiously doing their job. One has only to think of the punishment 

of the “bad apple” National Guard MPs and the National Guard General 

Karpinski for Abu Ghraib abuses, while the military systematically, through 

10 investigations, blocked any look at the culpability of top military and civilian 

leadership. 

A consistent feature of this administration, and of the contemporary U.S. mili¬ 

tary, is the negative consequences often faced by those expressing reservations with 

official policy. Just ask Lt. Commander Charles Swift, “recently named one of the 

100 most influential lawyers in the country by the National Law JournaF’ 

(Shukovsky, 2006). Commander Swift received notice that his 23-year military 

career was ended two weeks after winning the historic Hamdan Supreme court 
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case obtaining legal rights for detainees. Others, including Major Michael Mori 

(Allard, 2007), Lt. Cmdr. Matthew, Diaz (Golden, 2007), General Antonio 

Taguba, (Hersh, 2007), and Jesselyn Radack (McCollam, 2003) were denigrated, 

sidelined, and ultimately forced out of the military for performing their duties 

honorably in ways that put them in conflict with administration policy. 

Zimbardo argues that the APA’s PENS (Presidential Taskforce on Ethics and 

National Security): 

utilized the wrong model for its ethical deliberations about psychologists as consul¬ 

tants to military interrogations. The model featured in this task force report is that 

of a psychologist working for the military as an independent contractor, making 

rational moral decisions within a transparent setting, with full power to confront, 

challenge, and expose unethical practices. It is left up to that individual to be alert, 

informed, perceptive, wise, and ready to act on principle when ethical dilemmas 

arise. (Zimbardo, 2007, p. 5) 

Costanzo, Gerrity, and Lykes (2006) elaborate on the situational perspective 

by detailing social psychological research illustrating pressures that interrogators 

face. Those tasked as interrogators are supposed to obtain information from 

detainees who may, or may not, be telling the truth or possess any truth to tell, 

bias can thus enter the process. Since psychological professionals, as Costanzo 

et al. point out, can detect deception at rates at best only slightly better than 

chance, they are in a near-impossible situation. The dilemma is this: Should 

the interrogator accept a detainee’s claims of ignorance? Or should that interrog¬ 

ator press ever harder to make certain the detainee is not, in fact, insulting him or 

her (i.e., the interrogator) through deception? One can only imagine the pres¬ 

sures on military and intelligence psychologists whose professional advancement 

requires them to lead others to believe they possess a special expertise in detecting 

dissimulation. The reality is that the science behind their abilities has little more 

established validity than the notorious field of phrenology or any other of the 

misguided ideas littering psychology’s history. 

The same overconfidence and its subsequent danger is evident in the illusion 

that psychologists often prevent “behavioral drift” to keep “interrogations safe 

and ethical” (Brehm, 2007). The training and experience of most psychologists 

provides little expertise in this area. Moreover, the interrogation psychologist is 

asked to play numerous and conflicting roles in this supposed “safety officer” 

position: as the interrogator’s therapist (to calm him or her down if they get 

out of hand); as an attorney, to keep interrogations safe, legal, and ethical, as 

numerous military and APA sources have claimed (American Psychological Asso¬ 

ciation, 2005b; Levant, 2007; Office of the Army Surgeon General, 2005); and, 

simultaneously, to play the interrogator’s accomplice in the interrogation process, 

as consultant strategist. It is beyond the ability of most psychologists, and of most 

human beings, to simultaneously carry out such varied and conflicting roles.5 
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Based on this situational analysis, Zimbardo argues that psychologists involved 

in interrogations need the guidance of a detailed casebook from the APA that 

would discuss ethical decision making according to the complex situations faced. 

Costanzo et al. argue for greater ethical guidance for psychologist interrogation 

consultants. However, it is far from clear how a casebook or other ethical 

guidance, however detailed, would counter the numerous and often conflicting 

situational pressures encountered. It seems unlikely that a casebook would 

counter conformity pressures or any of the negative social sanctions for 

disrupting military norms of allegiance. Legal ethics to vigorously defend one’s 

client did not prevent Lt. Commander Charles Swift from being forced out of 

the Navy after he won a landmark Supreme Court case (Brenner, 2007). Why, 

then, would one expect sequestered interrogating psychologists to be subject to 

less pressure? More consistent with the situational analysis is that psychologists 

not participate at all in these national security interrogations. 

PSYCHOLOGY AS HELPING/HEALTH PROFESSION 

The final perspective we have encountered concerns the nature of psychology 

as a helping or health care profession—in other words, one dedicated to “strive 

to benefit those with whom they work and take care to do no harm. In their 

professional actions, psychologists seek to safeguard the welfare and rights of 

those with whom they interact professionally and other affected persons,” as 

our Ethics Code states so beautifully in its Principle A (American Psychological 

Association, 2002). This perspective is to be contrasted with the opposing posi¬ 

tion of throwing this beneficence principle overboard and becoming a profession 

that tolerates the use of psychological knowledge and expertise to manipulate 

people in any direction desired by those at the top of the organizational hierar¬ 

chies, be they members of the military, CIA, or, for that matter, in domestic 

prisons or corporations. 

One focus of concern has been the 2003 change in ethics code clause 1.02 

(known as 1.03 in the 1992 code). Prior to 2003, the ethics code required 

psychologists to adhere to the code, despite conflicting laws or orders: “If the 

demands of an organization with which psychologists are affiliated or for whom 

they are working conflict with this Ethics Code, psychologists clarify the nature 

of the conflict, make known their commitment to the Ethics Code, and to the 

extent feasible, resolve the conflict in a way that permits adherence to the Ethics 

Code” (italics added) (American Psychological Association, 1992). The 2003 

revision eliminated this requirement to adhere to the code: “If psychologists’ 

ethical responsibilities conflict with law, regulations, or other governing legal 

authority, psychologists make known their commitment to the Ethics Code 

and take steps to resolve the conflict. If the conflict is unresolvable via such 

means, psychologists may adhere to the requirements of the law, regulations, or other 
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governing legal authority ’ (italics added) (American Psychological Association, 

2002). 

This change has been of great concern to APA critics, as it could lead military 

or intelligence psychologists to participate in abusive interrogations if so ordered. 

Furthermore, it subjected the “ethical” guidance for these psychologists to the 

Bush administration’s legally and ethically dubious reinterpretations of torture 

(Greenberg & Dratel, 2005). 

As long as 1.02 was in effect, no pious words about torture or other cruel, 

inhuman, or degrading treatment could be effective. One major contribution 

of the resolution passed at the 2007 APA convention is that it explicitly overrides 

clause 1.02: “Be it resolved that the American Psychological Association affirms 

that there are no exceptional circumstances whatsoever, whether induced by a 

state of war or threat of war, internal political instability or any other public 

emergency, that may be invoked as a justification for torture or cruel, inhuman, 

or degrading treatment or punishment, including the invocation of laws, regula¬ 

tions, or orders” (American Psychological Association, 2007b). 

From the helping profession perspective, the issue here goes beyond these 

ethics code issues. What is at stake is whether psychologists are to take those 

noble words “strive to benefit those with whom they work and take care to do 

no harm” seriously. In the present culture, it is impossible for psychologist 

participation to meet this beneficence criterion. There is no sense in which 

manipulating imprisoned people to get them to say what they do not wish to 

say or do not know will benefit them. Additionally, revealing information could 

lead to the irreparable harm of lifetime incarceration or even execution. Defend¬ 

ers of the current APA policy of psychologist participation have chosen to 

demean the beneficence criterion by raising silly counterexamples (e.g., scolding 

children). In any serious discussion, we would suggest that alleged counterexam¬ 

ples deserve more intense ethical scrutiny before being taken seriously, because 

many psychologists do not see Principle A as “quaint” (Olson, 2006). Surely a 

claim that psychologists engage in many questionable activities is not an argu¬ 

ment for even more questionable actions that clearly violate both the letter and 

the spirit of Principle A. 

When a psychological researcher proposes to manipulate or deceive college 

research participants for the purpose of an experiment, there are detailed guide¬ 

lines for what is allowed. Informed consent and IRB-approval procedures are 

required. Similar steps must be taken before obtaining any information via inter¬ 

view or questionnaire from college students, who are told explicitly that they are 

always capable of walking out the door, without suffering any negative conse¬ 

quences. These procedures exist because psychologists as a profession have 

unequivocally decided that the ability to use our knowledge and expertise to 

manipulate and deceive is a dangerous power and should be exercised only with 

extreme caution and under diligent independent scrutiny. 
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Why, then, is it ethical for a psychologist to use these powerful tools to 

manipulate some of the most powerless individuals on the face of the earth? 

Why is it ethical to manipulate those locked away in American detention centers 

where they are deprived of all rights, even the right to know the evidence that 

leads to their detention? Or to challenge that detention or the tactics used in 

interrogating or incarcerating them in impartial court? Surely, those caught in 

these detention centers, whether innocent or guilty, should be at the center of 

our ethical concern, just as we place other vulnerable populations, such as domes¬ 

tic prisoners, at the center of our concern in regard to research ethics. 

From a perspective of fostering well-being, there is another issue that too often 

gets lost in the discussion. There is a distinction between those techniques and 

procedures that it might be ethical for interrogators to use, and what ought to 

be ethical for psychologists to use. Interrogation, by its nature, often involves 

manipulation of human minds. In the opinion of many, interrogators may use 

virtually any approach or technique that is not specifically proscribed as torture 

or cruel, inhuman, or degrading treatment. This is not the place to debate distinc¬ 

tions between what is ethical for a psychological professional versus for what is 

ethical for other interrogators. Yet, simply because an act is acceptable for a profes¬ 

sional interrogator does not make it ethical or appropriate for psychologists, 

members of a profession dedicated to beneficence and the avoidance of harm. 

We have a primary responsibility to our own discipline. Unfortunately, under¬ 

lying APA positions and resolutions is a merging of what is legal (and what is 

effective) with what is ethical behavior for psychologists. Thus, both the 2006 

and 2007 APA resolutions against torture ban participation only in activities 

judged to be violations of treaties to which the United States is signatory, activ¬ 

ities which are already illegal. The implication is that no higher standard holds 

for psychologists than for professional interrogators. From that perspective, any 

interrogation activity outside of torture or of cruel, inhuman, or degrading treat¬ 

ment is, by default, ethical for a psychologist. 

The American Psychiatric Association and American Medical Association have 

developed policies based on the position that members of a healing profession 

should not be engaged in interrogation activities harmful to those acted upon. 

Both professional health organizations have adopted the clear position that their 

members should not directly participate in interrogations, whether domestic or 

national security interrogations of “enemy combatants.” Thus, the American 

Psychiatric Association position states: “No psychiatrist should participate 

directly in the interrogation of person [sic] held in custody by military or civilian 

investigative or law enforcement authorities, whether in the United States or 

elsewhere. Direct participation includes being present in the interrogation 

room, asking or suggesting questions, or advising authorities on the use of 

specific techniques of interrogation with particular detainees” (American Psychi¬ 

atric Association, 2006). 
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Similarly, the American Medical Association stated: “Physicians must not 

conduct, directly participate in, or monitor an interrogation with an intent to 

intervene, because this undermines the physician’s role as healer. Because it is 

justifiable for physicians to serve in roles that serve the public interest, the 

AMA policy permits physicians to develop general interrogation strategies that 

are not coercive, but are humane and respect the rights of individuals” (American 

Medical Association, 2006). 

Defenders of the APA position state that psychologists are engaged in a wider 

variety of professional activities than are psychiatrists or other physicians. Yet 

medical doctors similarly participate in a variety of occupational roles in society. 

Consistent with the advancement of well-being, the AMA policy makes clear that 

there is a fundamental commitment to furthering the welfare of individuals as 

well as that of society that is superordinate over all other roles. In our opinion, 

psychology should hold itself to similar standards. Otherwise, it stands to sacri¬ 

fice the status and protections afforded those whose mission is helping others. 

Among psychologists, there has been little discussion of whether direct partici¬ 

pation in domestic interrogations are ethical or desirable. Those who oppose 

stricter APA policies have stated that one risk to broadening the ethical stand on 

national security interrogations is that it would lead to other questions about 

the ethicality of psychologist practices and perhaps raise the hackles of forensic 

psychologists. This “slippery slope” argument has been one of the major forces 

impeding change in the APA’s interrogation policy. The idea is that any APA state¬ 

ment prohibiting psychologists from working in a particular setting, no matter 

how abusive, is a great risk. It is always disconcerting to discover so much fear 

surrounding restrictions of unethical behavior. The profession must address this 

fear that has already done much to prevent it from addressing important issues. 

Martha Davis, a psychologist and police consultant, in a talk at the 2007 APA 

convention, identified two additional concerns that militate against psychologist 

participation in national security interrogations (Davis, 2007). She presented a 

case from Guantanamo where the relationship between a therapeutic psycholo¬ 

gist and a BSCT psychologist led to the destruction of trust necessary for treat¬ 

ment; the patient stopped speaking to the provider and experienced extreme, 

subsequent deterioration of mental and physical health. This case illustrates one 

of the dangers posed to therapeutic actions by the participation of psychologists 

in potentially abusive interrogations. Even domestic clients may wonder what a 

particular psychologist was doing when torture and abuse were government 

policy. 

Davis also argues that BSCT psychologists (the same argument would apply to 

other intelligence psychologists, in the CIA, for example) are not psychologists in 

the sense usually meant by the term. They are, rather, intelligence officers with 

responsibilities to those in the intelligence chain of command. The military 

may require state licensure, but these “psychologists” are not actually subject to 
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the disciplinary procedures of licensing boards, due to the secrecy with which 

they conduct their intelligence work. Geographical considerations may play a 

role as well. When Major John Leso’s role in the abusive interrogation of 

Mohammed al-Qahtani became public, a psychologist filed an ethics complaint 

with the New York State licensing board. The complaint was soon rejected, as 

the board claimed no authority for actions occurring outside the state. 

CONCLUSION 

As discussed here, critics of current APA policy draw upon varied arguments in 

opposing psychologist participation in interrogations. In our view, each of these 

arguments has merit. Psychologists do not belong in facilities where massive vio¬ 

lations of human rights are the norm. Psychologists have a special responsibility 

to oppose abusive interrogations in U.S. detention facilities. Our colleagues have 

played a central role in the development of these techniques, turning them into 

standard operating procedures in high-profile U.S. interrogations. Moreover, 

the prestige of psychology has been used as justification for the adoption of 

abusive techniques and as protection from potential legal accountability for those 

involved in and for those who authorized abuses. Most fundamentally, we believe 

that the surrender of the principle of beneficence and a dedication to the promo¬ 

tion of well-being will cause the profession and the broader society irreparable 

harm. 

There are two contrasting aspects of the diversity of arguments used by 

opponents of psychologist participation in national security interrogations. 

The first is that these varied lines of reasoning have led to some degree of 

miscommunication among the community of critics attempting to change APA 

policy. There have been many stakeholders making cogent arguments for change, 

but they have not always come together effectively for collective action. There 

have also been a multitude of communications channels that have at times posed 

impediments to coordinated action. 

Another way to interpret this multiplicity of arguments and channels is that 

they constitute major strengths of the change efforts and the movement as a 

whole. The arguments call attention to diverse logical and contextual aspects of 

this issue that will define the psychology profession for years to come. Distinct 

arguments often speak to different individuals (from different professions and 

subdisciplines within the psychological field). Many of those mobilized are 

primarily concerned with making a statement against the human rights viola¬ 

tions, while others are most incensed with the idea that their profession may be 

contributing to the Bush administration’s torture regime (Benjamin, 2007b; 

Levine, 2007; Soldz, 2006b, 2006c). Yet others are uneasy about the future of a 

profession that refuses to definitively proclaim that certain roles and activities are 

simply inappropriate for psychologist practitioners. 
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In a previous paper (Olson & Soldz, 2007), we argued that the correct conclu¬ 

sion from empirical and ethical arguments was that psychologists should not 

participate in any direct way in interrogations within U.S. detention centers. 

We still agree with that position. A profession that has minimal safeguards and 

less concern for its members’ actions under severe detention conditions than for 

what its members do to American undergraduates truly marks a profession that 

has lost its way. In no uncertain terms, it reflects a profession in danger of losing 

its soul. Fortunately, diverse voices are trying to define psychology as a profession 

devoted to promoting individual and social welfare, one that abhors the idea of 

contributing in any way to “breaking them [the detainees] down” (Physicians 

for Human Rights, 2005). 

The variety of arguments against psychologist participation and the weak argu¬ 

ments in defense of current APA policies (Soldz, 2006a, 2006b, 2006c, 2007) 

confirm the fragility of the APA base. When reasoned arguments are met with 

silence or obfuscation, it suggests the policy may be based upon a structural 

weakness in the organization as a whole. When psychologists do not rise up 

and change the system, it reflects a more permanent moral fracture. Fortunately, 

there has been many strong, consistent, and diverse voices attempting to set psy¬ 

chology securely on a consistent ethical basis. At the APA Annual Convention in 

2007, many of these voices came together for the first time, contributing to a rich 

dialog, a vibrant voice, and an evident portent of positive change. The forces in 

support of the status quo are strong, however; the ultimate resolution of this 

conflict is far from certain. The APA leadership may well run out the clock until 

the end of the Bush administration, hoping, no doubt, that pressure for change 

will dissipate with a change in Washington. If no change is forthcoming, 

however, future generations will likely look back upon American psychology in 

the early twenty-first century with horror. Truly, the future of psychology as a 

profession working to improve human well-being is at stake. 

NOTES 

1. We frequently use the term “abuse” in this chapter to include all types of abusive 

or coercive interrogation tactics, whether legally classifiable as “torture” or as “cruel, 

inhuman, or degrading treatment or punishment” (Office of the United Nations High 

Commissioner for Human Rights, 1984). 

2. The report does, however, indicate several issues where agreement within the 

group could not be reached. 

3. It has since become evident that several PENS members were in chains of com¬ 

mand that had been involved in implementing, teaching, and creating standard operating 

procedures for abusive interrogations (Eban, 2007; Office of the Inspector General of the 

Department of Defense, 2006; Soldz, Reisner, & Olson, 2007). 

4. Just to be clear, we are aware of no evidence as to whether Dr. Matarazzo had 

knowledge of these activities of the firm. He has flatly stated that he is against torture. 



86 The Trauma of Psychological Torture 

5. See the PENS task force report’s prohibition against “mixed-roles” (American 

Psychological Association, 2005 b) and the APA ethics code regarding conflicts of interest 

and dual loyalty for further descriptions of this problem (American Psychological Associ¬ 

ation, 2002). 
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CHAPTER 5 

Doctors as Pawns? Law and 
Medical Ethics at Guantanamo Bay 

Jonathan H. Marks 

INTRODUCTION 

At a recent symposium, I was asked to address the question: “Guantanamo Bay: 

How should we respond?” When I thought about this question, it occurred to 

me that we talk about “responding” in a number of ways. We respond in games, 

such as chess or bridge. But the detention policy of the Bush Administration (the 

Administration) is not a game—certainly not from the perspectives of those who 

are being (or have been) detained at Guantanamo Bay for prolonged periods 

since the “global war on terror” began. We also respond in conversation. How¬ 

ever, we should not permit rhetoric to distract from action on the ground. State¬ 

ments of interrogation and detention policy are one thing (especially when 

prepared for public consumption or in response to public criticism); interroga¬ 

tion and detention practices may be quite another. We respond in negotiation. 

That model, too, makes me uncomfortable. My intuition and my legal training 

tell me that some things should simply not be negotiable, among them certain 

absolute commitments to fundamental human rights: freedom from cruel, inhu¬ 

man, and degrading (CID) treatment, as well as freedom from torture. This is, 

after all, the position adopted in two core human rights treaties: the International 

Covenant on Civil and Political Rights (ICCPR),1 and the Convention against 

Torture and Other Cruel, Inhuman or Degrading Treatment or Punishment 

(Torture Convention).2 Finally, and perhaps most charitably, our “response” 

may be viewed as part of the political process—as deliberative democracy 

taking its natural course. But the political process seems to be taking far too long. 

This chapter is reprinted from Marks, Jonathan H. “Doctors as Pawns? Law and Medical Ethics at Guan¬ 

tanamo Bay.” Seton Hall Law Review Vol. 37, pp. 711-731, 2007. Reprinted with permission. 
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There are detainees at Guantanamo who have been in United States custody for 

five years, and every additional day of detention deepens the profound psycho¬ 

logical impact on them.3 Three of the Guantanamo detainees have already 

taken their own lives.4 Additionally, at least twenty-five detainees have failed in 

their suicide attempts (in some cases, multiple attempts),5 while many more are 

clinically depressed.6 

As I contemplated my own response to the Administration’s counterterrorism 

policy for the symposium, I became preoccupied with three major concerns. 

First, despite my comments above, the treatment of detainees at Guantanamo 

and elsewhere does appear to have evolved into a kind of multi-party, multi¬ 

dimensional game of chess. The familiar array of players includes the three 

branches of government and the Fourth Estate—at times critical, but often 

stenographic7—as well as lawyers, academics, and members of human rights 

and civil liberties groups. However, health professionals at Guantanamo Bay— 

whether nominally serving in a care-giving capacity or as adjuncts to the interrog¬ 

ation mission—are also involved, as are their professional organizations.8 A 

related concern, which I articulate further below, is that health professionals— 

whether physicians, psychologists, nurses, medics, or others—who have served 

or now serve at Guantanamo Bay, have become pawns in the mistreatment of 

detainees and in the debate over their treatment. 

Second, a substantial part of the “game” of politico-legal move and counter¬ 

move has involved the re-interpretation of the scope, meaning, and application 

of legal norms—particularly international legal norms. Three of the most 

conspicuous casualties in this process have been the definition of torture, the 

prohibition of cruel, inhuman, and degrading treatment and punishment, and 

the basic protections in Common Article Three of the Geneva Conventions/ 

When legal protections for detainees are being undermined, it is all the more 

important that professional ethics (in particular, medical ethics) speak clearly 

and that codes of ethics do not become subordinate to, or dependent upon, 

unilateral reinterpretations of legal doctrine. The ethics of health professionals 

should embrace fundamental standards of human rights and the laws of war, as 

recognized and interpreted by the international legal order in whose formation 

the United States played such a pivotal role.10 However, if health professionals 

are to retain our trust, and if they are to maintain the social and cultural status 

engendered by their perceived humanitarian ethos, their codes of ethics should 

do more than simply reflect the most fundamental legal prohibitions. 

Third, the focus on Guantanamo Bay conveniently distracts attention from 

other detention centers, such as Bagram in Afghanistan and numerous 

Shortly after this article was published, there was a fourth suicide at Guantanamo Bay. See White, 

J. (2007). Death of Guantanamo Detainee Is Apparent Suicide, Military Says. Washington Post, May 31, 

A8, available at http://www.washingtonpost.com/wp-dyn/content/article/2007/05/30/AR20070 

53002580_pf.html. 
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unidentified “black sites” operated by the Central Intelligence Agency (CIA) 

across the globe11—where interrogation practices and the role of health profes¬ 

sionals have come under far less public scrutiny. There is a danger that Guanta¬ 

namo Bay has or will become a staged detention center, while more egregious 

treatment of detainees is conducted elsewhere. Following the first newspaper 

reports about the existence of these “black sites” operated by the CIA, one expe¬ 

rienced U.S. interrogator observed: 

Its [sic] so nice to be secret. No trouble over human rights. So secret that most of the 

military or government have no idea where they are. No rights, human or otherwise 

have to be dealt with. Let a few inaccessible places be released through controlled 

media informants and then AI [Amnesty International] and all the rest will be 

concentrating on those places while we continue to work in the real centers.12 

Since details of these detention centers remain undisclosed and classified, it is 

difficult to say much about the role of medical professionals at those sites. 

Although we can speak with some degree of confidence about their role at Guan¬ 

tanamo Bay, we should keep in mind that we are only talking about one piece of 

the interrogation picture. 

HEALTH PROFESSIONALS AND INTERROGATION AT 
GUANTANAMO 

It is possible to describe in some detail the roles that health professionals 

played in the design and implementation of interrogation strategies at Guanta¬ 

namo Bay thanks to the tens of thousands of documents obtained by the 

American Civil Liberties Union (ACLU) under the Freedom of Information 

Act (FOIA), not to mention several other documents that have been leaked to 

the press. Since these roles have been described in considerable detail elsewhere,13 

I review them only briefly here. 

Psychiatrists and psychologists were brought into the interrogation process not 

as gatekeepers or health care advocates for detainees, but as adjuncts to the 

interrogation mission. Although some of them clearly had no professional back¬ 

ground or training relevant to interrogation,14 they were considered “behavioral 

science consultants”15—assigned to teams known colloquially as “Biscuits”16— 

and their input was deemed “essential” in both the design of interrogation strat¬ 

egies and the interpretation of intelligence at Guantanamo Bay.17 They advised 

interrogators how to ramp up interrogation stressors in order to overcome the 

apparent resistance of detainees to questioning.18 The kinds of stressors used at 

Guantanamo Bay are now common knowledge, having been the subject of 

numerous newspaper reports and internal U.S. Army (Army) investigations.19 

They include sleep deprivation and manipulation, exposure to loud noise and 

temperature extremes, and the use of stress positions.20 Some reports indicate 
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that behavioral science personnel used information derived from detainees’ medi¬ 

cal records as the basis for their advice.21 In one instance, for example, they 

advised interrogators to exploit a detainee’s fear of the dark.22 Army documents 

also record that behavioral scientists were “on hand” to monitor interrogations, 

and that they were supposedly given the power to intervene if interrogations 

got out of hand.23 

Although there is evidence that Biscuit personnel monitored interrogations 

both inside and outside the interrogation room24—in the latter case through 

one-way mirrors—there is little evidence that they intervened to prevent inter¬ 

rogations from going too far. On the contrary, Army documents suggest that 

behavioral science personnel (as well as some caregivers) stood by while detainees 

were abused. Mohammed A1 Qahtani, the so-called “20th hijacker,”25 was 

exposed to an aggressive interrogation regime at Guantanamo Bay for up to 

twenty hours per day for forty-eight days over a fifty-four day period at the end 

of 2002 and beginning of 2003.26 The interrogation log—obtained by Time 

Magazine—records the presence of a psychologist during parts of the interroga¬ 

tion.27 However, the process still spiraled out of control, putting A1 Qahtani’s 

health in grave danger. On one occasion, A1 Qahtani’s pulse dropped to thirty- 

five beats per minute, and on two occasions his temperature dropped to ninety- 

five degrees.28 To add insult to injury, when A1 Qahtani was re-hydrated with 

three bags of intravenous fluids, interrogators refused to let him take a bathroom 

break, and he had no option but to wet himself.29 

This is not the only example of medical treatment or its sequelae being 

deployed for strategic purposes. Force-feeding of hunger strikers at Guantanamo 

Bay is being conducted with the assistance of medical personnel who are care¬ 

givers, not adjuncts to the interrogation mission.30 After some U.S. Navy physi¬ 

cians refused to force-feed detainees, the Department of Defense began screening 

doctors assigned to Guantanamo Bay to ensure they would be willing to partici¬ 

pate.31 The practice of force-feeding has been defended by the Pentagon as being 

necessary to protect the health of detainees.32 However, there are a number of 

reasons to doubt this claim. First, reports indicate that, in contrast with its use 

in federal prisons, force-feeding is being administered long before the health of 

detainees is seriously threatened by their hunger strike.33 Second, detainees have 

reportedly been forced to sit in their own urine and feces while strapped into a 

chair for “postfeed observation.”34 Third, the Pentagon regards hunger strikes 

and suicide attempts as acts of “asymmetric warfare,”35 rather than signs of des¬ 

peration on the part of those being detained for an indefinite period on grounds 

that are often still unclear.36 This view undermines the claim by the Assistant 

Secretary of Defense for Health Affairs, William Winkenwerder, Jr., M.D., that 

the Pentagon’s “intentions are good” and that they are “seeking to preserve 

life.”37 How can the policy of force-feeding be both ethically responsible medical 

treatment and a response tactic in asymmetric warfare? 
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THE EVOLUTION (OR REVOLUTION) OF LEGAL DOCTRINE 

In order to pave the way for the use of more aggressive interrogation 

techniques against so-called “high-value detainees” such as A1 Qahtani, the 

Administration recognized that a number of legal hurdles needed to be 

addressed. As a result, they embarked on what I have described elsewhere as a 

series of exercises in legal exceptionalism, in which legal protections and prohib¬ 

itions were dispensed with on the grounds that they were geographically limited 

{spatial exceptionalism), that they did not apply to a particular group {collective 

exceptionalism), or that their true meaning had been hitherto misunderstood 

{interpretive exceptionalism). 8 For present purposes, I will focus on just three 

examples, but there are many more. 

First and foremost, the Administration wanted to make sure that interrogators 

deploying these techniques would not incur criminal responsibility for torture. 

This objective led to the August 2002 memorandum from then-Assistant Attor¬ 

ney General Jay Bybee to then-White House Counsel Alberto Gonzalez, entitled 

Re: Standards of Conduct for Interrogation under 18 U.S.C. 2340—2340A.39 The 

document narrowly defined physical torture to require pain “equivalent in inten¬ 

sity to the pain accompanying serious physical injury, such as organ failure, the 

permanent impairment of a significant bodily function, or even death.”40 For 

pain or suffering to rise to the level of mental torture, the memo added, “it must 

result in significant psychological harm of significant duration, e.g. lasting for 

months or even years.”41 Even if these thresholds are crossed and the interrogator 

knows they are being crossed, the memo contends that the interrogator would not 

be guilty of torture under U.S. criminal law “if causing such harm is not his 

objective.”42 Nor would he have committed torture, according to the memo, if 

he “could show that he acted in good faith by taking steps such as surveying 

professional literature, consulting with experts, or reviewing evidence gained from 

past experience.”43 On the view set out in this memo—which was not revoked 

and replaced by the Department of Justice until after photographs of detainee 

abuse at Abu Ghraib had been published44—the advice of behavioral science 

experts would be critical, at the very least, in order to insulate interrogators from 

domestic criminal liability.45 

Flaving tried to narrow the definition of torture, the Administration continued 

to emphasize that the United States does not torture.46 However, that still left the 

prohibition on CID treatment or punishment as a potential impediment to more 

aggressive interrogation strategies. As a party to both the ICCPR47 and the 

Torture Convention,'48 the United States has committed itself to the prohibition 

against CID treatment, as well as torture. The ICCPR clearly states that this is an 

obligation to which no exception is permitted,49 and the Torture Convention 

imposes an obligation on parties to review interrogation rules to ensure that they 

do not result in CID treatment.50 When the United States ratified both treaties, 
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it made reservations defining CID to mean cruel and unusual treatment or 

punishment prohibited by the Fifth, Eighth, and Fourteenth Amendments to 

the United States Constitution.51 The Bush Administration took the view that 

these reservations served not only to redefine the type of conduct that would be 

considered CID, but also operated to limit the geographic scope of the Unites 

States’ international obligations so that they did not apply to aliens detained out¬ 

side the United States.52 This view created, in effect, a “legal black hole” into 

which Guantanamo Bay, nominally leased by the United States from Cuba, con¬ 

veniently appeared to fall.53 This was the position which Senator John McCain 

sought to address in the so-called “McCain Amendment,” now section 1003 of 

the Detainee Treatment Act of 20 0 5.54 Its provisions were intended to make clear 

that the prohibition of CID treatment applies irrespective of the nationality and 

geographic location of the detainee.55 But when President Bush signed the 

Detainee Treatment Act into law, he issued a presidential signing statement 

declaring that the Administration would interpret the detainee provisions “in a 

manner consistent with the constitutional authority of the President to supervise 

the unitary executive branch and as Commander in Chief and consistent with the 

constitutional limitations on judicial power.”56 This firm assertion of presiden¬ 

tial power naturally raised serious doubts about the practical impact of the legis¬ 

lation on the Administration’s detention and interrogation policy.57 

Another important doctrinal reformulation—or exercise in legal exceptional- 

ism—concerns the Geneva Conventions. Common Article Three of the Geneva 

Conventions provides protections that have long been understood as the low 

watermark for treatment of detainees, irrespective of their status.58 Although 

so-called unlawful combatants are not entitled to the full array of protections 

applicable to prisoners of war, they are to be protected from cruel, humiliating, 

or degrading treatment and from outrages on personal dignity.52 They are also 

to be treated humanely.60 The formal position of the Administration, deter¬ 

mined in February 2002, was that the Geneva Conventions did not apply to 

detainees who are members of A1 Qaeda, because A1 Qaeda is neither a state 

nor a party to the Conventions.61 However, that position was unequivocally 

rejected by the Supreme Court of the United States in Hamdan v. Rumsfeld in 

June 2006.62 The Department of Defense responded to this decision with a 

memorandum calling for a review of directives and policies to ensure compliance 

with Common Article Three.63 But just a few weeks later, in September 2006, 

the President publicly criticized the provisions of Common Article Three for 

being too vague.64 Congress addressed the President’s concerns later that month, 

passing the Military Commissions Act of 2006 (MCA).65 The MCA purports to 

confer on the President the authority to “interpret the meaning and application 

of the Geneva Conventions.”66 It remains to be seen how the President will 

respond to this provision. But there is a real danger that the Executive will view 

it as providing carte blanche to define Article Three’s protections narrowly. 
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Although the MCA states that “[njothing in this section shall be construed to 

affect the constitutional functions and responsibilities of.. .the judicial branch 

of the United States,”67 this provides little comfort given the MCA’s attempts 

to strip the federal courts of habeas corpus jurisdiction over detainees, and to 

prevent them from invoking the Geneva Conventions “as a source of rights” in 

domestic litigation.69 If the President does narrowly redefine the scope of protec¬ 

tions in the Geneva Conventions, it is therefore likely to be some time before a 

federal court will be given the opportunity to correct this. That delay will be 

too long, not just for detainees at Guantanamo Bay and elsewhere, but also for 

health professionals with whom they have contact. 

Whatever the Administration’s interpretation of the Geneva Conventions, 

health professionals would be well-advised to remember that international legal 

norms—as commonly understood by other nations and, in the case of the Geneva 

Conventions, as authoritatively interpreted by the International Committee of 

the Red Cross (ICRC)70—will be violated by more aggressive interrogation strat¬ 

egies long before the mental and physical health or well-being of detainees are 

implicated. For example, the prohibition of outrages on personal dignity in 

Common Article Three was clearly breached by soldiers who placed underwear 

on the heads of detainees or forced them to assemble naked in pyramid forma¬ 

tion.71 Second, medical personnel may be complicit in the commission of grave 

breaches of the Geneva Conventions—also known as war crimes—if they advise 

on or monitor the use of interrogation tactics that qualify as torture or inhuman 

treatment or that “willfully cause great suffering.”72 War crimes attract universal 

jurisdiction.73 So even if health professionals were not concerned about potential 

prosecution in the United States,74 they would be ill-advised to ignore the 

possibility of being arrested and tried while visiting another country. 

LAW AND MEDICAL ETHICS 

In the face of the Administration’s efforts to circumvent international legal 

protections for detainees in the war on terror, the voice of professional ethics is 

especially important. Professional ethics should not be an entirely autonomous 

enterprise. In particular, ethical codes for physicians, psychologists, and other 

health professionals should incorporate basic standards that reflect fundamental 

protections found in international human rights law and the laws of war.75 The 

Report of the American Psychological Association’s Task Force on Psychological 

Ethics and National Security in July 2005 notably failed to do this. Proscriptions 

against psychologists’ participation in abusive interrogation were not defined by 

reference to international law. They were merely tied to “applicable” U.S. rules 

and regulations as “developed and refined” since 9/11.76 When one recalls the 

administration’s efforts to “refine” legal norms, the dangers inherent in this 

approach are manifest. The report also fails to recognize that since the vast 
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majority of detainees in the war on terror are foreign nationals, the propriety of 

their treatment is far more likely to be judged by international standards than 

by domestic ones, particularly if the latter are more lax. 

It is possible simply to tie ethical constraints on health professionals 

to international legal prohibitions—an approach taken in the United Nations 

Principles of Medical Ethics.77 For example, physicians are prohibited from 

using their knowledge and skills to assist in an interrogation that adversely affects 

the health or condition of a detainee and is “not in accordance with the relevant 

international instruments.”78 These instruments would obviously include the 

Geneva Conventions, the ICCPR, and the Torture Convention. But giving legal 

norms the last word on the limits of professional conduct leaves psychiatrists and 

psychologists without clear guidance in the face of disagreements between 

lawyers and policymakers about the application of those norms. The efforts to 

redefine the scope and meaning of the Geneva Conventions and the prohibition 

of CID treatment in core human rights treaties—discussed above—provide two 

powerful illustrations of this point.79 

Some codes of professional ethics impose firm constraints on health professio¬ 

nals, irrespective of the applicable legal norms. For example, the World Medical 

Association’s Regulations in Times of Armed Conflict state that it is unethical 

for physicians to “[wjeaken the physical or mental strength of a human being 

without therapeutic justification” or to “[ejmploy scientific knowledge to imperil 

health.”80 It is difficult to understand how a physician with these prohibitions in 

mind would have felt able to participate in the kinds of aggressive interrogation 

stressors deployed at Guantanamo Bay. At the very least, the express purpose of 

coercive counter-resistance tactics such as prolonged isolation and sleep depriva¬ 

tion was to weaken the mental and physical strength of detainees.81 In light of 

this, the American Medical Association (AMA) might have been expected 

to respond clearly and speedily to revelations of the involvement of American 

physicians in aggressive interrogations. 

Flowever, the AMA did not formally take a position on the role of physicians 

in interrogation until the summer of 2006.82 The new ethical guidelines provide 

that “[pjhysicians must neither conduct nor directly participate in, or monitor an 

interrogation, because a role as physician-interrogator undermines the physician’s 

role as healer.”83 However, physicians are permitted to participate in “developing 

effective interrogation strategies for general training purposes,” provided those 

strategies are humane and respectful of individuals’ rights, and do not “threaten 

or cause physical injury or mental suffering.”84 The American Psychiatric Associ¬ 

ation adopted a similar position in May 2006, prohibiting psychiatrists from 

“direct participation” in interrogation, defined to include “being present in the 

interrogation room, asking or suggesting questions, or advising authorities on 

the use of specific techniques of interrogation with particular detainees.”85 The 

psychiatrists’ association also permits its members to provide training to 
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interrogators on “recognizing and responding to persons with mental illnesses, 

on the possible medical and psychological effects of particular techniques and 

conditions of interrogation, and on other areas within their professional 
• »86 

expertise. 

Although the guidelines of both the AMA and the American Psychiatric Asso¬ 

ciation therefore leave open the possibility of giving general advice and training 

to military and civilian personnel in either law enforcement or intelligence 

branches, they make clear that physicians should stay out of the interrogation 

room—and, for that matter, any adjoining observation room—and that they 

should not give advice on specific interrogation techniques for specific detainees. 

By contrast, the August 2006 resolution of the American Psychological Associa¬ 

tion cleared the way for continued participation of psychologists in individual 

interrogations at Guantanamo Bay. 

That resolution admittedly improves on the organization’s 2005 task force 

report by providing that “psychologists shall work in accordance with 

international human rights instruments relevant to their roles.”87 However, the 

remainder of the document simply ties the prohibitions on psychologists’ 

conduct to the basic legal prohibitions on torture and CID treatment. Thus, 

psychologists must not “knowingly engage in, tolerate, direct, support, advise, 

or offer training” in such treatment.88 Nor shall they “provide knowingly any 

research, instruments, or knowledge that facilitates” such treatment.89 Nor shall 

they “knowingly participate in any procedure in which [such treatment] is used 

or threatened.”90 And should they be present when torture or CID treatment 

occurs, they should try to stop the abuse and “failing that, exit the procedure.”91 

In essence, these regulations require psychologists to obey the laws that bind us 

all. Beyond that, psychologists have only their consciences as a guide. 

The egregious abuse of detainees at Guantanamo Bay (and elsewhere) raises 

real concerns about the role of psychologists in military interrogations, and 

emphasizes the need for firmer guidance. Dr. Koocher, President of the American 

Psychological Association in 2006, claims that psychologists are best placed to 

detect and prevent “behavioral drift” on the part of interrogators—that is, the 

slide into unprofessional and ultimately illegal behavior.92 But he fails to 

After this article was first published, the American Psychological Association adopted a further resolution 

entitled “Reaffirmation of the American Psychological Association Position Against Torture and Other 

Cruel, Inhuman, or Degrading Treatment or Punishment and Its Application to Individuals Defined in 

the United States Code as ‘Enemy Combatants’” (August 19, 2007; available at http://www.apa.org/gover 

nance/resolutions/councilres0807.html). That resolution contains an absolute prohibition on the direct or 

indirect participation of psychologists in a number of interrogation tactics such as water-boarding, stress 

positions and exposure to temperature extremes. However, the resolution appears to suggest that isolation, 

sensory deprivation, over-stimulation and sleep deprivation are only problematic when “used in a manner 

that represents significant pain or suffering or in a manner that a reasonable person would judge to cause 

lasting harm.” On this view, these tactics could still be used as instruments of distress during interrogation 

pursuant to the advice of a psychologist. 
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recognize that there are powerful social and institutional pressures on health 

professionals associated with the intelligence mission, including military psychol¬ 

ogists, that weigh heavily against intervening—pressures that may well have been 

responsible for the Biscuit psychologist’s failure to intervene in the aggressive 

interrogation of A1 Qahtani.93 

Put simply, interrogators are not the only people subject to “behavioral 

drift”—it may equally affect the psychologists charged with identifying and 

preventing it.94 Furthermore, the American Psychological Association’s new 

guidelines create the additional problem of what I call definitional drift. By tying 

the principal constraints on psychologists’ conduct to the prohibition on torture 

and CID treatment, the American Psychological Association’s summer 2006 

resolution leaves psychologists vulnerable to drifting definitions, in particular 

the Administration’s efforts to redefine those norms. This vulnerability is particu¬ 

larly important in light of the Administration’s emerging preference for staffing 

Biscuits with psychologists rather than psychiatrists95—a preference that pre¬ 

dates, but has been reinforced by, the new professional guidelines for physicians 

in general, and psychiatrists in particular.96 

CONCLUSION 

The involvement of health professionals in interrogation is hardly new. To give 

just one example, congressional testimony describes the role of an American 

physician in a form of torture known as the “water cure” in the war in the Phil¬ 

ippines more than a hundred years ago.97 There too, the victims of aggressive 

interrogation and torture were considered undeserving of the protections of the 

laws of war—a precedent for current exceptionalism expressly justified on 

grounds that enemy “insurgents” were “not civilized.”98 However, the systematic 

involvement of mental health professionals in U.S. Army interrogation practice 

was a significant development. Writing some months before this development 

occurred, M. Gregg Bloche—who trained as both a lawyer and a physician- 

observed that the “unreflective willingness of most Western physicians to employ 

clinical skills for myriad state purposes suggests that their ethical sensitivity to the 

problem of extra-clinical consequences does not greatly exceed that of their 

colleagues in countries where gross human rights abuse is endemic.” )} Bearing 

this in mind, he emphasized the need for the training of health professionals in 

both ethics and international human rights norms, for institutional mechanisms 

to nurture professional autonomy, and for international support from (among 

others) professional bodies.100 

The importance of these recommendations is highlighted not only by 

revelations of health professionals’ complicity in detainee abuse, but also by 

recent statements of an experienced U.S. interrogator in the war on terror. He 

notes that, in addition to the predictable pressure to support the military 
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objectives of their colleagues, some health professionals may have financial 

anxieties too. In the interrogator’s words: 

Most of the PAs [physician assistants] or doctors that we use have been through 

medical school due to military scholarships. They owe the military big bucks. If they 

refused to aid us then they might be brought up on charges in an internal trial and 

would be forced to repay the military.101 

I do not intend to suggest that military health professionals are venal. On the 

contrary, the vast majority pursue careers in the military—despite the call of more 

lucrative private practice—for noble and altruistic reasons. However, it would be 

foolish to pretend either that those financial pressures do not exist or that they 

cannot have an impact—even subconsciously—on an individual’s moral calculus. 

Furthermore, if social and financial pressures are not sufficient to bring on board 

health professionals despite their ethical qualms, interrogators may use other means 

to procure their cooperation and compliance with the interrogation mission. 

We already know that military personnel at Guantanamo Bay were manipu¬ 

lated. They were told that the detainees were “the worst of the worst.” 10~ Accord¬ 

ing to Department of Defense documents, the vast majority had been handed 

over to U.S. forces by Pakistan or the Northern Alliance in exchange for large 

bounties—and most of them were not alleged to have committed any hostile acts 

against either the United States or its allies.103 Health professionals, in particular, 

are not in a position to verify the provenance of a detainee. Nor do they have the 

knowledge or expertise to assess the security threat posed by a particular 

detainee.104 So health professionals are in a position of ignorance and uncer¬ 

tainty that may be exploited. The interrogator quoted above has also indicated 

that intelligence personnel may lie to health professionals: 

If the people are worried about doctors and psychologists aiding their own military 

in time of war, we can just have those who do work with us say we are not harming 

anyone. If they worry about our methods then we say that all plans of interrogation 

have approved the tactics as non “stressful.” As you can lie to a terrorist to get informa¬ 

tion thenyou can lie to any group that interferes with the job ofmakingthe people safe}®5 

The interrogator also noted that if the use of doctors or physician assistants 

becomes problematic (or “too much,” in his words), interrogators “would then 

make use of our ParaRescue or Combat Medics for medical expertise in interroga¬ 

tions.”106 This is important since much of the discussion to date has been about 

the role of psychiatrists and psychologists in interrogation. Now that the AMA 

and the American Psychiatric Association have issued guidelines that seek to keep 

doctors out of the interrogation room—and empower them both legally and prac¬ 

tically to refuse to participate107—the spotlight has focused on psychologists.108 

But we would do well to remember that other types of health professionals may 

also be implicated. 
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The recent proliferation of Department of Defense manuals and directives— 

most notably, the new Army interrogation manual prohibiting the use of “water¬ 

boarding,” hooding, and military dogs in interrogation109—is presumably 

intended to suggest that the Administration is trying to redress the errors of the 

past. But it is not clear how these policy documents will play out on the ground. 

Arguably, they may be of little relevance at the present time since detainees who 

have been held for years at Guantanamo Bay can no longer have actionable intel¬ 

ligence (even if they once did so), and there would be little point in interrogating 

them. However, fundamental questions remain about detainees held by the CIA, 

whatever their location.*** The CIA is contesting the ACLU’s FOIA applica¬ 

tions, so its practices are still shrouded in secrecy, and detainees in its custody will 

not benefit from the provisions of the new Army field manual.110 Furthermore, 

in a recent radio interview, Vice President Cheney was asked: “Would you agree 

a dunk in water is a no-brainer if it can save lives?”111 Mr. Cheney replied: “It’s a 

no-brainer for me.”112 In the same interview, he agreed that the debate over 

interrogation techniques was “a little silly.”113 These comments reveal a failure 

at the highest levels of government to internalize the most fundamental norms 

of human rights law and the laws of war. In such an environment, health profes¬ 

sionals should still be considered “at risk”—that is, in danger of becoming 

accomplices to the perpetration of war crimes in the counterterrorism mission. 

Looking forward, one of the most important questions is: 

How will they respond? 
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CHAPTER 6 

Neuropsychiatric Effects of 
Solitary Confinement 

Stuart Grassian 

My observations and conclusions regarding the psychiatric effects of solitary 

confinement have been cited in a number of federal court decisions, for example: 

Davenport v. DeRobertis, 844 F.2d 1310, and Madrid v. Gomez, 889 F.Supp. 

1146. From time to time I have been consulted by attorneys regarding a number 

of detainees at Guantanamo, and a number of other individuals accused of 

terrorist activities. 

In the course of this work, I prepared a lengthy report entitled “The Psychiat¬ 

ric Effects of Solitary Confinement.” This work has subsequently been published 

in the Washington University Journal of Law and Policy 2006, vol. 22, pp. 325- 

383. It describes the extensive body of literature, including clinical and experi¬ 

mental literature, regarding the effects of decreased environmental and social 

stimulation; as well as, specifically, observations concerning the effects of solitary 

confinement on prisoners. That article provides a fairly extensive bibliography of 

the medical literature on this subject. 

I offer here a general overview of the issue, and a discussion of observations of 

Jose Padilla, one individual who has been incarcerated in the United States as a 

result of accusations of al Qaeda affiliation. 

GENERAL OVERVIEW OF THE PSYCHIATRIC EFFECTS OF 
SOLITARY CONFINEMENT 

Solitary confinement—that is, confinement of a prisoner alone in a cell for all 

or nearly all of the day, with minimal environmental stimulation and minimal 

opportunity for social interaction—can cause severe psychiatric harm.2 It has 
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indeed long been known that severe restriction of environmental and social 

stimulation has a profoundly deleterious effect on mental functioning; this issue 

has, for example, been a major concern for many groups of patients,3 including, 

for example, patients in intensive care units, spinal patients immobilized by the 

need for prolonged traction, and patients with impairment of their sensory appa¬ 

ratus (such as eye-patched or hearing-impaired patients). This issue has also been 

a very significant concern in military situations and in exploration —polar and 

submarine expeditions, and in preparations for space travel. 

In regard to solitary confinement, the United States was actually the world 

leader in introducing prolonged incarceration—and solitary confinement—as a 

means of dealing with criminal behavior; the “penitentiary system”5 began in 

the United States in the early nineteenth century, a product of a spirit of great 

social optimism about the possibility of rehabilitation of individuals with socially 

deviant behavior. This system, originally embodied as the “Philadelphia System,” 

involved almost an exclusive reliance upon solitary confinement as a means of 

incarceration, and also became the predominant mode of incarceration—both 

for post conviction and also for pretrial detainees—in the several European 

prison systems which emulated the American model. 

The results were catastrophic. The incidence of mental disturbances among 

prisoners so detained, and the severity of such disturbances, was so great that 

the system fell into disfavor and was ultimately abandoned. During this process, 

a major body of clinical literature developed that documented the psychiatric 

disturbances created by such stringent conditions of confinement.6 The paradig¬ 

matic disturbance was an agitated confusional state that, in more severe cases, 

had the characteristics of a florid delirium, characterized by severe confusional, 

paranoid and hallucinatory features, and also by intense agitation and random, 

impulsive violence—often self-directed. 

The psychiatric harm caused by solitary confinement became exceedingly 

apparent. Indeed by 1890, in In re Medley, 10 S.Ct. 384, the U.S. Supreme Court 

explicitly recognized the massive psychiatric harm caused by solitary confine¬ 

ment: “This matter of solitary confinement is not... a mere unimportant regula¬ 

tion as to the safe-keeping of the prisoner. .. [Experience [with the penitentiary 

system of solitary confinement] demonstrated that there were serious objections 

to it. A considerable number of the prisoners fell, after even a short confinement, 

into a semi-fatuous condition, from which it was next to impossible to arouse 

them, and others became violently insane; others still, committed suicide; while 

those who stood the ordeal better were not generally reformed, and in most cases 

did not recover sufficient mental activity to be of any subsequent service to the 

community” (10 S.Ct. at 386). 

The consequences of the Supreme Courts holding were quite dramatic for 

Mr. Medley. Mr. Medley had been convicted of having murdered his wife. Under 

the Colorado statute in force at the time of the murder, he would have been 
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executed after about one additional month of incarceration in the county jail. But 

in the interim between Mr. Medley’s crime and his trial, the Colorado legislature 

had passed a new statute that called for the convicted murderer to be, instead, 

incarcerated in solitary confinement in the State Prison during the month prior 

to his execution. Unhappily, simultaneously with the passage of the new law, the 

legislature rescinded the older law, without allowing for a bridging clause which 

would have allowed for Mr. Medley’s sentencing under the older statute. 

Mr. Medley appealed his sentencing under the new statute, arguing that 

punishment under this new law was so substantially more burdensome than pun¬ 

ishment under the old law, as to render its application to him ex post facto. The 

Supreme Court agreed with him, even though it simultaneously recognized that 

if Mr. Medley was not sentenced under the new law, he could not be sentenced at 

all. Despite this, the Court held that this additional punishment of one month of 

solitary confinement was simply too egregious to ignore; the Court declared 

Mr. Medley a free man, and ordered his release from prison. 

Dramatic concerns about the profound psychiatric effects of solitary confine¬ 

ment have continued into the twentieth century, both in the medical literature, 

and in the news. The alarm raised about the “brainwashing” of political prisoners 

of the Soviet Union and of Communist China—and especially of American 

prisoners of war during the Korean War—gave rise to a major body of medical 

and scientific literature concerning the effects of sensory deprivation and social 

isolation, including a substantial body of experimental research.7 

This literature, as well as my own observations, has demonstrated that, 

deprived of a sufficient level of environmental and social stimulation, individuals 

will soon become incapable of maintaining an adequate state of alertness and 

attention to the environment. Indeed, even a few days of solitary confinement 

will predictably shift the electroencephalogram (EEG) pattern towards an abnor¬ 

mal pattern characteristic of stupor and delirium.8 

This fact is, indeed, not surprising. Most individuals have, at one time or 

another, experienced, at least briefly, the effects of intense monotony and inad¬ 

equate environmental stimulation. After even a relatively brief period of time in 

such a situation, an individual is likely to descend into a mental torpor—a 

“fog”—in which alertness, attention, and concentration all become impaired. 

In such a state, after a time, the individual becomes increasingly incapable of 

processing external stimuli, and often becomes “hyperresponsive” to such stimu¬ 

lation; for example, a sudden noise or the flashing of a light jars the individual 

from his stupor, and becomes intensely unpleasant. Over time, the very absence 

of stimulation causes whatever stimulation is available to become noxious 

and irritating; individuals in such a stupor tend to avoid any stimulation, and 

progressively to withdraw into themselves and their own mental fog. 

An adequate state of responsiveness to the environment requires both the 

ability to achieve and maintain an attentional set—to focus attention—and the 
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ability to shift attention. The impairment of alertness and concentration in 

solitary confinement leads to two related abnormalities. 

The inability to focus, to achieve and maintain attention, is experienced as a kind 

of dissociative stupor—a mental ‘ fog” in which the individual cannot focus atten¬ 

tion, cannot, for example, grasp or recall when he attempts to read or to think. 

The inability to shifi attention results in a kind of “tunnel vision in which the 

individual’s attention becomes stuck—almost always on something intensely 

unpleasant—and in which he cannot stop thinking about that matter; instead, 

he becomes obsessively fixated upon it. These obsessional preoccupations are 

especially troubling. Individuals in solitary easily become preoccupied with some 

thought, some perceived slight or irritation, some sound or smell coming from a 

neighboring cell, or—perhaps most commonly, by some bodily sensation— 

tortured by it, unable to stop dwelling on it. I have examined countless individ¬ 

uals in solitary confinement who have become obsessively preoccupied with some 

minor, almost imperceptible bodily sensation, a sensation which grows over time 

into a worry, and finally into an all-consuming, life-threatening illness. 

In solitary confinement, ordinary stimuli become intensely unpleasant, and 

small irritations become maddening. Individuals in such confinement brood 

upon normally unimportant stimuli, and minor irritations become the focus of 

increasing agitation and paranoia. 

Individuals experiencing such environmental restriction find it difficult to 

maintain a normal pattern of daytime alertness and nighttime sleep. They often 

find themselves during the day incapable of resisting their bed—incapable of 

resisting the paralyzing effect of their stupor—and yet incapable at night of any 

restful sleep. The lack of meaningful activity is far compounded by the effect of 

continual exposure to artificial light, and diminished opportunity to experience 

natural daylight. And the individuals’ difficulty in maintaining a normal day- 

night sleep cycle is often far worsened by the constant intrusions on nighttime 

dark and quiet—steel doors slamming shut, flashlights shining in their face, 

and so forth. 

There are, of course, substantial differences in the effects of solitary confine¬ 

ment upon different individuals. Those most severely affected are generally indi¬ 

viduals with evidence of subtle neurological or attention deficit disorder, or with 

some other vulnerability; this includes, for example, individuals with psycho¬ 

pathic personality disorders, who appear to experience a chronic underarousal 

of their central nervous system, leading them to have a pathological need for 

external stimulation. When such particularly vulnerable individuals are exposed 

to conditions of solitary confinement, they are especially likely to descend into 

states of florid psychotic delirium, marked by severe hallucinatory confusion, 

disorientation, and even incoherence, and by intense agitation and paranoia; 

these psychotic disturbances often have a dissociative character, and individuals 

so affected often do not recall events that occurred during the course of the 
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confusional psychosis. Other individuals—generally, individuals with more stable 

personalities and greater ability to modulate their emotional expression and 

behavior, and individuals with stronger cognitive functioning—are less severely 

affected. However, all of these individuals will still experience a degree of stupor, 

difficulties with thinking and concentration, obsessional thinking, agitation, 

irritability, and difficulty tolerating external stimuli (especially noxious stimuli). 

Individuals with stronger cognitive capabilities will often struggle to ward off 

stupor by generating their own stimulation internally—that is, by their own 

intellectual processes—but such individuals will almost invariably struggle 

against the inexorable pull towards obsessional thinking. It is very common for 

an inmate who spends virtually his entire day alone and without meaningful 

environmental, social, or occupational stimulation to become obsessively fixated 

on particular—even minor—features of his environment, and to become increas¬ 

ingly incapable of tolerating any change or increased deprivation in that environ¬ 

ment. The inmate has very little to distract his attention from some, even minor, 

noxious event or stimulus. Inmates in solitary not only experience a deprivation 

of stimulation, but also experience a sense of helplessness—of loss of control over 

their environment. They become intolerant of change, of uncertainty, of their 

own passivity and helplessness in the face of their environment. 

As noted before, EEG studies have corroborated some of these findings, 

demonstrating that, even after a few days of solitary confinement, the EEG will 

characteristically shift in the direction of stupor and delirium. Moreover, one 

study9 from the Balkan conflict demonstrated that even after release from solitary 

confinement, there are continuing EEG abnormalities; the EEG shows excessive 

spike reaction to environmental (in that case, visual) stimulation. In other words, 

the “hyperresponsivity to external stimuli,” which is found clinically in individ¬ 

uals exposed to solitary confinement, is also seen in EEG recordings, and this dis¬ 

turbance continues for some unknown period of time after release from solitary. 

Jose Padilla 

The terms “segregated confinement,” “SHU (Special Housing Unit) confine¬ 

ment,” “solitary confinement,” etc., all generally refer to confinement alone in a 

cell anywhere from about 56-90 square feet, with minimal opportunities for 

social interaction, conjoint recreation or religious services, minimal educational 

or occupational programming, and very limited environmental stimulation. In 

general in such settings, an inmate spends about 22-23 hours/day in his cell, 

with individual exercise and showering representing most of the time spent 

outside the cell. Administrative and environmental conditions can vary. Radio 

is often available, television sometimes; the opportunity for nonlegal phone 

calls varies; visitation, however, is almost invariably noncontact. Some cells have 

windows affording a view of the outside world, but in many, there either is no 
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window to the outside, or the window is only translucent and affords virtually no 

opportunity to see the outside world. 

Jose Padilla’s attorneys attempted unsuccessfully to present evidence at trial 

that Mr. Padilla was subjected to intentionally brutal conditions of interrogation 

during his confinement in the Naval Brig. In any event, it is not disputed that 

Mr. Padilla was confined in solitary confinement in the Naval Brig in South 

Carolina from June 2002 until January 2006. While administrative procedures 

regarding his confinement varied over time, for the vast majority of this deten¬ 

tion, he had virtually no human contact at all. Even when he was allowed out 

of his cell into a Day Room-type area, he was entirely alone, except for the 

guards with whom he had virtually no interaction. His cell was quite small, about 

80 square feet, and contained only a sink, toilet, and steel-plate bed, which was 

attached to the concrete wall of the cell. It apparently lacked a table or a place 

to sit other than the bed. It is my understanding that he was not even provided 

a mattress for considerable portions of his confinement, and when a mattress 

was provided, it was a very thin mattress, only about three inches thick. There 

are allegations that the temperature in his cell was intentionally adjusted to leave 

him extremely cold for extended periods of time. His cell had a narrow window, 

but the glass was painted over in such a manner that it was completely opaque, 

preventing him not only from seeing out of the window, but even from ascertain¬ 

ing whether it was day or night. The cell was lit by a fluorescent light over which 

he had no control; it was on 24 hours/day, though it was dimmed in intensity 

during the hours of 10 pm to 5 am. The cell had a hinged solid steel door which 

added to his isolation. No one other than himself was housed on his tier, and 

he could not hear even the conversations between the guards. 

He was utterly isolated from other people. During the entire period of his 

incarceration, he received only two social phone calls from his mother, and had 

only one social visit from his mother. Although his attorneys were assigned to 

his case in 2002, the government did not allow them to meet with him until 

March 2004; afterwards, he received attorney visits approximately once a month. 

During the first months of his incarceration, Mr. Padilla was visited with some 

regularity by an imam, but then this was discontinued, and afterwards he had 

no contact with a Moslem clergyman. Other than his attorney visits, his only 

other contact was with representatives of the Red Cross, who periodically moni¬ 

tored his conditions of confinement. 

He ate alone; for breakfast and lunch, food was passed through a food slot in 

his cell door, and he ate sitting on his bed, with the tray balanced on his knees. 

He was given no access at all to canteen, so he had no way of augmenting or vary¬ 

ing the food provided by the prison. Towards the end of his confinement in the 

Brig, he was able to come out of his cell to the Day Room area for dinner, but 

even then he was utterly alone. Towards the latter part of his incarceration there, 

he was also allowed into an outdoor exercise yard for about two hours a day, but 
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even then, he was again utterly alone; the exercise yard was enclosed on all four 

sides by a high concrete wall, and was covered by a heavy metal fencing. His abil¬ 

ity to obtain books to occupy himself apparently varied considerably during 

his incarceration in the Brig. His conditions were apparently made especially 

stringent during the first year of his confinement there, especially during a 

several-month period of time when he was apparently being interrogated inten¬ 

sively. During the first approximately two years, he had no access to television; 

however, following a court order in 2005, he is able to watch broadcast TV in 

the Day Room a few hours per day. 

His isolation was made even more disturbing because, even though he had no 

social interaction, he was constantly being observed; his cell was constantly 

monitored by video camera, and for the first year of his confinement in the Brig, 

the door to his tier was opened every few minutes for more direct observation; 

the constant banging of that heavy metal door made sleep very difficult for him. 

While Mr. Padilla’s conditions of confinement varied throughout the three 

years, eight months he was kept in the Naval Brig, his attorneys have developed 

evidence that there was one particularly harsh period of confinement. Apparently, 

beginning approximately in late November 2002 until early April 2003, 

Mr. Padilla was subjected to even more extreme isolation and perceptual depriva¬ 

tion. After his arrival at the Naval Brig on June 10, 2002, up until late November 

2002, Mr. Padilla was given reading materials, including but not limited to a copy 

of the Quran, fairly regular recreation time, and opportunity for showering. How¬ 

ever, commencing in late November 2002, Mr. Padilla was apparently stripped of 

all reading materials, including the Quran, and his opportunities for out-of-cell 

exercise and for showering were severely curtailed. During this period of time, it 

was not unusual for Mr. Padilla to go four, five, or six days without even brief 

(generally no more than a few minutes at most) rounding by Brig staff, who were, 

in any event, under instruction not to converse with him. And other than these 

intermittent, brief rounds, during this several-month period of time, Mr. Padilla 

went through long stretches (e.g. 34, 17, 15 days) without any human contact. 

And when he did have such contact, it was inevitably with a Naval interrogator. 

The daily logs show that in this time period, Mr. Padilla was deprived of all 

reading material—the Qu’ran, magazines, newspapers—as well as of television 

and radio. During that time period, he was also allowed out-of-cell recreation 

very infrequently. In one stretch of time, he went 21 days straight without being 

offered any out-of-cell exercise, and there were other stretches of 15-, 13-, 7-, 6-, 

5-, and 4-day intervals between offers of out-of-cell time. Moreover, what oppor¬ 

tunities were afforded him were always in solitude, and often indoors in another, 

albeit somewhat larger, windowless cell, in which he could do little but walk 

around in circles. 

During this 20-week period, Mr. Padilla had approximately 10 hours of 

recreation time in total; about 30 minutes per week, an average of less than 
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4 minutes a day, a deprivation that, in my experience, is unprecedented even in 

the harshest conditions of solitary confinement in state and federal penitentiaries 

in the United States. 

And Mr. Padilla suffered other deprivations as well during this period. He was 

denied regular access to shower facilities, and commonly experienced periods of 

several—up to six—days without access to a shower in this time period. Again, 

in my experience, this level of deprivation is not seen even in the harshest condi¬ 

tions of prison confinement in the United States. 

There is also evidence that Mr. Padilla suffered other forms of abuse during 

this period of intense deprivation and interrogation. These include apparently 

credible allegations of intentional sleep disruption, physical abuse, having to 

sleep on a metal slab in a cold cell with no blanket or insulation against the cold 

and hard metal and concrete surfaces. (Concerns are also raised about possible 

forced drugging, though there is apparently little confirmatory evidence of this.) 

Mr. Padilla was transferred to the Miami Federal Detention Center in January 

2006. He has been housed continually in the facility’s Special Housing Unit 

(SHU), where inmates are kept in solitary confinement; it was in this setting that 

I met him in December 2006. 

Since he is being housed there in response to the Special Administrative 

Measures (SAMS) governing his incarceration, he is housed in an especially 

isolated wing of the SHU; there are no inmates at all near his cell, and he cannot 

even hear other inmates’ voices. As a prisoner subject to SAMS procedure, he 

suffers deprivations far beyond that of an ordinary inmate in the FDC-Miami 

SHU, much less that of an ordinary federal prisoner at the FDC. 

For instance, Mr. Padilla’s social visits and telephone contacts are extremely 

curtailed. His only authorized social visitor, his mother, must request a visit 

14 days in advance of her anticipated visit, and these visits are constantly moni¬ 

tored. After Mr. Padilla arrived in FDC, his counsel finally managed to arrange 

a visit with his mother (noncontact, in separate rooms, able to see each other 

through a thick window, but requiring telephones to be able to speak with each 

other). Yet when Mr. Padilla’s mother arrived at the facility, she was flanked by 

two FBI agents who explained that they would remain present during the entire 

visit; Mr. Padilla and his mother were informed that her visits would always be 

monitored in some such fashion. Her visits became so emotionally oppressive 

for her and for her son as well, that eventually she gave up visiting her son 

altogether. Even leaving his cell at all has become an oppressive ordeal for 

Mr. Padilla. Despite the massive security surrounding Mr. Padilla, each time he 

returns to his cell he must submit to a body cavity search. 

Moreover, unlike other federal inmates, Mr. Padilla has essentially no phone 

privileges. Moreover, he does not get to purchase anything at all from the prison 

commissary, thus allowing him no opportunity, for example, to purchase any¬ 

thing to eat to vary from the prison diet. His reading material is restricted in 
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volume—preventing him from having even the full documentary material 

provided by his attorneys. 

He has told his attorney that he refuses his recreation time because it is in a 

dark, caged area in the SHU, on the 12th floor of the FDC. The place scares 

him, and going there is nowhere near worthwhile, especially in light of the body 

cavity search he would have to undergo afterwards. Moroever, Mr. Padilla has no 

television, extremely limited access to reading materials, and no contact with any 

human being other than his counsel and his guards. He was eventually given 

some access to a radio, but this access was severely limited in scope; the controls 

lie outside his cell, and he is allowed to listen to only three stations, which are 

clearly labelled on the radio, and even then, it is the guards, not Mr. Padilla, 

who determine when the radio will be on, what station will be tuned in, and at 

what volume. 

Effects of Confinement 

Mr. Padilla had no evidence of any mental illness prior to his arrest and incar¬ 

ceration in 2002. As a young child, he apparently was well behaved, a good 

student, and a caring son and oldest brother. As a teenager, he became entangled 

with peers in serious delinquent behavior and served some time in juvenile deten¬ 

tion. During his incarceration, he was introduced into the Moslem religion, and 

eventually he converted to Islam. When he was 28 years old, he moved to Egypt, 

where he married and had a family. The U.S. government claims that he became 

involved in al Qaeda in Egypt, although this claim is vigorously disputed. 

Mr. Padilla was arrested when he arrived at the Chicago airport in June 2002; 

he was then brought to MCC-Manhattan, where he was housed in solitary for 

about one month before being transferred to the Naval Brig in South Carolina. 

When seen then by his first defense counsel, he presented himself as an affable, 

cooperative, thoughtful person who took an active interest in his legal case. In 

addition, he recurrently spoke of his concern for his family and of his great desire 

to have contact with them. He maintained good eye contact, had no facial 

grimacing, and was easily engaged in conversation. 

After Mr. Padilla was transferred to the Brig, he had no further contact with 

any family or attorney until almost two years later, when, as a result of a court 

order, he was allowed to have attorney visits. His attorney was struck by how dif¬ 

ferent he was now. He was extremely quiet, and seemed to have a terribly difficult 

time maintaining eye contact. He kept repeating—often inappropriately and 

oddly—how well he was being treated by his captors. It was unusual, even some¬ 

what eerie. When a subject was brought up even remotely close to his case or to 

his confinement, he would begin to twitch. When he was asked if something 

was wrong, he would quickly respond: “My back hurts; I’m getting help for it; 

I’m fine”—quickly shutting off any further discussion. By the time he was trans¬ 

ferred to FDC-Miami, he appeared obviously anxious, jittery, and grimacing, 
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and his eyes blinking. When anything of substance was raised, his face would 

begin grimacing grotesquely, and he would start blinking rapidly. He would keep 

looking behind him, tense and disconnected. He would almost compulsively say 

how well he had been treated, how much he trusted the government. He even 

expressed the idea that if there were trouble, his mother could write a letter to 

President Bush; he was sure he would help her out. 

It was utterly irrational. After all, it was Bush who had put him in jail. And the 

irrationality did not stop there. He trusted the government (the people trying to 

convict him) but he distrusted his attorneys because he thought they were secretly 

trying to lock him away in a psychiatric hospital, from which he would never 

escape and his mother would never see him again. He kept telling her that he 

was “fine,” while it was becoming increasingly apparent to her that he was not. 

Her son seemed so agitated, so odd, so irrational, that finally his mother could 

bear it no more; she blurted out: “Did they torture you?” He turned towards 

her, his face grimacing, his eyes blinking, and in panic and rage he demanded: 

“Don’t you ever, ever, ask that question again.” 

But on one visit, he did say something about the Brig—not much, but 

something. He told his mother that it was very bad. They kept him totally 

isolated. They put him in a room with no light at all. They made him drink pills. 

Sometimes they made it so cold, and they would not give him a blanket to cover 

himself. His mother could not ask more details after that; he completely 

clammed up. 

Mr. Padilla’s attorneys have noted a great number of odd behaviors and state¬ 

ments that Mr. Padilla has made. For example, Mr. Padilla consistently has 

denied—even to his own attorneys—that he has any mental health problems. 

Yet he once claimed that he was administered the psychedelic drug LSD while 

in the Brig. It is, of course, a terribly important claim. If he were in fact admin¬ 

istered this drug against his will, this would be an apparent major violation of 

his civil liberties. But if were not so drugged, why would he make this claim? 

Why would he choose to claim that the drug was a psychedelic? After all, arguably 

psychedelics are not at all the most obvious choice. But the claim would 

make perfect sense if, in fact, Mr. Padilla experienced a “psychedelic-like” experi¬ 

ence in solitary at the Brig—that is, an acute, frightening, confusional state 

marked by mulitple perceptual distortions and hallucinatory phenomena. 

In short, his statement strongly suggests that he experienced the paradigmatic 

disturbance associated with solitary confinement—a brief confusional hallucina¬ 

tory psychosis. 

One of his attorneys described observations of Mr. Padilla that have caused 

him to have concern about his client’s mental state: 

• In 2005, Mr. Padilla apparently began having repetitive episodes of intense short¬ 

ness of breath, chest tightness, and sudden fear—classic symptoms of panic attacks. 

These episodes had never occurred prior to his incarceration. 
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• Some of Mr. Padilla’s attitudes and behavior suggest a growing paranoia. For exam¬ 

ple, he was provided by the prison with a facsimile of a letter from his mother, and 

became convinced that it was a forgery. His attorney then tried another approach; 

he had Mr. Padilla’s mother write him a letter and mail it to the Attorney’s office. 

Mr. Patel then himself brought the letter to Mr. Padilla so he could review it, and 

despite this strict chain of custody, Mr. Padilla still was convinced that the hand¬ 

writing was not his mother’s, and that the letter was a forgery. 

• Similarly, when the prison administration tried to substitute another (non- 

Moslem) clergyman for the (apparently no longer available) imam visits, 

Mr. Padilla became suspicious that this man was not really a clergyman, but rather 

an agent of the government, trying to extract information from him. 

The attorney also finds it puzzling and disturbing that Mr. Padilla never 

attempts to contact him, never even sending him correspondence. Similarly, 

Mr. Padilla refuses or declines to put any requests in writing. Indeed, a senior 

prison administrative official commented that Mr. Padilla is so quiet and immo¬ 

bile that he seems “like a piece of furniture.” At times, Mr. Padilla seems 

confused, disoriented. Sometimes he loses track, not just of the day, but even of 

the year. 

Another of his attorneys described his frustration that the utter void of 

communication from Mr. Padilla severely impaired the defense’s efforts to help 

him. He tells them virtually nothing of his confinement in the Brig—not even 

the very limited information which he gave his mother. There is clearly exculpa¬ 

tory material that the defense has discovered—information that was obviously 

known by Mr. Padilla but was never revealed to his attorneys. As a result, the 

attorneys have spent days and weeks attempting to ferret out even the smallest 

scraps of information about Mr. Padilla’s case, a frustrating, inefficient, and 

ineffective method or developing their case—so much so that it troubles their 

moral sense that they are not able to fulfill their ethical and professional 

responsibility to their client. And as noted by others, Mr. Padilla just keeps 

repeating irrational statements: He trusts the government and not them. He 

keeps repeating that he is “fine.” When they try in the most gentle way to broach 

any subject about Egypt or about the Brig, his eyes blink fiercely, his mouth 

grimaces oddly, and in a half-smile, half-terror, he says he wants to go back to 

his cell now—that he is “tired.” Then he tells them that they have gone over all 

this before (whereas in fact he has never told them about the subject). And 

then again he insists he is “tired” and insists that he be allowed to go back 

to his cell. 

In summary, Mr. Padilla manifests severe effects of long-term solitary confine¬ 

ment. It should, however, first be noted that two psychologists who evaluated 

him both reached the conclusion that Mr. Padilla suffers from Posttraumatic 

Stress Disorder (PTSD) as a result of those conditions of confinement and of 

the interrogation he endured at the Naval Brig in Charleston. I concur with that 
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conclusion. He manifests a number of symptoms of that disorder, altogether 

suggestive that he suffers profoundly from it. These include hypervigilance (con¬ 

stantly looking around over his shoulder while his attorney is talking with him), 

avoidance (being willing to speak with his attorneys about a number of subjects, 

but not about what happened to him in the Brig, and wanting to literally leave 

the room when the subject is brought up), physiological reactivity when 

reminded of the trauma (his eyes start blinking wildly, and he begins making 

odd, eerie facial grimaces), and a profound sense of helplessness (for example, 

repeatedly telling one of his attorneys that there was nothing he could do for 

Mr. Padilla in regard to those conditions and his interrogation, because the 

government was all-powerful). Moreover, his tendency to identify with his 

captors rather than his own attorneys (the so-called “Stockholm Syndrome”) 

strongly suggests a profound fear and sense of helplessness. 

But his symptomatic presentation suggests even more than this. He has 

become profoundly suspicious, apparently paranoid at times (e.g., his conviction 

that his mother’s letter was a forgery). His grimacing and eye blinking, often 

accompanied by a strange, tense spreading of his lips as though in an attempt 

to smile, has an eerie, psychotic feel to it. He perseverates (repeating the same 

thought over and over again, even though the thought makes little sense in the 

first place). There is, indeed, a fundamental irrationality in his thinking about 

his case; he continually repeats that his attorneys already know everything, that 

“we have gone over all this before,” when in fact he has virtually never been 

willing to talk about any of these issues with any of his attorneys. 

In short, his presentation suggests not simply a reaction to fear and trauma, 

but really a disorganizing, psychotic reaction. It is very significant that one of his 

paranoid fears is that his attorneys are trying to put him away forever in a psychi¬ 

atric hospital. Of course, they intend nothing of the sort. What they did want was 

only for him to be evaluated in a clinical setting, removed from the continuing 

stress of solitary confinement. They had no thought whatsoever that he should 

remain in any such facility. Why, then, would Mr. Padilla come to fear this? No 

one had even raised it as a possibility. Why would he think of it? Obviously, the 

fear must have come from inside of him—from some vague recognition that he 

had become very ill. 

Among people with the most severe cases of PTSD, there are some for whom 

the trauma is so disorganizing that they become paranoid or psychotically disor¬ 

ganized when their attention is pointed to reminders of the trauma. This phe¬ 

nomenon is fairly rare, although not unheard of. Indeed, there is a long history 

to the use of isolation and perceptual deprivation by interrogators as a means of 

destroying an inmate’s sense of identity and his will to resist. As described in 

my Washington University article, the U.S. intelligence services became acutely 

aware of this issue as a result of concern about “brainwashing” of American 

prisoners of war during the Korean War, as well as by the Soviet KGB. 
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Research funded by the U.S. government described the Soviet detention 

prisons of that era: 

Incarceration in these prisons is almost universally in solitary confinement, in a cell 

approximately ten feet by six feet in size... .An almost invariable feature of the 

management of any important suspect under detention is a period of total isolation 

in a detention cell... The effects upon prisoners of the regimen... are striking... He 

becomes increasingly anxious and restless.. .As it continues, the prisoner becomes 

increasingly dejected and dependent. He gradually gives up all spontaneous activity 

within his cell. .. Finally, he sits and stares with a vacant expression, perhaps twisting 

a button on his coat. Ultimately he may reach a state of depression in which.. .he 

pays little attention to his surroundings. In this state the prisoner may have illusory 

experiences.. .Some prisoners may become delirious and have.. .hallucinations.1 

There have been multiple reports that the United States has, at times, come to 

copy some of these same techniques in its own interrogation procedures. It is 

certainly clear that the U.S. Department of Defense is entirely aware of the 

potentially catastrophic effects of prolonged isolation. Thus, if as Mr. Padilla’s 

defense contends in its Motion to Dismiss for Outrageous Government Conduct, 

there was a systematic use of isolation and physical and emotional abuse as a 

means of forcing him to become psychologically dependent upon his captors, 

and to destroy will to resist interrogation, then his psychological deterioration 

and inability to assist in his own defense would have likely been inevitable. Yet 

even if those contentions were not entirely accurate, Mr. Padilla has still under¬ 

gone a profound, tremendously prolonged psychological stress, involving 

extended periods of utter isolation and deprivation. His solitary confinement 

now spans over 57 months continuously, under the most stringent of conditions, 

conditions rarely or never found in even the harshest of civilian prisons. 

I have evaluated many individuals who were so traumatized by their incarcer¬ 

ation in solitary that they developed a PTSD as a result of that incarceration, a 

disorder that lingered well after their release from such confinement. Typically, 

their terrifying traumatic memory is of their own experience of psychological 

deterioration during the ordeal. Some such individuals cannot even talk about 

what happened, cannot focus their attention towards it at all. Doing so is unbear¬ 

able, or perhaps more likely in Mr. Padilla’s case, it is psychotically disorganizing. 
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CHAPTER 7 

Prison and the Decimation of 

Pro-Social Life Skills 

Terry A. Kupers 

The aim of torture is to destroy the individual’s will, to break the individual 

down and obliterate a sense of autonomy and agency, thus turning that individ¬ 

ual into a shell of a person who lacks the will to resist, or even to be human in 

the sense that being human requires personal agency. Following revelations about 

the abuses carried out by the U.S. military at Abu Ghraib, I was interviewed by 

journalists a number of times about parallels between the shocking abuses there 

and at Guantanamo and the everyday realities of American prisons. Of course, 

there are parallels—the stripping naked, the threats of great bodily harm, the 

purposeful humiliations, the central aim of invoking terror in captives and break¬ 

ing their will to withhold information or to resist any command from their 

captors. For example, in 2002, I submitted a Declaration as a psychiatric expert 

witness about unconstitutional conditions on Death Row at Mississippi State 

Penitentiary in Parchman.1 I included this description of the special punishment 

to which Mr. Willie Russell, the lead plaintiff, had been subjected for two years: 

Willie Russell describes his experience being housed in Cell 225 for two years, one of 

four “punishment” cells on Death Row with plexiglass doors (covering the standard 

door). I have seen this kind of double door in super-maximum security units in other 

states. Once one is locked inside such a cell, the temperature and humidity begin to 

rise within minutes because the plexiglass (or lexsan, an indestructible form of 

plastic) retains the heat and humidity within the cell. The temperature rises rapidly, 

and life in the cell becomes unbearable. In the summer heat at Parchman, this one 

aspect of the punishment cells would make them entirely unacceptable by any 

standard of human decency or of health and mental health minimum standards. 

But in addition to this cruel and entirely excessive and punitive measure that clearly 
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serves no legitimate penological objective, Mr. Russell reports that his cell is always 

filthy, the rain pours in through the walls onto his bed, the toilet floods the cell with 

backflow from other prisoners’ toilets, there are bugs everywhere, the cell is filled 

with mosquitoes at night, he cannot sleep at night because the lights are on 24 hours 

per day, he is not permitted to have a fan, he is not permitted television or radio and 

there are no activities, and he is even more isolated than other prisoners on Death 

Row because the lexsan shield on his door makes it impossible for him to talk to 

anyone. For two years, he was permitted no mattress, no pillow and no sheets, and 

had only a blanket and the concrete for a bed. This kind of punitive deprivation 

and degradation is barbaric, and shocking to human sensibilities. It is the kind of 

cruel and unusual punishment that is well known to cause intense anxiety and rage, 

psychiatric breakdown, and in a large proportion of cases, suicide. 

I feel very privileged to have served as an expert witness in dozens of class 

action lawsuits challenging unconstitutional prison conditions, the denial of 

adequate mental health services to prisoners with serious mental illness, and the 

sexual abuse of prisoners. The plaintiff prevailed in the Willie Russell class 

action, and conditions are much improved at Parchman today. But this work is 

ongoing. In fact, by looking for the concrete details of unconstitutional abuses, 

we risk missing the larger point. Modern prisons do not need grotesque tech¬ 

niques of torture to break people and destroy their autonomy and human agency. 

The breaking and destroying occur in countless subtle and imperceptible ways, 

and thus are not as prone to draw attention from human rights groups or courts 

concerned about Eighth Amendment (protection from cruel and unusual 

punishment) constitutional violations. 

Do human rights abuses and Eighth Amendment constitutional violations in 

American prisons qualify as Psychological Torture (PT)? This is a complicated 

question. In a contribution to this volume, Dr. Almerindo Ojeda distinguishes 

between an “extensional definition” of PT—whereby a set of practices are delin¬ 

eated that constitute PT—and an “intensional definition” of PT, whereby the 

intentions of the perpetrators must be examined before the practices can be 

declared PT.2 Dr. Ojeda proposes that the extensional definition is adequate, and 

the torturers’ intentions do not need to reach specific criteria for PT to be in 

evidence. The practices Dr. Ojeda lists in the extensional definition include isola¬ 

tion, deprivation of food, water, sleep, spatial disorientation through confinement 

in small places with nonfunctional windows, temporal disorientation due to denial 

of natural light (and I would add a lack of clocks and watches), sensory deprivation 

or overstimulation, induced desperation through indefinite detention or random 

placement, and so forth. Just about every one of the practices Dr. Ojeda lists are 

present in supermaximum security units I have toured, though the entire list is 

not necessarily in evidence in each facility. For example, supermaximum security 

units are also called “control units” because of the total control staff have over even 

the smallest details of the prisoner’s life, including how much toilet paper or how 
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many sanitary napkins he or she will be permitted to have. Or, in supermaximum 

confinement units, many prisoners experience induced desperation, for example 

fearing that they will never be released because the severe isolation exacerbates their 

anger about what they consider unfair and excessive punishment, and they are very 

aware of the fact that their anger will lead them to get into arguments with officers 

that will result in additional disciplinary write-ups or “tickets,” and therefore addi¬ 

tional time in isolation. Many prisoners in such settings have confided that they are 

certain they will never get out of segregation alive. Of course, the express purpose of 

isolated confinement in American prisons is not to break the will of the prisoner so 

he or she will bow to intimidation and confess. Actually, it is unclear what, pre¬ 

cisely, is the purpose of isolation in American prisons. Is it to punish, and if so, is 

the punishment reasonable, is it excessive, does it serve acceptable penological 

objectives? Is the purpose to “correct” unacceptable behavior, and if so, is the 

method of correction effective? Such questions are debated widely today, even as 

we learn that prison violence rates are not improved when supermaximum security 

units are built, and we learn that prisoners who have had long stints in supermax¬ 

imum security units have a very difficult time adjusting to prison programs or 

life in the community after they are released from supermax confinement. But 

Dr. Ojeda’s extensional definition does not require that we establish that the inten¬ 

tion of isolated confinement is to break down prisoners so they will be incapable of 

functioning in society; the fact is that the practices themselves fulfill the extensional 

definition of PT, and there is much evidence that practices and conditions within 

American supermaximum security units do cause human breakdown. 

In the big picture, destroying a prisoner’s ability to cope in the free world is the 

worst thing prison does, and in the process, there are all the elements of torture 

even if there are no hoods, water-boarding or electric cords. Crowding, a lack 

of rehabilitation opportunities, excessive reliance on isolation as punishment, 

the restriction of visits and contacts with the outside world, the pervasiveness of 

sexual abuse, disrespect at every turn, the failure of prerelease planning—all these 

things add up to throwing the prisoner who completes a term out into the world 

broken, with no skills, and a very high risk of recidivism. 

A HISTORIC WRONG TURN 

Prison conditions matter quite a lot. Compare two prison environments. One 

is an effectively run prison in which a population cap guarantees each prisoner a 

cell of his own and an opportunity to hold a prison job and play basketball in the 

gymnasium at the end of a hard day’s work. The other is an overcrowded prison 

in which there are not enough cells to go around, so three or four prisoners are 

stuffed into cells designed for one. The prisoner who is lowest in the dominance 

hierarchy has to sleep on a thin pad on the floor, while his two cellmates sleep in 

bunks, there being almost no floor space for any of the three to get to the toilet 
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inside the cell without walking over the prisoner lying on the floor. In the over¬ 

crowded prison, there is no gymnasium, because the building that once was the 

site of basketball games is now filled with wall-to-wall bunks where 150 to 

200 prisoners sleep. Add to this incredible social density the problem of noise— 

the more individuals there are in a space, the higher the noise level. And add to 

this depressing picture huge problems with hygiene. Where the prisoner in a 

single cell can pride himself on the cleanliness of his toilet and sink area, the 

impromptu toilets along the wall of the ex-gymnasium dormitory tend to remain 

always dirty and frequently flooded. 

In crowded, noisy, unhygienic environments, human beings tend to treat each 

other terribly. Imagine sleeping in a converted gymnasium with 150 to 

200 prisoners. There are constant lines to use the toilets and phones, and alterca¬ 

tions erupt when one irritable prisoner thinks another has been on the phone too 

long. There are rows of bunks blocking the view, so beatings and rapes can go on 

in one part of the dorm while officers sit at their desks in another area. The noise 

level is so loud that muffled screams cannot be heard. Meanwhile the constant 

noise and unhygienic conditions cause irritability on everyone’s part. Individuals 

who are vulnerable to attack and sexual assault—for example, smaller men, men 

suffering from serious mental illness, and gay or transgender persons—have no 

cell to retreat to when they feel endangered. Is it any wonder that research clearly 

links prison crowding with increased rates of violence, psychiatric breakdowns, 

rapes, and suicides.3 

This kind of overcrowding did not always prevail in American prisons. In the 

1970s, when I began serving as a psychiatric expert about the destructive effects 

of horrible prison conditions on the mental health of prisoners, crowding was just 

becoming a problem. Driven by the “War on Drugs” and calls for tougher sentenc¬ 

ing, the prison population was beginning to grow geometrically and gymnasiums 

were being converted to dormitories at an alarming rate. (The prison population 

in the United States has by now multiplied by a factor of 10 since the early 

1970s.) I testified about the way crowding, a lack of meaningful activities, and 

noise caused elevated rates of violence, suicide, and psychiatric breakdown. At the 

same time, in the context of a “tough on crime” sensibility, there were campaigns 

to lengthen prison sentences for every variety of crime, and make the time “harder.” 

Legislators and administrators certainly did not want to be accused of “coddling” 

criminals, so they repeatedly slashed funding for prison rehabilitation programs. 

A wrong turn was taken in American penology in the late 1980s, a tragic mis¬ 

step that has yet to be corrected and is causing irreparable harm. There was accel¬ 

erating overcrowding while rehabilitation programs were being defunded, 

downsized, or closed. Prison educational programs were dismantled. Politicians 

would not even mention prison rehabilitation for fear of losing elections. 

There was a slightly earlier moment, in the mid-1980s, when prison violence 

was totally out of control. This could have been a time when departments of 
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corrections admitted they had made a big mistake crowding the prisons and 

dismantling rehabilitation programs. And then they could have reversed the 

crowding (which would require profound changes in sentencing) while reinstat¬ 

ing rehabilitation and education programs. Many experienced wardens and 

penologists were arguing at the time that prisoners, if they are to cooperate with 

the program in prison and learn to be law-abiding citizens, need meaningful 

activities and need to have amenities and activities they would hate to lose. Ignor¬ 

ing that voice of experience, legislators and correctional administrators decided 

instead to “lock up” the prisoners they deemed troublemakers (“the worst of 

the worst”). They bowed to increasingly shrill demands for absolute control 

inside the prison walls. The supermaximum security prison was born. The 

SHU, or Security Housing Unit, at Pelican Bay State Prison in Northern Califor¬ 

nia was the flagship, and the initials “SHU” became the generic term for super¬ 

maximum confinement. 

My expert testimony in the 1970s focused mainly on the destructive effects of 

jail and prison crowding, plus other toxic conditions such as poor lighting, high 

noise levels and so forth. A decade later, there was still unconscionable crowding, 

but the new concern regarding human breakdown was excessive solitary confine¬ 

ment. A growing proportion of prisoners, especially prisoners suffering from 

mental illness, were being sent to what used to be called “the hole,” but instead 

of spending 10 days or a month in a dark dungeon, they found themselves in a 

high tech, superclean, supermax cell where the lights would be kept on around 

the clock and the doors open and shut by remote control. 

Human contact is limited to the scheduled arrivals of an officer at the prison¬ 

er’s cell door to deliver or pick up a food tray. The prisoners have great difficulty 

sleeping because the steel and cinder block design of these units magnifies sound, 

and the banging of doors and hollering of prisoners with mental illness wakes 

them throughout the night. Deprived of sleep, lacking in human contact and 

entirely idle, many inhabitants of supermaximum security units suffer emotional 

breakdown of all kinds. In addition, a large and disproportionate number of pris¬ 

oners suffering from serious mental illness tend to collect in supermaximum 

security units, where their psychiatric condition deteriorates on account of the 

idleness and isolation.4 

A growing number of prisoners are actually spending years in punitive solitary 

confinement only to be set free with a few dollars and a bus ticket when their 

release date arrives. They have “maxed out of the SHU.” They return to their 

community, having had no human contact for years, no preparation to help them 

“go straight,” and full of rage about the brutal conditions they have been forced 

to endure. Is it any surprise this group of ex-prisoners are very prone to relapse 

into substance abuse and crime? 

The advent of the supermaximum security prison culminated the wrong turn: 

crowding unprecedented numbers of prisoners into the prisons, dismantling or 
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downsizing rehabilitation and education programs, and then punishing the pris¬ 

oners who respond to the resulting crowding and idleness with rule-breaking by 

locking them in solitary segregation units. Elsewhere in this volume, Stuart 

Grassian presents the evidence that supermaximum security units cause much 

psychiatric damage.5 In fact, incarceration itself causes psychiatric damage, and 

then isolated confinement serves to exaggerate the general ill effects of prison. 

But isolation is not the only culprit. There are other turnings in the way prisons 

are run that cause unnecessary damage. I will turn to the bad example of harsh 

visit restrictions. 

VISIT RESTRICTIONS 

One of the strongest predictors of post-release success is the quality of a 

prisoner’s ongoing contact with loved ones.6 Yet prison policies are making it 

increasingly difficult for family and friends to visit and remain in close touch 

with prisoners. Visiting is only one of many ways family contact is discouraged. 

For example, there are a growing number of restrictions and delays of prison 

mail, the rationale being security, but the actual effect being reduction in contact 

between the prisoner and the outside world. Likewise, there are rules limiting the 

personal items, including pictures of loved ones, a prisoner can have in her cell, 

and the kinds of packages families can send prisoners. Homemade cookies 

cannot be mailed to prisoners in many states; instead, families are limited to 

purchasing prepackaged commercial goodies from approved vendors. 

Often, when visitors do manage to get to their loved one’s prison, they 

face long waits in line and increasingly intrusive searches. A few years ago, the 

California Department of Corrections embarked on a policy of x-raying all 

visitors with a body scanner (Rapiscan Secure 1000) in an effort to halt drug 

smuggling. The low-intensity radiation permitted officers in the visiting area to 

see through visitors’ clothing, but not beneath the skin. Critics were concerned 

about unnecessary exposure to radiation as well as the potential for sexual harass¬ 

ment. For example, there were occasions when male officers would chuckle to 

each other within earshot of the visitor about the shape of a woman’s body under 

the scanner. In any case, litigation eventually forced the California Department 

of Corrections to desist from using the scanner on visitors. 

Meanwhile, in a growing number of high security prisons, the only visits a 

family is permitted occur over remote video monitors. The visitor comes to the 

visiting area, but the prisoner remains inside the cellblock, and video monitors 

are utilized to put the visitor and prisoner in touch with each other. In prisons 

where visits are limited to this type of video arrangement, I have heard from pris¬ 

oners that they tell their family members not to visit because they do not believe 

that the video image is really their loved one, or they believe the video is being 

recorded and the tape will ultimately be used against them. In other words, the 
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net effect of video visits, just as in the case of the body scanner, is a decrease in the 

number and quality of visits. 

Often the rationale given for restrictions of visits with prisoners appears almost 

logical at first glance. For example, “zero tolerance” was the stated rationale for a 

policy of punitive visit restrictions that held sway in the Michigan Department of 

Corrections (MDOC) from 1995 until it was ruled unconstitutional in federal 

court a few years ago. In Bazetta v. McGinnis,7 state prisoners claimed the 

MDOC’s visit restriction policy violated their Eighth Amendment protection 

from cruel and unusual punishment. The policy stipulated that any prisoner with 

two substance-related infractions during his or her entire prison term lost the 

right to have visits except with an attorney or a clergyperson (the prisoner could 

apply for reinstatement after two years). The aim of the policy was “zero toler¬ 

ance” for substance use in the prisons. 

The Michigan prisons, like many others around the country, had been 

conducting random urine tests for drugs for several years. The infractions 

that triggered visit restriction usually involved a “dirty” urine test. On far fewer 

occasions, they involved contraband drug paraphernalia. But in several cases 

I reviewed in preparation for my expert testimony in the case, an infraction 

resulted from a prisoner hoarding Motrin tablets beyond the prescription’s expi¬ 

ration date. Since there is a significant “co-pay” when a prisoner sees a physician, 

this woman wanted to keep a supply of Motrin on hand so she would not have to 

pay to have the next doctor tell her once again that she had a back injury and 

needed to take Motrin when the pain became intolerable. One male prisoner 

was given a disciplinary ticket for “refusing” to produce a urine specimen when, 

because of an enlarged prostate, he was unable to urinate on command. 

Restricting visits between prisoners and their families is simply another wrong 

turn in penology. There are other ways to bolster security. And why should all 

prisoners lose visiting privileges on account of the bad behaviors of a few, such 

as drug smuggling? (Interestingly, staff are rarely searched as they enter and leave 

prisons, and I have been told by very many prisoners that staff are often the 

conduit for illicit substances.) 

When I admit an emotionally disturbed patient to a psychiatric hospital, and 

that patient becomes disruptive and difficult to manage, I contact the family to 

find out if there is something going on outside the hospital that is upsetting the 

patient and causing him or her to behave badly on the ward. If it is appropriate 

(i.e., in the absence of domestic violence or other toxic or unsafe situations), 

I encourage the family to visit the patient, or at least to remain in phone contact. 

And I may request a family therapy session. In other words, clinicians assume that 

there are reasons for a person to act out, and more likely than not, those reasons 

involve family and close associates on the outside. In addition, support from loved 

ones is probably the biggest factor in a disturbed individual’s healing. The same 

logic holds in the prison setting. If an individual is trying to halt a drug habit, cope 
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with depression, or simply control his temper, continuous support from family 

members would be a critical ingredient in her or his success. And if a prisoner is 

acting out enough to be placed in punitive segregation, then contact with and 

support from family members is likely a prerequisite for improved behavior. With 

prisoners who act out and get sent to punitive segregation or the SHU, and with 

prisoners who have substance abuse problems or mental illness, every effort should 

be made to increase their visitation, not restrict it, because contact with loved ones 

is the best support there is in helping them to stop acting out. Of course, security 

has to be maintained at all times, and to accomplish this, the mental health staff 

and drug counselors have to collaborate effectively with custody staff. 

The prison visitation issue warrants a prominent place in the public debate 

about crime and punishment. There is a contradiction between the good we 

know quality visitation does and the inexplicable campaign in some departments 

of correction to obstruct visiting. 

PRISONIZATION, OF COURSE, BUT TO WHAT EXTENT? 

Craig Haney describes the chilling process of “prisonization,” something that 

happens to all prisoners to a certain extent. According to Haney, “The process 

of prisonization involves the incorporation of the norms of prison life into one’s 

habits of thinking, feeling and acting.. .the longer persons are incarcerated, the 

more significant is the nature of their institutional transformation.”8 The process 

includes all the phenomena sociologists have described as “institutionalization,” 

where the institution is the prison. There is loss of the identity one had in the 

community as one becomes an anonymous prisoner known by a number. One’s 

clothing choices are vastly restricted, one’s grooming is proscribed, there are rules 

governing just about every aspect of one’s existence, and there are officers who 

surveil, give orders, control one’s life, and mete punishments on a regular basis. 

There is a large list of formal rules, which can seem very petty, and there are 

frequent tickets for rule-breaking, where punishment can involve solitary con¬ 

finement in a segregation cell. There are also unwritten rules—for example, the 

“prison code” that requires one to act tough, not show feelings, definitely hide 

weakness and neediness, not talk to officers, and never “snitch.” 

I have written about the way the prison code and the institutional dynamics 

reinforce the most toxic aspects of masculinity, and ill-prepare an individual for 

successful reintegration into family and community upon release.9 Prison rape 

is a pervasive fear in correctional settings. It happens too often, with tragic 

psychiatric consequences.10 But one of the underreported fallouts of prison 

sexual assault and rape is the way prisoners learn to posture like a tough guy in 

order to avoid being sexually assaulted. Even while avoiding rape, they are learn¬ 

ing habits that make it difficult for them to be gentle and intimate after they are 

released from prison. This is another unfortunate consequence of prisonization. 
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Prisonization is a phenomenon that affects all prisoners to a certain extent, but 

the most damaging aspects of prisonization are exacerbated by crowding, harsh 

conditions, a lack of meaningful activity, long stints in isolation, and too few 

visits from loved ones. I hear from prisoners that the way to survive a prison term 

and then return to the community and be a success is to “keep your head out of 

the prison”-—in other words, maintain one’s identity as a citizen in the free 

world, a loved member of a family, a son or daughter, a father or mother. I ask 

prisoners who seem very successful at keeping their heads out of the prison how 

they accomplish that amazing feat. They tell me they read newspapers and cur¬ 

rent books so they can stay up with what is going on in the world, they maintain 

contact through letters and visiting with as many loved ones and friends as they 

can, and they work incessantly on maintaining meaningful contact with their 

children—that way, there is less risk that they will be isolated and lonely when 

they are released, and their family remains functional. And they take part in every 

program they are eligible for—anger management, training in a trade, classes, 

even music lessons. They want to increase their skills so they can succeed at 

“going straight” after they are released. 

Let us hypothetically add to the mix one after another of the unfortunate real¬ 

ities of modern prisons that I outlined in previous sections. Consider the plight 

of one of the very mature and effective prisoners I just described—the one who 

reads voraciously, keeps in touch with lots of people in the free world, sustains 

contact with his wife and children, and takes advantage of every program for 

which he is eligible. Place that prisoner in an overcrowded prison where, instead 

of having a cell to himself where he can retreat and read or write letters, he has to 

sleep on one of 150 bunks in a converted gymnasium, experiences high noise 

levels day and night, has the programs where he is enrolled cancelled in the 

middle of his tenure, and then is sent to segregation for a long time because he 

voiced his indignation too vociferously. And then, in punitive segregation, 

his visits are very restricted and he has to see his mother and children through a 

lexsan/plexiglass window and talk to them over a wall phone. Each of these 

successive indignities reduces by a certain proportion the likelihood of his 

remaining task-oriented, keeping his head out of the prison, and spending every 

day he is in prison preparing to “go straight.” In the hypothetical case in which 

all these stressors take their toll on a prisoner, there is much less likelihood that 

he or she will succeed at “going straight” after release and avoid future involve¬ 

ment in the criminal justice system. 

WHAT IS TO BE DONE WITH THE PRISONERS WHO ARE 
BROKEN? 

Alarming statistics are surfacing about today’s prisons. There are an unprec¬ 

edented number of people in prison (nearly 2.5 million in jail and prison at any 
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given time, but that number needs to be multiplied many times over to encom¬ 

pass all the people who have served time and are now in the community); even 

as the prison population has multiplied, the proportion of prisoners suffering 

from serious mental illness has actually grown;11 the prisons are massively over¬ 

crowded; the prison suicide rate is very high, but an even more disturbing statistic 

is that approximately half of the successful suicides in prison occur among the 

6-8 percent of prisoners confined in segregation at any given time; the recidivism 

rate is rising, and rising even faster is the rate of parole violations. The data about 

increasing recidivism and parole violation rates is especially alarming. 

For example, there is the phenomenon of “maxing out of the SHU.” In most 

cases, a prisoner is sent to the SHU for some prison-related misbehavior or risk. 

The prison sentence is meted by the court, but the SHU sentence is meted within 

the prison’s classification and disciplinary systems. So many prisoners are 

relegated to long-term isolated confinement that a certain number of them reach 

their fixed (court-assigned) release date prior to finishing their stint in the SHU. 

They are released into the community straight out of a cell where they had been 

isolated and idle for years. Not surprisingly, a significant proportion of them 

return to drugs and alcohol and commit serious crimes. What is surprising is that 

there are not more who do so. Most ex-inhabitants of supermaximum isolation 

cells actually keep to themselves after they are released from prison, their will to 

relate to others having been broken. But when any ex-resident of supermax 

commits a violent crime, there are headlines, and of course, there are heated 

accusations about where the fault lies. 

The “tough on crime” faction loudly proclaim that the heinous deed is incon¬ 

trovertible proof the violent criminal element is incorrigible, and call for a halt to 

“coddling” and the building of even more super-secure prisons where we can 

“lock-’em-up-and-throw-away-the-key.” The other side in the debate, prison 

reformers and human rights advocates among them, just as passionately believe 

that the error was to lock prisoners in cold storage in the first place—long-term 

isolated confinement causes human breakdown of all kinds, including psychosis, 

suicide, and, in far too many cases, intensification of uncontrollable violent 

impulses. 

To advocates of rehabilitation as a primary aim of incarceration, the crime 

spree of an ex-SHU inhabitant means that the corrections department has failed 

in its mission to reduce violence and “correct” the errant felon. After all, the first 

principle of interventions aimed at reducing violence is to make certain that the 

interventions themselves do not actually raise the prevalence of violence; and 

many commentators are coming to the conclusion that the advent of the super¬ 

maximum security prison has increased rather than decreased the rates of 

violence in the prisons and on the streets.12 

With recidivism rates and parole violation rates on the rise, the question is: 

Why do so many ex-prisoners fail in their attempts to reenter the community after 
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a stint in prison? Either criminals, on average, are more hardened and incorrigible 

than they once were, so they merit longer terms and harsher punishments; or the 

things we do to the growing number of people we put in prison are breaking them 

as human beings and making it even more likely they will fail at putting their life 

together again when the time comes for them to return to the community—and 

93 percent of prisoners do eventually return to the community. I believe there 

are always criminals among us, but their number is not especially high right 

now, from a historical perspective. A subset of ex-prisoners—individuals who 

have spent very hard time in prison and been subjected to crowding, enforced 

idleness, high violence rates, a great risk of rape, long periods in a segregation cell, 

and restrictions of visiting—tend to repeatedly be rearrested, and chronically fail 

in all their attempts to reenter the free community. These are people who have 

been broken by prison. When it comes to remedies for this glaring social problem, 

the same kind of foolhardy thinking that resulted in the unnecessarily harsh con¬ 

ditions of confinement lead to false solutions. For example, law-and-order buffs 

call for even longer sentences and the construction of more prisons. Their strategy 

would only result in more prisoners being broken by the system and subsequently 

failing in their attempts to “go straight.” It is time to rethink the reasons why so 

many ex-prisoners get trapped in the cycle of crime and incarceration. 
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CHAPTER 8 

The Neurobiological Consequences 
of Psychological Torture 

Rona M. Fields 

TORTURE 

Torture is speciously categorized as physical, when it is evidenced in damaged 

tissues, impaired sensory organs, broken bones, and/or major organ failures; or 

as psychological. This is a distinction without a difference. Coercion of any type 

in itself implies threat, fear, and powerlessness, all of which can and often does 

impact on brain, spinal cord, and organ integrity and therefore has medical 

consequences. Given the intricate mind-body connection known in science and 

philosophy for centuries if not millennia, physical versus psychological is an 

irrelevant predicate for differentiating between acceptable and prohibited 

information-gathering tactics.1 

Threat, fear, and trauma—any and all of which are experienced physiologically 

as well as psychologically—can be tracked through the neurophysiology of the 

brain. This chapter tracks mind-body integrity primarily through three processes 

that result in permanent brain damage: pain, environmental stressors, and sleep 

deprivation. Torture, whether inflicted by physical means such as beatings, or 

psychological through, for example, environmental manipulation, inflicts pain 

experienced in the brain and extending from there to all of the different organs 

and physiological processes. 

BACKGROUND: APPLICATION OF EXPERIMENTAL 
PSYCHOLOGY 

The physiological and lasting effects of psychological torture are documented 

in studies and published in many articles and books. Some of the classic studies 

were published in the sixties and early seventies. The more recent research 
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involves the use of scanning techniques—PET scans and MRIs—to track the 

blood flow and metabolism of parts of the brain in process and in consequence. 

In 1971, findings reported by this author in a series of publications indicated 

that prolonged stress through sleeplessness, time disorientation, threat and physi¬ 

cal abuse, sensory deprivation, limitations of oxygen intake, hypnosis, drugs, and 

overcrowding (“cage-like confinement”) of an apparently random selection of a 

thousand Catholic men and boys in Northern Ireland resulted in measurable 

organic damage. In further studies on the Northern Irish detainees, this author 

found that two-thirds of the 125 subjects in the first sample, tested between 

1971 and 1973, had measurable brain damage within two years of their release 

from the imprisonment. Some of the damage is attributable to their efforts to 

self-medicate with alcohol and drugs—often prescription antidepressants and 

antianxiety medications taken together. In the Northern Ireland detention 

camps, there was regular and frequent distribution of these substances to “calm” 

the inmates2 (see http://www.ronafields.com). 

Studies in clinical and social psychology, sociology, and developmental psy¬ 

chology also report animal and laboratory experiments predicting outcomes such 

as these described in clinical reports on torture survivors. In fact, the CIA/DOD 

manual for Foreign Intelligence Assistance Training bases many recommended 

techniques for interrogation on these same experiments. 

Prior to this author’s study of Irish men and boys subjected to depth interrog¬ 

ation techniques and detention, there were studies on survivors of World War II 

concentration camps with which to compare findings. In concentration camp 

survivor studies, most notably books by Eitinger and Strom, periodic medical 

examinations had included the use of the Bender Gestalt, a neuropsychological 

screening instrument used in the Northern Ireland studies. The studies by 

Drs. Eitinger and Strom said that these and similar findings on other tests 

aroused speculation but no conclusions. Eitinger and Strom, upon seeing the 

Bender-Gestalt protocols on which some of the Northern Ireland findings 

were based, reconsidered the neurological effects in their studies that had been 

attributed to starvation and physical abuse. They gave the K-Z syndrome, or 

Concentration Camp Syndrome, a new dimension—psychological abuse. 

Viktor Frankl, in his work The Doctor and the Soul: From Psychotherapy to 

Logotherapy, recognized the impact torture had on survival itself. Robert Lifton, 

not long after writing on brainwashing, similarly identified the role that psycho¬ 

logical torture can play in physical sequelae. In a case presented to the Superior 

Court of New York in 1973 {New York vs. Eugene Hollander), Lifton and this 

author testified as experts that the psychological consequences of the subject’s 

concentration camp experiences seriously impaired his judgment and behavior. 

Neuropsychological screening tests indicated frontal lobe damage (impaired 

judgment and executive function), and psychiatric examination suggested 

organic seizure activity. 
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At the Western Psychological Association annual convention in January 1972, 

a panel presented the use of interrogation techniques. One example cited by the 

panel was Vaccaville State Prison’s medical facility in a special “behavior therapy” 

program for inmates. At the time the panel was presented, Donald Defreeze was 

an inmate subjected to these treatments. Several years later, under the alias 

“Cinque” he led the Symbionese Liberation Army in kidnapping Patty Hearst 

and applied the same techniques to intimidate her into collaboration in their 

violent, antisocial campaign. 

The techniques used in psychological torture have been refined for many 

decades. During the Algerian war, the French used many of the techniques now 

classed as “psychological torture” to interrogate and debase suspected Algerian 

resistance fighters. The French argument was that by compelling information 

from captives, they were saving lives, because they could learn about pending 

and contemporaneous attacks and dangers. This became a rationalization for 

interrogation torture beyond the time of the Algerian War and well beyond the 

geographic confines of the French Empire. The classic study by Frantz Fanon, 

himself a doctor, in The Wretched of the Earth (1968) details many of the torture 

techniques as well as the overall campaign to intimidate the Algerians into 

compliance with their occupation. 

By the mid 1960s, the British Special Air Service (SAS) had begun writing 

manuals on their experience with gathering information from counterinsurgents 

in Borneo. The Foreign Intelligence Assistance Program, in collaboration with 

the Central Intelligence Agency and the Department of Defense, infused their 

manuals with the techniques used by the SAS. Coincidentally, British SAS veter¬ 

ans taught the depth interrogation techniques used in Northern Ireland to the 

Special Branch of the Royal Ulster Constabulary (RUC). Prolonged stress, 

sensory deprivation, sensory overstimulation, hooding, sleep deprivation, threat 

of killing, staged executions, isolation, and finally incarceration in cages were 

used on activists in the Northern Ireland Civil Rights Association, labor unions, 

presumed members of the Irish Republican Army (IRA) and later, the Ulster 

Defense Association (UDA). In Latin America, the techniques originally 

described by the SAS were invoked against members and supporters of reformist 

governments democratically elected and against organizations seeking to 

overthrow military dictatorships. 

The SAS and later CIA and FIAP manuals make frequent references to the 

tactics and strategies of how to inflict pain—without leaving marks—to make 

their “subjects” yield information. Flowever in some places, and there is reason 

to believe so in Northern Ireland particularly, details of the manuals themselves 

were leaked to the public. The intent of the “leak” was to widely impose fear 

and threat per both Britain and the U.S. “psyops,” or psychological operations. 

The psyops techniques frankly borrowed from psychological experimental stud¬ 

ies aimed at producing stress or inducing “brainwashing.” Retired SAS Brigadier 
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Frank Kitson refers to these kinds of deliberate leaks as effective techniques in 

Low Intensity Operations (1971).3’ 4 

In 1976, at the American Psychological Association (APA) convention in Wash¬ 

ington, DC, a panel consisting of Chilean psychologist Katya Raczynski, South 

African lawyer Joel Carlson, and a representative from Amnesty International 

(for which this author served on the medical commission) presented on psycho¬ 

logical torture. Dr. Raczynski, Mr. Carlson, and Dr. Fields presented case material 

and data attesting to the use of psychological research in the torture and coercion 

of prisoners in South Africa, Chile, Northern Ireland, and Portugal. With the help 

of Chilean and Argentinean colleagues and 25 years of studies, the results of 

psychological and psychiatric research on torture concluded that there are perma¬ 

nent, damaging effects of these experiences on the brain and on the physical 

condition of victims. 

Awareness of an aversive stimulus approaching, such as a barking dog, a snake, 

a rat, or other predators can evoke a remembered pain sensation and is itself 

stressful. This reaction has its counterpart in the hippocampus and is recognized 

as the kindling effect that communicates to the pain process. It is located 

very proximal. Initially, along with other researchers on torture survivors and 

brainwashing victims, we assumed that the organic consequences were linked to 

the shortage of oxygen in the blood supply to the brain. Now we know that the 

emotional experience of fear, dread, and threat to bodily integrity all have organic 

consequences in the brain, including reduced oxygen in red blood cells, meta¬ 

bolic interruptions, nutritional deficiencies, and cardiovascular disorders.5 

Results from experimental psychology have been used by various governmen¬ 

tal and nongovernmental organizations. For example, in the early 1970s, Peter 

Suedfeld, a psychologist, engaged in experimental work on sensory deprivation. 

The CIA Foreign Intelligence Assistance Program cites Dr. Suedfeld’s work from 

this era, and the U.S. Department of Defense lists his studies in both the CIA 

and FLAP manuals. Twenty years later, Dr. Suedfeld wrote a book about torture 

and the psychological consequences on the victims, though he did not include 

findings from his own earlier experiments on sensory deprivation and sensory 

overstimulation performed on his students at the University of Michigan and 

the University of Toronto. In some of Dr. Suedfeld’s early student experiments, 

the subject was exposed to “white noise” that covers all sound while held by cuffs 

in a fixed stationary position, with a visor-like device affixed to his head with 

translucent eye covers that admitted only diffuse light. Chimpanzees reared 

under similar conditions of partial sensory deprivation developed an abnormal 

characteristic. Such chimpanzees were unable to locate pain stimuli. Other 

studies on torture techniques remain classified. 

In his 1968 book, A Time To Speak: On Human Values and Social Research, 

psychologist fderb Kelman addresses the social scientists’ knowledge of behavior 

control and the potential ethical dilemma posed by the manipulation of human 
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behavior. One of the major themes of his work on morality in social science is the 

need for scientists to take responsibility for their work and the application of that 

work. On the applied researcher, Kelman says: 

the researcher is merely gathering facts, he is nonetheless participating quite directly 

in the operations of the organization that employs him.. .his findings will be 

applied to the formulation and execution of the organizations’ policies.. .the inves¬ 

tigator [thus may be] helping the organization as it attempts to manipulate the 

behavior of others.” (p. 2) 

He poses the ethical dilemma thus: 

an ethical problem arises not simply from the ends for which behavior control is 

being used but from the very fact that we are using it. (p. 15) 

Kelman addresses the issue of psychological experiments that deceive the subjects 

as part of the design, such as the Obedience to Authority, the Milgram and the 

Suedfeld studies, or the use of students in experiments for course grades or other 

incentives.6 

There is increasing awareness that a number of scientific and clinical disci¬ 

plines are converging on the centrality of affective processes in essential human 

survival functions. Affect, including unconscious, as well as the unique, early 

forming defenses against overwhelming traumatic emotional experiences, are 

now a central focus of clinical, forensic and experimental sciences (J. Pincus 

2001). 
Recent interdisciplinary information on affect and affect regulation is directly 

relevant to a deeper understanding of early forming self-pathologies. Develop¬ 

mental studies (S. Ewing-Cobs, L. Kramer 1998) are now exploring the intersub- 

jective, bodily based, nonverbal affective communication. Neurobiological 

research is describing the bodily based affect regulatory mechanisms of attach¬ 

ment and trauma. Experimental models of the enduring impact of early relational 

trauma on the later capacities of the right brain to implicitly regulate an array of 

affective and motivational states are generating complex models of psycho¬ 

pathogenesis. Current models emphasize the primacy of affect, perhaps even 

more than explicit cognitive insight, as, potentially, the central mechanism of 

therapeutic change. In addition to deepening our understanding of the rapid 

appraisal of emotional information that occurs beneath awareness, studies of 

right-brain unconscious communication are also emphasizing the essential role 

of affect and the body in the change process. 

PAIN 

Pain is the most universal human experience and, perhaps, the least universally 

defined. The subjectivity of the experience of pain is compounded because it is 
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not transmitted via a single sensory sequence, nor is it measured in intensity 

through the space of brain activation or the single site of brain activation. It is 

difficult to measure. 

Pain is not a simple sensation. For example, pain accompanies tissue damage, 

but not all tissue change is felt as painful. A growing tumor, tuberculosis, or hard¬ 

ening of the arteries may be completely painless. When tissue damage becomes 

painful, the disease process has attacked either the sensory pathways or their 

connection with the medial thalamus. When excitation in those relays becomes 

excessive, there is thalamic pain that may continue even after the somatosensory 

nuclei have been removed. Sensory pathways project to the reticular formation in 

the lower brain stem from which relays can reach the centrum medianum 

directly. The destruction of this nucleus abolishes pain. This has been confirmed 

through studies of patients who have, because of cancer or Traumatic Brain 

Injury, experienced partial or complete destruction of the sensory thalamic 

nucleus. Only complete destruction succeeds in halting these relays and thus 

ending pain. 

Neurotransmitters that register pain have been identified in the brain. Some 

brain neurons use acetylcholine; others use catecholomines, such as noradreena- 

line and dopamine or indolemines (seratonin), as transmitters. 

It is possible to differentiate between neural systems according to the substan¬ 

ces that serve as transmitters. The neurons synthesize transmitter substances 

from a precursor through a series of enzyme reactions, store them in vesicles of 

presynaptic nerve endings, and release them into the synaptic cleft on arrival of a 

neural impulse. 

Neurotransmitters for inhibitory and stimulatory functions are abundant and 

complex in the brain. At first glance, it might seem unlikely that a structure like 

the hippocampus should serve as a relay station for as many different psychologi¬ 

cal activities as it does: sensory recall, the revival of appraisal (affective memory), 

the initiation of directed action and the physiological changes that go with it, and 

the revival of motor memory. 

Neurotransmitters alter membrane conductance by engaging specialized 

receptors at the synapse, thus changing the excitability of a single excitable 

element for a brief period of time. In contrast, peptides directly alter the 

conductance of a membrane that is already activated by a transmitter. These are 

neuromodulators. Still another type of transmitter has been observed in axons 

that are not in synaptic contact with the neurons they influence. These are neuro- 

hormonal transmitters. Both neuradrenaline and serotonin fibers in the cerebel¬ 

lum have a synaptic and non-synaptic mode of transmission. They are both 

neurotransmitter and neurohormonal functions. 

The released transmitter molecules bridge the fluid-filled gap between the 

presynaptic axon terminal and the cell membrane of the postsynaptic receiving 

neurons and are taken up by protein molecules precisely tailored to their 
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configuration. Conduction over other synapses may require amino acids such as 

gamma aminobutyric (gaba) glycine, glutamic acid, and others. Certain peptides 

and some hormones and corticoids can mediate nervous conduction, but these 

substances have a different mode of action. 

The amygdala mediates different emotional actions. This structure can mediate 

so many different activities because it serves as a relay station for several neural 

systems, including the limbic or involuntary system. A sensory appraisal is differ¬ 

ent from other functions because it indicates not the quality of things around us 

but their effect on us. On the level of somatosensory experience, what is bad or 

harmful is experienced as pain. 

Arnold (1960) hypothesized fibers that mediate pain or pleasure, and that this 

system of fibers, the appraisal system, connects with the area called the brain 

reward system. She calls the appraisal system an “internal sense” like memory 

or imagination, assuming that such feelings could not be mediated by known 

peripheral fibers. When peripheral fibers were identified that produced pain on 

stimulation, physiologists decided that pain is a somatic sensation like touches 

or muscle strain. But Arnold contends that pain and pleasure are different from 

sensations. Sensory functions stand on their own, while pleasure or pain are 

always reactions to some sensory experience. Sensory experiences excite fibers of 

a peripheral appraisal system that activates all gradations of pain or pleasure. 

Hence, according to Arnold and others, pain and pleasure are feelings rather than 

sensations. As such, they are precursors to emotional experience and behavioral 

response. 

ENVIRONMENTAL STRESSORS 

There are only a few things we can immediately appraise as good or bad for us. 

We react to them with a range of feelings, from pleasure to pain. We are reflec¬ 

tively aware when we make a judgment of beneficial or harmful. All of these 

sensations are experienced via the somaesthetic system and affect us directly. 

We experience an action impulse that flows from it on the level of somatic sensa¬ 

tions. Or, we experience pleasure with its readiness to enjoy or pain with an 

impulse to ease it. On the level of object relations, we are attracted to anything 

we appraise as good and repelled from anything we have appraised as bad. 

A sharp tone or penetrating odor is immediately felt as unpleasant or even 

painful because it affects fibers of the appraisal system in addition to auditory 

or olfactory receptors. In contrast, anything we see or hear that is not near 

enough to touch us, we appraise as good or bad only because we have experienced 

its effects in the past. This has been identified in literature on animal experimen¬ 

tation as “shock effect.” It is clear that the analgesic effect of exposure to inescap¬ 

able stress is mediated by endogenous opioids and that this response is reversible 

by naloxone. There is an endorphin response to inescapable shock in animals. 



146 The Trauma of Psychological Torture 

In humans, when the experience of pain and helplessness is repeated by sugges¬ 

tion or memory, we relive the feelings we had on similar occasions. The fact that 

we relive rather than remember is achieved through a different brain circuit 

called affective memory. Viewed on a PET scan, this may be represented by the 

kindling effect in the thalamus, which transmits through the amygdala to the 

hippocampus and finally through the neural pathways to the parietal lobe, where 

sensory information converges and becomes an integrated and coherent percep¬ 

tion. Spindle cells in the frontal lobes contained in special circuits make the inter¬ 

pretation and broadcast the messages that become emotions. 

The brain chemistry for pleasure and pain is apparent in the chemical reac¬ 

tions to analgesics. The serotonin system mediates the effect of morphine’s and 

other opium derivatives’ electrical stimulation of the periacquaductal gray, and 

the midbrain raphe suppresses pain. This effect is reversed by naloxone, a mor¬ 

phine antagonist. Morphine not only abolishes pain, but also produces a kind 

of elation—a high. After painful stimulation, intravenous morphine depresses 

the firing of the fine “c” and “a-delta” pain fibers of the spinal cord. It does not 

reverse the depressed firing of pain fibers after a direct action of morphine on 

these fibers. However, the serotonin system is also involved in the depression of 

pain fibers. Microinjections of serotonin depress the spinothalamic neurons that 

respond to various intensities of touch. When the spinal level of serotonin is low¬ 

ered and the brainstem level is maintained, morphine analgesia is resumed. 

Apparently, the brainstem raphe nuclei inhibit the spinothalamic pain neurons. 

Electrical stimulation of the raphe nuclei produces analgesia. Their ablation pre¬ 

vents the analgesia produced by morphine. Painful stimuli inhibit about a third 

of brainstem raphe cells, while exciting less than a third and leaving less than a 

third unaffected. Contrary to expectation, the iontrophetic correct application 

of serotonin to these nuclei did not excite these cells, but inhibited some and left 

others unaffected. The analgesia produced by electrical stimulation probably acts 

via the brainstem raphe nuclei, which send seratonin in energic relays to the 

spinal cord. Morphine reduces the medial thalamic, limbic cortex, and hippo¬ 

campus responses. There is an increased firing of neurons in the medial thalamic 

after painful stimuli. The morphine antagonist maloxone prevents this effect. 

When the spinal level of serotonin is lowered while the brainstem level is main¬ 

tained, morphine analgesia is reduced. The two-midbrain raphe nuclei excite 

the brainstem raphe, and so does stimulation of the periaquaductal gray. 

The circuit affected by morphine has an afferent as well as an efferent link. The 

efferent link seems to be part of the medial appraisal system, which consists of 

three different fibers that mediate a positive appraisal of touch or stroking. This 

afferent appraisal system seems to make contact with the midbrain raphe, the 

medial thalamus, the limbic cortex, and the hippocampus. Morphine reduces 

the increased firing of neurons in the medial thalamus after painful stimuli. 

The connections of the raphe complex with the limbic system and hippocampus 
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seem to mediate positive appraisal of the bodily state after morphine induces a 

feeling of well-being, ease and relaxation. Via the hippocampus, fornix, and mid¬ 

brain, fibers of the action circuit seem to connect with the periacquaductal gray, 

the midbrain and the brainstem raphe, and the spinal cord. Since microinjections 

of serotonin in the midbrain raphe inhibit all cells and microinjections in the 

brainstem raphe inhibit most of them, it is quite likely that the fibers of the 

action circuit connecting with the raphe do not use serotonin as transmitter, 

but rather, acetylocholine. 

Differences in the use of brain chemicals have everything to do with the effec¬ 

tiveness of analgesics and delivery systems for some. The use of analgesics and 

antidepressants/antianxiety drugs on persons in detention on whom episodic 

depth interrogation is continuing can contribute to the long-term exacerbation 

of the physical effects and the ineffectiveness of painkillers on these individuals. 

There is also the beginning of useful theory on why treatment with antidepres¬ 

sants may be totally ineffective for chronic pain syndrome patients, and also some 

clues for countering long-term drug dependencies. Addicts experience tremen¬ 

dous pain when they are withdrawing. The prolonged activation and excitation 

with immediate inhibition of the pain circuits produces distortions. This is apt 

to contaminate any revelations or information communicated by an individual 

who has been coerced using pain inducing psychological “torture” (sensory over 

stimulation, sensory deprivation, thermal extremes). On the other hand, emo¬ 

tional conflicts and depression play a role in the subjective awareness of pain in 

organic states. Similarly, pain on a functional basis may be generated or intensified 

by depression. Antidepressants, by elevating the affective state, may alter the 

degree of pain. Studies of patients experiencing pain and depression have sug¬ 

gested that while antidepressants are effective for those whose pain and depression 

was coincidental, those who had experienced pain before the onset of depressive 

symptoms did not lose their pain entirely (see http://www.ronafields.com). 

The sensory system is the primary focus of attack in torture because of the 

potential to produce pain and long-term pathologies. Assaults on the sensory 

system generate increased sweat and blood flow, and begin synthesizing the major 

chemical components of pain, along the dorsal fibers of the brain, until it reaches 

the dorsal horn of the spinal cord, from which it distributes information to the 

afferent sensory system traveling along the spinal cord to the brain. The thalamus 

recognizes sensory experience and from there to the cerebro-cortex, which recog¬ 

nizes and localizes pain. 

Acute pain in itself interferes with breathing (limbic system), causes nausea 

because it is affecting the gastrointestinal system, causes strain on the heart, and 

can induce stroke. Indeed, the muscular-skeletal, gastrointestinal, cardiovascular, 

skin and genitourinary system are likely to be adversely affected and become 

dysfunctional. The technique of filling the victim’s stomach with water almost 

to the point of asphyxiation inflicts some of the most intense pain the visceral 
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system can experience. This is what happens in “water boarding. This technique 

has been included as “psychological torture,” despite its very obvious physical 

incitement. The Nazi doctors used water boarding and extreme thermal manipu¬ 

lations ostensibly to provide data for survival of downed German fliers or soldiers 

under extreme climate conditions. But in fact, the technique was often used on 

captured members of the resistance or underground to weaken them into provid¬ 

ing information. Electric shock to particularly sensitive body parts (including 

hands, feet, genitals, and nipples) also was used by the Gestapo and then became 

part of the repertoire of the Apartheid government in South Africa. These tech¬ 

niques were used on about a dozen detainees in Northern Ireland and various 

Latin American countries. A variation of the technique, Electro-convulsive Shock 

(ECT), was used in the CIA MKULTRA “experiments.” Intended to inflict pain 

and “confessions” in fact, the effects of electric shocks elicit anything the victim 

believes the tormentor wants to hear. ECT leaves histological markings and 

severe psychological damages.7 

The SAS had been actively involved in Northern Ireland since at least 1970. 

Political murders have been attributed and proven their culpability. These are 

typical techniques for intimidating the larger population and prospective oppo¬ 

nents. The techniques are described in the FLAP and in retired SAS Brigadier 

Frank Kitson’s book, Low Intensity Operations. Referenced in the later censored, 

and then withdrawn, Society on the Run (Fields 1973), an SAS informant 

described training the RUC Special Branch in interrogation techniques previ¬ 

ously used in Malaysia and Borneo. There are references in declassified CIA 

material to joint operations with British forces in Latin American security forces 

training programs. 

Prolonged and/or extreme stress reduces the supply of oxygen in red blood 

cells. Combined with dehydration, all organs are adversely affected. Aerobic exer¬ 

cise and sleep stimulates development of neurotransmitters and brain cells, 

increasing ability to concentrate and make judgments. This in itself can increase 

cognitive performance, but it also deters degeneration. Early studies of stress 

effects also indicated that prolonged stress contributes to arteriosclerosis, the 

buildup of plaques in the arteries, and ultimately to vascular dementia. One of 

the immediate consequences of this shortage of oxygen and the interruption of 

circulation to the brain is loss of consciousness, sometimes diagnosed as syncope 

and other times as ischemic stroke. The loss of oxygen in the blood supply to the 

brain can be a spike in blood pressure (and the latter diagnosis is used), or an oxy¬ 

gen deprivation imposed by breathing problems can result in an arterial block¬ 

age. For example, during a stroke, a specific part of the brain does not receive 

adequate nutrients. If ischemia from tissue starvation occurs, but the ischemic 

tissue has sufficient collateral supply, then functional impairments are temporary 

with eventual recovery. After several minutes of deprived blood supply, infraction 

(damaged or dead tissue) occurs.8 
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Techniques of coercion most likely to induce these low-oxygen conditions 

include the “hooding treatment,” in which a usually foul-smelling black bag is 

placed over the victim’s head and secured around the neck, severely limiting 

oxygen intake physically while increasing stress and discomfort, thus impacting 

on the oxygen supply in several simultaneous ways. Often in practice, this is 

accompanied by positions of prolonged physical stress. 

In the case of the prisoners in Northern Ireland, they were forced to assume a 

position of discomfort while hooded, and if they seemed to be passing out, they 

were beaten awake. In this process there are several factors that can contribute to 

the shortage of oxygen besides the hooding and constriction it imposes. Beatings 

and falls may induce a Traumatic Brain Injury, and prolonged positions of dis¬ 

comfort inhibit circulation in itself and cause pooling of blood and fluids at 

ankles and feet, numbing sensation and collapsing veins. Prolonged standing in 

one place, particularly on damp concrete, can cause blood to pool in the lower 

extremities, inducing blood clots and arterial plaque. Keeping arteries flexible— 

which requires movement and oxygenation—is critical for providing the collat¬ 

eral tissue needed to regenerate brain cells (Taylor 1978). Hours of extreme 

physical stress and deoxygenation adversely affect temporal and prefrontal 

cortices. This is manifested in control functions such as memory, multitasking, 

planning, and attention (essentially frontal lobe executive processes), and visual 

motor coordination and perceptual motor integration. 

Ironically, the effects of stress as well as the neurological consequences of pain 

inhibit memory and executive function. This practically ensures that the individ¬ 

ual subjected to these conditions will be unable to accurately remember the infor¬ 

mation for which he or she is being coerced. Stress conditions have the effect, 

over a period of time, of reducing the independent individuality and increasing 

suggestibility, making the victim more receptive to the interrogator’s demands 

for what information is wanted (which may not always be the truth). 

Stress conditions used in Northern Ireland and elsewhere required the victim 

to lean at a 45-degree angle on toes, with legs wide apart and fingertips against 

the wall. This is not particularly painful, because the victim soon becomes numb. 

The main effect of the position is to induce extreme fatigue with the consequent 

lowering of the oxygen level in the blood, inducing a sensation of numbness and 

ultimately subservient compliance. 

The immediate history of stress treatment originates with the Russian KGB. 

Prisoners were arrested and taken to the detention prison, where they underwent 

an introductory routine that included removal of all clothes and possessions with 

no explanation. They were placed in solitary confinement in a featureless room 

for an indefinite period, totally isolated from human contact except during inter¬ 

rogation. They had to sit or stand in a fixed position all day, and were allowed to 

attempt to sleep only at designated times and always in a fixed position facing 

light. Any deviation from this was punished severely. Throughout the process, 
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they were fed an inadequate diet. Ironically, they were routinely weighed by 

apparent medical personnel and could recognize their weight loss over time 

directly. The Northern Irish victims were compelled in this position from nine 

to more than 43 hours at a time. 

There were common elements between the Russian and the British stress proce¬ 

dures. However, hooding and noise were not part of the Russian procedure and 

appear to have been developed from a line of research initiated in the early 1950s 

—sensory deprivation. Earlier, hooding was used by the British in the Palestine 

mandate between 1945-48, against prisoners believed to be Irgun and Stern Group 

on the one hand, and Palestinian Communists on the other. That and wall stand¬ 

ing—positions of great stress—were among the tactics used for interrogation. 

Survivors of the 1952-56 Mau-Mau insurgency in Kenya report experiencing 

similar depredations when they were put through interrogations and imprisoned.9 

Research on sensory deprivation, extreme stress, and suggestibility began as an 

attempt to understand brainwashing—a feature of Chinese coercive or torture 

strategies used during the Korean War. Under the belief that by training soldiers 

and Marines to withstand these conditions, U.S. forces would be protected from 

the damaging consequences if they were captured. Many of these techniques were 

studied in the experimental psychology laboratory by the Canadian psychologist 

D.O. Hebb (1949), in development of a theory that there is an optimum level of 

arousal for cognition (Solomon et al. 1961). This theory, described in more 

detail later in this chapter, derived from Moruzzi and Magoun’s work (1949) 

on the reticular formation that has been thoroughly discredited, as described 

above by all scientific studies. Nonetheless, it remains a standard in the arsenal 

of the CIA and DOD Foreign Intelligence Assistance Training Program and, 

apparently, in the tactics of U.S. interrogators in Guantanamo and Iraq. 

There is no physical brutality without a component of psychological torture, 

and vice versa. Those treatment techniques that incorporate the physiological 

contingencies in concert with specific attacks on the cognitive process appear to 

produce the most permanent and long-term damage. In this way, the hooding 

serves at once the function of deleting sensory experience and limiting the supply 

of oxygen and blood sugar to the brain through restricting breathing, producing 

mental damage, circulatory disrepair, and a host of anxiety symptoms. This 

reduction of oxygen has effects similar to drugs on states of consciousness, often 

extending well beyond the period of immediate reaction. 

SLEEP DEPRIVATION 

Sleep deprivation is the technical bridge between extreme stress and sensory/ 

environmental manipulation. It affects the brain and central nervous system in 

several ways; first by depriving oxygen supply and interfering with circulation 

of nutrients, and then by weakening resistance and bringing the victim under 
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control of the interrogator. Sleep deprivation directly affects the chemical 

processes that facilitate neurotransmission and serotonin, and finally, because it 

inhibits the regeneration of brain cells, results in shrinkage of the gray matter, 

particularly in the hippocampus and amygdala where memory functions 

are based. 

Sleep, and achieving a regular circadian rhythm, is essential for metabolism. 

The metabolic process not only breaks food into energy, but it also masters the 

glandular/hormonal system, and is associated with neurotransmitter abnormal¬ 

ities that have behavioral symptoms such as aggression and mood swings. 

One of the more promising research directions in neuropathology connects 

toxicity with sleep anomalies. Pincus and Tucker (1978) elaborate on the effect 

of lithium in alleviating mania and depression. Hypothalamic dysfunction in 

depression, they write, is suggested by sleep disturbances, slowed heart rate, 

lowered body temperature, hyperarousal, elevated skin galvanic responses, and 

muscle tension. There is a notable decrease in non-rapid eye movement (REM) 

sleep and increased relative and total time spent in REM sleep. The relationship 

between the chemistry of clinical depression and its manifestations in sleep 

behavior with the use of sleep deprivation in psychological torture demonstrates 

the dysfunction in the hypothalamus that can persist long after the period of 

interrogation and evolve into chronic and deteriorative diseases of the central 

nervous system as well as chronic clinical disorders. 

Sleep patterns are regulated by the secretion of neurohormones that control 

the degree of wakefulness. These hormones are normally secreted in rhythms 

corresponding with periods of lightness and darkness. With diffuse brain 

dysfunction such as that induced by enforced wakefulness, the neurohormones 

lose their circadian rhythm and are more likely to resolve in depression than in 

REM sleep. There is some relationship between the duration of sleeplessness 

and the duration of metabolic disturbance. There is not a valid estimated rela¬ 

tionship between duration of sleeplessness and cellular destruction. However, just 

as sleep disturbances contribute to hallucinations, clinical pathologies, and 

abnormalities in blood pressure and oxygenation, consequences can be severe 

and long term. Along with sleep deprivation, sometimes in tandem with it and 

sometimes as a separate “treatment” is isolation, and even the manner of arrest. 

The KUBARK manual, part of the CIA/DOD documents developed in the 

1950s and 1960s, instructs how to psychologically disarm somebody when 

arresting them. 

The manner and timing of arrest should be planned to achieve surprise and the 

maximum amount of mental discomfort. He should therefore be arrested at a 

moment when he least expects it and when his mental and physical resistance is at 

its lowest ideally in the early hours of the morning. When arrested at this time, most 

subjects experience intense feelings of shock, insecurity and psychological stress and 

have great difficulty adjusting to the situation, (p. 85) 
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It should be noted that immediately upon awakening, blood pressure spikes, and 

shock impact at that time can be extensive and damaging physically. When the 

KUBARK manual discusses conditions of imprisonment, it lauds solitary con¬ 

finement as a means of extracting confessions. Solitary confinement acts on most 

persons as a powerful stress. A person cut off from external stimuli turns his 

awareness inward and projects his unconsciousness outward. The symptoms 

most commonly produced by solitary confinement are hallucinations, delusion, 

identity confusion, and typical symptoms of sensory deprivation, including pain. 

There is a difference between functional anomalies and organic damage. 

Hallucinations and delusions in schizophrenics have been demonstrated to have 

organic consequences, including the shrinking of gray matter. How this happens 

functionally remains a matter of conjecture, but we do know that the process 

itself has a kindling effect on the hippocampus and a corollary shrinkage of the 

gray matter: we can see in sequential MRIs increased ventricular space. The same 

is true for flashbacks. The continued reinforcement of the pain pathways by the 

neuromuscular portion of the revivification of the experience probably contrib¬ 

utes significantly to the physical as well as the psychological deterioration over 

time. It is important that the torture survivor learns progressive relaxation or 

self-hypnosis techniques to combat these reiterations of the original assault on 

their system. While there is much debate on treatments for PTSD and contradic¬ 

tions in studies of treatment outcomes, the neurological evidence on the conse¬ 

quences of repeated flashbacks and revivified trauma is clearly damaging. One 

treatment combination that needs to be more thoroughly researched and tested 

is the progressive relaxation with gradated exposure. Known as behavior therapy 

in the sixties, this was proved successful in overcoming phobias and anxieties. 

LONG-TERM CONSEQUENCES 

There are long-term consequences to psychological torture, most prevalent of 

which is chronic depression. More than two-thirds of the Northern Irish survi¬ 

vors of psychological torture had chronic depression. Among the first 

1,800 internees who had suffered sensory deprivation torture, at least three com¬ 

mitted suicide and an uncounted number required treatment in mental hospitals. 

Similarly, the South African, Chilean, and Argentine survivors required medical 

and psychiatric treatment for chronic depression as well as degenerative diseases 

of the spinal column, joints, and brain seizure activity. Medical scientists who 

studied Holocaust survivors and concentration camp survivors over the long 

term had considered their degenerative diseases and premature deaths a conse¬ 

quence of their starvation and physical brutalization. Findings on survivors of 

psychological torture suggest that perhaps the psychological toll on the concen¬ 

tration camp survivors contributed in large part to their physical deterioration 

and diseases. When prolonged sleeplessness and dietary insufficiencies added to 
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the survivors’ physical breakdown, there was premature aging, and premature 

dementia as well. 

Sleeplessness or sleep deprivation is at the intersection between the psychologi¬ 

cal and the environmental stressors that impact the central nervous system, result¬ 

ing in neurological damage. Thermal extremes, positions of discomfort, and 

threat and fear of threatened actions (for example, threatened with or by snarling 

dogs); guards or inquisitors playing “Russian Roulette” with revolvers or semiau¬ 

tomatic handguns and a bullet; stun guns; forced nudity, noxious sexual behav¬ 

iors, and noxious odors; forced ingestion of noxious substances and/or 

contaminated water; simulated execution; sham executions; witnessing the torture 

of others, solitary confinement, sensory deprivation, and sensory overstimulation 

are all psychological stressors used in torture and have a biological impact.10 

DISTINCTIONS WITHOUT DIFFERENCES 

As the science of neuropsychology has rapidly evolved during the past decade 

along with electronic imaging of brain processes, there is no longer any basis 

for arguing that there is a kind of coercion and behavior change that neither does 

organ damage nor endangers life itself. The intention of coercion is to cause pain, 

and the success of that effort can be measured in organicity. Clearly the auto¬ 

nomic nervous system is involved in the pain process and is consequently affected 

by it even as the parts of the brain involved in appraisal and arousal are immedi¬ 

ately responding to threat. Studies by Eitinger and Strom of concentration camp 

survivors and many of the classic studies of psychosomatic disorders (Lennart 

Levi, et al.) demonstrated the systemic sequelae of high stress levels on basic 

gastrointestinal and circulatory system functioning. 

Decades of experimentation with mind-manipulating drugs likewise demon¬ 

strates that behavior change is intricately connected with brain activity, and that 

specific aspects of behavior are demonstrated by stimulation and ablation of the 

limbic system (Pincus and Tucker 1978). Arnold in her landmark studies of emo¬ 

tion and personality (I960) and later in Memory and the Brain (1984), Monat 

and Lazarus’s Stress and Coping (1977), and Spielberger and Sarason’s Stress and 

Anxiety (1975-82) have long since made the case for the interconnectedness of 

mind-body and the medical sequelae to psychological phenomena. Studies of 

Closed Head Trauma victims and Traumatic Brain Injury are illustrative of the 

relationship between voluntary brain functions and actual decreases in brain 

mass in frontal, prefrontal, temporal, and lower hippocampus. All of these stud¬ 

ies and the most recent brain imaging studies that measure blood flow and 

metabolism in parts of the brain validate earlier hypotheses about measurable 

brain damage in survivors of psychological torture and coercion. After injuries 

(physical as well as psychosomatic), the brain and spinal cord rewire themselves, 

forming pain pathways that can become overactive immediately or years later. 
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This knowledge is at the core of physical therapy, and the need for physical 

therapy to commence as soon as possible even during the acute phase in many 

instances. Torture survivors not only lack access to therapy, but often are too 

humiliated by their experience to seek help upon release. More often they 

become socially isolated because they have been detained and tortured and thus 

vulnerable. The social stigma is the second wound. 

SOMATIC, PSYCHOLOGICAL, AND SOCIAL CONSEQUENCES 

The somatic, psychological, and social consequences of psychological torture 

are contained in Table 8.1. 

Some of these consequences are permanent, while some survivors may suffer 

fewer sequelae sporadically. The symptoms are not necessarily recognizable as 

consequences of specific acts of torture, and some may turn up more than six 

months after cessation of torture. 

In many ways, post-psychological torture symptoms resemble Posttraumatic 

Stress Disorder. Indeed, that diagnostic category was predicated on concentration 

camp survivors, combat veterans, and extraordinary stressful events. In many 

instances, however, the residual clinical syndrome may be Depression, Dissocia¬ 

tive Disorder, or Chronic Pain Syndrome. Before brain imaging was possible 

for diagnostic purposes, these were considered to be behaviorally originated. 

Now that so much more is known about the brain and behavior we can recognize 

these diagnostic categories as having their etiology in the brain processes conse¬ 

quent to torture. 

For several years, the International Rehabilitation Center for Torture Survivors 

in Denmark provided valuation and treatment on site for those fortunate enough 

to get to Denmark. The center also served a very important function in maintain¬ 

ing an archive of books and articles relating to the subject, including treatments 

and effectiveness. In Chile and Argentina, local medical and psychological profes¬ 

sionals made themselves available to evaluate and work with torture survivors. 

The larger problem remains a societal one. Torture has become a phenomenon 

of civil society and is either ordered or tolerated by governments. This further 

complicates provision of rehabilitation services to the victims who, along with 

their families, need treatment and can be in need for many years afterward. If 

the government does not change and/or if, as happened in Chile and Argentina, 

those committing these acts receive immunity from prosecution, any modicum 

of rehabilitation for the victims is compromised by the daily reminder of their 

own powerlessness in the face of the continuing power of their tormentors. The 

psychological consequences of impunity exacerbate the damage (Fields, Impunity 

versus Healing: The Exacerbation of Torture, 1996; Culpables para La Socieded: 

Impunespor La Ley, 1988; and Persona Estado Poder: Estudios sobre Salud Mental 

Chile 1973-1989) n 
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Table 8.1 

Somatic, Psychological and Social Consequences of Torture 
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Sequelae Symptoms 

Somatic — Gastrointestinal disorders, gastritis, ulcer-like dyspeptic symptoms, 

regurgitation pains in the epigstrium, spastic or irritable colon 

— Rectal lesions, sphincter anomalies 

— Skin lesions, histological lesions 

— Dermatological disorders, dermatitis, uricaria 

— Tendonitis, chronic rheumatoid arthritis, osteoarthritis, and chronic 

joint pain and deterioration 

— Brain atrophy and organic brain damage 

— Dental disorders 

— Gynecological disorders 

— Hearing impairment, lesions of the eardrum, collapsed ear canal 

— Visual impairments 

— Arteriosclerosis 

Psychological - Chronic Stress Syndrome 

- Suicide 

- Psychiatric breakdown requiring hospitalization 

- Anxiety, fear, depression 

- Psychosis, borderline psychosis (Dissociative Disorder) 

- Instability, irritability, introversion 

- Difficulties in concentration 

- Chronic fatigue, lethargy 

- Restlessness 

- Communication difficulties, especially expressing emotion 

- Memory and concentration loss (may be a consequence of organicity) 

- Loss of sense of identity 

- Insomnia, nightmares 

- Hallucinations (may be a consequence of organicity) 

- Impaired memory (may be a consequence of organicity) 

- Visual disturbances (may be a consequence of retinal damage, ruptured 

blood vessels, interrupted blood/oxygen supply to the optic nerve 

- Headaches (may be a consequence of organicity) 

- Alcohol and drug abuse (self-medicating) 

- Vertigo (may be a consequence of organicity) 

- Paraesthesia 

Social 

- Sexual dysfunction 

- Impairment of social personality 

- Inability to function in intimate relationships 

- Impaired family relationships 

- Inability to socialize 

- Inability to work 

- Inability to socialize 
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Like combat veterans, torture survivors are varied. In Argentina, the vast 

number of torture survivors in itself provides some social supports. Argentina 

also has more psychotherapists per capita than any other country. But while there 

are some scattered treatment centers in the United States (in Minnesota, 

New York, California, and one in Washington, DC), they are focused on 

providing psychotherapeutic services rather than medical care. Torture survivors 

require both. 

There is no psychological torture without physical consequences and there is 

no psychological treatment that is, in itself completely successful. Validating 

torture for forensic purposes remains largely in the domain of medical documen¬ 

tation through visible and quantifiable objective damage to the head and body. 

The use of PET scans, SPECT, and MRIs can provide the physical reference for 

behavioral anomalies by tracking brain process changes {The Neuropsychology 

Handbook: Vo Is. 1 & 2 1997). It is quite common that the clinical residue is a 

perversion of the torture experience itself and, of course, the social/political 

environment into which the victim emerges. 

NOTES 

1. The United Nations Convention Against Torture defines torture as “any act by 

which severe pain or suffering, whether physical or mental, is intentionally inflicted on 

a person for such purposes as obtaining from him or a third person information or a con¬ 

fession, punishing him for an act he or a third person has committed or is suspected of 

having committed or intimidating him or a third person or for any reason based on dis¬ 

crimination of any kind, when such pain or suffering is inflicted by or the instigation of 

or with the consent or acquiescence of a public official or other person acting in an official 

capacity.. .evidence of torture can be both physical and/or psychological.” 

2. The Congressional Record, February 16, 1972, entry by Congressman Ron 

Dellums is probably the earliest publication in the United States to detail some of the 

interrogation tortures that were then in use in Northern Ireland and included descriptions 

of the CIA and DOD techniques also in use in prisons in the United States. It includes 

the author’s 1971 papers (presented at the convention of the Western Psychological Asso¬ 

ciation) as well as 1972 publications. The entire text is available on line at the author’s 

Web site, http://www.ronafields.com, and also at the Web site for the DC Psychological 

Association, http://www.dcpsychology.org. 

3. The Human Resource Exploitation Training Manual-1983 was used in a number of 

Latin American countries from November 1982 through March 1987. It references tech¬ 

niques used by the British SAS in the sixties, but this author also witnessed the use of the 

CIA/DOD techniques by the Special Branch in Northern Ireland in the seventies. It has 

an added section placed there in 1984 that indicates that torture is not authorized or con¬ 

doned. There are detailed directions on the apprehension of the subject through a process 

of psychological victimization including blindfolding and, with others present, a medical 

examination including bodily cavities. This precedes the questioning, which transpires 

after there is evidence of disorientation and regression. The manual goes into types of 
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personalities more extensively than the first manual. In the section on coercive techniques 

(which are officially disavowed) there are a number of written-in changes, yet all of 

the “unacceptable” instructions remained. The manual goes on to describe in detail 

how to induce regression through prolonged exertion, hot, cold, moisture, deprivation 

of food or sleep, etc. A section is crossed out about the importance of having a 

psychologist available because a subject may “sink into a defensive apathy from which it 

is hard to arouse him.” This illustrates why this coercive technique may produce torture. 

A series of psychological pressures are detailed that will lead to disorientation and lack of 

control. 

4. The KUBARK Counterintelligence Interrogation Manual issued in 1963 

KUBARK refers to some branch of U.S. intelligence that was involved in foreign settings. 

KUBARK was governed by regulations that came out of existing legislation involving 

intelligence gathering and operations. The purpose of this manual is to obtain informa¬ 

tion from unwilling sources, using scientifically based means, and by violating the sub¬ 

ject’s rights to freedom of movement for some period of time. The Espionage Act 

passed by the U.S. Congress extended its power to control its citizens regardless of where 

they might be. It allowed federal court prosecution of persons apprehended for activities 

in other countries. The manual includes an annotated bibliography that contains the 

work of Lifton, Singer, Schein, and others who did research on brainwashing and the 

North Korean, Chinese, and Russian methodologies. It includes work by American 

psychologist M.T. Orne as expert on hypnosis and interrogation (1961). Orne was 

involved in CIA experimentation to develop techniques of brainwashing. In 1984, he tes¬ 

tified in a trial that he was not allowed to discuss the work he had done (Commonwealth of 

Pennsylvania v. DiViola, 1984). Imbau and Reed are referenced for their 1963 manual, as 

were specific techniques and the general approach referenced in interrogation/investiga¬ 

tive interviewing texts. The section on coercive interrogation recognized that moral issues 

are brushed aside as “not the province for the manual.” This manual goes on to advocate 

the use of hypnotic drugs to hypnosis resistant subjects. 

5. Some case studies on Northern Irish survivors of the “depth Interrogation” recog¬ 

nized by the European Commission on Human Rights as cruel and inhuman treatment 

that fell just short of the then definition of “torture” are posted at the author’s Web site, 

http://www.ronafields.com. This is excerpted from the book that was, one month after 

its publication, ordered off the market by British Military Intelligence and 10,000 copies 

shredded. This author wrote Society on the Run, which was to have been subtitled, Psycho¬ 

logical Genocide (1973), Penguin Ltd. Education, Hammondsworth, UK. She was 

subsequently put under “D” notice and was banned from the British media, and her book 

was banned from the market and 10,000 copies were shredded. Of the printing of 

15,000, only 5,000 survived in circulation (see http://www.ronafields.com). 

6. The American Psychological Association Ethical Code has undergone many 

changes in the years between 1970 and the present. Since the APA code, contrary to the 

philosophical principles of Axiology, proceeds from the is to the ought, it is more a case 

book on practice than a guideline for values. In contrast, the medical profession sets in 

the American Medical Association (AMA), for instance, a standard of values, there has 

been no question of the appropriateness or of the responsibility for physicians, including 

psychiatrists engaging in torture or taking responsibility for research that inflicts pain. 
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In 2006-7, serious conflict arose in the APA that echoed the issues raised by the 

Congressional Record articles of 1972. A series of resolutions in APA Council and the 

Ethics Committee has attempted to resolve these conflicts. At the time of this writing, it 

has only been resolved in so far as to say that psychologists cannot ethically participate 

in nor actively devise such actions. A Time to Speak Out: On Human Values and Social 

Research (1968; San Francisco: Jossey-Bass Inc.) sets some much needed standards for 

psychological search and has not yet been adopted fully in practice by the APA 20 years 

after its writing. 

7. Alan W. Shevlin and Edward M. Opton, The Mind Manipulators, Paddington 

Press, New York and London 1978. The authors thoroughly document years of CIA/ 

DOD experiments using domestic and foreign research on mind manipulation and the 

experimental use of many of these techniques on prisoners in U.S. facilities. Several of 

these techniques were similar to, if not identical with, those used by the British in 

Northern Ireland and elsewhere earlier. They list, among other techniques, brainwashing, 

drugs, lobotomy, psychosurgery, castration, behavior modification, aversion therapy, 

ECT, and others. 

8. In 1975 Hans Selye revised his classic The Stress of Life and extended his earlier 

work on stress to extend his theory’s application to all of the disorders of the biologic 

mechanisms and into the psychosomatic foundations of many chronic disorders. At the 

time of his writing he could only theorize on dissection findings on animals, post mortem 

and surgical findings on humans. The following year Alan Monat and Richard Lazarus 

published Stress and Coping: An Anthology (1977), which focused on the psychological 

processes of stress and psychological stressors. In that volume, Mark Zborowski focused 

his research on pain as a stressor and culturally related attitudes toward pain. Each essay 

in that volume focuses on social or cultural aspects of stress and stressors, while the Selye 

book is physically and medically oriented. None of the essays duplicates the Lennart 

volume, and both books complement each other. 

9. Terrrorism and torture are inextricably bound together for studies on the psycho¬ 

logical, medical and social consequences of extreme conditions. This was well established 

in the content of one of the earliest publications on Posttraumatic Stress Syndrome, the 

Special Issue of Evaluation/Change: A Forum for Decision Makers (1980), subtitled Services 

for Survivors (Susan Salasin [Ed.]). Besides the authors’ comparison study of the survivors 

of a hostage-taking terror attack with Northern Irish survivors of interrogation torture, 

essays and research reports include Callvin Frederick’s important study of the difference 

between man-made and natural disasters in the psychological consequences for victims 

and the argument about transference and pathological transference by Martin Symonds 

and Frank Ochberg’s “Stockholm Syndrome.” Contents of this compendium reflect the 

state of the art in treatment strategies and etiologies of the then-new diagnosis, Posttrau¬ 

matic Stress Disorder. Peter Taylor’s book, Beating the Terrorists? Interrogation in Omagh, 

Gough and Castlereagh (Penguin, 1980), documents the increased use of beatings after the 

European Commission and European Court hearings on brutality in Northern Ireland. 

He uses interviews with physicians who examined former prisoners and the affidavits 

and interviews with former prisoners for documentation. 

10. When this research began, there were few or no resources in neuropsychology to 

use as references in planning the research. There were few psychological tests, and the 
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noninvasive medical repertoire was not extensive. In fact, frequently physicians—even 

neurologists—would refer patients to a psychologist for testing because our tests were 

more likely to distinguish among Alzheimer’s, Parkinson’s stroke, etc. In 2006, the Ameri¬ 

can Psychological Association publications issued Clinical Psychology: A Pocket Handbook 

for Assessment. However, under the circumstances in which the author’s initial researches 

were conducted—in war zones and detention facilities—only the conventional screening 

tests were practical. At the time, the Halstead-Roitan Battery required laboratory 

administration, but was used in Scandinavia and Canada particularly following head 

trauma. The Applebaum, Uyehara and Ellin volume, Trauma and Memory: Clinical and 

Legal Controversies was issued in 1997 and focused on memory function and means for 

assessing and specifically focuses on the neuropsychology of memory function. Obviously, 

this book and the studies reported therein was unavailable in the seventies. What was 

available and became classics in the field was the series edited by Lennart Levi. A series 

of volumes titled Society, Stress and Disease, based in a symposium sponsored by the 

University of Upsala and the World Health Organization (1971; New York, Toronto, 

and London: Oxford University Press). With its essays on the effects of experimental, 

clinical and epidemiological evidence concerning psychiatric and psychosomatic 

diseases provoked by psychosocial stressors, this volume of proceedings brought together 

research on the psycho-physiological consequences of exposure to extreme environments 

such as concentration camps. In 1973, Lennart Levi and Thomas Hammerburg 

also served on the Medical Commission of Amnesty International in the Campaign to 

Abolish Torture. This author’s participation in the commission as one of two psycholo¬ 

gists on that body and her subsequent Amnesty International/Norway fellowship at 

the Peace Research Institute Oslo contributed greatly to her development of a protocol 

for the psychological examination of torture survivors and the outlines of a protocol 

for treatment. 

11. Papers, chapters, and books, including this author’s paper, “Impunity vs. Heal¬ 

ing,” many of which were published in Chile and Argentina between 1990 and 2006, 

documented the continuing pathologies consequent to torture by the direct victims and 

by the families of the “disappeared.” These crippling sequelae were attributed to the prac¬ 

tice of impunity, which granted immunity to the official who ordered torture and murder 

and to their subordinates who executed these strategies also prevented the system of 

justice from acknowledging the damage done in the name of the state and, of course, 

no penalties and no apologies. Some authorities contend that the Truth and Justice Tribu¬ 

nals constituted in South Africa had a healing effect. Much of the healing is attributed to 

the survivors of those who were murdered by the apartheid regime. The South African 

tortures and justice system are dealt with by Joel Carlson, for 20 years a defense lawyer 

for Black South Africans, in No Neutral Ground (1973). 
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CHAPTER 9 

Documenting the Neurobiology of 
Psychological Torture: 

Conceptual and 
Neuropsychologigal Observations 

Uwe Jacobs 

INTRODUCTION 

The massive use of so-called “psychological torture” techniques by the United 

States in the so-called “War on Terror” has sparked enormous debate in the body 

politic and among medical, legal, and psychological professionals.1 The central 

question for this chapter is whether and how the neurobiological consequences 

of such torture may be documented in the interest of redress and prevention. 

I will examine this question by suggesting some general conceptual ideas and 

by considering some technical requirements for such documentation. I hope that 

this may clarify how this type of activity needs to be framed in a larger context 

and what some of its technical constraints are. I also hope to show that the notion 

of psychological torture is itself artificial, and that it is of interest mainly for those 

who hope to conceal and deny the practice of torture. 

BACKGROUND 

At the time of this writing, a special effort of torture prevention through docu¬ 

mentation is ongoing worldwide. Medical, legal, and psychological experts are 

training their colleagues on the international guidelines of documenting the 

consequences of torture as detailed in the Istanbul Protocol,2 which is published 

by the UN High Commissioner for Human Rights. The International Rehabili¬ 

tation Council for Torture Victims (IRCT) is conducting this project and calls 
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the protocol “the first set of internationally recognized guidelines to establishing 

independent valid evidence that can be used in court cases against alleged 

torturers. Since its inception in 1999, the Istanbul Protocol has become a crucial 

instrument in the global effort to end impunity for perpetrators” (IRCT Web site 

at http://www.irct.org). 

A recent publication by Physicians for Human Rights (PHR) and Human 

Rights First provides a comprehensive analysis of the torture methods euphemis¬ 

tically described as “enhanced interrogation techniques” by the U.S. government, 

discussing the unlawfulness and the adverse consequences of such torture.3 Its 

title Leave no Marks summarizes the principal intent and the salient feature of 

the subject under discussion. The publication followed an earlier one from 

2005, Break Them Down, which PHR considers “the first comprehensive review 

of the systematic use of psychological torture by U.S. forces”4 (emphasis added). 

A descriptive, operational definition of psychological torture is provided by 

Ojeda (see Ojeda, Chapter 1). Others in this volume discuss new brain imaging 

methods of studying the effects of traumatic stress (see Catani, Chapter 10). This 

paper is concerned with more general conceptual issues that arise from trying to 

formulate a neuropsychological understanding of hands-off torture and from the 

attempt to document psychological torture in a forensic context. 

MIND-BODY DUALISM AND THE IDEA OF PSYCHOLOGICAL 
TORTURE 

The list of techniques subsumed under psychological torture by Ojeda have the 

intent of inflicting pain and distress without causing visible, physical injury. These 

torture methods have also been described as “hands-off torture” (see McCoy, 

Chapter 3)5 and “torture lite.”6 What is remarkable and requires immediate 

mention is that most, if not all of these techniques are, in actual fact, far from 

nonphysical. Firstly, all torture and interrogation requires physical confinement 

and cannot be administered unless the victim is detained and under complete 

physical control. Secondly, the conditions of confinement constitute physical 

restriction or manipulation of movement and sensation. Thirdly, most of the 

techniques themselves are physical interventions, such as shaking a victim or 

shouting at him every time he is falling asleep in order to keep him awake, 

or manipulating the physical environment by keeping the temperature too high 

or too low, keeping the light on 24 hours per day, etc. 

In short, the methodology of so-called “hands-off torture” requires extensive 

physical manipulation, even though understanding the mechanisms of stress 

inducement requires psychological knowledge. Thus, to think that psychological 

torture is not an assault on the body is a conceptual error from the outset. To real¬ 

ize that this is the case only requires considering what is being manipulated, 

without even invoking the fact that biology gives rise to all mental processes. 
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Consider the physicality of a seemingly nonphysical cruel mind game: a mock 

execution, for example, will induce in the victim a state of extreme somatic- 

emotional arousal that may be accompanied by sobbing, shaking, sweating, and 

loss of bladder and sphincter control. This is a forced alteration of the victim’s 

bodily state and may be experienced by the victim as a greater assault on bodily 

integrity than a beating. 

Most importantly, what all torture has in common, regardless of physical or 

mental appearances, is its assault on the brain. Indeed, to make a concerted assault 

on the brain is the primary aim of torture. Extreme fear and despair, which are 

the states torture seeks to induce for the purpose of breaking resistance, 

political demoralization, or surrender to the interrogation process, are emotional 

states that are anchored in brain states. In light of our modern understanding of 

the biological underpinnings of psychiatric and neuropsychological disorders, 

there is little justification for a distinction between physical and nonphysical 

torture methods, at least to the extent that we have the long-term consequences 

of torture in mind. From this point of view, one may legitimately question 

the very notion of psychological torture as distinct from ordinary physical 

torture. One may also ask why tormenting someone systematically and for an 

extended period of time should have no long-term consequences only because 

no obvious tissue damage was inflicted. This notion underlies the employ of 

psychological torture, even as it seems patently absurd after only a moment’s 

reflection. 

However, the common-sense distinction between physical and nonphysical 

torture is rooted in one particular practical consideration. What lends legitimacy 

to making distinctions between the two classes of torture is not the presumed 

absence of physical intervention in some torture methods, but the absence of 

physical markers that may become subject to direct physical examination by a 

physician. The investigation of nonphysical torture requires indirect examination 

that seeks to document the correlates of biological changes brought about in the 

brain. While both physical torture methods and psychological torture methods 

produce changes in the brain, only physical torture produces visible markers on 

the body. Avoidance of such physical markers is what makes hands-off torture 

attractive to torturers. 

THE ORGANISM IN DISEQUILIBRIUM: A BIOLOGICAL 
PARADIGM FOR MENTAL TORTURE 

What happens in psychological torture may be appreciated when we consider 

the balance that our system needs to be maintained in order to function 

and how this balance can be systematically undermined. Every organism 

requires special conditions under which it can survive. If it is transported to 

another, different place, it may die. Life requires homeostasis, for example, the 
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maintenance of constant conditions. There is a complex effort going on in our 

bodies at all times just to maintain a temperature of approximately 98.6° F. 

The maintenance of homeostasis in interacting with the environment is, how¬ 

ever, just as necessary on the social and psychological level as it is on the level 

of biology. In properly engaging with its environment, the organism maintains 

sustainable levels of arousal within a certain spectrum. If arousal is too low, there 

is coma or death. If it is too high, there is panic and disorganization. 

High levels of arousal without the appropriate action that allows arousal to 

readjust is what we know as “stress.”7 Chronic hyperarousal is the central and 

most pernicious aspect of clinical stress conditions such as Posttraumatic Stress 

Disorder (PTSD). This is a condition in which what was once a situation- 

induced arousal pattern has become self-maintained by the person suffering from 

the condition. The arousal-inducing situation under discussion here is torture, 

and the classic paradigm follows the infliction of extreme physical pain through 

special kinds of bodily injury, such as electric shocks, stretching of limbs, crush¬ 

ing injuries, etc. The paradigm of psychological torture follows a different 

paradigm, namely the disruption of behavior that would allow an appropriate 

response of the individual to organismic need states and to stimuli from the 

environment. Psychological torture thus prevents the maintenance of balance, 

or homeostasis. The response of sleep is disrupted by forcible sleep deprivation, 

avoidance of noxious stimuli is forcibly prevented, etc. 

At one end of this spectrum of disruption is stimulus overload. The constant 

bombardment with stimuli in a manner that does not exist in the natural envi¬ 

ronment will induce increasing stress and disorganization. In such an environ¬ 

ment, humans and other animals resort to certain typical defense maneuvers in 

order to reduce stress, including evasion, habituation, and distraction, usually 

in that order. If we cannot evade the noxious stimulus by leaving, we can hope 

that our response will flatten through habituation. If this is not possible because 

the stimulus is too strong or noxious, we will then try to distract ourselves and 

refocus on something other than the noxious stimulus. A key component of 

inducing extreme distress is to interfere with these defenses. The prisoner is 

confined so that he cannot leave; exposed to multiple stimuli of extreme intensity 

so that he cannot habituate; and redirected any time he attempts to secure 

control or constancy via selective focusing.8 Prisoner 063 at the Guantanamo 

Bay detention facility was reportedly put on a swiveling chair at the recommen¬ 

dation of Major John Leso, a psychologist who was assisting his interrogators, 

so that he would be unable to fix his gaze. The prisoner was presumably 

trying to erect a barrier between himself and his interrogators by maintaining 

control of this bodily function and refocusing inward (on the interrogation of 

Prisoner 063, see Gutierrez, Chapter 11). 

At the other end of the spectrum is stimulus deprivation. One of the necessary 

conditions for many animals is constant contact with other animals of the same 
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species. Another more basic requirement is stimulation in general. Living organ¬ 

isms evolved in natural environments that feature constant and constantly chang¬ 

ing stimuli. Without being stimulated and without contact, living organisms 

deteriorate and die. Since stimulation under natural conditions occurs constantly, 

it requires enormously artificial efforts to prevent it from occurring. The prisoner 

is kept in isolation in an environment that is kept constant by shutting out 

sounds and natural light; items in his small environment are kept to a minimum 

to prevent cognitive self-stimulation. Stuart Grassian (see Grassian, Chapter 6) 

has described the deleterious effects of isolation on prisoners that were first com¬ 

prehensively documented by German researchers in the nineteenth century and 

more recently in the American penal system.9 

Without cognitive stimulation, the entire arousal system becomes disorgan¬ 

ized. As Donald Hebb pointed out half a century ago, it is astonishing to what 

extremes people go just to get cognitively stimulated.10 Experimental volunteer 

subjects under conditions of sensory deprivation began to hallucinate and to have 

other psychotic symptoms after hours in a silent room. In another experiment, 

they would request listening to the same boring tape over and over again rather 

than have no stimulation at all after only a few hours of isolation. And yet, when 

they were given cognitive testing, they found it confusing and fatiguing, and they 

performed very poorly. In short, sensory deprivation produces rapid cognitive 

disorganization as well as emotional distress. Under sensory deprivation humans 

are like fish on dry land and cannot survive. 

In sum, much of what may be described as psychological torture involves a 

powerful assault on the basic conditions for mental survival that have a direct 

effect on the bio-psycho-social equilibrium of the victim. Looking at these meth¬ 

ods of torture through a holistic lens facilitates the appreciation of the seriousness 

of such methods of tormenting prisoners and of the mechanisms by which lasting 

neuropsychological damage may be inflicted. The next question is whether this 

general understanding of the ways in which hands-off torture works may assist 

in the practical forensic documentation of psychological torture. 

MIND-BODY DUALISM CONTINUED: WHAT CONSTITUTES 
EVIDENCE? 

I submit that psychological torture has been used for two reasons: (1) to help 

the torturer convince himself that he is not, in fact, torturing, but acting in a civi¬ 

lized manner by applying an “enhanced interrogation technique”; and (2) to con¬ 

vince the public that what is going on in any given prison does not constitute 

torture and that no crime has been committed. In addition, select interrogators 

may derive sadistic gratification from the knowledge that they are inflicting suf¬ 

fering without leaving marks.11 This kind of deniability appears to be related to 

a common bias, for example, the belief that physical reality is objective and 
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therefore more real than mental reality, which is subjective and therefore less real. 

Lay persons and professionals alike do not think of psychology when they think 

of forensic science. In a court of law, a clinical diagnosis of PTSD that depends 

in part on a patient’s self-report may be relegated to hearsay, whereas a scar from 

a wound remains a scar from a wound, even if it is not thought to have occurred 

under torture. 

In order to understand this further, we may consider a few practical realities in 

the documentation of torture as it occurs in the real world. We know from expe¬ 

rience that many, if not most, legitimate claims of torture feature no diagnostic 

physical evidence, but only evidence that is more or less consistent with the 

victim’s story. To understand this technical difference requires reference to the 

current international guidelines codified in the Istanbul Protocol, which recom¬ 

mends a classification of medical evidence on a continuum of being inconsistent 

with, consistent with, highly consistent with, and diagnostic of specific allegations 

of torture. In other words, the doctor’s medical findings can be more or less well 

explained by causes other than torture. One might say that diagnostic findings 

mean that there are no other plausible causes, and highly consistent findings 

mean that other causes are possible but unlikely. 

However, even in lesions that might be considered diagnostic, such as the pres¬ 

ence of multiple scars typical of cigarette butts extinguished on the skin of the 

victim, the counterclaim can be made that the claimant self-inflicted the lesions 

and/or had help from a confederate for those lesions on parts of the body he 

could not have reached himself. The acceptance of evidence still requires good 

faith, as always. The more general point here is that physical evidence becomes 

only physical evidence of torture in the context of the history taken by the physi¬ 

cian and his/her expert judgment concerning the overall consistency of the physi¬ 

cal and historical evidence. Outside of a history, there is very little evidence of 

torture because the history is required for establishing the so-called “nexus” 

between observed consequences and presumed causation. 

Given the usual absence of “diagnostic” physical findings of torture and the 

reliance on history taking, there seems to be little objective justification for 

considering interview plus behavioral analysis (including psychological testing 

where possible) to be less important than interview plus analysis of physical signs. 

However, the fantasy of incontrovertible proof motivates much practice even 

when such proof can seldom be had. Conversely, it appears that the fantasy of 

maintaining deniability has facilitated the torture of thousands in Iraq alone, in 

spite of some torture having resulted in the deaths of victims,12 the release of 

photographs, and all kinds of other proof. As far as medical and psychological 

evidence are concerned, however, the call for neurobiological documentation of 

psychological torture emanates from the desire to find proof through new, 

special, scientific methodology, realizing that a picture is often worth a thousand 

words. 
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NEUROBIOLOGICAL EVIDENCE OF PSYCHOLOGICAL 
TORTURE? 

From the discussion above, it may be evident that, without interpretation in 

the context of a history taken or other factual evidence, there can be no diagnostic 

evidence of psychological torture specifically, although there might be diagnostic 

evidence of trauma. Certain physical evidence is subject to direct measurement 

and may be correlated to the discrete physical impact of an object or torture 

technique on the body. However, even the most sophisticated brain imaging 

technique may only yield evidence of trauma in general. If a brain can be shown 

to be traumatized, it cannot be said whether the trauma was torture, much less 

psychological torture in particular, without interpretation of history or other 

documented facts. This does not discourage the neuropsychological documenta¬ 

tion of torture any more than the documentation of most physical evidence of 

torture, but it is merely a logical constraint to be recognized. In the same way that 

the historical context is critical for all other kinds of forensic documentation, 

here, too, there is a need to rule out other possible sources of traumatization by 

history. The ultimate source of distress is not directly traceable. On the other 

hand, an individual who was demonstrably not traumatized prior to confinement 

and now evinces neuropsychological signs and symptoms of trauma can be 

assumed to have sustained trauma during confinement. 

NEUROPSYCHOLOGICAL EVIDENCE OF TORTURE IN 
PRACTICE 

The attempt to catalogue all the general principles of documenting psycho¬ 

logical and neuropsychological evidence of torture is beyond the scope of this 

chapter and has been detailed elsewhere.13 It may be stated, however, that the 

utility of neuropsychological investigation follows from the description of the 

type of damage done by psychological torture methods as it was provided above. 

Traumatic effects on the brain will be revealed in behavioral changes. Neuropsy¬ 

chologists specialize in brain-behavior relations and commonly use batteries of 

tests in order to measure behavior under controlled conditions and to compare 

that performance to a sample of individuals who have similar characteristics, 

the so-called “normative sample.” Thus, if a prisoner who alleges that he was 

tortured complains that he has had memory problems since that time, one might 

give him a test, in the same way that a cardiologist may give someone a stress test 

when they complain of chest pain. 

As imaging techniques have advanced rapidly and allow ever more sophisti¬ 

cated inspection of brain processing, the need for neuropsychological testing as 

an indirect measure of extent and localization of lesions has diminished. Direct 

imaging evidence of cerebral correlates of trauma has been increasingly made pos¬ 

sible through recent scientific advances (see Catani, Chapter 10). What remains 
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relevant for traditional neuropsychological investigations of torture, however, is 

the description and measurement of functional capacities and deficits that result 

from injury or disease. Thus, the deficits described by Hebb in subjects who had 

undergone sensory deprivation were documented by administration of cognitive 

tests. Likewise, any functional deficits in cognitive processing, memory, and a 

victim’s ability to plan, organize, and carry out sequences of behavior can be 

documented in this manner. 

Neuropsychological assessment has areas of overlap and differences from psy¬ 

chiatric, neurological, and psychological assessment. Compared to a neurological 

examination, the neuropsychologist focuses more on higher cortical functions, 

which typically get a less detailed assessment in typical neurological examination. 

Neurological examination tends to be relatively brief and focused on gross 

sensory-motor functioning and medical diagnostic tests for signs of central nerv¬ 

ous system abnormality. Psychiatric examinations, on the other hand, focus on 

behavioral history and observation, with a greater focus on signs and symptoms 

of psychopathology. Psychiatrists carry out a less detailed assessment of higher 

cognitive functions, no assessment of sensory-motor and perceptual functions, 

and no objective testing. Clinical psychologists may include objective testing, 

which is of advantage, but may have less understanding of the biological under¬ 

pinnings and possible somatic causes of symptoms than the other disciplines. 

However, which individual discipline may contribute more to the understanding 

of sequelae from torture in any particular case depends both on the nature of the 

injuries and the skill and knowledge base of the examiner. 

From the neuropsychological perspective, all behavioral functions depend on 

an intact brain, and among the functional domains we examine are motor 

control and behavior, sensory processing, attention, concentration, memory, 

verbal comprehension and fluency, visual-spatial processing and problem solving, 

calculation, abstract reasoning, and executive functioning. Different pathological 

conditions are associated with particular patterns of impairment in one or more 

of these domains. The procedures neuropsychologists use are more or less specifi¬ 

cally sensitive to particular domains and/or have a high predictive value with 

regard to the presence of brain impairment in general. Neuropsychological inves¬ 

tigations can yield rather specific and detailed objective findings and are therefore 

desirable in any situation in which functional impairments in cognition and 

memory are suspected as a result of torture. In spite of this reality, the discipline 

of neuropsychology has been underrepresented in the documentation and reha¬ 

bilitation of torture.14 

A significant limitation of traditional neuropsychological testing in the context 

of torture, however, is found in any cross-cultural examination context and in 

any situation that deviates significantly from a standardized assessment environ¬ 

ment. Administration of a test battery may not be feasible in many situations 

of current detention or imprisonment. Whenever examiners have to assess 
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individuals who do not have at least 6—8 years of formal education, many neuro¬ 

psychological tests have questionable validity. If any norm-referenced interpreta¬ 

tion of test results is undertaken, proper norms must exist. Linguistic and 

cultural competency is also required of the examiner. There are many instances 

in which the assessment of a torture victim cannot satisfy one or more of these 

conditions and therefore procedures are limited to interview and observation. 

A case description of a neuropsychological examination of a victim of torture is 

provided in a prior publication.15 To summarize in brief, the case involved an 

asylum seeker from South Asia with a severe traumatic brain injury (TBI) from 

torture that required subsequent surgery and resulted in a state of dementia and 

PTSD, which required detailed assessment to understand in its complexity. The 

patient had previously been diagnosed as suffering from a psychotic mental 

illness by a community psychiatrist and given treatment with antipsychotic medi¬ 

cation. However, neuropsychological investigation demonstrated that what was 

thought to be a delusional paranoia was more accurately understood as extreme 

fear of all authority figures as a result of having been tortured and left for dead 

by the police, combined with a severely compromised cognitive capacity as a 

result of the TBI. This was a case in which the severity of the injury warranted 

the use of neuropsychological procedures even in a cross-cultural context where 

no test norms existed. 

For a scenario of psychological torture without such severe TBI, however, this 

type of cross-cultural assessment might not have yielded valid, interpretable 

results above and beyond what a psychiatric or clinical psychological evaluation 

may provide. Case studies with educated individuals by linguistically competent 

examiners would be required for a demonstration of the utility of such investiga¬ 

tions following psychological torture. The qualitative interpretation of brief and 

somewhat controversial tests, such as the Bender Gestalt Test, may in some cases 

be illuminating (see Fields, Chapter 8) but may be challenged on methodological 

grounds. Even without such individual investigations, however, a body of litera¬ 

ture has existed for decades now that documents the serious neuropsychological 

consequences of isolation, sensory deprivation, and other techniques. These 

lessons are sufficient evidence to be leveled against any attempts to legalize such 

mistreatment. 

CONCLUSION 

Torture of all kinds changes the victim’s brain functioning. These changes may 

be more obviously structural, i.e., based on brain tissue damage, in the case of 

traumatic brain injury, or they may be more functional in nature. In both instan¬ 

ces, neuropsychological evaluation can be important in the effective investigation 

of torture. From a holistic point of view, and based on understanding brain- 

behavior relations, the apparent distinctions between physical and psychological 
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torture methods begin to lose their apparent importance. It may be hoped that 

this point of view can raise awareness and contribute in the struggle against the 

impunity and attempted legalization of psychological torture methods. There is 

no greater excuse for damaging brains and minds by the types of cruelty referred 

to as “enhanced interrogation methods” than there is for beating a prisoner about 

the head with a stick. Neuroscience in general, and neuropsychology in particu¬ 

lar, can help to make this clear. 
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CHAPTER 10 

The Tortured Brain 

Claudia Catani, Frank Neuner, Christian Wienbruch, and 
Thomas Elbert 

The World Medical Association, an international organization that governs 

professional standards and ethics for physicians, defines torture as 

the deliberate, systematic or wanton infliction of physical or mental suffering by 

one or more persons acting alone or on the orders of any authority, to force 

another person to yield information, to make a confession, or for any other 

reason.1 

Compared to this definition, the nature and purpose of torture has changed 

during the last century.2 In the modern world, torture is typically used covertly 

and extrajudicially as part of a process of state-sponsored violence against minor¬ 

ity ethnic, religious, or other communities. Much more than to yield information 

or confessions, torture is primarily used to deliberately and systematically 

dismantle one’s identity and humanity. Its central purpose is to destroy a sense 

of community, eliminate leaders, and create a climate of fear in the individual 

victim as well as in the community. It has become obvious that the main objec¬ 

tive of torture is not to inflict physical wounds or injuries; on the contrary, the 

objective is to leave psychological wounds. Indeed, even the real purpose of 

physical torture, which does bear physical scars, is to have a major impact on 

the long-term psyche of an individual. This has been proven in several studies 

which investigated the mental health and well-being of torture survivors even 

years after being exposed to torture.3, 4 In most of the studies addressing psycho¬ 

logical long-term consequences of torture, the investigated samples typically had 

experienced psychological as well as physical torture. For example, Basoglu and 

colleagues3 examined a sample of 55 torture survivors in Turkey and found very 

similar prevalence rates for both psychological torture (blindfolding, being 
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stripped naked, threats of more torture, threats of death) and physical techniques 

(electrical torture, beatings of the body, beatings of the soles of the feet). 

It has only been recently that scientists have begun to investigate whether 

physical and psychological torture are distinct in terms of their relative psycho¬ 

logical impact. In response to a controversy about reports of human rights abuses 

by the U.S. military in Guantanamo Bay, Iraq, and Afghanistan, Basoglu and 

coworkers carried out a cross-sectional survey examining the relative cumulative 

impact of physical vs. nonphysical torture5 in a sample of 279 survivors of 

torture from different Balkan countries. The related question was whether or 

not the detention and interrogation procedures described in the reports qualify 

as torture. The noteworthy finding of the study was that psychological torture 

methods and humiliating treatment were comparable to physical torture in terms 

of distress and the victim’s lack of control. Most importantly, it was found that 

physical torture and psychological torture incidences were similar in terms of 

the severity of mental suffering they cause. An interesting side note of the study 

was that it was not possible to compare two distinct groups of survivors (a group 

of physical torture survivors compared to nonphysical torture survivors) since 

nearly all participants reported both types of torture. These findings, therefore, 

support the assumptions that: (1) physical and psychological torture almost 

always occur simultaneously; and (2) a distinction between these two qualities 

of torture is unnecessary when discussing long-term effects on mental health. 

Based on these notions, we will review findings of psychological consequences 

and altered brain dynamics in victims of torture regardless of the quality of 

torture experienced by them. In particular, neurobiological variables assessed in 

survivors of torture are not to be considered correlates of torture events per se, 

but rather brain correlates of chronic traumatization induced by extremely stress¬ 

ful and life-threatening experiences. 

TORTURE: EXTREME TRAUMATIZATION AND ITS 
PSYCHOLOGICAL SEQUELAE 

We have already stated that torture typically has a strong impact on the psycho¬ 

logical condition of the victim, since it represents an act designed to psychologi¬ 

cally damage an individual. From a clinical perspective, torture clearly represents 

a traumatic event according to the DSM-IV criteria for Posttraumatic Stress Disor¬ 

der (PTSD). Both the required objective (e.g., death threat), as well as the subjec¬ 

tive criteria (e.g., fear or helplessness) are fulfilled in situations in which an 

individual is a victim of torture. As a consequence, PTSD has become a main focus 

of epidemiological research with torture survivors, and several studies have shown 

an extremely high prevalence rate for this anxiety disorder, often accompanied by 

Major Depressive Disorder (for a review, see 6). The main characteristics of PTSD 

are symptoms of involuntarily reexperiencing the traumatic event, avoiding 
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reminders of the experience, and persistent hyperarousal. Symptoms are so 

frequent and severe that they lead to a significant functional impairment. 

Basoglu and coworkers 3 conducted a particularly interesting study in a 

comparison of torture survivors with a group of matched non-tortured political 

activists in Turkey. A key finding was that torture survivors had significantly more 

symptoms of PTSD and anxiety/depression than the comparison subjects. The 

authors concluded that torture has long-term psychological effects independent 

of consequences related to uprooting, refugee status, or other traumatic life 

events that typically characterize a politically repressive environment. In another 

study, Silove and colleagues 4 examined the role of torture as a causal factor of 

PTSD in a sample of Tamil refugees living in Australia. The results showed that 

torture was the strongest predictor of PTSD in a multiple regression analysis. De 

Jong and coworkers7 studied community samples in four countries that had 

recently been experiencing internal conflict. They found elevated rates for PTSD 

in all of these countries together with a significant relationship between torture 

and risk of PTSD. Data from our own workgroup show a similar picture. We 

have investigated different populations of refugees and asylum seekers in 

Germany and Italy, as well as large samples of survivors of organized violence 

in war-torn countries all over the world. In nearly all of these populations, torture 

has been the most frequent traumatic experience and the main factor related to 

the development of chronic PTSD.8, 9 

In view of the high prevalence rates of trauma-related disorders in torture 

survivors, one might ask oneself, “What exactly makes torture such an important 

contributor to the development of PTSD?” The answer to this question is found 

by looking at the research on potential predictors of PTSD in survivors of torture. 

Again, Basoglu’s various studies have addressed this issue and found that the 

subjective experience of torture, rather than objective characteristics such as the 

use of physical techniques and the amount of physical pain, is the most important 

determinant of subsequent stress-related disorders.3, 5’ 10, 11 In particular, the sub¬ 

jective appraisal of the torture event as being uncontrollable and unpredictable 

was repeatedly shown to be associated with higher perceived distress during 

torture and a greater likelihood of developing PTSD. This finding does, once 

again, support our initial notion that experiences of psychological and physical 

torture both have the same detrimental effects on the survivor’s mental health, 

since both methods share the same crucial feature: exposing a person to an uncon¬ 

trollable and unpredictable life-threatening situation of extreme stress. 

Another factor that accounts for elevated PTSD rates in torture survivors, as well 

as other victims of organized violence, is the so-called “dose effect” of traumatic 

exposure. Epidemiological studies conducted by our workgroup12 as well as other 

research teams13, 14 have shown that with the growing number of traumatic event 

types, the portion of individuals with PTSD increases near-linearly, a finding that 

is true for both adult and child survivors of organized violence.15 Considering that 
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torture survivors typically are exposed to a variety of traumatic event types, includ¬ 

ing arrests, interrogations, and—most of all—episodes of various kinds of torture, 

the high prevalence rates of PTSD found in this population is not at all surprising. 

TRAUMA AND MEMORY 

Many of the current theories of PTSD16, 17’ 18 explain the development and 

the symptomatology of PTSD on the basis of memory representations of the 

traumatic event. The theories differ with regard to the number of proposed 

representations of the traumatic event in memory, ranging from two16 to four17. 

All theories propose a dissociation between nondeclarative (“fear structure,” “hot 

memory,” “sensory-perceptual representation,” “situationally accessible 

memory”) and declarative (“autobiographical memory,” “verbally accessible 

memory,” “cold memory”) representations. At the core of this assumed dissocia¬ 

tion is the observation of the memory-related clinical features of PTSD. 

The autobiographical context memories, or “cold memories,”19 contain knowl¬ 

edge about periods of one’s life and specific events in the context of time and space. 

The sensory-perceptual representations, or “hot” memories, comprise emotional 

and sensory memories of all modalities. Cold memories (e.g., “on March 24 at 

4:30 pm, I was attending the University of Diyarbakir”) are usually connected with 

hot, sensory memories (e.g., black-masked, gun, voice of soldier) as well as with 

cognitive (e.g., “I can’t do anything”), emotional (e.g., fear, horror), and physio¬ 

logical elements (e.g., racing heart, fast breathing, shivering). In individuals who 

are not affected by trauma or fear, hot memories are linked with autobiographic, 

declarative memories. However, in traumatized persons, the autobiographical 

memory is characterized by a significant distortion that is, in particular, visible in 

the failures of PTSD patients to narrate their traumatic experiences. As a conse¬ 

quence, sensory and emotional memories are activated by environmental stimuli 

without being related to autobiographic, declarative items (i.e., dates and places 

of autobiographical occurrences) and those autonomous hot memories form a fear 

network. Contrary to recollections of everyday events, flashbacks are experienced 

as if the event is occurring at that moment.18 They do not fit the perception of 

subjective time but seem to be without context in time and space. 

An example of a memory representation of a traumatic event, in this case a 

scene of psychological torture (mock execution), is outlined in Figure 10.1. 

The fear network is characterized by a great number of very strong interconnec¬ 

tions between the single memory items. The activation of a single item (e.g., see¬ 

ing a soldier or starting to sweat) will cause the entire network to be activated. 

Since the sensory-perceptual representation of this traumatic event is not tied 

to corresponding autobiographical context information, once the recollection 

of the torture scene is triggered, it will result in a “here and now” perception 

and the traumatized survivor may experience a flashback. 
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Figure 10.1 

Example of a Memory Representation of a Torture Experience (Mock Execution) 

sensory cognitive emotional physiological 

1 was living in It happened the second 1 had been arrested 
Diyarbakiratthat morning after my arrest. while leaving the 

time. university. 

The sensory-perceptual network (fear structure) includes sensory, cognitive, emotional, and physiological 

elements. The boxes below represent the autobiographical memory fragments that are completely 

disconnected from the sensory information (fear network). 

The model described here assumes that the fear network acts as an example of 

how the human brain responds to traumatic life events in terms of plasticity, or 

changing neural networks. As outlined below, there is an important body of 

literature, in particular data from research with rodents as well as neuroimaging 

findings in PTSD, arguing in favor of the proposed model. However, a definite 

validation of the theoretical assumption presented here still provides a challenge 

for future neuroscientific research. Our workgroup is addressing this specific 

challenge by investigating neural correlates of PTSD symptomatology in survi¬ 

vors of torture and organized violence. 

THE TRAUMATIZED BRAIN 

The neurobiological correlate of autobiographical memory cannot be identi¬ 

fied as a single brain structure. Rather, long-term storage of autobiographic and 

other declarative knowledge depends on widespread neocortical neuronal 
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activity. The hippocampus is a brain structure that plays a major role in the con¬ 

struction of memories that contain autobiographic information, including the 

temporal and spatial context of an event.20 Research with rodents showed that 

both the function and the structure of the hippocampus are strongly affected 

by stress hormones. Exposure to glucocorticoids increases the activity of the 

hippocampus, but if a certain threshold is exceeded, the activity declines again. 

Under very high levels of stress, the functioning of the hippocampus is severely 

impaired. It is assumed that very high doses of adrenal steroids can even cause 

permanent and irreversible atrophy of the hippocampus.21, 22 

Consistent with these findings, several neuroimaging studies have found 

decreased hippocampal volumes in PTSD.23, 24 However, it is not yet clear as 

to whether the hippocampal volume reduction in individuals with PTSD is a 

consequence of the excessive exposure to adrenal steroids during the traumatic 

event, or whether it rather reflects a pre-trauma vulnerability for PTSD.25 The 

results of studies that measured the hippocampus volume in PTSD patients are 

inconsistent, and the explanation of the findings is still a matter of debate. Never¬ 

theless, the fact that this structure, which relates to the encoding of spatiotempo- 

ral information, is vulnerable to stress strongly supports the assumption that a 

malfunction of the hippocampus during severe stress might be responsible for 

the distortion of the autobiographical memory. 

With respect to the storage of the sensory-perceptual representations of past 

events, neuroimaging studies suggest the complex involvement of brain areas 

considered to be responsible for visuospatial processing and emotion (limbic 

structures, especially posterior cingulate including the surrounding cortex as well 

as parietal cortex), and preparation for action (motor cortex).26 Studies of neural 

mechanisms of fear conditioning offer ideas about the coding of fearful memo¬ 

ries.27 Based on animal studies, the suggestion here is that the amygdala, an 

ancient brain area located in the center of the brain, plays a crucial role in fear 

responses and fear conditioning. Contrary to the hippocampus, which shows 

decreased functioning under high levels of stress, the functioning of the amygdala 

seems to be enhanced as stress increases. 1 ’ This finding supports the theory 

that a dissociation of stress effects occurs in the hippocampus and amygdala and 

can, therefore, provide the neurobiological framework for the assumed dis¬ 

sociation of hot and cold memory systems during and after a traumatic event. 

Furthermore, the hyperresponsiveness of the amygdala under extreme stress 

may cause an excess of fear conditioning to a large variety of stimuli during a 

traumatic event, and thus account for the assumption of unusually large fear 

structures in PTSD patients. Despite these findings, neuroimaging studies with 

PTSD patients yielded less consistent results with respect to amygdala activity. 

As summarized in a review by Bremner,31 some studies support the assumption 

of an increased amygdala activity during symptom provocation in PTSD 

patients, whereas data of other studies do not speak in favor of this notion. 
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Instead of merely focusing on the amygdala as the crucial brain in fear 

responses, a more promising approach has been the investigation of the mediat¬ 

ing role of medial prefrontal cortical areas and, in particular, their relationship 

to amygdaloid activity in stress and anxiety-related disorders. As shown by 

Bremner in his review on functional neuroanatomical correlates of traumatic 

stress,31 data arguing for a dysfunction in medial prefrontal cortex (including 

anterior cingulate) in PTSD patients are more univocal than evidence for deficits 

in the hippocampus and amygdala. The strongest evidence derives from imaging 

studies involving symptom provocation in patients with PTSD. A failure of acti¬ 

vation and decreased function in various subregions of medial prefrontal cortex/ 

anterior cingulate in traumatized patients compared to healthy controls were 

repeatedly found during exposure to traumatic scripts32, 33 or to combat- 

related pictures.34 The results of neuroimaging studies are mostly consistent in 

showing that, in PTSD, the amygdala is hyperresponsive and medial prefrontal 

regions are hyporesponsive, and that activity in these regions is reciprocally 

related.35 Given that the medial prefrontal cortex is well connected to the amyg¬ 

dala in primates36 and is involved in the extinction of fear conditioning through 

inhibition of the amygdala, the lack of activation of prefrontal areas in PTSD 

patients can explain the inappropriate fear responses and the diminished extinc¬ 

tion of the conditioned trauma related fear in these individuals. 

NEUROBIOLOGICAL STUDIES WITH TORTURE SURVIVORS 

Despite the large number of neuroimaging studies with traumatized patients 

published during the last years, research on functional or structural brain altera¬ 

tions in survivors of torture is still scarce. In addition to the work conducted by 

our workgroup at the German Outpatient Clinic for Traumatized Refugees, to 

our knowledge there is only a single published study on neurobiologic alterations 

in a group of torture survivors. Using single photon emission computed tomog¬ 

raphy, Mirzai and coworkers37 examined brain activity through the regional 

cerebral blood flow in eight survivors of torture with PTSD compared to eight 

healthy controls. The main outcome of the study was a markedly enhanced 

heterogeneousness of the measured blood flow in the patient group, in particular 

in the temporoparietal region. However, given the small sample size, findings 

should be interpreted with caution and seen as preliminary. In a single-case study, 

Fernandez and colleagues38 examined a patient with war- and torture-related 

PTSD with a positron emission tomographic scanner during a condition of 

symptom provocation (exposure to war sounds) and a baseline (rest) condition. 

Exposure to the reminders of trauma resulted in a decreased cerebral blood flow 

in the insula and the prefrontal cortex as well as in an increase in activity in the 

cerebellum and supplementary motor cortex. Activity in frontal areas was nega¬ 

tively correlated to heart rate during provocation as well as baseline conditions. 
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The authors concluded that symptom provocation in torture-related PTSD may 

alter neural activity in brain territories involving memory, emotion, and 

attention as well as motor control. In particular, the abnormalities seen in the 

frontal cortices during anxiety provocation were in line with evidence from 

previously published evidence from neuroimaging studies in PTSD39, and 

were assumed to reflect loss of emotional control and a failure to extinguish 

fear-conditioning. 

ABNORMAL SLOW WAVE ACTIVITY IN TORTURE SURVIVORS 

In our workgroup, we use magnetic source imaging procedures to map abnor¬ 

mal slow wave activity41 in refugees with PTSD as well as schizophrenic and 

depressive patients.42, 43 Abnormal slow wave rhythms (delta range 1.5-4 Hz) 

in the brain have been found to be related to brain pathology or dysfunctional 

neural tissue. In one of the first studies to describe torture victims from a 

neuroscience perspective, we used slow wave mapping to examine functional 

alterations in torture victims with a current diagnosis of PTSD and elevated dis¬ 

sociation scores compared to a matched control sample.44 Severely traumatized 

persons, such as torture victims, often describe dissociative experiences 

during or immediately after trauma exposure (peritraumatic dissociation), but 

also later on (posttraumatic dissociation). Several studies have found peritrau¬ 

matic dissociation to be a predictor for the later development of PTSD.45, 46 

Abnormal slow wave mapping results of our study showed that torture survivors 

had significantly more abnormal slow waves in the left ventral region than the 

culturally matched control group. Furthermore, the number of dissociative expe¬ 

riences was positively related to the density of abnormal slow wave generators in 

the left ventral region of the anterior cortical structures and to the left hemisphere 

as a whole. The inverse relationship was found for the right hemisphere as a 

whole and for the right anterior superior areas. Statistically partialling out the 

level of posttraumatic stress disorder did not influence these relationships, 

suggesting that the level of dissociation contributes a separate component above 

and beyond PTSD symptoms to abnormal brain activity. 

Recently, Kolassa and colleagues47 carried out a similar study with 97 refugees 

with PTSD, many of whom were victims of torture, again mapping generators of 

slow waves produced within circumscribed brain regions. Compared to a group 

of healthy controls, PTSD patients showed a higher focus of slow waves in the 

left temporal and the right frontal brain areas. The peak of abnormal slow wave 

generators was seen in the left intrasylvian cortex, suggesting a possible dysfunc¬ 

tion of the left insula in traumatized survivors of organized violence and torture. 

The left insula has been ascribed a key role both in expressing affective and 

speech processing, and insular dysfunction could play a key role in the decou¬ 

pling of emotional from language centers, leading PTSD survivors to be caught 
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in the speechless terror of their intrusive memories. The enhanced slow wave 

activity in the right frontal cortex found in the present study is in line with the 

large body of literature on structural and functional abnormalities in the prefron¬ 

tal cortex, including the anterior cingulated cortex, in PTSD patients. As 

summarized above, current models suggest that the prefrontal cortex, and the 

anterior cingulate in particular, play a major role in fear extinction through their 

inhibitory effects on the amygdala.35 Thus, the findings of Kolassa and col¬ 

leagues47 provide additional evidence for the assumption that a dysfunctional 

prefrontal cortex may lead to diminished extinction of conditioned fear and, 

together with a hyperresponsive amygdala, to enhanced fear responses and hyper¬ 

arousal symptoms, such as those seen in survivors of extreme trauma. 

To date, more than 100 torture victims seen at our specialized outpatient clinic 

for refugees in Germany have been examined for functional alterations in brain 

activity. Findings of a comparison between slow wave activity in this group and 

in a healthy control sample are outlined in Figure 10.2. Traumatized torture 

survivors generally show a specific pattern of slow wave activity in prefrontal 

and temporal brain areas. 

AFFECTIVE PICTURE PROCESSING IN TORTURE SURVIVORS 

As outlined above, the key feature of a traumatized mind is a distortion of the 

memory representation for the traumatic experiences as characterized by the 

dissociation between the declarative “cold” memory and the “hot” fear network. 

Therefore, the challenge for research is to detect neurophysiological correlates of 

a fear network. In recent years, the use of affective pictures as stimulus material 

Figure 10.2 

Statistical Difference Maps Plotted on a Standard Brain Showing T-Test Differences of 

98 PTSD Patients (Mostly Torture Survivors) vs. 97 Healthy Control Subjects 

White areas indicate higher ASWA relative to controls (prefrontal and temporal focus); regions marked in 

gray indicate lower ASWA relative to controls. 
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has become a standard paradigm for studying brain responses to emotional cues. 

Lang and coworkers have developed the International Affective Picture System 

(LAPS),48 a set of calibrated photographic slides that includes normative ratings 

of pleasure and arousal associated with each picture. This set of affective pictures 

is employed by an extended body of researchers worldwide in important cogni¬ 

tive, psychophysiological, and biobehavioral studies with different clinical 

populations. 

In a first study,49 we implemented a visual paradigm to investigate cortical 

activation patterns during the processing of high arousal (pleasant and unpleas¬ 

ant) as compared to low (neutral) arousal pictures presented for two seconds. 

A schematic illustration of the experimental design is provided in Figure 10.3. 

In addition to magnetocortical data, we examined subjective ratings, heart 

rate, and startle responses in 15 survivors of torture and organized violence with 

PTSD, 15 schizophrenia inpatients, and 10 healthy control subjects. PTSD 

patients showed a differential sensitivity for high arousal pictures during the early 

time windows (140-220 ms after picture presentation). Moreover, PTSD 

patients displayed more reactivity to emotionally arousing pictures during later 

stages of visual stimulus processing (350-490 ms after picture presentation), 

which are thought to reflect enhanced cortical facilitation in attentional proc¬ 

esses. Heart rate responses differed significantly among PTSD patients and con¬ 

trol subjects showing sustained heart rate acceleration for highly arousing 

unpleasant pictures in traumatized survivors of torture and organized violence. 

The author concluded that the increased of this peripheral marker may be related 

with the activation in higher-order cortical networks. 

Figure 10.3 

Arousing and Neutral Pictures were Selected from the International Affective Picture 

System 

Highly arousing pleasant pictures included erotic couples and happy families; low-arousing neutral 

pictures included neutral faces and household objects; high-arousing unpleasant pictures comprised of 

mutilated bodies, aimed guns, and scenes of attack and threat. IAPS pictures were presented for 2000 ms 

with an intertrial interval (black screen) varying randomly between 4 and 10 s. 
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In a second study, we applied the rapid serial visual presentation paradigm50 

whereby stimuli from the International Affective Picture System are presented 

in very fast succession (three or five pictures per second) to traumatized torture 

victims and to various clinical and nonclinical control groups. With this para¬ 

digm, we detected important deviations in the processing of affective stimuli as 

soon as 60—120 ms after stimulus onset, 51 as illustrated in Figure 10.4. In both 

healthy controls and traumatized individuals, the emotional material activated 

the visual cortex and associated areas. However, the prefrontal and orbitofrontal 

areas and the cingulate gyrus were also activated in traumatized refugees. 

This widespread early activation triggered by affective (not necessarily trauma- 

related) stimuli can be interpreted as a correlate of a rapid activation of a fear 

structure. These findings further suggest that torture, like any other massive 

experience, dramatically alters the functional organization of the brain: an 

enlarged fear network is activated not only by trauma-related, but generally by 

highly arousing aversive cues. Similar to what is known from neuroimaging 

studies with PTSD patients, the present data suggest that the medial and orbito¬ 

frontal cortical structures lose their ability to regulate the hyperresponsive fear 

Figure 10.4 

Thirteen Torture Victims with PTSD were Compared to 13 Control Subjects 

« PTSD; Aversive 

■w PTSD; Neutral 

mmmmmmm Controls; Aversive 

«*■■*« Controls; Neutral 

0 100 200 300 ms 

The curves below illustrate the global field power of neuromagnetic responding to either aversive or 

neutral pictorial stimuli in the time interval from 0 to 300 ms post stimulus. Areas of significant group 

differences in response to the arousing pictures in the 60-110-ms time interval are marked in the averaged 

MR-scans above. While both groups activate posterior regions in response to the visual stimuli, only 

torture victims respond with an immediate activation of regions in the frontal lobe related to action 

disposition, i.e., emotional responding. 
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structures, thus providing evidence for a dysfunctional interplay between amyg¬ 

dala and frontal cortex in a traumatized brain. 

SUMMARY AND FUTURE CHALLENGES 

The body of literature summarized in this chapter argues for functional brain 

changes in torture survivors with PTSD that can be associated with an altered 

memory organization as a consequence to the exposure of extreme trauma. To 

date, there are only a few studies examining neurobiological alterations in survi¬ 

vors of organized violence and torture. However, the data suggest that torture 

experiences can be regarded as an extreme form of traumatization and that there 

is a high probability such experiences will lead to severe psychological disturb¬ 

ances (PTSD) and to related dysfunctional brain processes. Both the abnormal 

slow wave activity in fronto-temporal networks, as well as the augmentation in 

early and late activation in response to emotional stimuli in torture survivors, sup¬ 

port the assumption of a dysfunctional memory representation of the traumatic 

torture experience. Due to the consequences of the repeated exposure to extreme 

stress, the interplay between key brain structures in prefrontal, temporal, and 

limbic brain areas responsible for memorizing “hot” and “cold” autobiographical 

information as well as for processing new emotional input is disturbed. The disso¬ 

ciation of hot and cold memories, accompanied by an enlarged fear network, can 

explain the clinical features of torture survivors with PTSD. Affected individuals 

experience upsetting intrusions and flashbacks, and are entrapped in speechless 

terror and continuous fear which lacks the context of space and time. 

So far, too few scientific steps have been taken to understand the clinical symp¬ 

toms and related brain alteration in torture victims. A challenge for the future is 

to better clarify whether neurobiological findings in survivors of torture may be 

seen as a correlate of the resulting psychiatric diagnosis (PTSD), or whether they 

occur as a direct long-term consequence of the traumatic torture experience, 

independent of the associated psychological disorder. 

As a concluding remark, we note that there is a definite need for more neuro¬ 

scientific studies with survivors of torture. Taking into account the high inci¬ 

dence of torture on a global level on the one side, and on the other the recent 

boom of research and publications in the field of neurobiology of trauma, where 

increasing numbers of survivors of sexual violence, combat violence, or traffic 

accidents are examined, the scarcity of comparable studies with torture survivors 

is to be considered even more unsatisfactory. Of course, the use of neuroimaging 

and psychophysiological machinery with traumatized survivors of torture might 

represent a special challenge given the often extreme level of fear and, in many 

cases, the diverse culture background in affected individuals, some of whom are 

not familiar with neurological or neuroradiological assessments. Nevertheless, a 

joint effort of clinicians and neuroscientists should be made towards thorough 
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and comprehensive assessments of torture survivors that allow for a clearer 

understanding of the long-term psychological problems, as well as the related 

dysfunctional brain processes. The few findings we have to date already point 

towards an urgent need for targeted interventions for affected individuals. 

A greater amount of evidence-based knowledge about the consequences of 

torture experiences will be indispensable in order to develop and implement 

adequate therapeutic approaches that meet the specific needs and impairments 

of traumatized survivors of torture. 
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CHAPTER 1 1 

The Case of Mohammed al Qahtani 

Gitanjali S. Gutierrez, Esq. 

I am a lawyer with the Center for Constitutional Rights (CCR), a New York- 

based international human rights organization, and have been representing 

Mohammed al Qahtani since October 2005. He is a Saudi citizen who has been 

detained in United States custody since January 2002 at the Guantanamo Bay 

Naval Station, Guantanamo Bay, Cuba (Guantanamo). 

At his father’s request, CCR filed a habeas petition in U.S. federal court on 

Mr. al Qahtani’s behalf in October 2005. As a result of a court order, I have con¬ 

ducted 10 client interviews with Mr. al Qahtani at Guantanamo beginning in 

December 2005. Other than a few meetings with representatives from the 

International Committee of the Red Cross (ICRC), these attorney-client interviews 

have been Mr. al Qahtani’s first and only contact since January 2002 with people 

who are not military personnel or other government representatives. At times, the 

U.S. military has forced us to conduct our meetings in the same type of cell in 

which Mr. al Qahtani was held in isolation for months and subjected to severe sleep 

deprivation and other aggressive interrogation techniques. U.S. military intelligence 

personnel have also lied repeatedly to Mr. al Qahtani and denied him the most 

fundamental human rights. As a result of his physical and psychological torture, 

the conditions surrounding our meetings, and his ongoing suffering from the effects 

of his torture and ongoing inhumane conditions, I have focused extensively upon 

the difficult task of establishing a trusting attorney-client relationship. 

At Guantanamo, Mr. al Qahtani was subjected to a regime of aggressive inter¬ 

rogation techniques, known as the “First Special Interrogation Plan,” that were 

authorized by U.S. Secretary of Defense Donald Rumsfeld. These techniques 

were implemented under the supervision and guidance of Secretary Rumsfeld 

and the commander of Guantanamo, Major General Geoffrey Miller. The meth¬ 

ods included, but were not limited to, 48 consecutive days of severe sleep 
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deprivation and 20-hour interrogations, forced nudity, sexual humiliation, 

religious humiliation, physical force, prolonged stress positions and prolonged 

sensory overstimulation, and threats with military dogs. 

During our meetings in 2006 and 2007, Mr. al Qahtani discussed the abuses 

perpetrated against him during interrogations by U.S. personnel. No one 

questions whether Mr. al Qahtani was subjected to aggressive interrogation tech¬ 

niques. Numerous documents from the U.S. military and other agencies describe 

the specific methods of interrogation used against Mr. al Qahtani as well as U.S. 

government officials’ awareness and authorization of, and involvement in, Mr. al 

Qahtani’s torture and inhumane treatment. Most notably, a military intelligence 

interrogation log was leaked from Guantanamo that detailed a six-week period of 

Mr. al Qahtani’s interrogation. Other government documents include an internal 

memorandum reporting his treatment as potential prisoner abuse and 

government documents disclosed through Freedom of Information Act (FOLA) 

litigation. 

These aggressive techniques, standing alone and in combination, resulted in 

severe physical and mental pain and suffering. To this day, Mr. al Qahtani has 

not received any therapeutic medical evaluation of or treatment for the physical 

or psychological injuries from his interrogations. Ffe continues to suffer from 

ongoing psychological pain and suffering arising from his torture and cruel, 

inhuman, and degrading treatment. 

Mohammed’s nightmare began when the U.S. military transferred him to 

Guantanamo in January 2002. Interrogation teams from at least three separate 

agencies or programs questioned Mr. al Qahtani during the first year and a half 

of his imprisonment: the Defense Department’s Criminal Investigation Task 

Force (CITF);1 a military intelligence interrogation team; and agents from the 

Federal Bureau of Investigation (FBI). Each of these entities rely upon different 

interrogation guidelines, and as Mr. al Qahtani’s interrogations progressed, CITF 

personnel increasingly objected the most vocally within the military to the 

aggressive interrogation tactics used by military intelligence interrogators. 

When he first arrived at Guantanamo, military personnel began interrogating 

Mr. al Qahtani, applying the routine tactics in use at Guantanamo during that 

time. By July 2002, agents from the FBI also started interrogating Mr. al Qahtani, 

but appear to have used traditional FBI interrogation methods. 

By some point in early September 2002, military intelligence personnel at 

Guantanamo began planning a new, more aggressive interrogation regime for 

Mr. al Qahtani. They wanted to apply the training tactics used in the “SERE” 

program, the Survival, Evasion, Resistance and Escape training program for 

U.S. Special Forces. The SERE program is designed to teach U.S. soldiers how 

to resist torture techniques if they are captured by enemy forces. In Guantanamo, 

though, military intelligence officials wanted to use the training methods as 

interrogation techniques against Mr. al Qahtani and others. The SERE training 
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program involves forms of torture such as religious and sexual humiliation, and 

water boarding. As a first step in implementing this new interrogation program, 

military intelligence personnel from Guantanamo attended SERE training at 

Fort Bragg, North Carolina on September 16-20, 2006.2 In response to these 

developments, the CITF leaders memorialized in writing in September 2002 

orders prohibiting their agents from engaging in coercive interrogations, espe¬ 

cially those involving SERE techniques.3 

After a meeting with Vice President Dick Cheney and senior lawyers from the 

Bush administration visiting Guantanamo on September 25, 2002,4 and after 

CITF officials had raised numerous objections to the legality of the methods, 

Major General Michael Dunlavey, the commander of the Guantanamo detention 

center, sent a request up the chain of command on October 11, 2002 for appro¬ 

val for an interrogation plan for Mr. al Qahtani that included 19 techniques 

outside the traditional guidelines for military interrogations. 

These techniques included: 

1. Category I: Yelling, deception, use of multiple interrogators, misrepresenting the 

identity of the interrogation (as if from a country with a reputation for harsh treat¬ 

ment of prisoners); 

2. Category II: Stress positions (such as standing for up to four hours), use of falsified 

documents or reports, isolation for 30 days or longer, interrogation in places other 

than the interrogation booth, deprivation of light and sound, hooding, interroga¬ 

tion for up to 20 hours straight, removal of all comfort items (including religious 

items), switching from hot food to military meals ready to eat, removal of cloth¬ 

ing, forced grooming and shaving of facial hair, use of phobias (such as fear of 

dogs) to induce stress; and 

3. Category III: Uses of scenarios to persuade the detainee that death or pain is immi¬ 

nent for him or his family, exposures to cold or water, use of mild non-injurious 

physical contact, use of a wet towel or water boarding to simulate drowning or 

suffocation. 

Prior to formal approval of these techniques, however, military personnel at 

Guantanamo were already subjecting Mr. al Qahtani to severe interrogation. 

From August 2002 through October 2002, the military held Mr. al Qahtani in 

total isolation in a cell with constant bright lights. In October 2002, military 

dogs were also used in an aggressive manner to intimidate him. As a result of this 

treatment, an FBI Deputy Director reported to the Army that in November 

2002 he observed a detainee, later identified as Mr. al Qahtani, exhibiting symp¬ 

toms of “extreme psychological trauma”: 

In September or October of 2002 FBI agents observed that a canine was used in 

an aggressive manner to intimidate detainee [redacted] and, in November 2002, 

FBI agents observed Detainee [redacted] after he had been subjected to intense 

isolation for over three months. During that time period, [redacted] was totally 
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isolated (with the exception of occasional interrogations) in a cell that was always 

flooded with light. By late November, the detainee was evidencing behavior consis¬ 

tent with extreme psychological trauma (talking to non-existent people, reportedly 

hearing voices, crouching in a corner of the cell covered with a sheet for hours on 

end). It is unknown to the FBI whether such extended isolation was approved by 

appropriate DoD authorities.5 

By early November 2002, Southern Command, the U.S. military command 

unit overseeing Guantanamo, issued preliminary approval of the aggressive tech¬ 

niques proposed by Major General Dunlavey.6 In response to the preliminary 

approval, the CITF leaders prepared an alternative interrogation plan proposal 

on November 22, 2002, noting that the aggressive techniques sought by military 

intelligence interrogators were “possibly illegal.”7 As described in detail below 

and in an interrogation log leaked from Guantanamo, military intelligence inter¬ 

rogators began using systematic, aggressive interrogation techniques against 

Mr. al Qahtani pursuant to the preliminary approval on November 23, 2002.8 

By November 27, 2002, FBI officials, the third investigative agency at Guanta¬ 

namo, had also prepared a legal analysis warning that several of the proposed 

tactics could constitute torture.9 

Despite these controversies and protests about the military intelligence inter¬ 

rogation tactics, on December 2, 2002, Secretary Rumsfeld approved 16 of the 

aggressive interrogation techniques for use against Mr. al Qahtani.10 The memo¬ 

randum authorized techniques, used alone or in tandem, such as forced nudity; 

stress positions; religious humiliation (removal of religious items and forcible 

shaving of beards and hair); isolation of up to 30 days with extensions possible 

after command approval; light and sound deprivation; exploitation of phobias 

(such as fear of dogs); and “mild” physical contact. Fie only approved one tactic 

in Category III, “mild non-injurious physical contact.” By December 14, 2002, 

General Miller had proposed “standard operating procedures” for the use of 

SERE techniques against detainees during interrogations. 

At the end of November 2002, Mr. al Qahtani was not provided with any 

break in the isolation or his interrogations, nor treatment for his symptoms of 

“extreme psychological trauma” observed by the FBI deputy director. Instead, 

on or around November 23, 2002, through January 11, 2003, Mr. al Qahtani 

was subjected to an official interrogation regime known as the “First Special 

Interrogation Plan.”12 Details of the First Special Interrogation Plan emerged 

when a military interrogation log for Mr. al Qahtani was leaked from Guanta¬ 

namo. The log describes a six-week program of physical and psychological inter¬ 

rogation methods that involved prolonged sleep deprivation; painful stress 

positions; physical abuses; sexual, physical, psychological and religious humilia¬ 

tion; the use of military dogs; and sensory overstimulation. According to some 

news accounts, during his entire interrogation period, Mr. al Qahtani endured 

a total of at least 160 days of severe isolation in a cell constantly flooded with 
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light, with much of this time also including interrogations using aggressive tactics 

as part of the First Special Interrogation Plan. 

During client meetings, Mr. al Qahtani provided his description of some of 

the methods used against him during interrogations in 2002 and 2003, methods 

that have been corroborated by official government documents: 

• Severe sleep deprivation combined with 20-hour interrogations for months at a 

time; 

• Severe isolation; 

• Religious and sexual humiliation; 

• Threats of rendition to countries that torture more than the United States; 

• Threats made against his family, including female members of his family; 

• Strip searching, body searches, and forced nudity, including in the presence of 

female personnel; 

• Denial of the right to practice his religion, including prohibiting him from praying 

for prolonged times and during Ramadan; 

• Threatening to desecrate the Koran in front of him; 

• Placing him in stress positions for prolonged times; 

• Placing him in tight restraints repeatedly for many months or days and nights; 

• Threats by military dogs; 

• Beatings; 

• Exposure to low temperatures for prolonged times; 

• Exposure to loud music for prolonged times; 

• Forcible administration of frequent IVs by medical personnel during interrogation, 

which Mr. al Qahtani described as feeling like “repetitive stabs” each day. 

The use of some of these methods against Mr. al Qahtani are described in 

detail below. 

SLEEP DEPRIVATION 

Mr. al Qahtani reports being subjected to severe sleep deprivation, often per¬ 

mitted only to sleep four or fewer hours at a time, over prolonged periods of time. 

U.S. military authorities imposed this sleep deprivation through the use of inter¬ 

rogations lasting 20 hours; shifting Mr. al Qahtani to a new cell throughout the 

night; imprisoning him in cells with 24-hour lighting; altering his sleep patterns 

by only allowing him to sleep during the day; and creating disruptive noise to 

wake him up. In order to facilitate 20-hour interrogations, if Mr. al Qahtani 

began to fall asleep from exhaustion, military police or interrogators would 

forcibly make him stand and sit, pour water on him, or otherwise physically abuse 

him. The interrogators also worked in three teams consisting of a linguist and at 
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least two interrogators. They conducted one interrogation shift after another to 

keep the interrogators refreshed and active while Mr. al Qahtani continued to 

deteriorate from exhaustion. 

Mr. al Qahtani’s description of his sleep deprivation is supported by 

government documents and information provided to the media by military per¬ 

sonnel. According to findings in the Schmidt Report, for example, between 

November 23, 2002, and January 16, 2003, Mr. al Qahtani was interrogated for 

18 to 20 hours per day for 48 days.13 Thus, during this particular two-month 

period of the First Special Interrogation Plan, military authorities subjected 

Mr. al Qahtani to extreme interrogation techniques, while simultaneously 

allowing him only four hours of sleep per day. In addition, military authorities 

subjected Mr. al Qahtani to frequent sleep disruption during 2002 and 2003, 

when interrogators moved him from one cell to another throughout the night in 

order to alter his sleep patterns.14 

Mr. al Qahtani has not received any medical assessment of the physiological 

impact of his sleep deprivation. He has experienced, however, symptoms of pro¬ 

longed sleep deprivation that have caused severe pain and suffering. The cumula¬ 

tive effect of at least the two months of severe sleep deprivation combined with 

these other methods was to reduce Mr. al Qahtani’s blood pressure and general 

health to the point that he required hospitalization. As a result of this torture, 

Mr. al Qahtani began hallucinating and hearing voices; he urinated on himself 

multiple times; and he frequently broke down into tears. 

SEVERE ISOLATION COMBINED WITH SENSORY 
DEPRIVATION/OVERSTIMULATION 

For 160 days within his first two years of imprisonment, military authorities 

held Mr. al Qahtani in severe isolation, in which he could not communicate with 

other detainees in any fashion.15 During these times, he was imprisoned in cells 

or a section of the prison camp apart from other prisoners. The only other 

human beings he had contact with were the interrogation teams and military 

guards. Then for the next several years, he was imprisoned in Camp 5, a maxi¬ 

mum security prison consisting entirely of isolation cells. Apart from a few letters 

he received from his family through the ICRC, Mr. al Qathani was also isolated 

from the outside world and his family from January 2002 through December 

2005, when he received his first lawyer visit. Prior to meeting with me, Mr. al 

Qahtani was completed dependent upon his interrogators for any information, 

including information concerning his family. 

While in isolation in 2002 and 2003, military officials also subjected him to 

sensory deprivation techniques, such as holding him in prolonged semidarkness 

and denying him access to sunlight for weeks or months. At other times, Mr. al 

Qahtani faced prolonged exposure to sensory overload techniques while suffering 
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from sleep deprivation. Officials frequently played loud music in the interroga¬ 

tion room (referred to as “white noise” in the interrogation log), for periods rang¬ 

ing from 20 minutes to three hours. At times, officials would yell at Mr. al 

Qahtani or ridicule him while the blaring music was playing. Occasionally, the 

white noise technique was used multiple times in one day. In addition to the 

psychological and physical stress caused by the white noise method, Mr. al 

Qahtani repeatedly protested that listening to this music was against his religion. 

As described above, these interrogation techniques, particularly the isolation, 

had a severe impact upon Mr. al Qahtani, as shown by the observations of the 

FBI official who stated that Mr. al Qahtani was exhibiting symptoms of severe 

psychological trauma after three months of isolation. 

RELIGIOUS, SEXUAL, AND MORAL HUMILIATION 

One of the most widely reported aspects of Mr. al Qahtani’s interrogation was 

the use of sexual, religious, and moral humiliation. In general, there is extensive 

evidence of U.S. interrogators using humiliation, often with religious or sexual 

elements, as a method of interrogation in numerous military detention facilities. 

Many of the humiliating techniques deliberately degrade the Islamic faith of 

detainees, violating taboos relating to contact with women, pornography, and 

homosexuality. 

Because U.S. personnel’s humiliation of Muslim and Arab detainees has taken 

a variety of forms, it is difficult to articulate a generalized and all-encompassing 

description of what constitutes “humiliation” in the context of U.S. interroga¬ 

tions. Instead, the use of humiliation by U.S. interrogators is best understood 

by considering illustrative examples, such as: forced nudity, sometimes for pro¬ 

longed periods and in stress positions; female interrogators straddling male 

detainees, invading the personal space of detainees or otherwise being used in 

the humiliation of detainees; or placing leashes on detainees and making them 

act like dogs. 

More specifically, Mr. al Qahtani was subjected to combinations of all of these 

tactics. While the Schmidt Report and the Interrogation Log contain numerous 

details of Mr. al Qahtani’s interrogation, it is important to note that these sources 

are limited in terms of the incidents that they report, the level of description used 

(the interrogation log in particular is very sparse and often euphemistic in its 

descriptions) and the time period covered. Despite these limitations, it is none¬ 

theless clear that the humiliation of Mr. al Qahtani formed a central part of the 

interrogation plan, and that interrogators subjected him to various types of treat¬ 

ment that involved humiliating him, particularly denigrating, either explicitly or 

implicitly, his religious beliefs. 

Humiliating treatment designed to degrade Mr. al Qahtani’s religious beliefs 

included: constructing a shrine to bin Laden and informing Mr. al Qahtani that 
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he could pray only to bin Laden;16 applying “forced grooming tactics, including 

forcibly shaving Mr. al Qahtani’s beard;17 commandeering the call to prayer as a 

“call to interrogation”;18 and interrupting Mr. al Qahtani’s prayer or attempting 

to control or deny his right to pray.19 In addition, many other aspects of his 

treatment were designed to implicate his culture or religious beliefs, such as 

techniques involving dogs and techniques involving contact with female 

interrogators. 

With respect to expressly sexual humiliation, reports indicate that the use of 

sexual humiliation by U.S. interrogators against Mr. al Qahtani took a number 

of forms. However, identifying these incidents with precision is difficult due to 

the opaque and euphemistic language used in the interrogation log, and these 

incidents are understandably difficult for Mr. al Qahtani to discuss while still 

imprisoned by the perpetrators. The Schmidt Report describes a number of 

incidents in which “female military interrogators performed acts designed to take 

advantage of their gender in relation to Muslim males” and notes that these tech¬ 

niques fell under different types of officially sanctioned and euphemistically 

named interrogation techniques, particularly “Futility”20 and “Invasion of Space 

by a Female.” 

The interrogation log explicitly documents several instances where Moham¬ 

mad al Qahtani is subjected to sexual humiliation techniques: 

1. There are at least 10 separate instances in which the interrogation log reports that 

interrogators used a technique labeled “invasion of space by a female” or that 

Mr. al Qahtani is repulsed, angered, or otherwise bothered by a female interroga¬ 

tor invading his personal space. The details of what this involved are generally 

lacking.21 “Invasion of Space by a Female” is used to describe a number of tactics, 

from a female interrogator straddling Mr. al Qahtani and molesting him while 

other military guards pin his body to the floor against his will, to a female inter¬ 

rogator rubbing his neck and hair, often until Mr. al Qahtani resists with force 

and is subdued by military guards; 

2. There are documented instances of forced nudity;22 

3. “Dance instruction”: 

a. In one incident, a mask was placed on Mr. al Qahtani and he was forced to 

undergo “dance instruction” with a male interrogator;23 

b. In another incident, he was forced to wear a towel “like a burqa” and undergo 

“dance instruction” with a male interrogator;24 

4. The interrogators made sexual insults and sexually offensive comments about 

Mr. al Qahtani and about his female family members, specifically his mother 

and sisters,25 and; 

5. Mr. al Qahtani was forced to either wear26 or to look at and study27 pornographic 

pictures. Interrogators required him to memorize details of the pornographic 

pictures and answer questions as a means to “test” his willingness to cooperate 

and to end other abusive interrogation practices. 
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In addition to explicit sexual and religious humiliation, other aspects of Mr. al 

Qahtani’s treatment and detention were also morally humiliating and a denial of 

his human dignity. This included forcing him to urinate in front of U.S. personnel 

in either a bottle or in his pants while in restraints28 and then subsequently deny¬ 

ing him the opportunity to clean himself, including before his prayers. Military 

authorities also deprived him of privacy in his living conditions, specifically during 

showers when both female and male personnel were present.29 On at least one 

occasion during an interrogation, he was also stripped and forcibly given an enema 

while military police restrained him in the presence of multiple U.S. personnel. 

He was also subjected to the following treatment: “On 20 Dec 02, an interrogator 

tied a leash to the subject of the first Special Interrogation Plan’s chains, led him 

around the room, and forced him to perform a series of dog tricks.”30 

Although not concluding that Mr. al Qahtani’s treatment rose to the level of 

torture, even the military’s own investigation into his interrogation, the Schmidt 

Report, concludes that “[requiring the subject of the first Special Interrogation 

Plan to be led around by a leash tied to his chains, placing a thong on his head, 

wearing a bra, insulting his mother and sister, being forced to stand naked in 

front of a female interrogator for five minutes, and using strip searches as an 

interrogation technique the AR 15-6 found to be abusive and degrading, particu¬ 

larly when done in the context of the 48 days of intense and long interrogations.” 

Without question, the regime of religious, sexual, and moral humiliation 

inflicted upon Mr. al Qahtani during his interrogations, alone and particularly 

in combination with other abuses, constituted torture that profoundly injured 

his personal dignity, mental health, and at times, physical health. 

STRESS POSITIONS AND TEMPERATURE EXTREMES 

Generally, military authorities used stress positions on detainees at Guanta¬ 

namo by forcing detainees to stand in an erect position for hours at a time, some¬ 

times with arms extended outward to the side.31 Short-shackling involves binding 

a detainee’s wrist to his ankle with metal or plastic handcuffs, and doubling the 

detainee over, either while lying on the ground or sitting in a chair.3" Prolonged 

standing produces ‘“excruciating pain’ as ankles double in size, skin becomes 

‘tense and intensely painful,’ blisters erupt oozing ‘watery serum,’ heart rates soar, 

kidneys shut down, and delusions deepen.”33 Military officials familiar with the 

practice describe short-shackling as routinely employed at Guantanamo.34 

Mr. al Qahtani reports being restrained with very tight handcuffs in painful 

positions for extended periods of time, both during the day and night. The 

Schmidt Report also states that Mr. al Qahtani was forced to stand for long 

periods of time.35 As noted above, he was left in restraints on numerous occa¬ 

sions until he had no recourse but to urinate on himself. Moreover, he was 

placed in rooms with very cold temperatures and, to this day, is sensitive to cold 



198 The Trauma of Psychological Torture 

temperatures during attorney-client meetings. General Schmidt also testified that 

at times Mr. al Qahtani was suffering from hypothermia. 

Mr. al Qahtani was placed in painful positions for extended times during 

interrogations that were also accompanied by sleep deprivation, various forms 

of humiliation, and other abuses. 

THREATS WITH MILITARY DOGS 

Mr. al Qahtani reports being threatened with military working dogs on several 

occasions. The interrogation log corroborates Mr. al Qahtani’s report, stating 

that: “issues ar[o]se between MPs and dog handler” on December 7, 2002. The 

Schmidt Report also records a past instance of an officer directing a dog “to growl, 

bark, and show his teeth at” Mr. al Qahtani. In addition to creating a physical 

danger for the detainees, military dogs were permitted to growl and threaten them 

as a means of exploiting cultural and individual phobias associated with dogs. 

AN INCOMPLETE ACCOUNT 

The interrogation log and the enclosed information do not describe everything 

that happened to Mr. al Qahtani. As with many victims of torture, particularly 

those who have yet to receive any treatment for their physical and psychological 

injuries, there are many other methods used against him that Mr. al Qahtani can¬ 

not yet discuss—and perhaps may choose never to discuss, including some of the 

methods used to humiliate and degrade his moral and personal integrity. 

Additionally, Mr. al Qahtani has no memory of some of the interrogation 

methods used against him or events that occurred at Guantanamo, evidencing 

that he has not fully recovered from the trauma of his torture and still suffers 

from its impact. For example, according to new accounts of information leaked 

by intelligence personnel, Mr. al Qahtani was subjected to a “fake rendition” 

authorized by Secretary Rumsfeld around April 2003: 

Mr. Kahtani, a Saudi, was given a tranquilizer, put in sensory deprivation garb with 

blackened goggles, and hustled aboard a plane that was supposedly taking him to 

the Middle East. 

After hours in the air, the plane landed back at the United States naval base at 

Guantanamo Bay, Cuba, where he was not returned to the regular prison compound 

but put in an isolation cell in the base’s brig. There, he was subjected to harsh inter¬ 

rogation procedures that he was encouraged to believe were being conducted by 

Egyptian national security operatives. 

The account of Mr. Kahtani’s treatment given to the New York Times recently by 

military intelligence officials and interrogators is the latest of several developments 

that have severely damaged the military’s longstanding public version of how the 

detention and interrogation center at Guantanamo operated. In order to carry on 
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the charade that he was not at Guantanamo, the military arranged it so Mr. Kahtani 

was not visited by the Red Cross on a few of its regular visits, creating a window of 

several months, said a person who dealt with him at Guantanamo.36 

Yet, at this time, Mr. al Qahtani is unable to remember all of the details of this 

experience. 

INVOLVEMENT OF MEDICAL PROVIDERS 

In general, Mr. al Qahtani suffered severe physical and psychological injury as 

a result of his prolonged exposure to these and other methods used against him 

during interrogations. As a result, Mr. al Qahtani’s weight fell from approxi¬ 

mately 160 pounds to 100 pounds. During his attorney-client meeting, Mr. al 

Qahtani also exhibits the signs of an individual suffering from Posttraumatic 

Stress Syndrome or other trauma-related condition, including memory loss, 

difficulty concentrating, and anxiety. He is aware that his interrogation has left 

him physically and mentally injured from the abuse. He will not seek treatment 

from any health professional at Guantanamo, however, because of their involve¬ 

ment in his interrogation and torture. 

Despite Mr. al Qahtani’s lack of therapeutic medical treatment, medical per¬ 

sonnel were directly and indirectly involved in his interrogations. With respect 

to their indirect involvement, between November 2002 and January 2003, medi¬ 

cal personnel frequently “cleared” him for interrogations and monitored his vital 

signs on a daily basis. He was also hospitalized at least twice when he was close to 

death during interrogations at Guantanamo. On one occasion described in the 

interrogation log, he was rushed to a military base hospital when his heart rate 

fell dangerously low during a period of extreme sleep deprivation, physical stress, 

and psychological trauma. The military flew in a radiologist from the U.S. Naval 

Station in Puerto Rico to evaluate the computed tomography (“CT” or “CAT”) 

scan. After he was permitted to sleep a full night, medical personnel cleared 

Mr. al Qahtani for further interrogation the next day. During his transportation 

from the hospital, Mr. al Qahtani was interrogated in the ambulance. 

With authorization from General Miller and his superior officers, medical 

professionals were also directly involved in Mr. al Qahtani’s interrogation. This 

involvement ranged from administering medical procedures, such as enemas, as 

punishment during interrogations to health professionals participating on Behav¬ 

ioral Science Consultation Teams (“BSCT teams”) to advise interrogators how to 

increase the psychological stress on him. 

CONCLUSION 

Mr. al Qahtani strives each day to maintain his mental and physical health 

while imprisoned at Guantanamo and prevented from obtaining any 
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independent medical treatment. He must live with the knowledge that the U.S. 

government has deprived him, and continues to deprive him, of the most basic 

of human rights. During our meetings, Mr. al Qahtani has described the funda¬ 

mental nature of the rights the U.S. authorities stripped from him: 

A human being needs four things in life that were taken from me at Guantanamo. 

First, to honor his religion and freedom to practice religion and respect it. Two, 

honoring his personal dignity by refraining from humiliating a human being 

through beating or cursing him and bad treatment in general. Three, respect for 

his honor, which means not dishonoring him through sexual humiliation or abuse. 

Four, respect for human rights by allowing a human being to sleep and be comfort¬ 

able where he is; to be in a warm shelter; to have security for his life; to have 

sufficient food and beverage; to have means to relieve himself and clean his body; 

to have humane medical treatment; and to know that his family is safe from threats 

or harm. Again, all of these rights were taken from me. 
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detainee was once more compliant. LTC P supervised shaving. No problems occurred. 

Photos were taken of detainee when the shaving was finished” (12/03/2002). “Detainee’s 

head and beard were shaved with electric clippers. Detainee started to struggle when the 

beard was touched but quickly became compliant” (12/18/2002). “Lt G entered 

the interrogation booth and gave detainee an even shave. The detainee did not resist” 

(12/20/2002). “Source received haircut. Detainee did not resist until the beard was cut. 

Detainee stated he would talk about anything if his beard was left alone. Interrogator 

asked detainee if he would be honest about himself. Detainee replied ‘if God wills.’ Beard 

was shaven” (01/11/2003). Military authorities forcibly shaved Mr. al Qahtani in viola¬ 

tion of his religious beliefs and practices as recently as the end of 2005, prior to his first 

meeting with me. 

18. “Upon entering the booth, lead played the call to prayer with a special alarm 

clock. Detainee was told, ‘this is no longer the call to prayer. You’re not allowed to pray. 

This is the call to interrogation. So pay attention’” (12/12/2002). 

19. Numerous instances are recorded. For example, “When control entered booth, 

detainee stated in English ‘Excuse me sergeant, I want to pray.’ Control said ‘Have you 

earned prayer? I know you have a lot to ask forgiveness for, but I already told you that 

you have to earn it.’ Detainee says ‘Please, I want to pray here’ (pointing to floor next 

to his chair). Control responds no” (11/28/2002). “Detainee allowed to pray after prom¬ 

ising to continue cooperating” (12/06/2002). “Detainee’s hands were cuffed at his sides 

to prevent him from conducting his prayer ritual” (12/14/2002). 

20. Both of the following incidents, used on the General Detainee Population, were 

characterized as use of the “Futility” technique: “a female interrogator approached a detainee 

from behind, rubbed against his back, leaned over the detainee touching him on his knee 

and shoulder, and whispered in his ear that his situation was futile, and ran her fingers 

through his hair” (Schmidt Report at 7). And, “In March 2003, a female interrogator told 

a detainee that red ink on her hand was menstrual blood and then wiped her hand on the 

detainee’s arm” (Schmidt Report at 8). In the context of the Special Interrogation Plans, 

female interrogators straddled detainees, massaged the detainee’s back and neck, and 

“invaded the private space of the detainee” (Schmidt Report at 15-16). The Schmidt Report 

identified the following techniques used on Mr. al Qahtani: (1) “On 06 Dec 02, the subject 

of the first Special Interrogation Plan was forced to wear a woman’s bra and had a thong 

placed on his head during the course of the interrogation;” (2) “On 17 Dec 02, the subject 
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of the first Special Interrogation Plan was told that his mother and sister were whores;” 

(3) “On 17 Dec 02, the subject of the first Special Interrogation Plan was told that he was 

a homosexual, had homosexual tendencies, and that other detainees had found out about 

these tendencies”; (4) “On 20 Dec 02, an interrogator tied a leash to the subject of the first 

Special Interrogation Plan’s chains, led him around the room, and forced him to perform a 

series of dog tricks”; (5) “On 20 Dec 02, an interrogator forced the subject of the first Special 

Interrogation Plan to dance with a male interrogator” (6) “On several occasions in Dec 02, 

the subject of the first Special Interrogation Plan was subject to strip searches. These searches, 

conducted by the prison guards during interrogation, were done as a control measure on 

direction of the interrogators”; (7) “On one occasion in Dec 02, the subject of the first 

Special Interrogation Plan was forced to stand naked for five minutes with females present. 

This incident occurred during the course of a strip search;” (8) “On three occasions in 

Nov 02 and Dec 02, the subject of the first Special Interrogation Plan was prevented from 

praying during interrogation”; (9) “Once in Nov 02, the subject of the first Special Interrog¬ 

ation Plan became upset when two Korans were put on a TV, as a control measure during 

interrogation, and in Dec 02 when an interrogator got up on the desk in front of the subject 

of the first Special Interrogation Plan and squatted down in front of the subject of the first 

Special Interrogation Plan in an aggressive manner and unintentionally squatted over the 

detainee’s Koran” (10) “On seventeen occasions, between 13 Dec 02 and 14 Jan 03, 

interrogators, during interrogations, poured water over the subject of the first Special 

Interrogation Plan head.” 

21. (1) “The detainee was bothered by the presence and touch of a female” (12/04/ 

2002); (2) “Detainee became irritated with the female invading his personal space” (12/ 

05/2002); (3) “The approaches employed [included] Invasion of Space by a Female” 

(12/06/2002); (4) “Detainee was repulsed by the female invasion of his personal space” 

(12/09/2002); (5) “Detainee became very annoyed with the female invading his personal 

space” (12/10/2002); (6) “SGT L started “invasion of personal space” approach” and 

“The detainee is still annoyed with the female invasion of space” (12/12/2002); (7) “He 

attempts to resist female contact” (12/19/2002); (8) “He was laid out on the floor so 

I straddled him without putting my weight on him” (12/21/2002); (9) “Female interrog¬ 

ator used invasion of personal space and detainee cried out to Allah several times” (12/23/ 

2002); (10) “Detainee spoke in English when the female interrogator invaded his 

personal space” (12/25/2002). 

22. For example, the Interrogation Log states, “The detainee was stripped searched. 

Initially he was attempting to resist the guards. After approximately five minutes of 

nudity the detainee ceased to resist. He would only stare at the wall with GREAT focus. 

His eyes were squinted and stuck on one point on the wall directly in front of him. He 

later stated that he knew there was nothing he could do with so many guards around 

him, so why should he resist. He stated that he did not like the females viewing his naked 

body while being searched and if felt he could have done something about it then he 

would have” (12/20/2002). 

23. “In order to escalate the detainee’s emotions, a mask was made from an MRE box 

with a smiley face on it and placed on the detainee’s head for a few moments. A latex glove 

was inflated and labeled the ‘sissy slap’ glove. This glove was touched to the detainee’s face 

periodically after explaining the terminology to him. The mask was placed back on the 
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detainee’s head. While wearing the mask, the team began dance instruction with the 

detainee. The detainee became agitated and began shouting” (12/12/2003). 

24. “A towel was placed on the detainee’s head like a burka with his face exposed and 

the interrogator proceeded to give the detainee dance lessons. The detainee became 

agitated and tried to kick an MP. No retaliation was used for the kick and the dance lesson 

continued” (12/20/2002). 

23. “Detainee appeared to have been disturbed by the word homosexual. He did not 

appear to appreciate being called a homosexual. He denies being a homosexual. He also 

appeared to be veiy annoyed by the use of his mother and sister as examples of prostitutes 

and whores” (12/17/2007). 

26. (1) “While walking out, detainee pulled a picture of a model off (it had been 

fashioned into a sign to hang around his neck)” (12/19/2002); (2) “Upon entering booth, 

lead changed white noise music and hung pictures of swimsuit models around his neck. 

Detainee was left in booth listening to white noise” (12/23/2002); (3) “Control entered 

booth, changed music playing, and hung binder of fitness models around detainee’s neck” 

(12/24/2002); (4) “Detainee was eating his food (given by the previous team). Lead 

walked into booth turned on white noise and put picture binder of swimsuit models over 

detainees neck” (12/26/2002). 

27. (1) “He appeared disgusted by the photos of UBL and a variety of sexy females. 

Detainee would avoid looking at all of the photos shown to him” (12/17/2002); 

(2) “Interrogators had detainee look at pictures of women in bikinis and identify if the 

women were the same or different. Detainee refused to look at girls and began struggling. 

A few drops of water were sprinkled on his head to gain compliance” (12/19/2002); 

(3) “Detainee listened to white noise while interrogators added photos of fitness models 

to a binder. Once completed, the interrogators began showing the photos and asking 

the detainee detailed questions about the photos” (12/20/2002); (4) “New interrogation 

shift enters the booth and begins ‘attention to detail’ approach. Detainee looks at photos 

of fitness models and answers questions about the photos” (12/21/2002); (5) “Lead began 

the ‘attention to detail’ theme with the fitness model photos. Detainee refused to look at 

photos claiming it was against his religion. Lead poured a 24 oz bottle of water over 

detainee’s head. Detainee then began to look at photos” (12/22/2002); (6) “The ‘atten¬ 

tion to detail’ approach began. Lead pulled pictures of swimsuit models off detainee 

and told him the test of his ability to answer questions would begin. Detainee refused 

to answer and finally stated that he would after lead poured water over detainees head 

and was told he would be subjected to this treatment day after day” (12/23/2002); 

(7) “Control entered the booth and began the ‘attention to detail’ lesson for the night. 

The detainee still would not accurately answer questions about the fitness models and 

control stated that the lesson would continue the next day” (12/24/2002); (8) “Lead 

entered the booth and began attention to detail approach. Detainee missed 3 of 

10 questions. He has learned to provide more details and provides enough information 

to substantiate his answers” (12/26/2002); (9) “Detainee was taken to bathroom 

and walked 10 minutes. The ‘attention to detail’ theme was run with the fitness model 

photos” (12/27/2002). 

28. “Detainee again said he has to go to bathroom. SGT R said he can go in the 

bottle. Detainee said he wanted to go to the bathroom because it’s more comfortable. 
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SGT R said ‘You’ve ruined all trust, you can either go in the bottle or in your pants.’ 

Detainee goes in his pants” (11/25/2002). 

29. “Detainee given shower, brushed teeth, and given new uniform. The detainee 

was very shy and asked several times to cover himself with his trousers or a towel while 

in the shower” (12/21/2002). 

30. Schmidt Report. This is documented in the interrogation log as follows: “Told 

detainee that a dog is held in higher esteem because dogs know right from wrong and 

know to protect innocent people from bad people. Began teaching the detainee lessons 

such as stay, come, and bark to elevate his social status up to that of a dog. Detainee 

became very agitated.” Then: “Dog tricks continued and detainee stated he should be 

treated like a man. Detainee was told he would have to learn who to defend and who to 

attack. Interrogator showed photos of 9-11 victims and told detainee he should bark 

happy for these people. Interrogator also showed photos of A1 Qaida terrorists and told 

detainee he should growl at these people” (12/20/2002). 

31. See Bazelon, Emily, et ah, What Is Torture? An Interactive Primer on American 

Interrogation, Slate.com, May 26, 2005, at http://www.slate.com/id/2119122/. 

32. See Bazelon (2005). 

33. See Bazelon (2005) (citations omitted). 

34. Lewis, Fresh Details. 

35. Schmidt Report at 21. 

36. See Lewis, Fresh Details. 



CHAPTER 12 

The Case of Salim Hamdan 

(Declaration of Daryl Matthews) 

Daryl Matthews 

DARYL MATTHEWS, M.D., Ph.D., hereby declares and states as follows: 

1. I am over the age of eighteen (18) years. The following is true and correct to the 

best of my knowledge. I have personal knowledge of the matters stated herein 

and, if called upon to testify, could competently testify thereto. 

2. My qualifications to render expert psychiatric opinions include my education and 

training and my professional experience, set forth in detail in my curriculum vita, 

which is attached as Appendix A. 

3. I received my M.D. degree in 1973 from the Johns Hopkins University School of 

Medicine. My postgraduate medical education included a residency in psychiatry 

at Johns Hopkins Hospital from 1973 to 1976 and a fellowship in forensic 

psychiatry at the University of Virginia Schools of Law and Medicine. I am board 

certified in psychiatry and forensic psychiatry by the American Board of Psychia¬ 

try and Neurology, serve as an Examiner for that Board, and as a member of the 

Board’s Forensic Psychiatry Examination Committee. 

4. I have held faculty positions in medicine and public health at the Johns Hopkins 

University, Boston University, The University of Virginia, and the University of 

Arkansas, and am currently Professor of Psychiatry and Director of the Forensic 

Psychiatry Program at the John A. Burns School of Medicine at the University 

of Hawaii. 

5. 1 have conducted psychiatric evaluations of more than 1,000 patients or forensic 

examinees, hundreds of them within the confines of jails, prisons, and similar 

facilities. These have included scores of facilities in 12 states, of all security levels, 

operated by local, state, civilian federal, and military authorities. 



206 The Trauma of Psychological Torture 

6. My evaluations and expert opinions have been admitted into evidence in more 

than 500 legal proceedings, including commitment hearings, civil trials, and 

criminal trials. I have been admitted to testify as an expert at trial by state and 

federal courts and military courts-martial in 20 jurisdictions. 

7. My sources of information in this matter are: 

(a) Affidavit of Mr. Salem Ahmed Salem Hamdan, (translated by Mr. Charles 

Schmitz), of February 9, 2004, and 

(b) Representations made to me by Mr. Hamdan’s attorney, LCDR Charles Swift. 

8. According to his affidavit and his attorney, Mr. Hamdan is approximately 34 year- 

old married Yemini male, father of two children ages 4 and 2, who is currently 

confined at the U.S. Naval Base, Guantanamo Cuba. 

9. Since December 2003 Mr. Hamdan has been confined alone in a cell, in a house 

that is guarded by a single non-Arabic-speaking guard. A translator is rarely avail¬ 

able. He receives 60 minutes of exercise outdoors three times a week, only at 

night. 

10. Mr. Hamdan has met his attorney, but he has not been charged with any offense. 

He has been told that he is facing trial before a military commission, but does not 

know when this is to occur. He understands that, even if acquitted, he potentially 

faces indefinite confinement at the discretion of the U.S. government. 

11. Mr. Hamdan has described his moods during his period of solitary confinement as 

deteriorating, and as encompassing frustration, rage (although he has not been 

violent), loneliness, despair, depression, anxiety, and emotional outbursts. He 

asserted that he has considered confessing falsely to ameliorate his situation. 

LCDR Swift has described Mr. Hamdan’s condition to me, as observed during 

their meetings, as initially agitated and withdrawn, with a brightening mood as 

the visit proceeds, but ending with Mr. Hamdan begging him not to leave. 

12. Mr. Hamdan’s past history includes the death of both parents before he was 

12 years old, followed by periods of non-supervision and homelessness. 

13. The medical literature has described the harmful mental effects of solitary 

confinement at least since 1854; the recent literature confirms their presence. 

Adverse effects include hypersensitivity to external stimuli, hallucinations, 

perceptual distortions, derealization experiences, depression, anxiety, mood 

liability, difficulties in concentration and memory, paranoid thinking, and prob¬ 

lems with impulse control. The extent of these appears to vary with the length 

of solitary confinement and the degree of isolation experienced. There is evidence 

that some prisoners suffer long term psychological damage as a result of such 

confinement. 

14. It is my opinion, to a reasonable medical certainty, that Mr. Hamdan’s current 

conditions of confinement place him at significant risk for future psychiatric 

deterioration, possibly including the development of irreversible psychiatric 

symptoms. Additionally the conditions of his confinement make Mr. Hamdan 

particularly susceptible to mental coercion and false confession in conjunction 

with his case. 
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15. The conditions of confinement described by Mr. Hamdan and his legal counsel 

may also cause deterioration to the point of significant impairment of his ability 

to assess his legal situation and assist defense counsel. His array of pre-isolation 

stressors place him at particularly high risk, as does the psychological stress of 

the uncertainty he faces over his lack of charges and about the nature and duration 

of his future confinement. 

16. It is my medical opinion that a release from solitary confinement and a return to 

the general population combined with a definite advisement as to potential 

charges and proceedings would significantly mitigate the risk of mental impair¬ 

ment/coercion in Mr. Hamdan’s case. 

17. These opinions were reached without my conducting a personal examination of 

Mr. Hamdan due to government restrictions preventing access to Mr. Hamdan 

for all but cleared persons. 

I declare under penalty of perjury under the laws of the State of Washington 
that the foregoing is true and correct to the best of my knowledge and belief. 

Daryl Matthews (Signed), March 31, 2004. 

NOTES 

Editor’s Note: This declaration was part of the case Lieutenant Commander Charles 

Swift, resident of the State of Washington, next friend of Salim Ahmed Hamda, 

Petitioner v. Geoffrey Miller et ah, Respondents, filed at the United States District Court, 

Western District, Seattle, Washington. 

1. Editor’s Note: This Appendix is not included in this volume. 
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of a Fulbright Fellowship as well as the American Historical Association’s Albert J. 

Beveridge Grant in the History of The Western Hemisphere. He presently lives 

and works in La Paz, Bolivia. 

Stuart Grassian, MD, is a psychiatrist with extensive experience in evaluating 

the psychiatric effects of stringent conditions of confinement, including involve¬ 

ment in a number of major class action lawsuits around the country. His work 

has been cited in a number of significant legal decisions, including cases in both 

federal and state courts. Dr. Grassian has experience with a wide variety of concerns 

associated with the effects of such confinement, including the problem of 

“volunteerism” in death penalty cases, impairment of the Sixth Amendment rights 

of pretrial detainees, and issues concerning prisoners accused or convicted of politi¬ 

cally motivated crimes, including ’60s radicals and accused terrorist detainees. 
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Gitanjali S. Gutierrez, Esq., was the first habeas attorney to meet with clients 

at the base and currently travels regularly to the military prison for client. She is 

counsel for Mohammed al Qahtani, a Saudi citizen detained in Guantanamo, 

who was subjected to a regime of “aggressive” interrogation techniques and 

Majid Khan, a U.S. resident and citizen of Pakistan who was transferred to 

Guantanamo in September 2006 from secret detention in CIA black sites. She 

also represents a Libyan citizen, Abu Abdul Ra’ouf Qassim, who is challenging 

the military’s efforts to transfer him from Guantanamo to the dictatorship of 

Colonel Moammar Qadhafi where he faces torture or persecution. Gutierrez 

joined the Center for Constitutional Rights (CCR) on August 1, 2005. She has 

been working on legal challenges to Guantanamo since 2003, first as a CCR 

cooperating attorney and public interest fellow, and then as a CCR staff attorney 

beginning in 2005. She was a member of the legal team in Rasul v. Bush before 

the Supreme Court in 2004 and is part of the legal team litigating the Al Odah 

v. Bush appeal presently before the Supreme Court. 

Uwe Jacobs, PhD, has been working with Survivors International (SI) for the 

past 12 years and has developed and implemented a variety of programs for 

survivors. He is both a clinical neuropsychologist and a psychotherapist. He is 

an expert on the psychological and neuropsychological assessment of asylum 

seekers and has written and published guidelines on this topic (see SI publica¬ 

tions at http://www.survivorsintl.org). Dr. Jacobs drafted the chapters on the 

psychological and neuropsychological sequelae of torture for the currently 

existing international guidelines for the examination of torture published by the 

UN High Commissioner (Istanbul Protocol) and for the handbook on assess¬ 

ment of asylum seekers by Physicians for Human Rights. Prior to becoming 

Director of SI, Dr. Jacobs developed other programs for disadvantaged popula¬ 

tions. He founded and directed the Homeless Assessment Program through the 

Wright Institute, Berkeley. He served as the psychological consultant in develop¬ 

ing the Life After Exoneration Project (LAEP), a national program for wrong¬ 

fully convicted ex-prisoners. Dr. Jacobs has also published in the area of 

psychotherapy process research. Dr. Jacobs has served as an Adjunct Faculty at 

the Wright Institute, Berkeley since 1997 and maintains an independent practice. 

Terry A. Kupers is board-certified in psychiatry, a Distinguished Fellow of the 

American Psychiatric Association, and a Fellow of the American Orthopsychiatric 

Association. He is on the staff of Alta Bates Medical Center, is Contributing 

Editor of Correctional Mental Health Report, and is an editorial advisor for the 

journals Free Associations, Men and Masculinity, Psychology of Men & Mascu¬ 

linity. In 2005, Dr. Kupers received the Exemplary Psychiatrist Award from the 

National Alliance on Mental Illness (NAMI). His forensic psychiatry experience 

includes testimony in several large class action litigations concerning jail and 
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prison conditions, sexual abuse, and the quality of mental health services inside 

correctional facilities. He is a consultant to Human Rights Watch. His diverse 

interests are reflected in the titles and subject matter of his four books, the books 

he edited, and the articles he has authored. 

Jonathan H. Marks, Associate Professor of Bioethics, Humanities, and Law at 

the Pennsylvania State University; Barrister and Founding Member, Matrix 

Chambers, London. The author is Director of the Bioethics and Medical 

Humanities Program at the Pennsylvania State University’s main campus at 

University Park. He also holds a joint appointment in the Department of 

Humanities at the College of Medicine in Hershey. 

Daryl Matthews, MD, PhD, is Professor of Psychiatry and Director of Forensic 

Psychiatry at the John A. Bursn School of Medicine, University of Hawai’i at 

Manoa. His research interests include multiple homicide, murder-suicide, cultural 

issues in forensic psychiatry, forensic psychiatry and international human rights 

law. He is the author of Disposable Patients: Situational Factors in Emergency Psychi¬ 

atric Decisions and a coauthor of Reproductive Pasts, Reproductive Futures: Genetic 

Counseling and its Effectiveness, as well as of Cultural Competency in Forensic 

Psychiatry. Dr. Matthews has served as a psychiatric consultant to the U.S. Army 

and has been called to give advice about the Guantanamo Bay Detention Center. 

Alfred W. McCoy is the J.R.W. Smail Professor of History at the University of 

Wisconsin-Madison. After earning his PhD in Southeast Asian history at Yale in 

1977, his writing on this region has focused on two topics—the political history 

of the modern Philippines and the politics of opium in the Golden Triangle. His 

first book. The Politics of Heroin in Southeast Asia (1972), originally sparked contro¬ 

versy when the CIA tried to block its publication, but is now regarded as the stan¬ 

dard work on the subject of illicit narcotics. It has been in print for over 30 years, 

and been translated into nine languages—most recently Thai and German. His 

history of the Philippine officer corps, Closer Than Brothers (1999) examines the 

impact of the CIA’s torture training upon the Philippine armed forces. Most 

recently, A Question of Torture: CIA Interrogation, From the Cold War to the War 

on Terror (2006), which is also available in German, continues his exploration of 

the covert netherworld and its influence upon U.S. foreign policy. His forthcoming 

book on Philippine police during the twentieth century will draw together the 

main two strands in his research, the covert netherworld and modern Philippine 

history, to explore the transformative power of police, information, and scandal 

in the shaping of both the Philippine republic and the U.S. national security state. 

Frank Neuner, PhD, is Assistant Professor for Clinical Psychology and 

Psychotherapy at the University of Konstanz. He has conducted several studies 
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about epidemiology and treatment of posttraumatic stress disorders in refugee 

communities and populations affected by war and natural disasters. He has 

contributed to the development and ongoing evaluation of Narrative Exposure 

Therapy. Currently he investigates brain changes through psychotherapy in 

victims of torture. 

Almerindo E. Ojeda, PhD, is the Founding Director of the UCDavis Center 

for the Study of Human Rights in the Americas (CSHRA). CSHRA is an aca¬ 

demic research center founded in the Spring of 2005 through a grant from the 

UCDavis Committee of Research, after which it received a grant from the Uni¬ 

versity of California Office of the President. The mission of CSHRA is to gather 

information about human rights in the American continent, to interpret it form 

cross-cultural perspectives, to develop legal instruments appropriate to human 

rights protections, to create relevant curricula, and to enhance human rights 

across the American continent through enlightened action. Currently, CSHRA 

is engaged in two research projects: The Guantanamo Testimonials Project and 

the Neurobiology of Psychological Torture. Almerindo Ojeda is a Professor of 

Linguistics at the University of California at Davis, where he specializes in formal 

syntax and semantics. He is the author of Linguistic Individuals. 

Brad Olson, PhD, is a community, social, and personality psychologist. He is 

research faculty at Northwestern University in the Foley Center for the Study of 

Lives and in the Human Development and Public Policy Program. His research 

areas include public policy, community action, nonviolence, human rights, 

substance abuse and the narrative study of lives. He is a founder of the Coalition 

for an Ethical Psychology, and was chair of the Divisions for Social Justice (DSJ), 

a collaborative of 12 divisions within the American Psychological Association 

working on social justice issues within psychology. 

Gilbert Reyes, PhD, is the Series Editor for Praeger’s Trauma and Disaster Psy¬ 

chology Series and the lead editor of the four-volume Handbook of International 

Disaster Psychology, published by Praeger in 2006. Dr. Reyes has consulted with 

the International Federation of Red Cross and Red Crescent Societies (IFRC) in 

a variety of situations and has provided mental health support for people affected 

by disasters in the United States. He also consults with the Terrorism and Disaster 

Center of the National Child Traumatic Stress Network regarding the psychoso¬ 

cial needs of children and families displaced by massive disasters such as Hurri¬ 

cane Katrina. He serves on the Steering Committee of Psychologists for Social 

Responsibility and as the Disaster Relief Chair for the Division of Trauma 

Psychology of the American Psychological Association. Dr. Reyes is a licensed 

clinical psychologist and the Associate Dean for Clinical Training at Fielding 

Graduate University in Santa Barbara, California. 
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Stephen Soldz is a clinical psychologist, psychoanalyst and public health 

researcher. Currently he is Professor and Director of the Center for Research, 

Evaluation, and Program Development at the Boston Graduate School of Psycho¬ 

analysis. He founded the Coalition for an Ethical Psychology, one of the organiza¬ 

tions leading the struggle to change American Psychological Association policy on 

psychologists and interrogations and is Co-chair of the Psychologists for Social 

Responsibility End Torture Action Committee. Dr. Soldz is coeditor of Reconcil¬ 

ing Empirical Knowledge and Clinical Experience: The Art and Science of Psycho¬ 

therapy (2000), and has numerous professional publications in the areas of 

psychotherapy research, personality, substance abuse, tobacco control, research 

methodology, and the ethics of interrogations. He is on the editorial boards of sev¬ 

eral journals, including Psychotherapy Research and the Journal of Research Prac¬ 

tice. Recently he has written social commentary for numerous web sites including 

Znet, CounterPunch, OpEdNews, Dissident Voice, Common Dreams, and 

Scoop and published the Psyche, Science, and Society blog. 

Christian Wienbruch received a diploma (masters) in Geophysics in 1990 

from the University of Munster. From 1991 until 1997 he worked with MEG 

at the Institute for Experimental Audiology at the University of Munster where 

he received a doctor in medical science (PhD) in 1996 for his work on source 

localization of methohexital induced spike activity in patients suffering from 

intractable temporal lobe epilepsy. In 1997 he joined the Clinical Psychology 
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elusive, it is shrouded in scientific patina, 

it is adaptable, and it is destructive. 

Having reached a crescendo of 

intolerance and horror, scholars from 

across the nation met for a conference 

on psychological torture and what can 

be done to stop the practice. They agree 

with Alberto Mora, the U.S. Navy’s 

general counsel, who fought to stop 

the Pentagon-sanctioned psychological 

torture at Guantanamo. “Cruelty 

disfigures our national character. Where 

cruelty exists, law does not,” Mora said. 

This book is the joint effort of those 

scholars, from organizations ranging 

from the University of California Center 

for the Study of Human Rights in the 

Americas to Harvard Medical School, 

to paint a clear picture of psychological 

torture and its longterm effects, and 

to spur action to stop the practice. 
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American continent, to interpret it 

through cross-cultural perspectives, 

develop legal instruments for human 

rights protections, create relevant 

curricula, and enhance human rights 

across the continent through action. 

Ojeda is Professor of Linguistics at the 

University of California Davis. 
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WHO BENEFITS FROM 
GLOBAL VIOLENCE AND WAR 

Uncovering a Destructive System 
By Marc Pilisuk 

with Jennifer Achord Rountree 

Military, economic, and environmental violence in the era of globalization cause 

immense suffering and may ultimately threaten the existence of life as we know 

it, but author Pilisuk explains that the future can change—if we understand and 

act upon the roots of violence. 

Issues in Violence, Disaster, Health, and Illness 
Edited by Elizabeth K. Carll 

Volume 1: Violence and Disaster 

Volume 2: Health and Illness 

These volumes, by a team of internationally known experts, reflect and highlight 

both recognized and under-recognized events that cause trauma. They also exam¬ 

ine current and emerging research on effective interventions to minimize and heal 

the effects. Special attention is given to culture and context, because what is 

considered healthy or problematic may vary widely across cultures, and culture 

can influence people's coping styles. 

BRINGING HUMAN RIGHTS HOME 
Edited by Cynthia Soohoo, Catherine Albisa, and Martha F. Davis 

Foreword by Louise Arbour 
Volume 1: A History of Human Rights in the United States 

Volume 2: From Civil Rights to Human Rights 

Volume 3: Portraits of the Movement 

This three-volume set chronicles the history of human rights in the United States 

from the perspective of domestic social justice activism. First, the set examines 

the political forces and historic events that resulted in the United States’ failure 

to embrace human rights principles at home while actively (albeit selectively) 

championing and promoting human rights abroad. It then considers the current 

explosion of human rights activism around issues within the United States, and 

the way human rights is transforming domestic social justice work. 


