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Abstract

Little research has focused on torture survivors’ re-traumatization experiences in health and

hospital units that treat somatic diseases, though any medical procedure can re-traumatize

survivors. This study’s purpose was to summarize qualitative research evidence on torture

survivors’ somatic healthcare experiences and to identify “triggers” or “reminders” that can

lead to re-traumatization. The study’s search strategies identified 6,326 citations and eight

studies, comprising data from 290 participants, exploring encounters with healthcare provid-

ers from torture survivors’ perspectives, which were included in the present research. Dal-

lam’s Healthcare Retraumatization Model was used as a framework for data extraction and

analysis. Five main themes were elicited from the findings: (1) invisibility, silence, and mis-

trust; (2) healthcare providers’ attitudes and a lack of perceived quality in healthcare; (3)

disempowerment; (4) avoidance; and (5) satisfaction and gratitude. An analysis of the

study’s findings revealed that torture survivors do not receive adequate healthcare and may

experience challenges during treatment that can result in re-traumatization. The findings of

this literature review provide a basis for understanding the difficulties that survivors experi-

ence in receiving somatic healthcare, as well as an explanation of the re-traumatization

process.

Introduction

Refugees and asylum seekers may face several challenges in adapting to a new country, and

many have witnessed or experienced multiple traumatizing events that constitute exposure to

torture [1–5]. The United Nations (UN) defines torture as “any act by which severe pain or suf-

fering, whether physical or mental, is intentionally inflicted on a person . . . by or at the instiga-

tion of or with the consent or acquiescence of a public official or other person acting in an

official capacity” [6]. According to Amnesty International in 2015–16, torture is practiced in

over 140 countries worldwide, and torture survivors constitute a significant group among asy-

lum seekers and refugees [2, 7–9], estimated at 5% to 35% [1]. Some studies have estimated
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torture survivors’ prevalence at up to 76% [10] among adult refugees and at approximately

11% [11, 12] among patients in various health and hospital units.

Sequelae after torture are manifold, and they represent a complex challenge for the health-

care system. Torture exposure is significantly associated with post-traumatic stress disorder

(PTSD) [2, 3, 7, 13–17], and torture is considered one of the most traumatizing exposures,

with a particularly high risk of developing mental health symptoms and, later, PTSD [6, 16–

20]. Such mental health problems as memory disturbances, difficulty in concentrating, lack of

energy, sexual dysfunction, emotional irritability, loss of trust, insomnia, nightmares, phobias

[12, 21], depression [1], anxiety, and psychosis [18] are common among torture survivors. The

most common somatic consequences of torture are neuropsychological pathology, broken

bones, joint and muscle pain, headaches, dizziness, burns, and hearing loss [15, 19, 20, 22].

Most of the previous research on torture survivors has been conducted by psychiatrists and

psychologists [23–27], while researchers involved in treating physical symptoms have paid less

attention to torture survivors [3, 12, 22, 28]. This tendency is concerning since several of the

sequelae after torture are physical (pain, deformities after fractures, weight loss, hypertension)

and require treatment in health and hospital units that are specialized in treating physical dis-

orders [29].

Healthcare providers are in a unique position to establish trust and relationships with

patients, identify the potential signs and symptoms of torture, and listen to survivors who

want to share their experiences. However, healthcare providers are often unfamiliar with tor-

ture survivors’ health problems [12, 30, 31]. This lack of knowledge, awareness, and training

may affect patients directly, resulting in incorrect diagnoses, incorrect or inadequate treat-

ments, and re-traumatization [4, 22]. Re-traumatization is the reactivation of trauma symp-

toms via thoughts, memories, or feelings related to the past torture experience. They can result

from events or interactions in healthcare settings that remind survivors of their previous trau-

matic experiences.

Dallam’s Healthcare Retraumatization Model [32] was developed to help understand the

difficulties that survivors are likely to face when accessing healthcare. The model is based on

data from qualitative studies exploring childhood sexual abuse survivors’ healthcare experi-

ences. It is the only model that explains the re-traumatization process based on a literature

review, and it suggests that re-traumatization is a cyclical process with four interactive sub-

processes: (1) hypersensitivity to threats to safety, (2) exposure to triggers, (3) post-traumatic

stress reactions, and (4) avoidant coping [32]. An important aspect of the Healthcare Retrau-

matization Model is the concept of triggers [32]. Dallam (2010) described sensory triggers as sti-

muli in healthcare situations that resembled stimuli that were present at the time of abuse, and

she described relational triggers as situations in healthcare that result in a sense of threat due to

the relational dynamics between patients and healthcare providers. Mixed triggers are rela-

tional triggers that also include sensory components [32]. When experiencing re-traumatiza-

tion, patients tend to avoid future healthcare. Re-traumatization occurs as a response to

survivors’ exposure to triggers, and it activates strong emotional reactions and destructive cop-

ing attempts [32–34].

Torture survivors have been victims of brutal violence inflicted by a human being, and

these experiences might have destroyed survivors’ trust in other humans [35]. Survivors can

experience encounters with people in official positions—such as healthcare providers dressed

in uniforms—as threatening, which may lead to re-traumatization [36]. Any kind of medical

assessment or treatment has the potential to re-traumatize survivors of torture, and the fear

associated with this process grows if a medical treatment is invasive or if it involves any simi-

larities with a torture method [36, 37]. To increase safety and quality care for patients who

have been victims of torture, healthcare providers must be familiar with potential stressors in
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order to adapt standard treatments [38]. Healthcare providers have documented challenges in

providing effective and high-quality healthcare to torture survivors [16, 39, 40], and survivors

have reported difficulties accessing healthcare, especially mental healthcare [41–43]. The litera-

ture has seldom focused on torture survivors’ re-traumatization experiences and the literature

mentioning torture survivor’s re-traumatization in healthcare has been superficial without

explaining the process of re-traumatization [44]. A consensus had been reached about medical

procedures and medical equipment serving as triggers [12, 30, 38, 45–47], but the literature

has presented conflicting data about the disclosure of torture or trauma stories as a trigger [4,

34]. Therefore, a synthesis of the literature based on torture survivors’ experiences in somatic

healthcare may improve the understanding of necessary adaptations to standard healthcare

treatments in order to prevent re-traumatization. The present literature review aims to sum-

marize studies on torture survivors’ experiences in receiving treatment for somatic diseases

in order to identify “triggers” and “reminders” in the healthcare context that can lead to re-

traumatization.

Methods

This study’s review protocol was guided by the Standards for Systematic Reviews by the Insti-

tute of Medicine and the PRISMA-P checklist [48–51] and registered on PROSPERO (Interna-

tional Prospective Register of Systematic Reviews). The PRISMA-P (A Preferred Reporting

Items for Systematic Reviews and Meta-Analyses) checklist comprises 27 items designed to

help authors improve their reporting in systematic reviews and meta-analyses [49]. The pres-

ent review was limited to primary qualitative research studies that were available in several lan-

guages, which Table 1 shows, exploring encounters with healthcare providers from torture

survivors’ perspectives. No date limits were imposed on any database.

Since the PICO (patient, intervention, comparison, outcome) model is frequently used as a

tool to structure clinical research questions in connection with evidence syntheses (e.g.,

Table 1. Eligibility criteria.

Participants Torture survivors include refugees, asylum seekers, and war survivors. Adult participants (age >18

years old), of both sexes, are included

Intervention Any somatic treatment administrated by health care providers working in health and hospital units

intended to help refugees and asylum seekers who have experienced torture

Context Somatic health care /medical care

Specialist health care /hospitals

Emergency service

Intensive care units /critical care

Outpatient clinics

Primary health care /general practice /family practice

Outcomes Experience

Perception

Feelings

Expectations

Critical episodes

Obstacles

Opportunities

Patient-physician relation

Patient acceptance

Study

design

Qualitative

[A description of the concepts mentioned above is added to this manuscript as S1 Table.]

https://doi.org/10.1371/journal.pone.0246074.t001
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systematic reviews) [52], we chose it as a tool for our search strategy. The PICO model is pre-

sented in Table 1.

Search strategy

The systematic search for this review was conducted in August 2019, using the following data-

bases: Cinahl, Cochrane Library, Embase, Medline, PsycINFO, PILOTS, Web of Science (ISI),

OPENSIGLE, and WHO: International Clinical Trials Registry Platform /ICTRP. Since relevant

material is often published by torture survivor centers or other gray-literature sources, a scan of

relevant websites was included in this process. The PICO framework was used to develop the

search terms relevant to the PICO question [52]. Medical Subject Headings (MESH) with

related text-based search terms were used with a combination of terms and concepts, in accor-

dance with databases’ concordance [53, 54]. Citations from relevant articles and systematic

reviews were also screened. A full description of the search strategy is provided in S2 Table.

This study’s search strategies yielded 6,329 citations, which were imported into the Covi-

dence literature-screening software [55], and 1,790 duplicates were removed. Two independent

reviewers (ACS and AKB) assessed 4,539 titles and abstracts against the eligible criteria. Any

disagreement was resolved by consulting a third reviewer (EKG) until reaching a consensus. A

total of 213 full-text articles met our inclusion criteria and were retrieved. Eight studies were

included in the final review. Fig 1 presents the search strategy and the article review process.

The eight included studies represented six countries, were published between 1993 and

2018, and comprised data from 290 participants. Their data collection was based on semi-

structured, in-depth interviews [56–59], and focus groups [60, 61]. One study used a case

study approach [62], and one study used storytelling as a data collection method [63]. All

the studies included in this review were conducted in high-income countries (i.e., Canada,

England, the United States, Denmark, Switzerland, and Ireland) and presented refugees and

asylum seekers’ healthcare experiences.

Data extraction and synthesis

Two researchers were involved in the data extraction process (ACS and AKB). A summary of

evidence was processed for each study. Dallam’s Healthcare Retraumatization Model [32] was

chosen to create a framework for our data synthesis, and the model’s four sub-processes were

used to create a framework of our identified themes.

Fig 1. Search strategy and article review process.

https://doi.org/10.1371/journal.pone.0246074.g001
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Data from the included studies were coded toward the thematic framework, and line-by-line

coding relating to refugees’ experiences provided the descriptive themes. We interpreted data

that could not be included in the framework using interpretative and inductive analyses [64].

Using inductive analysis, we moved from specific data to a general theoretical understanding.

An extensive text was condensed into a summary of findings, and in this process, we established

links between our findings and our research objectives [64]. Two authors read this text in detail,

familiarized themselves with its content, and gained an understanding of the themes covered in

the text. The authors identified and defined sub-themes and themes. The sub-themes were

derived from multiple readings of the raw data. Using inductive coding, the sub-themes were

created from actual phrases and meanings in specific text segments. As a result of this analysis,

we developed categories as a framework that summarized the raw data and conveyed key sub-

themes. Different and overlapping descriptive sub-themes were noted and summarized.

To improve the overview and to ensure a comparison of the findings with Dallam’s Health-

care Retraumatization Model [32], we grouped the sub-themes into main themes. This deduc-

tive approach ensured an ability to benefit from an existing model, and our inductive analysis

ensured an ability to develop a model that could explain the re-traumatization process of tor-

ture survivors based on the underlying structure of their treatment experiences for somatic

conditions. This process is illustrated in S1 Fig. Some of the sub-themes could have been

simultaneously included in more than one of the themes; however, to create a clear and highly

rigorous system, we placed each sub-theme into only one theme. Although our findings could

have been grouped differently, we found the entities in the units we established to be appropri-

ate for adaptation using Dallam’s Healthcare Retraumatization Model. The data extraction

and synthesis processes are illustrated in S1 Fig.

Assessment of methodological quality

Appraising different qualitative studies in relation to the specific methodology used in research

is recommended because researchers’ chosen approach is linked to the “outcome” of their

research [65]. Therefore, a quality assessment of our included studies was performed using

the Joanna Briggs Institute (JBI) Standardized Critical Appraisal Checklist for Qualitative

Research [66]. This tool evaluates studies’ methodological quality according to a 10-object

scale, accounting for coherence between philosophical perspectives, data collection methods,

and qualitative analysis—including studies’ representativeness of participants and their voices,

ethical criteria, and researchers’ influence on interpreting the research (S3 Table). The purpose

of this appraisal is to assess a qualitative study’s methodological quality.

Each study in the present review was independently assessed for quality by two reviewer

authors (ACS and AKB), and disagreements were resolved by referring to a third review

author (EKG). The summary of our findings also includes an overall assessment of the find-

ings’ confidence, according to the GRADE-CERQual (Confidence in the Evidence from

Reviews of Qualitative Research) [67, 68] to assess how much confidence should be placed in

findings from the data synthesis, based on four components: methodological limitations, the

included studies’ relevance, the data’s coherence, and the data’s adequacy. An assessment

based on judgments of each of the four CERQual components was summarized at four levels:

high, moderate, low, or very low. This assessment is presented in S4 Table.

Synthesis of findings

Table 2 outlines the included studies’ characteristics and the healthcare experiences presented

in each study.
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Table 2. Descriptive information for the included studies.

Author (year),

country: title

Design Aim Study methods Sample Country of

origin

Services

explored

Experiences of health

care

Berman et al., (2006),

Canada: A narrative

Study of refugee

Women Who Have

Experienced Violence

in the Context of War

Interpretative study To examine the health

care experiences of

refugee women who

experienced violence in

the context of war

Individual semi-

structured

interviews; One

individual

interview with a

duration of two

hours; A focus

group with six of

the participants

9 refugee

women

Bosnia;

Guatemala; El

Salvador; Chile

General

health care;

Prenatal

services

Health care providers´

lack of understanding

and interest; Hostility;

Racism; Violence;

Sexual assaults by

physicians; Sense of

violation; Shame and

anger under treatment

Fang et al., (2015),

England:

Experiencing

´pathologized

presence and

normalized absence´;

understanding health

related experiences

and access to health

care among Iraqi and

Somali asylum

seekers, refugees and

persons without legal

status

Exploratory study To explore on-going

health problems and

challenges when seeking

treatment and care

35 in-depth

interviews and

five focus

groups

66 asylum

seekers, refugees

and persons

without legal

status. Men and

woman.

Somalia; Iraq General

health care

services

Waiting time; Health

care; Professionals are

always busy; Short

consultations; Even

shorter consultations

with translators; No

time to generate trust

Gruber & Byrd,

(1999), USA: Post-

Traumatic Stress

Disorder and GI

Endoscopy: A case

Study

Phenomenological

study

To offer suggestions to

health care professionals

and endoscopy nursing

staff who care for patients

who survived torture

A case study 1 man, torture

survivor,

captured and

imprisoned by

the Vietnamese

under war

USA Endoscopy

services

Flashbacks; Deathly

afraid; Worried that

the procedure would

trigger flashbacks and

violent behavior;

Relaxation stimulated

to verbalize horrors

from war; Disoriented

to place;

Hermansen &

Nielsen, (2018),

Denmark: Betingelser

I hverdagslivet i eksil,

som kan få betydning

for mødet med det

danske

sundhedsvæsen—et

kvalitativt studie

(Conditions in

everyday life in exile,

which may have an

impact on the

meeting with the

Danish healthcare

system—a qualitative

study)

Phenomenological

Hermeneutic study

Exploring perspectives on

exile and meeting with the

Danish health care system

Individual semi-

structured

interviews

5 refugee

women

Iraq; Lebanon Danish

University

Hospital

Not believed when

communicating pain;

Pain and stress not

recognized and not

treated; Palpitations

when sent to a health

control

Perron & Hudelson,

(2006), Switzerland:

Somatization: illness

perspectives of

asylum seeker and

refugee patients from

the former country of

Yugoslavia

Exploratory study To understand how

somatization, make sense

of asylum seeker and

refugee patients suffering.

To explore health care

expectations

Semi-structured

interviews

26 asylum

seeker and

refugee 14 from

Kosovo 11 from

Bosnia-

Herzegovina

and 1 from

South Serbia

Yugoslavia General

medicine

outpatient

clinic of a

Swiss

teaching

hospital

Openness; Respect;

Understanding;

Interest; Listened to;

Don’t like

appointments with

doctors; Don’t like to

talk about the past;

Short consultations;

Poor communication;

Fear of being labeled as

mentally ill;

Discrimination

because of legal status

(Continued)
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Five main themes were elicited from our findings: (1) invisibility, silence, and mistrust; (2)

healthcare providers’ attitudes and a lack of perceived quality in healthcare; (3) disempower-
ment; (4) avoidance; and (5) satisfaction and gratitude. To develop a healthcare re-traumatiza-

tion model for torture survivors, based on an existing model, we adapted four of the grouped

findings to the four interactive sub-processes of Dallam’s Healthcare Retraumatization Model:

“hypersensitivity to threats to safety,” “exposure to triggers,” “post-traumatic reactions,” and

“avoidant coping” [32]. Table 3 shows the grouped findings and their adaptation to the Dal-

lam’s Healthcare Retraumatization Model concepts. Subsequently, the themes were used to

create a re-traumatization model for torture survivors in healthcare via a comparison with the

Dallam’s Healthcare Retraumatization Model. The fifth group of findings, satisfaction and

Table 2. (Continued)

Author (year),

country: title

Design Aim Study methods Sample Country of

origin

Services

explored

Experiences of health

care

Shannon,

O’Dougherty, &

Mehta, (2012), USA:

Refugees’ perspectives

on barriers to

communication about

trauma histories in

primary care

Exploratory study To explore

refugees‘perspectives

regarding the nature of

communication barriers

that impede the

exploration of trauma

histories in primary care

Interviews 50 refugees

women and

men

Liberia; Laos;

Thailand;

Vietnam;

Cambodia;

Nigeria; Kenya;

Ethiopia; Ivory

Coast: Bosnia;

Peru; Colombia

Suburban

primary care

clinic

The doctor did not

raise the topic; Not the

purpose of the clinic

visit; Patients don’t

want to talk about it/

don’t want to

remember; Patients

want to move on;

Language as a barrier;

Cultural barriers; Time

as a barrier

Shannon P.J, (2014),

USA: Refugees’ advice

to physicians: how to

ask about mental

health

Exploratory study Refugees offer advice to

physicians about how to

assess the mental health

effects of trauma based on

their experiences of health

care

Focus Groups 111 refugees

women and

men

Burma; Bhutan;

Somalia;

Ethiopia

General

health care

Short appointments

and change of

interpreters as a

problem; Multiple

providers; Lack of

trust; Cultural barriers

Tobin, Murphy-

Lawless, & Beck,

(2014), Ireland:

Childbirth in exile:

Asylum seeking

women’s experience

of childbirth in

Ireland

Exploratory study To gain insight into

women´s experiences of

childbirth in health care

institutions while in the

process of seeking asylum

Narratives 22 asylum

seekers women

Nigeria;

Cameron;

Burundi; South

Africa;

Zimbabwe;

Iran; Iraq;

Zaire; Sierra

Leone

Maternity

department

Lack of connection,

communication and

cultural

understanding;

Language as a barrier;

Distress; Trauma;

Discrimination;

Racism; Inappropriate

care

https://doi.org/10.1371/journal.pone.0246074.t002

Table 3. Grouped findings in themes and their adaptation to Dallam’s Healthcare Retraumatization Model.

Themes identified ! Adaptation of themes and sub-themes to the Health Care Re-

traumatization Model

Invisibility !

Silence Hypersensitivity to threats to safety

Mistrust

Health care providers’ attitudes ! Exposure to triggers

Lack of perceived quality in health

care

Disempowerment ! Post-traumatic reactions

Avoidance ! Avoidant coping

Satisfaction and gratitude

https://doi.org/10.1371/journal.pone.0246074.t003
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gratitude, is not framed in the healthcare re-traumatization model since it represents resources

for avoiding re-traumatization. We discuss all of our findings below and use them to create an

explanatory model for refugees and asylum seekers’ experiences that can cause re-traumatiza-

tion in somatic healthcare, which Fig 2 presents.

Negative experiences: Contributing factors in re-traumatization

Invisibility, silence, and mistrust. The invisibility, silence, and mistrust theme includes

findings that indicated a strong need to be seen as a person with a story including several trau-

mas. Torture survivors showed an increased dependence on healthcare providers and a severe

lack of trust in others. This group of findings also included a hypersensitivity associated with

the past and refugees’ or asylum seekers’ legal status. One participant expressed this hypersen-

sitivity by stating, “I was destroyed as a result of the past, and then the illness made me worse”

[58].

Survivors expressed that their legal status as refugees tended to limit their rights to health-

care, causing feelings of invisibility. They also expressed concern about the possibility of being

returned to their home countries and a hope that healthcare providers could help them get

legal residency status. These feelings seemed to cause a form of dependence on healthcare pro-

viders for survivors’ recovery from their past lives and suffering [56, 58].

A refugee from the former country of Yugoslavia expected that her physician would help

her resolve her social problems, saying, “I don’t want to be expelled, I don’t want to suffer any-

more. . . . I have two friends, they got the B permit (legal status) and say that they got it through

their physician” [58].

The patient’s expectations that healthcare providers would understand their stories as refu-

gees and help them not only with health challenges and symptoms but also with social prob-

lems exceeded healthcare providers’ real offers of help. Patients may feel disappointed and

invisible when healthcare providers do not address these needs [56].

A participant in a study examining everyday life in exile expressed disappointment with

healthcare providers: “Some don’t want to know the story and they don’t have time to listen”

[59]. In the same study, a participant expressed disappointment with healthcare: “When I

come to the hospital, I want to have more tests done or at least be hospitalized to do every-

thing, to find out what I have. I asked my doctor, but maybe because I am a refugee, they don’t

do that” [58].

When expectations are not met, patients became disappointed and lost hope. A participant

verbalized this effect by saying that “she never wants to have another child” [63] in order to

avoid being hospitalized again. These feelings also reinforce mistrust.

Fig 2. Explanatory model for the experiences of refugees and asylum seekers that can cause re-traumatization in

somatic health care.

https://doi.org/10.1371/journal.pone.0246074.g002
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Patients expected genuine interest when asked about their scars and past lives but felt that

healthcare providers often asked about these topics only for the sake of conversation but did

not care. This perspective may cause great disappointment for survivors of war and torture,

making them feel that their stories and special situations are met with silence. This silence

caused feelings of invisibility and a desire to share experiences [60].

A survivor responding to an interview conducted at a suburban clinic expressed expecta-

tions for healthcare providers to show more interest in the history behind physical scars:

“When he saw the scar on my (part of the body) he asked me what happened and how I got it.

We didn’t go into detail about it and I didn’t talk of other things that happened in the war”

[59].

In a study about barriers to communication about trauma histories, a refugee expressed an

expectation that her physician would take initiative to ask about her traumatic war experi-

ences: “I feel I should be asked before I bring anything up. It’s hard to just start talking about

these things to your doctor” [59].

In addition to basic trust in others having been possibly been destroyed by traumatizing

events of war, flight, and torture, survivors’ disappointment with healthcare providers, their

feelings of invisibility, and the silence surrounding their stories reinforced their mistrust in

healthcare providers during their healthcare encounters [58].

Healthcare providers’ negative attitudes and a lack of perceived quality in healthcare.

The healthcare providers’ negative attitudes and a lack of perceived quality in healthcare topic

summarized findings that were largely connected to healthcare providers’ behavior and atti-

tudes. Traumatized survivors of war and torture perceived that healthcare providers some-

times acted unfriendly, expressing discriminative attitudes like racism and even hostility [56,

60]. Some participants suggested that healthcare professionals had made them feel that they

did not deserve care [58]. Participants in a study that included refugees attending a general

outpatient clinic believed that they did not deserve care because of their refugee status [60].

Confronting such attitudes made survivors feel uncomfortable, preventing the development of

trust and destroying possibilities of communication. Feelings of being discriminated against

because of their race intensified when participants interacted with healthcare providers of dif-

ferent races than their own. Participants in a study analyzing experiences of childbirth in exile

expressed this view; one participant described feelings of discomfort and fear during birth at a

hospital: “I was the only black there, so I was so scared I didn’t want to make them, to put

them off” [63].

Survivors of war and torture face an unfamiliar environment and perceive many differences

in their host country’s healthcare. They experience a lack of understanding from healthcare

providers, regarding both cultural aspects and the complex circumstances of being a survivor

[56, 63]. In a study presenting refugees’ advice to healthcare providers, a participant expressed

the importance of cultural understanding, saying, “It may be easier to trust the process if some-

one from their own cultural background is there helping to ask the questions” [60].

Participants also experienced healthcare providers not taking an interest in learning about

refugees despite their low level of knowledge [56]. Survivors felt rejected when healthcare per-

sonnel were dismissive of their culture, experiencing tactile stimuli under medical examina-

tions as an insult and lacking trust in healthcare providers, which presented a barrier to

discussing intimate details or complex health issues [59–61, 63]. Participants expressed a pref-

erence for healthcare providers of their own backgrounds [60].

Survivors also experienced a lack of trust among healthcare providers and a failure to pro-

vide satisfactory treatment when they presented with symptoms of pain [57]. In a study that

examined encounters between female refugees from the Middle East and healthcare providers,

all the participants described their pain as having not been taken seriously [57]. One
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participant remarked, “For example, if I tell my doctor that I have a real pain in my head, he

says ‘Panodil’ or sometimes he takes his book and writes Panodil. Is it enough? No if I’m a

patient and in pain, find out why. You need to examine me” [57].

Torture survivors often expressed difficulty in building trust through contact with health-

care providers and interpreters, especially because of a lack of time [58–61]. One participant in

a study that gave advice to healthcare providers explained, “It takes time to build a relationship

and get comfortable with interpreters and doctors” [60]. In a study that included Iraqi and

Somali asylum seekers, refugees, and people without legal status, one participant expressed a

lack of time as a barrier: “They [GPs] have their own style of examining and there, err, there

can be such patients that you cannot examine properly in the limited time the GP has his fixed

intention of making 5 min, 10 min, he won’t have had much time to assess, to go in depth in

cultural situation” [61].

Survivors also reported negative experiences with the quality of healthcare services because

of they felt that they received inappropriate care and challenges in communicating with staff.

This perspective was clearly expressed by participants in a study analyzing experiences of

childbirth in exile [63].

Disempowerment. Patients can feel powerless because of the imbalance that characterizes

the relationship between patients and healthcare providers as authority figures [36]. Survivors

mentioned strong and negative feelings under treatment, and the disempowerment theme was

prominent when care related to—for example—gynecological examinations [56, 63]. They

expressed feelings of fear, distress, suffering, and violation, and they reacted with submission,

shame, and anger [56, 63]. A study exploring childbirth experiences found that refugees were

cautious in showing disappointment because they feared punishment [63]. A participant

described her experiences of childbirth at an Irish hospital: “I don’t want to speak; I thought

they would beat me the same way if I scream or I cry. So, in labor I don’t speak, so that I don’t

upset them” [63]. Thus, a lack of language fluency, combined with a fear of mistreatment,

resulted in a survivor’s total silence. This participant also clearly expressed a feeling of disem-

powerment when she said that “dying would have been better than going through all these

things alone” [63].

Feelings of overwhelming stress, and even flashbacks, were mentioned especially when

medical equipment was used [62, 63]. Experiences of disorientation concerning place and time

in recovery were connected with the use of anesthetics, causing feelings of disempowerment.

Survivors also reported being triggered by healthcare providers using specific words and

phrases similar to words and phrases their abusers had used, which led to feelings of great fear.

One study participant recounting her experiences with the Danish healthcare system express-

ing feelings of stress as a consequence of the terminology healthcare providers had used: “My

doctor said—You go to a control—But I didn’t understand a health control. If you say—con-

trol—in my home country, that means something big. I was thinking, uha control to me?

When I came to the health center to control my heart started to beat” [57].

Survivors also experienced language difference challenges in clinical settings [59–61, 63].

They expressed feelings of fear and distress when they did not understand healthcare providers

[63]. Because they did not understand healthcare providers’ language, survivors felt disempow-

ered and were always afraid that they would receive inappropriate treatment that would put

their lives at risk [63].

Patients also reported that the use of interpreters made appointments seem shorter, which

reduced their perceived quality of care [61]. Challenges in building trust with interpreters were

also expressed, especially when interpreters were changed frequently. A participant in a study

that included refugees from Burma, Bhutan, Somalia, and Ethiopia explained that “it takes
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time to build a relationship and get comfortable with interpreters and doctors” [60] and sug-

gested that healthcare providers and interpreters should take this time.

Telling their stories of war, fleeing, and torture to healthcare providers seemed important

to patients [59, 60], but they struggled with language barriers in sharing trauma histories [60],

referring to the need for interpreters. Moreover, they reported that changes to their interpret-

ers caused dissatisfaction and contributed to a lack of trust in their interpreters [60]. Although

some survivors regretted not being asked about their stories by healthcare providers, others

reported that telling their stories raised bad memories.

Avoidance. Avoidance of appointments with doctors and avoiding disclosure was another

frequently reported theme across the included studies. A lack of trust in healthcare providers

and interpreters was generally why survivors did not disclose their histories in healthcare

encounters. In a narrative study of refugee women who had experienced violence, one partici-

pant explained why she had avoided disclosing her history: “I am afraid of talking or disclosing

to medical doctors for fear of having a medical record that later could be used against me”

[56].

Survivors of war and torture reported that some healthcare providers did not understand

their past trauma [56], and they felt mentally labeled by healthcare providers [58]. This per-

spective caused distress and was also a reason for withholding trauma histories [58]. Other

reasons for survivors choosing not to tell their stories to healthcare providers included a per-

ception that healthcare providers neither had the time to listen to these stories nor the compe-

tence to ask about them. A refugee who responded to questions about whether and how

physicians should ask about traumatic experiences responded, “No, neither my doctor nor my

baby’s doctor has asked about the situation” [60].

Survivors expressed feeling sick for days after telling their story to healthcare providers [59,

60]. Sometimes patients did not want to talk about these histories because they did not want to

remember the past in order to move forward in their lives [59, 60].

Positive experiences: Protective factors against re-traumatization

Satisfaction and gratitude. Survivors of war and torture accept health services when they

feel seen by healthcare providers. When healthcare providers showed respect and interest,

meeting survivors with openness and time, survivors reported feeling great satisfaction [58].

Feeling supported was mentioned as an important factor in resolving survivors’ isolation and

lack of social networks. Survivors also reported that healthcare providers gave them the

strength to continue by being kind, listening and offering advice [58, 63]. In one study, survi-

vors reported positive experiences with healthcare providers, including gratitude for their care

and a positive attitude among healthcare personnel [58]. Careful listening and words of com-

fort from nurses were mentioned as interventions to address survivors’ healthcare needs and

neutralize feelings of fear during treatment [62].

These findings reflected various themes, and Fig 2 provides a visual summary of how these

findings related to each other and could cause re-traumatization. Findings related to satisfac-
tion and gratitude were protective factors, which could mitigate or eliminate the risk for re-

traumatization in somatic healthcare.

Quality appraisal

Our judgments across the 10 items of the JBI risk-of-bias tool for each individual study are pre-

sented in S3 Table. Across all included studies, we found partialities related to internal validity,

and the results of the methodological quality assessment are outlined in the table.
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Our overall CERQUAL assessment of confidence was graded as moderate because of mod-

erate concerns regarding methodological quality, relevance, and coherence (S4 Table).

Discussion

The findings of this qualitative systematic review confirm that survivors have expressed nega-

tive healthcare experiences. These experiences include feelings of invisibility, silence, mistrust,

negative attitudes among healthcare providers, a lack of quality healthcare, disempowerment,

and avoidance. Survivors also expressed positive healthcare experiences of satisfaction and

gratitude.

These findings suggest that traumatized survivors of war and torture face challenges during

their encounters with healthcare providers treating somatic conditions. In line with other liter-

ature, this review’s findings reveal that—though refugees and asylum seekers are removed

from the immediate threat of torture—the psychological and physical impacts of war, flight,

and torture can persist for a long time [22]. Despite poor past healthcare experiences, because

of health problems, survivors need to seek healthcare help [62]. Our findings reflect some

ambiguity, however. On the one hand, survivors do not want to seek healthcare help, and on

the other hand, their genuine healthcare needs forced them to seek help [62]. According to

Dallam, seeking help and entering the healthcare system can begin the re-traumatization pro-

cess for survivors [32].

In adapting this review’s findings to Dallam’s Healthcare Retraumatization Model, we con-

sider the theme invisibility, silence, and mistrust to compound Dallam’s factors that cause

“hypersensitivity to threats to safety.” Meanwhile, we regard healthcare professionals’ attitudes
and a lack of quality healthcare as equivalent to Dallam’s “triggers,” while disempowerment
increases “post-traumatic reactions” and avoidance corresponds to “avoidant coping,” as

Table 3 shows.

Invisibility, silence, and mistrust as hypersensitivity to threats

Participants described feelings of not being heard or seen, causing disappointment and rein-

forcing mistrust. As Behnia described [35]—and in line with our findings—even many years

after trauma, survivors experience the world as a dangerous place where people in positions of

authority and caring roles, such as doctors, nurses, and interpreters, cannot be trusted [35, 60,

61, 63]. Consequently, survivors may perceive interactions and situations during treatment as

threats to their safety [56, 63]. In a case Jennings [33] described about how victims of sexual

abuse become re-traumatized through invisibility in healthcare, we see similarities with the

current review’s findings on healthcare providers not considering survivors’ special needs or

actual stories as important, which may make survivors feel invisible. Our findings suggest that

feelings of fear and insecurity caused by threats during war, flight, and torture cause a hyper-

sensitivity that emerges in interactions with healthcare providers. Factors that reinforce feel-

ings of insecurity include survivors’ experiences of lacking trust and recognition among

healthcare providers. We can adapt these findings to Dallam’s Healthcare Retraumatization

Model [32], which describes hypersensitivity to threats to safety as the main factor determining

survivors’ re-traumatization. Our findings also find support in a case study by Jacobs and Iaco-

bino [36], which described how distrust makes survivors view interactions and healthcare set-

tings as threatening [36]. Our findings indicate that survivors of war and torture expect to be

met with understanding and acceptance among healthcare providers and to receive help in

turning their vulnerability into a resource for receiving desired healthcare and social care

[56, 58].
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Healthcare providers’ negative attitudes and a lack of quality healthcare as

triggers

Several of our findings described aspects that healthcare survivors found triggering. When

they feel that they did not have the same access to care or deserve the same attention as other

people [58, 63], survivors may develop feelings of discrimination [69].

According to Dallam [32] and Hokland’s [34] descriptions of how triggers work, these feel-

ings can trigger associations, dynamics, and memories about aggressors during war and tor-

ture, which may lead to re-traumatization. When survivors enter healthcare settings, they are

automatically exposed to numerous challenges that can work as triggers [32]. This view sup-

ports our findings of several challenges that survivors have identified, including healthcare

providers’ disinterested attitudes, which serve as triggers. Other studies have connected similar

challenges to refugees’ healthcare encounters [70, 71]. According to Richey [72], healthcare

providers may hesitate to involve themselves with survivors because of inexperience with this

patient group and the complex problems they present. Such sensorial triggers as medical

equipment [62, 63], waiting times, short consultations [58–61], language problems [59, 60, 63],

and tactile stimuli [56, 58, 63] that were documented in this review have also been described

by other authors [30, 73].

As other studies have suggested, and in line with our findings, trauma survivors perceive

more challenges in interacting with healthcare personnel than other patients [74, 75]. There-

fore, such mixed triggers as medical examinations [58, 63], tactile stimuli [56, 58, 63], and a

lack of privacy—which combine both sensory and relational triggers [32]—may strongly affect

survivors. These factors are usually perceived as part of health examinations or healthcare set-

tings; however, for people who have experienced trauma, these factors can act as triggers, caus-

ing distress and concerns about receiving inappropriate care [56–61, 63].

Our findings reveal that survivors experience pain as a common health problem, which

health personnel do not handle as survivors expected. According to a recent study about

Islamic State (IS)- traumatized female refugees, pain is a major symptom among survivors

[40]. Survivors have expressed that healthcare providers do not take their pain seriously, caus-

ing dissatisfaction and a sense that survivors are receiving low-quality healthcare. These feel-

ings may also serve as triggers and cause potential re-traumatization.

Triggers may overlap with each other, be related to each other, and have multiple effects.

Sensory triggers can cause distress because they resemble stimuli that were present at the time

of torture, as Dehghan [76] described in a review on the health impact of sexual torture among

Iranian and Afghan refugees. These stimuli can involve any kind of bodily sensations or sights,

sounds, and smells in a treatment environment. In line with the Dallam’s Healthcare Retrau-

matization Model, we also found that triggers can result in physical reactions, such as shaking,

nausea, or vomiting [63].

Among other findings in this review, survivors’ sense of not being believed when providing

information about their situations to healthcare providers during treatment may remind them

of interrogation situations, where victims are tortured because they are suspected, distrusted,

falsely accused, or forced to confess [29]. When survivors interact with healthcare providers,

these associations may cause re-traumatization.

A lack of cultural understanding—also called “ethnocultural discordance” [29]—was

reported by asylum seekers in a Norwegian study [77] as one of the most important factors

affecting outcomes in survivors’ healthcare. Our findings echo this view since a lack of cultural

understanding was one of the triggers our review identified [56, 63]. According to our find-

ings, both the use and eschewal of interpreters serve as potential triggers in the re-traumatiza-

tion process [59, 60, 63]. A recent study that included Ethiopian asylum seekers in Norway
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[77] supports this finding, having reported that survivors felt a sense of autonomy and control

when they expressed themselves but not when an interpreter spoke for them. Recounting trau-

matic war incidents is difficult, but it is even more challenging when such communication

must be facilitated by an interpreter [78]. Accordingly, our findings suggest that such relational

triggers as the imbalance between healthcare providers or interpreters and patients contribute

to most of the triggering situations in healthcare. However, the addition of other triggers from

other categories—such as a lack of privacy, medical equipment, sounds and smells in the treat-

ment environment, and tactile stimuli during treatment—can intensify survivors’ distress,

causing re-traumatization.

Disempowerment causing post-traumatic reactions

As Dallam [32] described, reactions of discomfort during treatment disempower survivors and

reinforce PTSD symptoms associated with re-traumatization. According to our findings in

this review, survivors are triggered by experiencing disempowerment and physical reactions

similar to what they experienced during their original trauma [62, 63]. Survivors can experi-

ence flashbacks triggered by aspects of encounters with healthcare personnel. Such flashbacks

cause distress and difficulties in handling life [72]. Our findings also include other physical

reactions—such as feeling sick, nausea, shaking, disorientation concerning place and time, and

uncomfortable reactions to anesthetics, including feelings of losing control. Survivors also

expressed concerns about accepting medications [62]. This finding is consistent with recent

research about IS survivors’ concerns with taking any medications because they could remind

survivors of sedation and immobilization during captivity, thus evoking feelings of disempow-

erment [40].

The power imbalance between healthcare providers and patients may also replicate the

power imbalance between torture survivors and torturers, reinforcing other triggering situa-

tions in healthcare. Consequently, and in line with this review’s findings, survivors may

become hypervigilant during treatment [62, 63]. Feelings of such power imbalances have also

been described in studies about the re-traumatization of sexually abused women [79, 80],

which revealed that such dynamics may cause victims to experience health examinations and

touching as sexual assaults, evoking a sense of violation [56, 63], anger, and shame [56]. These

reactions may make patients struggle fiercely against feelings of losing control, which can man-

ifest as impatience, violent behavior, or silence [63]. These reactions indicate a high degree of

disempowerment, which might lead to ethical concerns about obtaining informed consent

from patients who are torture survivors.

Avoidance

Our findings show that survivors experience several barriers to disclosing their stories [59, 60].

In line with this finding, Eisenman [12] revealed in a study that torture survivors may not vol-

unteer to recount their torture histories due to feelings of guilt, shame, or generalized mistrust.

In addition, healthcare providers often fail to identify histories of torture—even when patients

believe torture has affected their health [12]. Moreno and Grodin [4] concluded that asking

about torture should be part of interviews when caring for survivors. Our findings in this

review indicate that approaches to caring for torture survivors should be evidence-based and

linked to interview guidelines.

To overcome such barriers, survivors employ strategies of proactive coping [62, 63] to alle-

viate the effects of stress reactions during triggering. However, some survivors in the studies

we examined [56, 63] ultimately avoided healthcare (i.e., avoidant coping) [32], avoided

appointments with doctors [59], and stopped telling their stories to healthcare providers [59,
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60]. Dallam [32] described avoidant coping’s ability to impede the development of trusting

relationships with healthcare providers, interfering with survivors’ ability to seek essential care

in order to maintain or improve their health. Torture survivors can regard healthcare provid-

ers as frightening because they are afraid healthcare providers might have connections to gov-

ernments [36]. Concerningly, the coping strategies identified in this review—such as choosing

not to seek treatment for serious illnesses, refusing treatments, failing to engage in treatment

regimens, and abandoning treatment despite medical advice—can deteriorate survivors’ health

and even lead to death.

Satisfaction and gratitude as preventive factors against re-traumatization

Our findings suggest that being seen and listened to, being met with respect and openness, and

receiving advice and support are what survivors ask for and expect from healthcare providers

[58, 63]. These feelings of satisfaction and gratitude may prevent the re-traumatization process

and remedy feelings of unsafety and invisibility. These findings expand on Dallam’s Healthcare

Retraumatization Model [32] by including feelings of satisfaction and gratitude as factors that

can prevent re-traumatization.

Limitations and strengths

Although this review involved a limitation in the low number of available studies to assess, the

included studies that we synthesized represented the experiences of 290 participants with dif-

ferent backgrounds and countries. We found similarities in participants’ concerns and experi-

ences related to healthcare somatic services, which increase the review findings’ credibility. To

ensure rigor, a prespecified plan was followed, and the data were rich and reasonably coherent

across studies. One strength of the method we used is the possibility to condense extensive and

varied raw text-data into a brief, summary format in order to establish clear links between the

research objectives and the summary findings derived from the text data. This advantage made

the data more available and transparent and, therefore, easier to understand for readers.

Our findings may have been shaped by our assumptions and experiences as researchers in

deciding what aspects of the data were more important and less important. Another issue we

must address is that inductive analysis can be colored by researchers’ pre-understanding of

human beings as physical, psychological, and social beings. Other potential limitations of our

systematic review should be considered. Even in interview-based surveys, an accurate assess-

ment of experiences surrounding re-traumatization during healthcare is difficult to ensure.

The eight studies that contributed to the present review were conducted over several decades,

within different research topics and with different samples—including refugees with diverse

experiences from different continents and in different host countries. Because our sample

studies were few in number, transferring our findings to all survivors of war and torture is not

possible.

Practical implications

Before appointments with survivors, healthcare providers should familiarize themselves with

patients’ histories. Such preparation not only helps healthcare providers understand patients’

problems—especially trauma histories—but also shows a genuine interest in patients. Some

routine procedures can be extremely stressful for torture survivors, evoking memories of tor-

ture. Therefore, preventing or minimizing stressors as much as possible is important. For

example, survivors who lack trust may require longer consultations in the process of creating

trust. A survivor who was ill-treated by someone in their own cultural group may be more

comfortable with a healthcare provider from another background. In some cases, certain
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procedures—such as small surgical procedures and examinations—should be performed

under anesthesia; relaxation, meditation, and other coping strategies can also be helpful in this

context. These techniques allow torture survivors to calm themselves when they begin feeling

anxious. Importantly, many torture survivors can undergo examinations and procedures with-

out being seriously affected if they are told what the examination or procedure will entail and

if they experience empathy. Although some survivors believe that exploring traumatic histories

may be re-traumatizing, other survivors expressed that they want their histories to be acknowl-

edged. One of the most important ways for healthcare providers to improve torture survivors’

treatment outcomes is to listen to what they need in order to feel safe. This approach requires

that healthcare providers take the time to initiate conversations about war experiences, ask

direct questions, and utilize trained interpreters. Acknowledgment from healthcare providers

can empower survivors, preventing re-traumatization.

Conclusion

Survivors of war and torture frequently experience re-traumatization during healthcare

encounters. The current review’s framework and findings have provided a foundation for

understanding the difficulties that refugees and asylum seekers generally—and torture survi-

vors specifically—experience in receiving somatic healthcare. Subsequently, these findings

may help healthcare providers to recognize potential stressors and triggers during healthcare

interactions, adapt standard treatments in order to prevent re-traumatization, and create safe

treatment environments for torture survivors.
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