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Abstract
Objectives This research seeks to determine what impact
HealthRight International’s Access to Support and Services
for Survivors of Torture (ASSIST) remote case management
program has on the physical, psychological, and social well-
being of survivors of torture.
Method A retrospective case record review was conducted of
54 adult foreign-born survivors of torture who received re-
mote case management services through ASSIST. Survivors
were interviewed at intake, and 6 months after the initial
assessment, the Survivor of Torture Outcomes Matrix (SOT
Matrix) was utilized to determine changes in well-being.
Results Survivors report improved well-being along with 12
of the 14 indicators in the SOT Matrix between the initial
assessment and the 6-month assessment.
Conclusions Findings indicate that survivors report overall
improved well-being after 6 months of receiving remote case
management, pointing to remote case management as a prom-
ising practice which would allow increasing numbers of sur-
vivors who live far from traditional torture treatment centers to
access specialized care.

Keywords Survivor of torture . Immigrant . Case
management . Telehealth

Introduction

The United Nations Universal Declaration of Human Rights
states that “No one shall be subjected to torture or to cruel,
inhuman or degrading treatment or punishment” (UN General

Assembly 1948). Nevertheless, throughout the world, people
live in fear of abduction, imprisonment, torture, and murder
because of their race, religion, nationality, membership in a
particular social group, or political opinion. Recognizing such
persecution and the frequent need for individuals to flee their
homelands, the UN Declaration further proclaims that “every-
one has the right to seek and to enjoy in other countries asylum
from persecution.” The United States government estimates
that there are between 400,000 and 500,000 foreign-born
survivors of torture living in the USA (United States House
of Representatives 2007); a significant number enter without
legal status and file for asylum or other forms of legal status
once here, seeking stability and safety from further harm.

Although a fleeing survivor may experience an increased
sense of safety once in the USA, the physical and psycho-
logical effects of past torture can continue to haunt him or
her for years. In addition to such symptoms, survivors,
particularly those who are seeking asylum, report a host
of basic survival needs such as shelter, food, and transpor-
tation (Quiroga and Jaranson 2005; Winter 2011). Although
primary health care and social services may exist in survi-
vors’ communities, asylum seekers and other immigrants
who have fled persecution in their home countries are less
likely than other immigrant groups to access these services
(Asgary and Segar 2011).

In response, organizations around the world have designed
torture treatment programs to address the myriad needs of
survivors who seek healing, by providing a multidisciplinary
approach to treatment that addresses survivors’ medical, psy-
chological, social, and legal needs. In the USA, program
models vary, with some of the 34 member organizations of
the National Consortium of Torture Treatment Programs
(NCTTP) across the country offering comprehensive services
in-house and others offering a mix of in-house services and
referrals. (Quiroga and Jaranson 2005; National Consortium
of Torture Treatment Programs 2013).
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In communities where torture treatment centers do not
exist, such as areas far from urban centers where treatment
centers tend to cluster, or where their capacity might be
limited, survivors may find it difficult to access providers
who can offer the needed services. Those who do not have
legal status, such as asylum seekers, can face even greater
challenges, as there is a sense of uncertainty and despair
that develops in asylum seekers as they await decisions
about their immigration cases (Masocha and Simpson
2011). Raghavan et al. (2012: 6) found that, among predic-
tor variables such as gender, age, marital status, region of
birth, employment, and services received, “the strongest
correlate of clinical improvement was obtaining legal au-
thorization to remain in the U.S.”.

For survivors with legal status, such as refugee survivors,
the official status grants them access to assistance from reset-
tlement agencies and government agencies. Asgary and Segar
(2011) conducted focus group discussions and comprehensive
interviews with 35 asylum seekers and 15 service providers to
identify the structural barriers that prevent asylum seekers
from accessing health care. The research highlighted the chal-
lenges individuals encounter in navigating new and complex
social service systems. Challenges like language difficulties
and misinformed social service providers can prevent asylum
seekers from discovering benefits that might be available to
them. As a result, asylum seekers participating in this study
requested more involvement from community organizations
in navigating these complex systems. Social service profes-
sionals such as social workers and case managers, who are
trained to refer and connect clients with available services, are
well equipped to offer this type of assistance to survivors of
torture (Engstrom and Okamura 2004; Winter 2011).

Even if survivors are aware of treatment options and their
availability, however, they may still not elect to utilize such
services. Moreno et al. (2006) conducted a retrospective chart
review to examine healthcare service utilization among the
146 refugees referred to a torture treatment program in Bos-
ton. They found that a high percentage of patients declined
further services after the initial assessment. Along with sched-
uling conflicts and lack of transportation, survivors of torture
do not access services because of fear of re-traumatization and
mistrust of service providers.

Although the effects of torture survivors’ trauma history,
compounded by the challenges of navigating foreign systems,
can render them especially isolated, other populations face
challenges in accessing needed services as well. Telehealth
and related fields of telepsychiatry and e-health have sought to
use the internet and telecommunications technology to reach
underserved populations that might not otherwise have access
to professional assistance due to geographical isolation or
impaired mobility. While research has not yet documented
the effects of e-health service provision to survivors of torture
in the USA, there is evidence that patients in a variety of

settings who received telepsychiatry sessions reported high
levels of satisfaction with treatment offered remotely. Patients
who preferred telepsychiatry to in-person appointments cited
decreases in concerns such as time off work, travel time, and
child care arrangements as benefits to the remote appoint-
ments (Monnier et al. 2003). For 30 asylum seekers, refugees,
and migrants in Denmark and Sweden who accessed
telepsychiatry in their own languages, the ability to access
care in one’s native language without needing to travel was
also cited as an advantage of remote treatment (Mucic 2008),
allowing for the plausibility of other successful remote inter-
ventions with this population that promote access to special-
ized care.

Access to Support and Services for Survivors of Torture
Program

HealthRight International’s New York-based Human Rights
Clinic (HRC) was established in 1993 to provide pro bono
forensic evaluations for survivors of torture seeking asylum in
the USA. Over the past 20 years, HRC has expanded to more
than 11 states with high percentages of populations at risk of
having been tortured. HRC-trained volunteer clinicians and
staff currently serve close to 400 survivors of torture per year,
providing exams and affidavits documenting the physical and
psychological sequelae of torture in support of survivors’
asylum cases.

In 2009, in addition to forensic evaluations, HRC began
offering a remote case management program to its clients to
help them access medical and psychosocial care in their
communities across the country. Approximately 40 % of
survivors who receive an evaluation access follow up case
management services through HRC’s Access to Support and
Services for Survivors of Torture (ASSIST) program. Because
survivors served through ASSIST are located in various re-
gions of the USA (including AZ, CA, CO, CT, MD, NJ, NY,
PA, VA, WA, and Washington, D.C.), the program utilizes a
telehealth model for case management. Client needs assess-
ments and referrals are conducted primarily via phone and
email rather than in person. ASSIST is staffed by a social
worker who supervises a case manager; the case manager is
responsible for the vast majority of assessment and referral
activities.

For this study, the authors sought to determine what
impact, if any, ASSIST case management services had
on the physical, psychological, and social well-being of
survivors of torture seeking to stabilize immigration
status. It was hypothesized that survivors who received
ASSIST case management would demonstrate improved
well-being 6 months after initial assessment in at least 1
of the 14 measured indicators.
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Method

Participants

A retrospective case record review was conducted of 54 adult
foreign-born survivors of torture who received an initial as-
sessment, case management services, and a 6-month assess-
ment through ASSIST, between June 2012 and November
2013. This represents 72 % of the total number of clients
who were referred to ASSIST for case management; the
remaining 28 % either did not elect to receive case manage-
ment or received case management but lost contact with
ASSIST staff and, as a result, did not receive a 6-month
assessment. The average age of participants was 35 years
old, and 51.9 % identified as women, 44.4 % as men, and
3.7 % as transgender. They came from a wide variety of
countries: the Gambia (6), Ethiopia (5), Kenya (4), Mexico
(4), Democratic Republic of the Congo (3), El Salvador (2),
Honduras (2), Nepal (2), Russia (2), Uganda (2), Albania (1),
Angola (1), Bangladesh (1), Bosnia, Herzegovina (1), Brazil
(1), Chad (1), Djibouti (1), Egypt (1), Fiji (1), Ghana (1),
Kosovo (1), Mali (1), Mauritania (1), Nigeria (1), Peru (1),
Rwanda (1), Sierra Leone (1), Sri Lanka (1), Sudan (1), Togo
(1), Trinidad and Tobago (1), and Zimbabwe (1). Twenty-two
participants lived in New York State, and the remainder lived
in Washington State (19), Colorado (7), California (2), New
Jersey (2) Connecticut (1), and Maine (1).

Procedures

All study participants received at least one pro bono medical,
gynecological, or psychological evaluation from an HRC-
trained volunteer clinician to document the sequelae of torture
and abuse they suffered. After the evaluation, the clinician
conducted a brief needs assessment and offered the participant
the opportunity to request case management from ASSIST.
Clients who wished to do so then signed a consent form, and
information about the services they requested was sent to the
ASSIST social worker, who screened requests and shared
them with the case manager. The case manager then contacted
the client by phone to conduct an initial assessment of client
needs. Based on the services the client requested, the case
manager made referrals to medical, mental health, and social
service providers in the client’s community. In total, partici-
pants were referred for 575 services during their initial
6 months in the ASSIST program, an average of around 10
services per participant.

Provider organizations ranged from more specialized tor-
ture treatment centers to community-based organizations such
as food pantries and shelters. The case manager maintained
contact with the clients after making referrals, troubleshoot-
ing, or making additional referrals as needed. Six months after
the initial assessment, the case manager contacted the client

for a follow-up assessment applying the same procedure as
employed in the first assessment.

Measures

The Survivor of Torture Outcomes Matrix (SOT Matrix) was
utilized for each initial (T1) and 6 months (T2) assessment.
The SOT Matrix, created by ASSIST staff, is an adaptation of
the Self-Sufficiency Matrix, designed for use with individuals
moving out of poverty by the Self-Sufficiency Task Force of
Snohomish County and based on the federal outcomes stan-
dard Results-Oriented Management and Accountability
(Snohomish County Self-Sufficiency Task Force 2004). The
Self-Sufficiency Matrix demonstrates good reliability, with
internal reliability of client dysfunction = 0.79, independent
life skills = 0.78, and overall self-sufficiency = 0.81 (Culhane
et al. 2007). It has already been adapted for youth aging out of
foster care and survivors of trafficking (Senteio et al. 2009;
Coalition to Abolish Slavery and Trafficking 2002). ASSIST
staff made adjustments to the tool to more accurately capture
the circumstances that foreign-born survivors of torture face in
the USA. A program evaluation consultant was funded by a
national capacity building project grant for torture treatment
service providers, assisted with the instrument adaptation
process.

The SOT Matrix serves a dual function as a case manage-
ment tool, guiding the casemanager’s assessment of the client,
and as a program evaluation tool used for monitoring and
evaluating service provision. It is comprised 14 different
indicators: medical/physical symptoms, medical services ac-
cess, mental health symptoms, mental health care access,
medical insurance, food, clothing, housing, close relations,
employment, income, English ability and literacy skills, com-
munity involvement, and legal needs. During the initial phone
interview, the case manager conducts a semi-structured inter-
view utilizing the SOT Matrix. Based on the responses, the
case manager ranks the client on a Likert scale from 1 (very
poor) to 4 (very good) for each indicator. The four possible
scores per indicator are explained in further detail on the SOT
Matrix; for instance, in the medical/physical symptoms cate-
gory, 1 indicates “symptoms are disabling” and 4 indicates
“symptoms not present.” SOT Matrix scores then become a
part of the client’s case record and contribute to an overall
program evaluation database.

Results

A frequency table was generated to examine the number of
participants who were scored 1–4 on each indicator. Table 1
shows the changes in numbers of participants who scored on
the first indicator “medical/physical symptoms” between the
initial and 6-month assessments. Sixteen more clients reported
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that physical symptoms were not present at T2 than did at T1,
indicating symptom improvement over 6 months.

A two-tailed paired samples t test was used to analyze the
relationship between participants’ scores at T1 and T2 on each
of the 14 indicators. Table 2 shows the changes from the initial
screening to the 6-month screening. On 12 of the indicators,
participants demonstrated improved well-being (with a p val-
ue equal to or below 0.05) at T2 as compared with T1. The
two indicators on which participants did not demonstrate
statistically significant improvement after 6 months were “En-
glish ability and literacy skills” and “community involve-
ment.” The two areas of greatest change in score were “med-
ical insurance” (T1 average 1.6, SD=0.82, T2 average 2.4,
SD=1.16), with a 54 % increase and “mental health care
access” (T1 average 1.7, SD=0.9, T2 average 2.3, SD=
1.19) with a 38 % increase.

Thirteen participants reported that they had been granted
asylum by the 6-month assessment while the rest were still
awaiting their outcomes. To compare 6-month scores for
clients who were and who were not granted legal status, a
two-samples, two-tailed t test was utilized (Table 3). Those
with legal status at the 6-month assessment reported signifi-
cantly higher scores as compared with their counterparts who
had not yet been granted status on seven indicators: medical/
physical symptoms, medical insurance, food, clothing, em-
ployment, income, and legal needs. Participants with legal
status by their 6-month assessment did not report significantly
better mental health than did those without status at the 6-
month assessment. Other indicators not significantly affected
by grant of legal status were mental health symptoms, medical
access, mental health care access, housing, close relations,
English ability and literacy, and community involvement.

Discussion

Findings indicate that ASSIST clients report improved overall
well-being after 6 months of receiving remote case manage-
ment. The two indicators on which clients demonstrated the
most improvement between T1 and T2 were “(access to) med-
ical insurance” and “mental health care access”, possibly indi-
cating the effectiveness of case management referrals for both.
This could also be a function of the fact that several participants
were granted asylum before the 6-month evaluation, and, once
granted asylum, survivors are eligible for Medicaid.

One area in which clients with and without legal status did
not report significant improvement was in “English ability and
literacy skills.” The ASSIST case manager made ESL class
referrals for clients who requested such information; in cases
where a client with little English-speaking ability elected to
not receive ESL class information, he or she often cited more
pressing challenges, such as lack of access to food or warm
clothing, priorities at that time. It is also possible that four
ranking choices are too few to effectively measure growth in
English skills and literacy in only 6 months, given that the
options range from “no English-speaking ability” to “easily
conversational in English.” Effectively monitoring survivors’
progress in English skills, therefore, could require a longer
follow-up period than 6 months or more than four categories.

Another area in which participants did not demonstrate
significant improvement was “community involvement.” Be-
cause the SOT Matrix is based on client answers to interview
questions, there is room for multiple interpretations of what
constitutes “community involvement.” In fact, whereas some
survivors may wish to be involved with immigrants from their
home countries, others may avoid doing so for fear of encoun-
tering individuals representing opposite sides of a conflict
from which they fled (Chambon et al. 2001). For this reason,
questions about community involvement were framed in
terms of how connected or isolated a participant felt from
people in the community; however, he or she defined the term.

Whereas case management referrals did directly address
English skills or other indicators such as access to medical
care or food, they did not directly address a client’s level of
community involvement. This is because referrals typically
focus on a client’s concrete expressed need, and they are made
for traditional social service providers such as clinics and food
pantries rather than for more explicitly social activities or
opportunities. It is also possible that this represents a limita-
tion of the remote case management model: since clients do
not visit a brick-and-mortar facility for case management and
activities, they are not able to establish a relationship with a
service provider or fellow clients in his or her own communi-
ty. How a remote case management model such as ASSIST
might better help clients address issues of community involve-
ment warrants further exploration, as levels of social isolation
tend to be high among asylum seekers, and repairing a rup-
tured ability to trust others is a key element in a survivor’s path
to healing (McColl and Johnson 2006; Fabri 2001; Chambon
et al. 2001).

Table 1 Initial (T1) and 6-month
(T2) survivor of torture outcomes
matrix assessment results for
medical/physical symptoms (in-
dicator no. 1)

Scores for medical/physical symptoms T1 n=54 T2 n=54 Percent change

4. Symptoms not present 15 (28 %) 31 (57 %) +1.07

3. Symptoms present but not difficult or disruptive 24 (44 %) 14 (26 %) −0.42
2. Symptoms not disabling but are difficult 15 (28 %) 9 (17 %) −0.40
1. Symptoms are disabling 0 0 0
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Participants who had been granted legal status scored
higher at T2 on half of the well-being indicators than did their
counterparts without status. However, it is worth noting that
“mental health symptoms” was not one of these indicators. It
is likely that the cumulative and long-lasting mental health
consequences of torture were not fully ameliorated by a
change in clients’ legal circumstances. As studies (previously
cited here) indicate a correlation between legal status regular-
ization and mental health symptom improvement, it is possi-
ble that participants’ self reports about their mental health
differ from what standardized measures might reveal. This
discrepancy could also point to one of this study’s limitations,
which is that four options within each indicator are often not

sufficient to accurately capture the nuances of an individual
client’s situation, particularly with regard to mental health
well-being, which may change from day to day. It is also
possible that a 6-month period of time is too short to ade-
quately capture improvement in mental health symptoms
among survivors, especially when some might have been
granted legal status shortly before the second assessment took
place. Connecting clients to culturally appropriate and afford-
able mental health care remains a challenge for ASSIST staff,
and this finding highlights the importance of continued efforts
to improve client access to effective treatment.

Additional study limitations include the relatively small sam-
ple size of 54 participants, the lack of a control group for

Table 2 Average assessment
scores per indicator on a four-
point scale (N=54)

*p≤0.05

Indicator Initial T1 average (SD)
score

6-month T2 average (SD)
score

Percent
change

Medical/physical symptoms 3.0 (0.75) 3.4 (0.77) 0.14*

Medical access 2.5 (0.98) 3.1 (0.87) 0.23*

Mental health symptoms 2.6 (0.74) 3.2 (0.83) 0.24*

Mental health care access 1.7 (0.9) 2.3 (1.19) 0.38*

Medical insurance 1.6 (0.82) 2.4 (1.16) 0.54*

Food 2.7 (0.81) 3.1 (0.9) 0.14*

Clothing 2.8 (0.93) 3.2 (0.96) 0.14*

Housing 2.9 (0.82) 3.4 (0.71) 0.15*

Close relations 2.6 (0.81) 3.1 (0.83) 0.18*

Employment 2.0 (1.09) 2.6 (1.14) 0.30*

Income 2.2 (1.08) 2.7 (1.07) 0.25*

English ability and literacy
skills

3.2 (0.92) 3.4 (0.79) 0.075

Community involvement 3.06 (0.74) 3.09 (0.71) 0.01

Legal needs 3.0 (0.27) 3.3 (0.43) 0.08*

Table 3 Variations in average 6-
month assessment (T2) scores of
ASSIST clients based on legal
status

*p≤0.05

Indicator Clients without legal status

n=41 (SD)

Clients with legal status

n=13 (SD)

Medical/physical symptoms* 3.3 (0.78) 3.8 (0.60)

Medical access 3.0 (0.92) 3.2 (0.73)

Mental health symptoms 3.1 (0.83) 3.3 (0.85)

Mental health care access 2.3 (1.19) 2.4 (1.26)

Medical insurance* 2.3 (1.17) 3.0 (0.91)

Food* 3.0 (0.95) 3.6 (0.51)

Clothing* 3.0 (1.01) 3.8 (0.38)

Housing 3.3 (0.72) 3.5 (0.66)

Close Relations 3.0 (0.86) 3.2 (0.73)

Employment* 2.4 (1.13) 3.3 (0.95)

Income* 2.5 (1.09) 3.5 (0.66)

English ability and literacy skills 3.4 (0.83) 3.6 (0.65)

Community involvement 3.0 (0.73) 3.3 (0.63)

Legal needs* 3.0 (0.33) 4.0 (0)
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comparison, the use of an adaptedmeasurement instrument, and
the subjective nature of basing scores on case manager assess-
ments rather than strictly on client self-reporting, which due to
bias or misunderstanding can result in SOT Matrix scores
inaccurately reflecting client well-being. Selection bias may
have influenced findings, as the clients included in this study
were those who responded to case manager calls, indicating
their access to a telephone and a desire to be in contact with a
service provider. Because this researchwas conducted retrospec-
tively from casemanagement records, it was neither possible nor
ethical to withhold treatment from clients for the sake of creating
a comparison group. The lack of a comparison group and the use
of a measurement instrument that has not been validated outside
of the agency setting are common features of research conducted
with survivors of torture (Jaranson and Quiroga 2011).

As few case management outcome studies and related
instruments currently exist in the field of torture treatment,
the use of the Survivor of Torture Outcomes Matrix as a valid
tool for assessing changes in survivor well-being merits fur-
ther investigation. The addition of a 9 or 12-month assessment
to the current protocol would yield additional information and
measure the more lasting impact of case management ser-
vices, especially in areas where a 6-month period might be
too short to adequately capture improvement, such as “English
ability and literacy skills” and “community involvement,” or
even “mental health symptoms.”

The major strength of this research is that it offers insight
into the impact that remote case management can have on
survivors’ well-being, as measured by an instrument adapted
specifically for the use with this population. Results indicate
that ASSIST clients experience overall improved well-being
after 6 months of receiving remote case management, pointing
to the remote model as a promising practice which would
allow increasing numbers of survivors who live far from
service providers to access specialized care; the remote model
could also be used by traditional brick-and-mortar treatment
centers to serve clients who are geographically isolated and to
begin building safe, happy, and hopeful lives in the USA.
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