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conditions that both the SMO and I have diagnosed are so chronic as to preclude recovery
in spite of treatment at Guantanamo Bay.

. It remains my opinion that al-Qahtani’s psychiatric diagnoses are Schizophrenia and
Posttraumatic Stress Disorder. While the SMO concurs that al-Qahtani has a psychotic
disorder, he offers a diagnosis of an Unspecified Psychotic Disorder because al-Qahtani’s
“symptoms do not meet all the diagnostic criteria for psychotic disorder, such as
Schizophrenia.” (SMQ Declaration para. 15.) The SMO does not describe how al-
Qahtani’s symptoms fail to meet these diagnostic criteria.

. The Diagnostic and Statistical Manuai, 5 cdition, (DSM-5) of thc American Psychiatric
Association provides diagnostic criteria for Schizophrenia—specifically, two or more of
the following, each present for a significant portion of time during a one-month period:
delusions, hallucinations, disorganized speech, grossly disorganized or catatonic
behavior, or ncgative symptoms (diminished emotional expression or avolition); for a
significant portion of the time since the onset of the disturbance, level of functioning in
one or more areas, such as work, interpersonal relations, or self-care, is markedly below
the level achieved prior to the onset; continuous signs of the disturbance for at least six
months (may include prodromal or residual symptoms); and other diagnoses must be
ruled out.

. As noted above, beginning in adolescence al-Qahtani exhibited all of the diagnostic
criteria for Schizophrenia. The diagnostic criteria do not require the presence of
continuous acute symptoms. It is not uncommon for negative symptoms of schizophrenia
to predominate over time.

. At the time of my 2015 and 2017 evaluations of al-Qahtani he endorsed significant
symptoms of PTSD in excess of those required to meet the DSM-5 diagnostic criteria. He
endorsed symptoms in each of the five categories listed, In addition to exposure to actual
and threatened death, serious injury, and sexual violence at Guantinamo (GTMO), al-
Qahtani endorsed symptoms in each of the four categories listed. These include intrusive
symptoms (intrusive and distressing memories, nightmares, and intense psychological
distress and physical reactivity on exposure to reminders of trauma); avoidance of
reminders of the traumatic event (avoidance of memories and avoidance of IMG
clinicians); negative alterations in cognitions and mood (feeling “broken,” experiencing
horror, anger, and shame); and marked altcrations in arousal and reactivity (irritability,
hypervigilance, insomnia, exaggerated stastle response, and decreased concentration).

. The SMOQ’s declaration indicatcs that al-Qahtani is diagnosed with an Unspecified
Depressive Disorder and that “BHU has been unabie to confirm that Mr. al-Qahtani’s
non-specific symptoms are related to PTSD, given his refusal to fully participate in BHU
services.” (SMO Declaration, para. 15.) However, the extreme torture to which al-
Qahtani was subjected at GTMO, as well as the medical and mental health conseguences
of this torture (including medical hospitalization) are well-documented. This
documentation is presumably available to JMG clinicians, whom the SMO described as,
“familiar with his complete medical and mental health history.” (SMO Declaration para.
3.)
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The documented torture to which al-Qahtani was subjected at GTMO should have led
BHU clinicians to broach this history and conduct a PTSD symptom review with al-
Qahtani. During my evaluations of al-Qahtani he stated that no BHU clinician had
discussed torture or conducted a PTSD symptom review with him.

I note that the SMO relied on cxtemal records to support a diagnosis of a psychotic
disorder. He apparently did not give similar weight to the sections of my declarations that
discussed al-Qahtani’s symptoms and diagnosis of PTSD.

As noted in paragraph 4 above, it is my opinion that al-Qahtani cannot receive effective
treatment for PTSD at GTMO. Al-Qahtani was subjected to extremely dehumanizing,
degrading, and humiliating torture at GTMO. This torture resulted in profound disruption
of his dignity, sense of self, and personhood. These effects were amplified by al-
Qahtani’s pre-existing psychotic disorder.

JTF personnel, including JMG clinicians, directly participated in al-Qahtani’s torture at
GTMO. This is the context in which al-Qahtani intermittently refuses to engage with
current JMG and BHU clinicians. It is unreasonable to believe that a survivor of torture
could divorce his experience of torture from reminders of that torture. For al-Qahtani, this
incomprehensible violation of a clinician’s primary duty to their patient (“first do no
harm™) resulted in an irreparable rupture in the trust that forms the basis of a therapeutic
clinician-patient relationship. To maintain that the passage of time would mitigate this
betrayal is to deny a patient his dignity.

Other factors pose impediments to effective treatment at GTMO. Indefinite detention is,
of itself, traumatizing as it dcvastates any attempt the individual makes to re-establish
some semblance of personal agency. Rotations of JMG clinicians preclude the
development of the long-term therapeutic relationship required for trauma recovery. The
SMO posited that long-term linguists create continuity of care. (SMO Declaration para.
5.) I do not find this argument persuasive. A linguist does not deliver care and is not a
medical professional. They should not be relied upon to act as a clinical member of a
treatment team. Furthermore, linguists at GTMO may come from cultural or religious
backgrounds that make trust difficult for detainees to establish.

The SMO’s declaration states, “JMG Clinicians receive training to equip them to provide
quality care in a detention setting by ensuring that they have a working knowledge and
understating of the requirements and standards for providing health care to detainees.”
{SMO Declaration, para. 5.) There are no standards for providing psychiatric care to
detainecs who have been tortured while they remain in the environment in which they
were tortured. Similarly, there are no standards for the provision of care to detainees who
have been tortured by the clinician members of the authority that perpetrated the torture.

The SMO’s declaration states, “The level and type of treatment provided to a detainee is
dependent on the accepted medical standard of care for the condition being treated.”
(SMO Declaration para. 7.) However, BHU clinicians do not provide care for PTSD as
outlined in several well-accepted practice guidelines. These include the following:
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a. Clinical Practice Guideline for the Management of Posttraumatic Stress Disorder
and Acute Stress Disorder, United States De?artmem of Veterans Affairs and
United States Department of Defense, 2017;

b. Clinical Practice Guideline for the Treatment of Posttraumatic Stress Disorder,
American Psychological Association, 2017;%

c. Practice Guideline for the Treatment of Patients with Acute Stress Disorder and
Posttraumatic Stress Disorder, American Psychiatric Association, 2004;* and

d, Guideline Watch Practice Guideline for the Treatment of Patients with Acute
Stress Disorder and Posttraumatic Stress Disorder, American Psychiatric
Association, 2009.*

17. These practice guidelines review effective evidence-based treatments for PTSD. In the
interest of brevity, [ will provide just one example. The VA/DoD practice guideline
recommends individual, manualized trauma-focused therapies over medication treatment.
Recommended therapies have a primary component of exposure and/or cognitive
restructuring. Recommended modalities included Prolonged Exposure Therapy,
Cognitive Processing Therapy (CPT), Eye Movement Desensitization and Reprocessing
(EMDR), specific cognitive behavioral therapies for PTSD, Brief Eclectic Psychotherapy
(BEP), Narrative Exposure Therapy (NET), and written narrative exposure. Clinical
Practice Guideline for the Management of Posttraumatic Stress Disorder and Acute Stress
Disorder, United States Dcpartmcnt of Vetcrans Affairs and United States Department of
Defense, 2017, at pp. 44-46.°

18. I do not believe these treatment modalities are available to GTMO detainees.

19. I am unable to comment on al-Qahtani’s medication regimen. T have not seen him since
January 2017. As the SMO notes, BHU clinicians have not fully assessed his current
mental state. I do not have adequate clinical information to assess the appropriateness of
the medications he is currently prescribed. I do note that al-Qahtani was previously
prescribed aripiprazole and is now taking quetiapine as needed. Both of these
antipsychotic medications are associated with metabolic syndrome. Patients on these
medications require & minimum of annual laboratary assessment of cholesterol,

! Avmlable at
AL i
201 7)
2 Available at http://www.apa.org/ptsd-guideline/ptsd.pdf (accessed Sept. 11,2017).
3 Available at
http://psvchiatryonline.org/pb/assets/raw/sitewide/practice_guidelines/guidelines/acutestressdisorderptsd.pdf
(accessed Sept. 11, 2017).
* Avmlabl: at

sacoessed Sept. 11, 2011)
Avulable at
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triglycerides, fasting glucose, and HgBAIC. Al-Qahtani should be offered a medication
for insomnia that does not require blood work if he will not comply with this regime for
quetiapine.

20. The SMO admits that al-Qahtani has not been fully assessed by BHU clinicians. Al-

21.

22.

Qahtani has demonstrated an unwillingness “to meet with BHU staff in a manner that
allows him to fully discuss treatment of his mental status and behavior.” (SMO
Declaration para. 10.) Therefore BHU clinicians have an incomplete understanding of al-
Qahtani’s mental health history, current symptoms, and concerns about treatment. This
calls into question the accuracy of the SMO’s diagnostic assessment of al-Qahtani, as
well as his findings regarding al-Qahtani’s current symptoms and response to treatment,
or lack thercof. Thus, the SMO’s assessment that al-Qahtani’s symptoms did not
deteriorate during Ramadan is based on insufficient information. (SMO Declaration para.
20.)

The SMO noted, “It is the opinion of the JMG psychiatric consultants that Mr. al-
Qahtani’s condition is currently well managed with minimal residual symptoms and even
if his condition were more severe, the JMG has capability in excess of what he would
need to be treated.” (SMO Declaration para. 21.) Again, this assessment in based upon
insufficient information as supported by the SMO’s admission that al-Qahtani has not
been fully asscsscd by BHU clinicians.

The SMO noted, “While Mr. al-Qahtani is not fully compliant with the providers’
treatment plans as it related to his mental illness, that is not uncommon for individuals
with his illnesses either in detention or outside of the detention environment.” (SMO
Declaration para, 21.) This statement accurately describes patients who do not believe
they have a mental illness or those who do not desire treatment for their diagnosis.

However, al-Qahtani has a strong desire to reduce his symptoms of PTSD and
schizophrenia. He is unable to be effectively treated while he is detained at GTMO.

1 declare under penalty of perjury that the foregoing is true and correct.

Executed on this 12th day of September, 2017.

M[ Hezdooe ol

Emily A. Keram, MD
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SUPPLEMENTAL DECLARATION OF EMILY A, KERAM, M.D.
REGARDING MOHAMMED AL QAHTANI

Pursuant to 28 U.S.C. § 1746, I certify that the following is true and correct to the best of

my knowledge:

1.

Mr. al Qahtani and I last reviewed his psychiatric symptoms during an unsecure phone
call on December 18, 2017. (The Privilege Review Team monitored the call, conducting
classification review in real time.)

Mr. al Qahtani reported symptoms of Posttraumatic Stress Disorder (PTSD) including
painful and unwanted intrusive thoughts, images, and memories, as well as nightmares.
He explained, “Sleep is such an issue for me. I see frightening things in my sleep. I try to
forget thesc things but when I sleep | see things I went through, the torture |
experienced.”

Mr. al Qahtani attempts to avoid trauma-related thoughts and feelings. He endorsed
negative affect (depression), decreased intercst in activitics, and isolation. He stated, “I
tend to stay alone these days.” He had not gone outside is some time. He explained, “It
makes me sad to go outside and walk in this terrible place. It’s a place without love.”

Mr. al Qahtani has difficulty experiencing positive feelings. He feels anxious and
irritable.

Mr. al Qahtani has insomnia, impaired concentration and memory, hypervigilance, and
exaggerated startle response. Additionally, he experiences hopelessness.

Although he denied suicidal idcation, intent, or plan, it was difficult for him to rcspond to
questions about his desire to stay alive. He clearly ties this desire to the possibility to his
future prospects. He explained, “I wish that I can build a life and a family and a future.”

During our December 2017 phone call I asked Mr. al Qahtani about his contemporaneous
mental health treatment with Joint Medical Group (JMG) clinicians. Mr. al Qahtani
rcported that JMG psychiatrists continued to change every 3 to 6 months. He sees them
once a week to once a month with the frequency determined by the different
psychiatrists. Each visit lasts approximately one hour.

I have asked Mr. al Qahtani’s attorneys to share their observations of his mental health
during their visits. In November 2017, Mr. al Qahtani’s attorney described Mr. al Qahtani
as restless. He muttered to himself and lost eye contact. Mr. al Qahtani stated that
indefinite confinement caused him to feel under pressure so that he couldn’t think.

From a February 2018 visit, Mr. al Qahtani’s attorney described him as appearing to have
lost weight. When asked, Mr. al Qahtani explained that personnel no longer tell detainees

their weight. Mr. al Qahtani stated, “I’m not improving,. I'm getting worse.” He described
daily episodes during which he screams, speaks to himself, and cries uncontroliably. He
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reported that the Commander of the Joint Detention Group meets with the other detainees
to enlist their help in looking after him.

During a March 2018 phone call, Mr. al Qahtani told his attorney that he had not
improved since their February visit. He was taking two medications but could not recall
their names. The medications were prescribed to help calm him, improve focus, and
reduce insomnia. It appears that, consistent with his diagnosis of schizophrenia, one of
the medications was likely an antipsychotic. Antipsychotics are used to address
delusional thinking and hallucinations, symptoms of schizophrenia, Mr. al Qahtani
reported that medications were prescribed to help him forget about “ghosts.” Some
people from Mr. al Qahtani’s culture believe that delusional thinking and hallucinations
are causcd by “ghosts” or “djinns.” Mr. al Qahtani reported that the medications were not
very effective.

On the March 2018 call with his attorney, Mr. al Qahtani reported symptoms consistent
with PTSD and Schizophrenia. As is the cas¢ for many patients suffering posttraumatic
nightmares, Mr. al Qahtani noted he was afraid to sleep. He was experiencing insomnia.
He had visions of bcing chased by ghosts during the day. At times he found himself
screaming. He felt that he couldn’t talk to people. “Those who see me would say I’'m
crazy.”

During that phone call, Mr. al Qahtani exhibited increasingly impaired concentration. His
attorney observed that Mr. al Qahtani episodically lost the thread of their conversation.
He asked the attomney to repeat himself throughout their discussion.

Mr. al Qahtani told his attorney that JMG clinicians continued to see him but couldn’t
really care for him. “They just talk to you.”

As described in my previous declarations, Mr. al Qahtani has still not been offered
cffective evidence-based psychotherapy for PTSD recommended in United States
Departments of Defense (DoD) and Veterans Affairs (VA) PTSD treatment guidelines.
For example, he denied being offered Prolonged Exposure Therapy, Imagery Rchearsal
Therapy for Nightmares, or Cognitive-Behavioral Therapy for Insomnia. He has also not
becn taught skills that are helpful for managing anxiety and autonomic arousal symptoms
such as progressive relaxation, mindfulness, grounding, and breathing. These skills are
routinely taught to PTSD patients who are cared for by US DoD and VA clinicians.

Mr. al Qahtani is prescribed psychotropic medications. During our phone call and in
discussion with his attorneys, he has been unable to remember the names of medications
he has tried most recently. He reported trials of different medications which are
discontinued secondary to adverse effects. At times he self-discontinues medications that
he does not feel are helpful. I note that in 2017, JMG clinicians prescribed Haldol, an
antipsychotic, and Zoloft, a medication for insomnia. This is consistent with his diagnosis
of Schizophrenia.
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16. It remains my opinion that Mr. al Qahtani is suffering from PTSD. As noted in my
previous declarations, he is also diagnosed with schizophrenia, a chronic, severe
psychotic illness. During our phone call Mr. al Qahtani reported ongoing auditory
hallucinations. During his March 2018 phone call with his attorney, Mr. al Qahtani
reporied similar psychotic symptoms.

17. Based on the above, it is my opinion that Mr. al Qahtani's symptoms of PTSD and
Schizophrenia have not improved from the time [ first evaluated him in May 2015. As set
forth in my June 2016 report and December 2016 supplemental declaration to this Court,
as well as my July 2016 declaration to the Periodic Review Board, it remaias my opinion
that Mr. al Qahtani’s symptoms of PTSD and Schizophrenia are chronic and are
worscning. These symptoms will thercfore continue beyond one year, will probably
continue to worsen, and will be present throughout his lifetime. Goals of appropriate
trcatment are symptom management, not cure. Pleasc refer to these documents for the
bases of these opinions.

18. It remains my opinion that it is not possible for Mr. al Qahtani to receive appropriatc
treatment from the JMG-Guantanamo. The bases for this opinion are discussed in my
July 2016 supplemental declaration to the Periodic Review Board and my December
2016 supplemental declaration to this Court.

19. As per the analyses sct forth in my report and supplemental declarations listcd above, it
remains my opinion that Mr. al Qahtani’s diagnoses of PTSD and Schizophrenia render
him unable to join or retum to any battleficld; psychiatric assessment of future threat
places him at low risk for future dangerousness.

20. As per the analysis set forth in my previous report and declarations, it remains my
opinion that, dcspite their clinical competence and desire, JMG clinicians are unable to
provide appropriate treatment to Mr. al Qahtani for his diagnoses of PTSD and
Schizophrenia. As previously sct out, it remains my opinion that Mr. al Qahtani would
receive appropriate treatment for these diagnoses were he to be repatriated to the
Kingdom of Saudi Arabia, where his family resides.

I declare under penalty of perjury that the foregoing is true and correct.

Executed on this 14th day of April 2018.

EMILY A. KERAM, M.D.
1160 N. Dutton Avenue, Suitc 255
Santa Rosa, CA 95401
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